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Introduction
[moderator gives introduction to platform and discussion] 
QUESTION 1

M-Just shout out if you have any questions, thanks everyone.

-What's EHC short for?

-[Inaudible - 0:01:21]

M-I'm sorry where is the EHC?

-Number 2, number 5 EHC?

M-To be honest I think that might be Electronic Health something.

-[chuckles] Okay, good, how do we answer it if we don’t know what it is?

M-If you're not sure what it is then it's probably a no. [chuckles] I don’t want to give you the wrong thing, so, maybe just don’t answer that one, thanks.

-Actually guys, that's the electronic health communications.

M-Thank you to whoever said that.

CONTEXT

M-Okay, so, I'm just going to open up the floor to the reasons why you guys decide to [start here: 0:03:30] communicate the way you do. Anyone want to tell us more about the response? And your first name please?

I just am sort of old school and I much prefer, if I have a question or a concern relating to a patient, I just find it much easier to pick up the phone, try to speak to that person. You can explain the question or the concern much easier and make sure it’s appropriate and to the right person, so I just think you can resolve things quicker that way than often in writing where once it gets sent you never know who quickly you’ll get a response.
M-And is that just for general time saving versus it’s something that might be of an urgent nature that is time sensitive or it’s just like, I just want to save time?

-Both. If it is urgent, I agree it’s easier to talk to someone in particular because you know, you’ve spoken with them and they are aware of it. 

M-Thank-you. Anyone else.

-In my specialty I do not see the need to communicate with [inaudible - 0:05:08.7] practitioners because we do not get any reference from these type of health care providers, so we don’t get [inaudible - 0:05:19.9] we do talk to some chiropractors sometimes they are looking for [inaudible - 0:05:24.8] other than that we don’t see many people [inaudible - 0:05:28.4]

M-Thank-you. Just for some context, your specialty is what sir?

-[inaudible - 0:05:35.8]

M-Okay great, thank-you. And for the rest of you anyone else in terms of how you like to communicate with non-prescribing professionals if at all?
-Yeah this is [redacted] and I already addressed the comment that says that EHC is preferable these days but there isn’t any way to interface these non-prescribing professionals, so we have no choice but to [inaudible - 0:06:03.8] over the phone, occasionally we’ll receive a fax. Do remember that every conversation that occurs to these people you would like to document [inaudible - 0:06:12.2] so that in case of audits and in case of mitigations everything comes to surface.
M-I see, okay that’s an interesting point, [redacted]  do you have any concerns about that in terms of picking up the phone in terms of audit later on or is that a secondary concern for you or not at all. 

-Very minor secondary concern.

M-[redacted] going back to the idea if you had the interface, if you could design the ideal interface for you to talk to a non-prescribing professional what would that look like? Is it simply sending an email or is it a skype or video call? What is the ideal interface for you?

Just to let you know that the interface normally comes by the ministry of health and they have to approve the non-prescribing professionals and then some of [inaudible - 0:07:13.0] into the medical software, how they do it I don’t know but they have to go to the approved vendor. In my province only, a couple of vendors are approved but in Ontario nine are approved so it varies from province to province. That could be a very nice way to address for us because we like everything recorded. 

M-Have you ever tried to follow up with the ministry of health or how [inaudible - 0:07:39.0]

-I haven’t, and I think it’s a matter of time because what they are doing now because they are still in stages of evolution where they are trying to integrate what they have already at the labs, the radiology, the emails have not been integrated so we cannot bring it in so I mean into the software and why use the software [inaudible - 0:08:01.3] but there are many other software. [inaudible - 0:08:04.5] one of the more popular ones across the country so it’s not been integrated so I don’t know how it would [inaudible - 0:08:11.2] but one would have to go through perhaps a medical association or something. I can see it happening over a period of years. 
M-What province are you in sir?

-I am in Saskatchewan.

M-Okay for the rest of you does that work similarly in terms of, you would like electronic, but you don’t have that option in your province or is it more just a matter of personal preference?

-Personal preference.

-Personal preference. 

-Personal preference, ease and convenience.

M-[inaudible - 0:08:55.5] when you say it’s a preference, what is your preference?

-To pick up the phone.

M-Okay, great thank-you for that everyone that’s some good context. So, the second question is up. For this one it works a little bit differently so all you have to do is type in your response where it says add idea and then hit either the enter button or the add button and then you can also add as many ideas as you would like. Same idea we will have a group discussion after a few minutes of quiet typing.

[Respondents answer questions]

TEMPLATE USE

M-Okay, so I am seeing a lot of no’s, it’s helpful to understand why you don’t use a template, is it simply a matter of it’s not available, it’s not of interest, takes too much time, whatever it is. Are you not aware of one?

-There’s not one available where I work.

M-Is it of interest to you as a template for that kind of thing?

-I’m not sure that it is. Most of my communication with the physiotherapists looking after my patients and we do most of it either on the phone or over email.

-This is [redacted], I agree.

-This is [inaudible - 0:10:48.4] from Vancouver I agree and like to pick up the phone, that’s it. 
-This is [redacted]  from Ontario, I don’t use a template because it’s not available, I would communicate directly through the electronic health record with physios or other allied health professionals in my clinic but with me to use a template to communicate with someone at another clinic it would be time consuming and that would be an extra step we may not have time for. 

M-Do you have the same issue that was mentioned for Saskatchewan in Ontario where it’s a matter of this electronic health communication is not available or is it another issue in terms of that?

-With the physiotherapists in my clinic we would communicate through the electronic record and that way it’s documented, and we can see in the charts each other’s notes but in order to communicate with someone at a different clinic it wouldn’t be available.

-[inaudible - 0:12:04.1] here from Halifax, I use paper files out of choice, and I like sending a brief history on my little notepad to the people that I am sending my patients to because along with that I can send a brief x-ray report or maybe whatever investigations that have been done to have the person who is going to look after my patient. 

M-I missed the first part, did you say you do currently use a template?
-I don’t use templates, I just write a brief hand-written note.

M-And you send it with the patient to the-

-I fax them to the person and along with that I also send some reports that may be helpful to the person who is going to look after the patient. 

-This is [redacted]  here, just to let you know that for physiotherapists we have different templates on our EMR, so I can simply choose that and then I write in my comments and I can attach any x-rays or images and then I can fax it to my physiotherapists through my electronic medical records. As far as other non-prescribing professionals for example chiropractors, I can’t do that but again they don’t formally require a referral from me. They can see them because they are independent health practitioners themselves, so they do not require referrals. But if there’s any communication required then the chiropractor may fax me, and these faxes are scanned to the EMR, with the patient’s consent we can fax x-ray reports to them as well. 
M-[inaudible - 0:13:58.0] I was interested by you said your elective patients you do use a template they are very standardized, could you tell me more about that?
-So, for my hip and knee patients they get a package from me pre-operatively that has a physiotherapy referral on it that is pre-printed with their name, what their operation is, the date of their operation, what the diagnosis was and what my intentions are for the first 6 to 12 weeks in terms of what their rehab [inaudible - 0:14:28.8] Now, granted inter-operatively if I find anything that’s going to deviate from my standard rehab plan I will change that form but for about 80% to 90% they go home with that form that’s already in their hand. It works for a lot of these patients because before they even have their elective operation with me, they are able to go to their physiotherapist or find a physiotherapist who will be able to perform what I am going to be asking of them post-operatively. 

M-And is that something that is unique to your office or is that something that is standardized across the province kind-of-thing?

-No, that’s me just being type A and I just did it. Part of the reason was I wanted to minimize the phone calls and the extra work I was having to do, so this way it’s there and I already know they have it. 

M-So, for everyone I would just like to understand, please correct me if I’m wrong that there’s no standard procedure or protocol or rules on how you communicate with non-prescribing practitioners, it really comes down to personal preference depending on your wants or needs. Is that a fair thing to say?
-Yes.

M-It’s not like the province mandates that you communicate in a certain way it’s just like whatever you guys want kind-of-thing?

-Correct.

M-And how do you guys feel about the potential inevitability of electronic records and electronic communication becoming an inevitability? Or do you feel like, you know what, I don’t think that’s inevitable, this is the way I’ve always done it or where do you guys sit on that?

-It’s inevitable.

M-You think it is inevitable, okay. 

-It is inevitable, there’s so much pressure. If you look at the meta data, then you look at the uptake of EMR across the country and there are in excess of 50% equitable minimum. And then some provinces like ours it’s probably 80%. So that’s where it’s going and that’s where the millennials are going because [inaudible - 0:16:44.0] professionals today are going that way, so we have to do that, the future of [inaudible - 0:16:53.8] attract some millennials [inaudible - 0:16:55.9] they won’t look at any practices that are not EMR based. 

M-And how do you feel about that? Is that a good thing, does that just feel like more paperwork added to your life, the idea of more electronic?

-If you’re asking me, the EMR is really excellent. It is really expensive and it’s time consuming and we’re not able to cope with the normal load that I have with paper but then EMR is very clean, it’s reproducible nicely and it does have audit trail which can work for you or against you, you have to be very careful, it looks at all the footprints. So, you can’t change, you’ve got to enter the date, the reason and everything. So, it’s very clean but there always the advantages and disadvantages. 

M-Does anyone else have any thought on the inevitability of electronic records and communication?

-I would agree it’s coming whether it’s good or bad I don’t think we’re going to have any choice.

M-Okay, [laugh] [inaudible - 0:18:10.3] do you like the thought of it, do you think it would help you in your practice be more efficient.
-I don’t think it would be more efficient, I think it would actually be a bit longer.

-The agencies or associations are all [inaudible - 0:18:33.0] on doing that [inaudible - 0:18:34.6] an advantage and I’ll tell you one thing, it has changed our lives, it has created a lot of stress and the only reason I’ve done it is I hope my practice someday can be [inaudible - 0:18:46.7] who will do this. The other issue is that of privacy. They have barely addressed the privacy issues in EMR. [inaudible - 40:18:59.4] and there’s no privacy as to who you are.

M-Do we happen to have any millennial doctors on the line who would like to weigh in on EMR?

-Sorry, non-millennials or millennials? 

M-Millennials because [redacted]  did mention millennial doctors, he thinks they might like it, so I would like to hear if you are millennial doctors if you would like it. 

-I’m a millennial doctor I guess, I think it’s more important for my MOA than for me to like it, to be honest. I do very little through my electronic medical record. Like I still dictate, and she transcribes so I think it’s more important for my MOA to like it than for me to like it. Because whether it’s paper or electronic I still would know where to find the information, so I know the transition is inevitable and I know we’ll be forced to do it but I don’t really have an opinion because for me I just need the work to be there and to be done and the efficiencies in it are more important to my MOA I think. I don’t know if the rest of you would agree or disagree with that. 
-This is [redacted], I also am a millennial doctor and I agree, I think it’s important to have an electronic record when you’re having other people accessing your charts. In our practice for instance, we’ll see each other’s patients for vacations etcetera, so I think that it makes it easier for that perspective, but it is definitely more time consuming. 

M-And when you say your MOA, does that stand for your office manager?

-My medical office assistant.

M-Okay, thank you everyone for that discussion, you’ll see the next question is up and some of you have already answered. [inaudible – 0:20:55.0] the non-prescribing practitioners. So, how do you find out who’s in your geographic area, do they come to you proactively? How does that work? Anyone want to speak to that?
-This is [inaudible - 0:21:21.4] I’m from Vancouver. For me, it’s usually the geographical area [inaudible - 0:21:30.7] other allied health providers and so I [inaudible - 0:21:33.4] that way and then also you get the feedback from the patients [inaudible - 0:21:38.3] that would be on our list and then we would do the referral, that’s how we do it. 

M-So, do you eventually build up a list of different non-prescribing practitioners in your office based on who they like?

-Exactly. And also, the MOA has a list of people that they’ve accumulated over the years and then when I say I want someone to go for massage therapy, so they just fill in the form and give it to the patient and tell them where to go. 
M-Does anyone have a different approach in terms of how to find out?

-I’m [redacted]  from Halifax, what I do is sometimes is I write a little note and give it to the patient, so he can choose which person he would like to go to, if that guy is known to him or that is close to his house so that way it makes it easier for him. 

M-And do you guys feel like you have a horse in the race in terms of who they choose in those situations or is it like, as long as the patient likes them, I’m happy?
-I would agree with that. I rarely suggest a specific therapist, it usually comes down to if the patient has some familiarity with one, let them go where they are comfortable. 

M-Anyone else, something different or the same?

-I’m [redacted]. In Ontario, sometimes it comes down to whether they can afford to go to a private place or whether they have to go to a place that it is covered by the government. Otherwise it’s geographically based.

-I think most of these referrals are covered by the [inaudible - 0:23:29.6] or by the government, so I don’t think that most of my patients pay anything at all, or if at all a small percentage.

M-Yeah it does sound like depending which province you’re in it could be expensive.

-Yeah, it’s different in Ontario.

-It’s different in BC it’s not covered either.

-In Saskatchewan, none of the 0:23:58.1] are covered and so you would have to refer to the hospital in which case they would have to wait for a long time. 

-[inaudible - 0:24:10.8] in my province I can even send a patient for a hypnotism or acupuncture or chiropractor and most of them are usually covered if they have some sort of third-party insurance or [inaudible - 0:24:26.2] By the way the MSI is our local insurance.

M-And does it differ for physio versus massage versus chiro or acupuncture or if one is covered generally the rest are covered, do you know what I mean?

-They are all covered by the government yes.

-This is [redacted]  from Saskatoon just to clarify that all the ones that you mentioned if they have private insurance and depending on the tier that they belong to they will be covered for example they may have up to $500 to spend once a year and so massage therapy [inaudible - 0:25:12.2] acupuncture, I’m not sure about hypnosis but physiotherapy [inaudible - 0:25:16.3] but again not by the MSI the government does not cover. The only one that covers physiotherapy [inaudible - 0:25:23.5] out of hospital those patients who do not have any coverage. 
TREATMENT
M-But overall it sounds like that regardless whether or not you’re covered that is a factor so that’s really good to know that the level of coverage is a factor. Okay, so everyone you’ll see question four is up, we’re going to switch gears and talk a little bit about MSK, muscular I’m sorry, I can’t pronounce it, I think you guys all know what that means. And please enter your responses here and then we’ll have a discussion.
M-Some of you it looks like you start with meds, they are a part of the treatment and some of you it’s not. And I’d also like to understand if it’s first-line, second-line and the other thing is some of you are surgeons, some of you are GPs, sorry if I didn’t mention that earlier but again is it if you’re a surgeon then [inaudible - 0:27:40.6] or how that works, so I’m just going to open up the floor, how do you normally typically treat pain?
-This is [redacted], I am a surgeon and most of my practice is just hip and knee replacement and been practiced a while now so a fairly selective group, most if not close to all patients I end up seeing have already had most of the conservative non-surgical treatments and therefore being sent for end-stage arthritis and are coming in for discussion of surgery again generally joint replacements. 

M-So by the time they get to you they’ve already been through all that.
-Generally, yes.
M-How about the rest of you?

-I’m a family doctor so as you know we see back, neck and knee pains. The majority of them are mechanical in nature so we do all the regular stuff the analgesia, pain control medications and all that. Physio and massage come in handy there.

M-So let’s say someone came in with one of these types of pains what’s the first-line is it you try to go to physio first and then meds or is it the other way around?

-It’s usually both of them together at the same time.

M-Anyone else, anything different or the same.

-Yeah, I would agree it’s usually multi-modal in terms of the approach. Modalities, meds, the appropriate therapy maybe knee supports with knee arthritis, exercises mostly for the neck and back issues. When all that fails then they get an operation in terms of the knees.
M-And how long is it a month, six months a year before it’s like you know what, let’s operate.

-It’s more a matter of how they respond to the non-operative measures. I mean there’s times that we see patients with terrible looking x-rays that are still doing well with non-operative measures. I don’t know that there’s any particular time that’s set in stone.

M-So it’s basically based on their own discomfort.

-It’s all about pain.

-And the patients, yeah. 

M-Anyone have anything different that they try or do or does that sound to be in line with the rest of you?

-The only thing I would make a plea for in terms of being a surgeon is we try and discourage the family docs from putting the patients on narcotics ahead of [inaudible - 0:30:37.0] because it makes it that much harder to deal with their post-op pain.
-I don’t know if this was mentioned as well, I inject a lot of my hip and knee patients, primarily my knee patients who come in with knee arthritis or knee arthritic-type pain as well. So [inaudible – 0:30:37.0] I say let’s go supplementation, injection or a steroid.
M-Okay, and are you a surgeon or a GP?

-Yes.

M-Sorry, which of the two are you sir?

-Orthopedic surgeon.

M-Thank-you for that. So, circling back [inaudible - 0:31:13.3] narcotics is it more difficult because they have already built a tolerance to the narcotics so therefore when they get to the surgery stage it’s harder to manage the pain, is that the idea?

-Absolutely.

M-Okay, that’s good feedback for the GPs on the call. [laugh] 

-It depends [inaudible - 0:31:34.1] it works both ways. What we have is the majority of narcotics are started post-operatively from the hospital. Then we come in a few weeks, this is a fact, nobody can deny it, they come to my office, they show me can I have these prescriptions? I then have to assess the level of pain using the pain charts and see how severe the pain is. If it demands that it does need 0:32:00.2] narcotics we do that. Otherwise I would like to shy away from narcotics and I wish everybody would do that because we don’t initiate people. Initiation is in the hospital and many of the patients will visit emergency departments also have been given four or five tablets of narcotics in the [inaudible - 0:32:17.9] go see your doctor and get it. We don’t want that. We have issues. We know what’s happening with opioids in Canada. They’re fighting for that too

M-The issue being opioid addiction presumably? 

-As long as the patient and [inaudible - 0:32:38.1] are aware of that [inaudible - 0:32:40.8] but some of the patients are genuine. They are post-operative and you can’t use Tylenol and you can’t use something that won’t work. Maybe [inaudible - 0:32:50.9] would work, I don’t know. I don’t see any [inaudible - 0:32:53.8] post-operative benefit of that. I’m just saying that certain situations do demand to use an effective analgesia. 
ASSESSING AND DIAGNOSING

M-I feel like that’s a whole other 90-minute topic but thank-you everyone. We are going to talk about assessing and diagnosing MSA conditions, if you wouldn’t mind filling out question five and again, we’ll have a discussion after everyone has had a chance to type. 
[Respondents fill out question]

M-So it looks like there’s a few different responses here in terms of referrals. I’m just going to open the floor up on how you guys make referrals to non-prescribing health practitioners if at all. So, [redacted] you said that you actually refer to all physio, chiro and massage so do you mean that you’re not discriminating one against the other, it’s just like whatever is most appropriate or all three? How would that work [redacted]?

-Yes, so depending on the situation physiotherapist, chiropractor and massage whichever I thought was most appropriate.

M-And [inaudible - 0:35:45.0] you said that if they don’t respond well then you refer and you also yourself give them exercises to do at home?

-Yeah so it again it depends on the part of the body. Most of the time as a family physician we see a lot of these soft tissue injuries and all that and the majority of the patients like everybody has alluded to is not covered by the medical plan so you end up assessing and making sure there are no red flags and then we know that it takes four to six weeks to get back no matter what they do so I actually personally give them exercises for what would help to strengthen them. The [inaudible - 0:36:26.0] people get pain they stop using the part that’s hurting and sometimes that’s not helpful and then if they don’t respond then I send them to either physio or massage or chiro whichever is appropriate.

M-Okay, and how did you find out about the exercises? What did you do, did you look them up? 
-I’ve been a physician for 38 years and so over the years I do a lot of teaching to [inaudible - 0:36:52.1] so I know the exercises that are the ones for each particular thing. So, I actually demonstrated to them with my residents and all that and then we give it to the patients and I think they respond much better and have a follow-up in two weeks to make sure that they are getting better. So, over the years I’ve developed a whole lot of exercises myself that I would [inaudible - 0:37:16.8] with my patients. 
M-When you guys refer to red flags, what is a red flag as it relates to the kind of situation?

-Usually the red flags are the ones that are dangerous stuff like if somebody’s got a neck pain it might not just be muscular neck pain, there might be a tumour there or there might be a fracture so those types of things you want to rule out. The ones that you [inaudible - 0:37:47.7] those are the red flags we call.
M-Okay, thank-you that makes good sense.

-One of the red flags could include for example, [inaudible - 0:38:02.4] disorders like for example [inaudible - 0:38:04.6] you wouldn’t try and send these patients to anybody else you have to be very careful. To work through a physician [inaudible – 0:38:12.7] those patients.

-That’s true, yeah.

M-I guess what I’m trying to understand is, where is that line between okay, we’re just going to do it here? I think one of you mentioned four to six weeks, so is that a good time to figure that out and then you go to a referral? How do you measure that versus the pain again? So, [redacted], if appropriate help me understand that. 

-If they had quite severe neck or back pain you would probably send them earlier. If it’s a matter of just showing them a few exercises to work on for the knee pain often they can do that on their own with some handouts. Certainly, if they had surgery they would need to go on work with the physiotherapist. A lot of these conditions we’re talking about end up being self-limiting particularly the acute neck or back pain. You wait for a reasonable period of time and if they’re getting better you just carry on with the non-operative and symptomatic things that you’ve talked to them about and if they’re not improving, they might go to the therapist to be properly instructed in terms of a home exercise program. 

M-One of you referred to a pain chart earlier, is that a standard practice for all of you guys that you have pain charts from med school or wherever it is? Is that a standard thing or is it more of a discussion that you have with the patient?

-[redacted]  from Saskatoon I’m the one who talked about the charts. There are charts from the Canadian pain society so if you are dealing with patients with chronic pain then it’s always best to use that in order to justify what you are doing in pain management. I want to also say one thing about red flags, bear in mind that there are some patients who will rate the pain 10 out of 10 on a visual [inaudible - 0:40:22.0] and you look at them, they’re not in distress, they don’t have any pain and I can’t explain that. So, to me I’m wondering why they are complaining in that manner when there’s no sleep disturbance yet they [inaudible - 0:40:34.2] it as 10 out of 10. So again, this could include patients who are in a motor vehicle accident and of course they never get better until [inaudible - 0:40:40.8] is over. There could be patients who are on WSIB or workman’s compensation so, again you have to be very careful. So, in this case I’ll do a referral, I won’t waste time. I’ll make sure that there’s early intervention through a physiotherapist. It could be a chiropractor but again, they don’t need referrals there, patients can refer themselves in Saskatchewan.
-I also wanted to say that I agree with you and the other thing you said, I find the education for the patient is so important because most of the time if they have pain, they feel they are never going to get better. So, when I see them I always educate and say that this is a soft tissue and it’s going to get better and all this so I find that giving them that type of education is even more important than sending them to the allied health practitioners because their body, they might not get better and that’s why they have to go to the other allied health workers. So, for me, education is the number one thing. The path of physiology, what is going on in their body. 

M-Thank-you for that. Unless anyone has any final thoughts about that we have question six up.

-The only other thought I have is we talk about non-prescribing practitioners and, nobody has brought up musculoskeletal weight loss or just weight issues and that’s another non-prescribing practitioner that is going to become more and more important in musculoskeletal care as the population gets heavier.
M-Okay, so weight loss is essentially a way of treating it.

-Well, for many conditions, it can certainly help. 

-To Dr. [inaudible - 0:42:22.8] and I think there’s another orthopedic surgeon from Ontario there, are there bariatric surgeons that you guys can refer to pre-arthritis treatments?

-Yeah absolutely.

-Yeah, so we don’t have that out here in BC.

-If I saw a patient who was morbidly obese it would be one of the discussions, we’d have pre-op whether they wanted to pursue bariatric surgery before they had their joint replacement. And they are guidelines as to how big they have to be before they can be accepted into those programs. 
-It’s a public program it’s not private?

-There are public programs available, they can go private though if they want. 

-Okay. Thank-you.

M-Okay, that’s a great point that was brought up, thank-you. So, we have question six up so if you can check in and we’ll have a discussion in a minute or two.

[Respondents answer question]
M-So, it looks like most of you [inaudible - 0:44:33.4] and some of you are just general consult letter. So, in terms of the type of information you’re looking for and if it’s related to the timing so any thoughts on that or I’m just going to open it up for discussion about this question.

-This is [redacted], I typically get in writing from the therapist either their progress or how they are doing but usually I only get a letter if there are concerns. I’m seeing the patients post-op and I’m doing assessments, I have a pretty good idea how they’re doing but it’s still nice to hear from the therapist if they have a specific concern particularly if they are not progressing, regaining range of motion, those types of things. 

M-And how do you prefer hearing from them?

-Writing is fine. A written note.

M-Anything else?

-I would agree, a written note is how we get it most of the time.

M-And you guys feel comfortable with that?

-Yes.

-[redacted]  just quickly, I said that I would require initial and follow-up visits. The reason being in [inaudible - 0:46:02.8] who are on short-term disability and once they’re on that they’re getting some benefits from an insurance company. Insurance company requires physicians only to [inaudible - 0:46:13.8] report. Majority of the times the specialist will tell the patients to go see your family doctor and have them fill that out. Especially if they’re busy people. [inaudible - 0:46:23.1] usually they can’t in this province of Saskatchewan and chiropractors are not allowed to fill it in either.
M-So, ultimately the family doctor is responsible from a paper work perspective, I guess. 

-It’s called attending physicians’ statement. 

M-[inaudible - 0:46:44.6] you reference the allied health provider, could you tell me about that?

-Yeah, I guess I should have put physio or whoever is corresponding to me. I like their comments there, I prefer a written note unless there’s something really worrisome or troublesome, because I don’t see my elective patients from the two to six-week mark so if they’re at physio in between there and there’s a problem with the wound and the physiotherapist wants to get in touch with me they can just pick up the phone and just call me. And I’m okay with that.

M-So, it sounds like for the surgeons, you guys are like if there are issues that’s the point that I want to hear. For the GPs there’s a practical consideration with the paperwork, how about generally for the GPs is there anything around, I want a general briefing report, I want an assessment report, I want several reports? For the rest of you guys [moderator lists names]

-What I like is I like an initial consult from the therapist and then when they’re finished and the end how they feel and how they are doing and all that. I prefer to [inaudible - 0:47:59.9] we are the ones that end up filling in the forms for disability and all that and it’s always nice to have the assessment from other allied health workers in the form of consult [inaudible - 0:48:15.4] is what I like. 
M-Anything different, any final thoughts in terms of when and how and what type of information you’re looking for before we move on?

-We find [inaudible - 0:48:37.9] shoulder pain without diagnosis and we find [inaudible - 0:48:49.5] specialist.

M-Okay, sorry, I kind of missed the last bit of your thought. So, you’re saying that the allied health provider or the non-prescribing practitioner can be a part of the diagnosis is that what you’re saying?

-[inaudible - 0:49:31.1]

M-Sorry, your phone is breaking up I think it’s a problem.

-[inaudible - 0:49:40.8] make sure that they are [inaudible - 0:49:41.8] prepared specialist for diagnostic workup [inaudible - 0:49:49.8].

M-And so the practitioner could be a part of that evaluation is what you’re saying?

-Yes.

REFERRAL TOOLS
M-Great thank-you for that added detail. I think most of you were sent this tool, or all of you should have been sent this tool in advance of this group tonight. If you did not get this tool and you would like to re-download it, it’s right here for you because this will form the rest of our discussion for this evening until 7:00pm eastern time. So, if you haven’t downloaded the tool if you wouldn’t mind doing that, there’s no actual writing here we just want to make sure everyone has the tool. 

[Respondents download tool]

M-Does anyone need more time to download the tool?

-No.

-No.

-No.

M-First we are going to have a discussion about which if any referral tool you were already using and then the question is how does the PTR referral tool compare with your current referral tool? And if you’re not using a referral tool, I’d just like to understand how this compares generally. Again, if you wouldn’t mind writing then we’ll have a discussion.  

-What does PTR mean?

M-I believe it means the non-prescribing professional referral tool. It was the tool that you were downloaded and were sent.

[Respondents answer question]

M-So, we’re already getting some comments in here about this tool. I guess for those of you who would like a reduction or feel like this might be a lot of work I’d like to hear specifically which items, if any you think could be taken out or compressed or maybe we could go through the tool one by one which I think we might be doing later on. What did you like and dislike? But specific to your remarks about the reduction or being on one page is there anything you feel that could be cut out?

-This is [inaudible - 0:54:01.1] can I say that I actually like this, it’s just a like, I really like the way the red flags, the yellow flags and the management, I don’t think I could cut this, I actually like it. 

M-Okay, thank-you. Anyone else, a couple of you did say it felt a bit long, so I’d like to hear from those individuals.

-This is [redacted], when I make a referral it’s usually specific, you say they’re post-operative surgery and I want them to work on range of motion or strengthening period. That’s all I really need to say. I think we have to be very careful sometimes of overreaching and telling the providers what to do. I think we have to allow them to do an assessment and treat somewhat accordingly.

M-So, if that’s the case do you feel like this referral tool is too specific?

-No, it’s too long, it’s two pages. I could have done it in a page in a half. 

M-Right.

-I think it depends on the surgically, you’re right you just need a few things to do [inaudible - 0:55:21.8] I’m talking more about the mechanical pains. For that, I think this is a very good tool, so I don’t think you can use it for everything but for the mechanical type of pain this is very appropriate.

M-[inaudible - 0:55:40.6] you said that you dictate a referral letter and that you feel like it’s a lot of work and you yourself are a surgeon, not a doctor, but anyway, as a surgeon is this a useful tool to you?
-Yeah, this would be a useful tool to have someone sending it to me because I feel like if my referral letters were coming on this sort of template it would be perfect. I wouldn’t use this because I feel like it would take a lot of time whereas when I’m referring out to physios or what not, I’m similar to one of the other physicians there who mentioned that I just need them to work on range of motion or [inaudible - 0:56:20.2] or x, y, z so my referral would be four lines, [inaudible - 0:56:27.8] post-op or pre-op please work on quad strength, range of motion and knee-stability. I’ll be seeing this patient in three months, and that’s it. 
M-Okay. 

-And what I may also put on that form if there’s anything specifically I don’t want them to do, for example some of my hips I do laterally, I don’t let them do active abduction for six weeks, so I put that on the referral, please don’t do any active abduction for six weeks.

M-Did you find that sufficient, like the physio gets that instruction and they roll with it and it’s not an issue kind of thing?

-Yeah, I haven’t had any problems with that.

M-Sorry, someone else wanted to speak, go ahead.

-I’m a little concerned about some of the red flags and yellow flags if you send something out that says, please be aware that this patient is an IV drug user, or he’s depressed or he’s a substance abuser and he does a poor job satisfaction you’re going to end up in court being sued by these people.

M-That you as a physician would be sued?

-Yeah.

M-Because you’re filling this out and you’re telling another professional about this stuff.

-Yeah.

M-So there’s a question for you about that. Okay, thank-you.
-[redacted]  from Saskatoon. I’d be very careful here because if this form says there are red flags, then I would not choose the non-prescribing provider. I would [inaudible - 0:58:09.6] to physician specialist who are suited to handle these kinds of cases. I think I’d be very careful and things like that. They are best managed by my peers. For example, if somebody has a fracture, trauma where [inaudible - 0:58:31.2] process or otherwise, if it’s a proper fracture [inaudible - 0:58:35.8] they would need to see an orthopedic surgeon. If it was a non-traumatic fracture, I would send them to a rheumatologist. So, I’d be very, very careful because it implicates you when you send a patient to other healthcare provider because then you’re not [inaudible - 0:58:54.2] protected because you should have taken a different, you know, but if it’s a simple musculoskeletal, there are no red flags, I have no problems. I can send them to other healthcare providers that are non-prescribing. 

M-[inaudible - 0:59:11.4] treatment recommended with consideration of red flags identified above. Is it typically a matter of you know what, the practitioner just needs to know there’s some kind of red flag, not specifically what it is, or does it just need to be taken out at all. It’s like if it’s a red flag situation why do they need to know about this?

-I would not refer anybody with red flags to these people unless they are physicians. When I say physicians, I don’t mean family physicians. They have to be my peers, they need to be specialists. 

M-[inaudible - 0:59:54.2] referral tool is concise and practical, are you referring to one that you already use?

-Sorry I didn’t quite catch you.

M-You said in your response, I think that the present referral tool is concise and practical, so are you referring to a different referral tool that you use?
-I was referring to the one that was downloaded and sent by you. I don’t like the red flags. If anybody has red flags I would not refer. Secondly the yellow flags one has to be very careful writing all those things because there’s [inaudible - 1:00:36.1] mentioned to you. You are disclosing certain information that could be subject to privacy regulations because remember we have natural paths too these days and they don’t operate under Medicare. So, there’s no obligation as far as I’m concerned why are [inaudible - 1:00:58.0] that we should necessarily release any information to that. What I do is I obtain an opinion on that, and so I would have to send information to the patient. I give any information to the patient, they can do whatever they like. They can frame it, they can publish it, but I will not release any information to certain individuals unless the patient does it.
M-So you’re directly faxing this or emailing this to the practitioner, that makes good sense. Now a couple of you did like this a little bit more. [redacted], you seemed to like this what was positive about this to you.

-I do agree with the comments but [inaudible - 1:01:38.6] to any of these practitioners if there are red flags or yellow flags it would be problematic. But I like that the tool kind of prompts whoever is using it to make sure that none of these issues are there. So, for me to use it I would have to check off the non-identified before I’m referring.
M-I see. So, in the case where there is one identified then you’re not even sending this referral tool to anyone.

-Exactly. 

-This is [inaudible - 1:02:07.7] from Vancouver, I was also looking, I like this form and I think I would use it in another way and say the referral to the non-allied professionals that they have no red flags and they have no yellow flags because this is something they’re worried about and they won’t do a good job and they might be worried and they don’t know anything about it, so I would use it in another way saying that they have no red flags and they have no yellow flags and I am aware of the confidentiality stuff too and I would also not part with any of the information that don’t need to know so we could be very selective but this could be a reminder that these are the things that you don’t send if you’re worried about it. 

M-So it could almost be like a checklist like just to make sure these are, instead of the actual yes or no.

-Exactly.

M-So, this next question I am asking you is what you like and dislike about the tool and I think we’ve covered this to some degree so if you wouldn’t mind letting me know what you had said. The other thing I’d like to hear about, we talked a lot about the red and yellow flags, is the second page, the outcome, measures, management and referral comment and again if you wouldn’t mind typing and we’ll have a group discussion about this. 

[Respondents answer questions]

M-Okay, so [redacted], you said you want it to be brief, so again is it just a matter of taking off these yellow and red flags and then it will make it much shorter to begin with?

-Yeah, shorten it down to one page. You know the relevant medical information, the reason for the referral and what the goals are for the treatment. Again, I would take out the flags because I agree with the discussion you have to be careful of putting stuff like that down in writing and have it come back and bite you down the road.

M-Okay, how about the outcome measures, the management and the referral comments [redacted]? Are those relevant fields to have in a form like this?

-Well I use this more as a form for the referral, maybe you need a second one for an outcome. Outcome meaning what the outcome is, not what the [inaudible - 1:05:52.6] something a few weeks down the road which will then say, have the goals been met?
M-So the referral is what’s going on and the outcome comes back to you-

-Yeah.

M-I see. [redacted]  you said the second page doesn’t seem necessary, do you agree with Jim or have other thoughts on that?

-Yeah, I agree that the second page doesn’t seem necessary coming from me, but I would like this information coming back from one of the allied health practitioners.

M-I don’t think we need to belabor that too much so let’s just move on to the next question because I’ve heard about your likes and dislikes. So, would this help you in referring to a non-prescribing practitioner. We’ll have a quick discussion in a minute or two. 

[Respondents answer question]

M-So [redacted]  just so I know, which referral form are you already using?
-I’m just talking about a generic physiotherapy referral that we have at our facility. It outlines the diagnosis and the surgery and what we want to accomplish as far as therapy goes.

M-Okay. And I had a question here about if you think it would be helpful to anyone in your office, your MOA or anyone in your office. Is a referral tool like this helpful to them do you think?

-I don’t think so, the one that we’ve used forever seems to work pretty well in the surgical setting. This one I think is a lot more comprehensive in terms of the sort of things that the family doctors might see and other individuals that need to get involved with the care. But in terms of the patients out of surgery it’s probably more than we need. 
M-Some of you feel like it is. [redacted]  where did you sit on this in terms of the form did you think it would help you did you like it or not like it?

-I do like it because if I did this [inaudible - 1:08:49.2] 

M-[redacted]  your phone is cutting in and out, did you have any concerns about the flags, the red flags or yellow flags [redacted]?

-Yeah it gives me enough basic information about the patient who will be seen by me [inaudible - 1:09:21.2] how much help is needed for the patients because [inaudible - 1:09:34.8] and the specialist.
M-Okay, sorry [redacted]  your phone is cutting out a little bit, so help me understand, you see this as a referral tool for you as a surgeon referring to your patient to a practitioner or do you see this more as something that helps you as a surgeon?

-Both ways.

M-Thank-you for that. Okay, next question. Whether or not you would personally use this tool again it’s helpful to hear if it’s you personally, anyone in your office, you would [inaudible - 1:10:12.9] family physician and the differences there are helpful to hear as well as any barriers to use. I’m clear on the yellow and red flags so if there’s anything else other than that I’d love to hear about those. 

[Respondents answer question]
M-A couple of you brought up an interesting point, that you would prefer that it be seamlessly integrated into your electronic medical records program and for those of you who said you were kind of on the fence and would need the forms to change, let’s assume that that happens and that this is a one-page form without any flags so where do you guys sit on that? There’s one of you said already it has to be kind of seamless, are you guys open to emailing it, is it an online form, a different website? I’d like to hear where you guys sit on that.
-This is [redacted], I don’t have a universal electronic medical record in the hospital where I work predominantly so even though it is supposedly a paperless hospital for the last 25 years, everything is done with pen and paper. It’s supposed to be coming but it’s not here yet. I still would use this in a paper form and give it to the patients and have them then take it to their therapist.

M-But like you said, you wouldn’t send it to the therapist directly.

-Correct, at this point I would give it to the patient to take to the therapist.

-[redacted]. I would agree that most of the therapists we’re sending patients to are not able to access the EMRs, so we give the patient something in their hot little hand and they take it off to the therapist or wherever they want to go.

-This is [redacted], just to clarify from Saskatoon that in our EMR we do have forms that we can fill in and fax it to the non-prescribing healthcare. [inaudible - 1:13:56.2] the patient where does he want to go?

-This is [inaudible - 1:14:04.8] from Vancouver. Even in our EMR we’ve got a lot of templates that just self-populate all the important information and then you can delete or add and all that and then you can print it out and give it to the patient and that’s what we do with most of our forms.

-Yes, I agree.

M-So you would like a template that is already uploaded, can self-populate to some degree, you just click a few buttons and then it gets sent is that the idea?

-Yes, but that’s what happens if most of our [inaudible - 1:14:36.2] self-populate and then I just delete what I don’t want, and I add what I want, and you just print it out and it’s quite easy.

M-Is choice important here? I know it sounds like you guys all have different ways of referring your patients, so is having a choice for this tool important to everyone? Especially if you all migrate electronically which it sounds like some of you might or might not?

-I must say that we sort of incorporated this EMR, we’ve been having it for the past eight years and before that it was all paper and I must say it was growing pains to get into the EMR but now since we’ve got it I would never go back so for us it’s easy to add or subtract templates so it works very well. 
M-So it sounds like for some of you, you still need that option of just printing just because you guys are still kind of paper-based. Correct me if I’m wrong anyone. So, question 11 is up. The content, we did cover this a lot with the likes and dislikes, but I would like to understand how relevant it was and is there any discrepancies in terms of the terminology used, the language used? Is there anything that could be changed or modified?
[Respondents answer question]
M-If there is anything else that you would add, take away, change about this tool based on your needs as a physician or surgeon that would be helpful to hear as well. Okay, I think we’ve covered most of this, [inaudible - 1:17:59.7] occupation and insurance of third party, so what’s helpful about that type of information.
-I think if I was getting it, I would like to know what the patient does for a living is it a labour or an office-based job? Then I think just the tick box if this is a referral coming to me whether or not it’s a motor vehicle accident or a work place disability claim, it just kind of adds context to the presentation and it also at least in BC gives me some more avenues to get them treatment in terms of faster imaging and then they have their pick and choice of which therapist they want because it’s not coming out of their pocket so they can go anywhere.
M-I see, so knowing that information is relevant. And we heard that earlier, so thank-you. [redacted]  you said [inaudible - 1:18:58.2] that long, what’s too long about it?

-Well I guess again I’m not really sure how much I would be using that to fill out, I would like to have that information back from physiotherapist, disability test and three spaces for function and the blank spaces over to the right, I’m just not sure how much I would use that in my referral.

FINAL THOUGHTS

M-That’s good feedback. So, you’ll see question 12 is now up, this is the second to last question, we have 7 minutes left. Now that you’ve seen the tool and how it works what would motivate you to learn about it and how should we, when I say we that’s the universal we not me personally, how to use these tools in a way that resonates.
[Respondents answer question]

M-It sounds like some of you would be open to hearing about the tool once it’s been finalized. Sounds like there are various ways that this tool can be downloadable as an app on computers. So, generally, correct me if I’m wrong, it does sound like there are various ways and you would be open to using this type of tool [inaudible - 1:21:41.6] most of you, correct me if I’m wrong. 

-Yeah that’s correct, I think that if this is, you’re going to take this back now to the drawing board and listen to our suggestions and modify, then once it’s been finalized in the next draft then yes, I’d be interested in looking at it to see how it’s changed and then how I might implement it in my practice. 

M-Is this an unusual thing to get a new tool or template or do you guys get them all the time and kind of assess them as you go kind of thing.

-It is rare for me to get this, things have not changed that much in terms of referral forms or templates in a long time. 

-We get these templates all the time, we’re always improving, deleting, adding so I’m quite used to having these types of templates.

M-And is this type of tool or template, to your point, something that should be refreshed every year, every couple of years due to changes in medicine kind of thing?

-You know what, yeah, I think it’s after you’ve used it and see how practical it is or is it easier or whatever and you can always modify it a little later but overall yes, we do this on a routine basis in our office.

M-How about for the rest of you guys, tools and templates?

- I’ve used the same referral form for 35 years and I don’t see any reason to change it at this point.
[laughter]

M-If it ain’t broke don’t fix it. [laugh] Okay, we do have our final question up and that’s how we can increase inter-professional communication between you and non-prescribing practitioners. Interestingly in your earlier responses you were like is it geography is it patient preference and it doesn’t sound like you guys have a lot of personal relationships, correct me if I’m wrong, with these practitioners, so I’d like to understand is this of interest, how [inaudible - 1:23:50.3] how you’d like to hear from [inaudible - 1:23:52.6] connect with them within the final question. This is the last one so thank-you everyone for bearing with us. A minute here for typing and a couple minutes discussing.

[Respondents answer question]

M-Just so I know what’s a journal club?

-As a group we often meet to discuss relevant journal articles that have been published in our area of interest, it’s often done in an informal setting where a group of us, often 6, 8, 10 of us will discuss the papers and it will be around either a lunch or dinner type of thing. 

M-And is this amongst you as surgeons or amongst at your hospital or a setting or where?

-There’s been multiple ways that they’ve done it. Where I’m working now, we do it amongst the surgeons where I did my fellowship, we actually did it with the surgeons, some of the nursing staff and some of the allied health, so some of the physios that were relevant to our practice or that looked after a lot of our practices.

M-Okay, thank-you. So, some of you guys are open to apps, electronics anyone want to speak to your response here?

- If we’re going to go that route, then there needs to be some interface between the medical records because whatever is sent needs to be part of the EMR.

-[redacted], from Saskatoon I totally agree with that and that’s the way it should be done.
M- So making that seamless, follow up assessment a couple of you talked about it. Any other final thoughts on communication before we wrap?

CONCLUSION
M-Okay, well thank you everyone for your time this evening. I do have a final question up if you have any final thoughts that you'd like to share.
[Moderator wraps up the teleconference and respondents log off]
[End of recording: 1:26:46]
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