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Purpose: Lung cancer is the leading cause of cancer-related deaths worldwide and in Canada. Primary care providers (PCPs) play
a vital role in incorporating lung cancer prevention and early detection into routine practice. This study outlines the co-design of
Creating Safe Connections, an e-learning module developed to build PCPs’ capacity to deliver equity-oriented preventative care.
Methods: This manuscript describes the pre-design and co-design phases of the innovation process, guided by the Generative Co-
Design Framework for Healthcare Innovation. The pre-design phase established a governance structure comprising patient partners
with lived/living experience and interest-holders including PCPs. During the co-design phase, key module priorities and research goals
were identified, including barriers to access, stigma and trauma, and operationalizing equity-oriented care. All aspects of the module—
its name, logo, content, and knowledge mobilization strategies—were co-developed with the patient partners and health system
partners. To inform the e-learning module content, interviews were conducted with community-based PCPs in Ontario, Canada to
explore how they apply equity-oriented skills in practice. Interviews were analyzed using deductive content analysis.

Results: PCPs’ (five family physicians, two nurse practitioners) interview analysis was informed by the four pillars of Trauma- and
Violence-Informed Care: recognizing the impact of trauma and violence; creating emotionally, culturally, and physically safe
environments; promoting choice, collaboration, and connection; and adopting a strengths-based, capacity-building approach. These
themes shaped the co-design of a Continuing Medical Education-accredited module, which includes video narratives, case studies,
a learner’s notebook, and interactive assessments.

Conclusion: This work offers a model for the participatory co-design of equity-focused educational interventions that bridge gaps in
provider training while aligning with the care needs and priorities identified by structurally underserved populations. The module uses
lung cancer screening as a case example to illustrate approaches to addressing inequities in preventative care.

Keywords: patient-partnered, accessibility, asynchronous learning, patient-centered care, lung cancer screening, smoking cessation,
trauma- and violence-informed care, co-design, lived experience expertise

Introduction
Preventative primary care is foundational to improving population health. It enables identification and management of

modifiable risk factors, facilitates early disease detection, and supports timely interventions that help reduce illness and
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death." As the first point of health system contact for many individuals, primary care providers (PCPs), including family
physicians, nurse practitioners, and physician assistants among others, are uniquely positioned to assess patient needs
holistically, navigate complex health systems, and foster trust to encourage engagement in preventative health services.'~

Lung cancer remains the leading cause of cancer-related deaths globally, with 1.8 million deaths and an estimated 2.2 million
new cases occurring world-wide in 2020, and in Canada, accounting for a quarter of all cancer-related mortality.*> Most cases
are diagnosed at an advanced stage (III or IV), when survival rates are poor.” Early detection through low-dose computed
tomography screening has been shown to reduce lung cancer mortality by identifying the disease at a more treatable stage.>
Lung cancer screening (LCS) must be centered in health equity.” As reported by the Canadian Partnership Against Cancer, it is
77% more likely for people living in remote or rural areas in Canada, or with lower income, to smoke, and they are 1.2 to 1.8
times more likely to be diagnosed with lung cancer, respectively.” When bundled with smoking cessation and harm reduction
efforts, LCS is an effective preventative care strategy to reduce lung cancer incidence and improve health outcomes.”

Primary care serves as a critical interface for integrating lung cancer prevention and early detection into routine care.
PCPs are well-positioned to identify individuals at high risk for lung cancer, initiate discussions about screening
eligibility, and provide tailored support for smoking cessation.* In this capacity, PCPs can play a pivotal role in
connecting patients to evidence-based interventions that reduce lung cancer-related morbidity and mortality.

In Canada, participation in LCS programs is determined by eligibility criteria based on age and smoking history (for
example, in the province of Ontario, this includes people between the age of 55-74 years with a >20 pack-year smoking
history).® Given the availability of Universal Healthcare in Canada, it might be assumed that participation in LCS programs is
largely determined by these eligibility criteria to identify individuals at high risk, they fail to account for the social and
structural determinants of lung cancer risk including occupational exposures, systemic racism, financial security, and
discrimination based on social location, which disproportionately affect marginalized populations.’ Similarly, smoking
cessation services often focus narrowly on individual behavior change, overlooking the broader social drivers of tobacco
use, such as trauma, poverty, and stigma.*'® These limitations perpetuate inequities in access to and outcomes of lung cancer
prevention, excluding those most in need of intervention.”'!

Equity-Oriented Health Care (EOHC) provides a comprehensive framework to address social inequities in healthcare
delivery by integrating principles of Trauma- and Violence-Informed Care (TVIC), cultural safety, and substance use health/
harm reduction.'*'* These approaches aim to reduce power imbalances, challenge systemic discrimination, and create safer,
more inclusive care environments, while keeping with principles of social accountability. TVIC focuses on recognizing and
responding to the impacts of trauma and violence on health and healthcare experiences, while cultural safety emphasizes
addressing systemic racism and fostering environments where patients feel respected and empowered.'> Harm reduction
strategies enacted within the context of substance use health support individuals by removing barriers to care and prioritizing
their goals of well-being without judgment or stigma.'* Despite its transformative potential, the integration of EOHC into
primary care remains inconsistent, as many PCPs lack access to practical tools and training to operationalize these principles. 12
Focused training can fill the gap between PCPs’ understanding of structural risks and trauma-informed approaches to care
ultimately improving access to care conversations.! Co-design, a participatory approach that centers collaboration between
providers, patients, and system actors, is increasingly used to ensure interventions are grounded in lived experience.'®> Without
support to learn and adopt EOHC strategies, PCPs may inadvertently perpetuate inequities, particularly for patients navigating
barriers such as systemic racism, prior and ongoing impacts of trauma, and poverty.* Addressing this gap requires educational
tools that are actionable, co-designed with patients to be inclusive of their perspectives, grounded in real-world clinical
scenarios, and designed to equip PCPs with the skills needed to embed EOHC principles into routine practice.'® This work
sought to address this gap by creating an e-learning module as a strategy to integrate EOHC principles into lung cancer care.'®

By centering the voices of patients with lived/living experience of structural inequities, co-design helps to ensure that
educational tools are not only practical and actionable but also directly reflective of the challenges faced by underserved
populations.'® This collaborative approach bridges the disconnect between provider training and the real-world needs of
structurally marginalized communities, fostering educational content that is relevant and impactful, and offers a promising
pathway for addressing the gap in integrating EOHC principles into routine primary care.'*'?

In this manuscript, we describe the pre-design and co-design phases of an educational intervention called Creating
Safe Connections, developed to equip PCPs with the knowledge and skills to deliver equity-oriented preventative care.
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The module uses LCS and smoking cessation as illustrative examples of how to address inequities in preventative care.
Though applicable to other preventative care contexts (eg, cervical cancer screening) LCS is used in this module as
a practical context to demonstrate equity-oriented approaches in primary care. We aim to provide a model for equity-
focused educational interventions, informed by lived-experiences, that strives to enhance social accountability in
preventative primary care practices to better meet the needs of structurally underserved populations.

Methods

This study applied the Generative Co-Design Framework for Healthcare Innovation to guide the co-development of the
Creating Safe Connections e-learning module. This framework involves three phases—pre-design, co-design, and post-
design—with six defined steps (Figure 1). This manuscript focuses on the Pre-design and Co-design phases, specifically
detailing the first four steps of the framework. Details from the post-design phase are described elsewhere (forthcoming).
To ensure comprehensive reporting of patient involvement within this work, we followed the Guidance for Reporting
Involvement of Patients and the Public version 2 (GRIPP2) reporting guidelines.'’

Pre-Design
The Pre-design phase of the Generative Co-Design Framework focuses on establishing a governance structure to ensure
that the research process is collaborative, inclusive, and grounded in equity-oriented principles (Figure 1). This phase
lays the foundation for meaningful engagement among researchers, patient partners, and system interest-holders,
enabling alignment with both community needs and healthcare priorities.'®

The governance model described by Sayani et al in 2022'* was designed to facilitate consensus-building among all
partners through safe spaces for meaningful engagement. At the center of this structure is the principal investigator, who
coordinates with all patient partners and interest-holders in separate yet aligned safe spaces to ensure consensus building
across the research phases. Two key governance groups have been established which are collectively known as the Lung
Health Equity Advisory Committee (LHEAC): the Research Advisory Council (RAC) and the Research Interest-Holder
Council (RIC). Both councils were involved in pre-design and co-design, and continue to be engaged in ongoing
implementation and evaluation of the e-learning module.

Research Advisory Council (RAC)

The RAC is comprised of patient partners with lived/living experiences of social inequities, including poverty, homelessness, and
systemic discrimination. Patient partners were invited to join the RAC based on a longstanding, community-rooted relationship
with the principal investigator, grounded in mutual trust and a shared commitment to improving equitable access to care, with
a focus on LCS. Members meet monthly for one to two hours, virtually, with the duration and frequency of meetings determined

Phase 1 i. Establish study governance structure
comprising patient partners, primary care

A roviders, decision-makers, and health system
Pre-Design Y

leaders

ii. Determine module priorities and research goals:
e Dbarriersto access

Phase 2 e stigmaand trauma
. e operationalizing equity-oriented care
co-DeSlgn iii. Gather and interpret data from primary care providers

iv. Co-design module including module name, logo,
content, and knowledge mobilization strategies

*
Phase 3 v. Pilot test the module
vi. Develop module implementation plan

Post-Design

Figure | Generative Co-Design Framework for Healthcare Innovation to guide the co-development of the Creating Safe Connections e-learning module. *Phase 3: Post-
Design is described elsewhere (forthcoming).
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by research needs through consensus. These meetings create a space for nurturing trust and fostering authentic dialogue for co-
learning.13’18’19 To support equitable participation, meetings are held at times accessible to all members, and patient partners are
compensated for their contributions ($30 CDN per hour) according to national Strategy for Patient-Oriented Research standards.
20 Digital devices are provided as needed to facilitate virtual participation. Through this structure, patient partners shaped the
design and strategy of the project, engaged in priority setting, and built capacity through partnerships and co-learning.

Research Interest-Holder Council (RIC)

The RIC consists of PCPs (eg, family physicians and nurses), policymakers involved in the design, delivery,
accessibility and uptake of LCS at the Canadian provincial and federal levels (eg, Ontario Health, Canadian
Partnership Against Cancer), and health system leaders with expertise in LCS and equity-oriented care (eg, Inner
City Health Associates & Health Providers Against Poverty). RIC members were identified through the network of
the principal investigator and through snowballing from the initial members. The RIC meets quarterly for one to two
hours based on project needs. The RIC contributed practical insights to refine module priorities and research goals
and ensure the module’s applicability in healthcare settings, and they continue to guide considerations around
scalability and pan-Canadian implementation.

Every six months, as determined through consensus, the RAC and RIC collectively convene for facilitated virtual
meetings to engage in collective dialogue, build relationships, revisit priorities, and make modifications to the study
design based on emerging needs and findings. Meetings follow a workshop style and included the following
engagement practices:

e Sharing meeting agendas, presentations, and prepared questions in advance to support discussion;

e Opening and closing circle activities as a restorative practice;*'

e Round table discussions to gather all perspectives;

e Multimodal strategies to gather input for consensus building and decision-making (eg, emails, meetings, online
surveys); and

e Sharing meeting minutes with all partners following meetings.

Following partner meetings, research team members debrief and practice reflexive journalling surrounding RIC and RAC
discussions to ensure a written record of decisions and action items. In addition to meetings, one-on-one meetings are held
with individual partners if more time for discussion and understanding is needed. This governance structure creates
a foundation for equitable engagement, aligning system-level gaps with patient-identified priorities while fostering meaningful
co-learning and collaboration. It sets the stage for the subsequent phases, where patient partners and interest-holders work
together to shape the study’s direction and outcomes, following the same engagement practices as in the pre-design phase.

Co-Design

Identifying Module Priorities and Research Goals

The co-design process began with identifying key module priorities and research goals to guide the development of the
Creating Safe Connections e-learning module. The RAC played a central role in this step, providing insights based on
lived/living experiences of social inequities and highlighting areas where providers face challenges in addressing the
needs of structurally underserved populations. These discussions shaped the initial focus on equity-oriented care in the
contexts of LCS and smoking cessation.

Priority setting emphasized three overarching themes:

1. Systemic Barriers to Access:
e Challenge: Structural factors, such as poverty, systemic racism and sexism, and stigma, significantly impact
patients’ ability to engage in LCS and smoking cessation.
e Module Priority: Providers require support to better understand and address these barriers within their clinical practices.
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2. Stigma and Trauma in Patient-Provider Interactions:
e Challenge: Conversations about smoking cessation and lung cancer risk can unintentionally perpetuate stigma
or activate past trauma.
e Module Priority: Training must focus on fostering safe, non-judgmental spaces where patients have agency to
make informed decisions.
3. Translating EOHC into Practice:
1. Challenge: EOHC principles such as TVIC, cultural safety, and harm reduction are valuable but may be
difficult to adopt into routine care
2. Module Priority: Providers need actionable strategies to integrate these principles into routine care.

These themes were refined collaboratively with the RIC to align patient priorities with provider and broader system-level
considerations, such as existing screening guidelines and the operational realities of primary care settings. The emphasis
on these themes reflects the commitment to bridging the gap between provider training and the lived/living experiences
of underserved populations, forming the foundation for the module’s development.

Gather and Interpret Data

To inform the development of the Creating Safe Connections e-learning module, semi-structured interviews were
conducted with PCPs working in community-focused settings. The goal of these interviews was to explore PCPs’
perspectives on how they were applying equity-oriented care principles in practice, the structural inequities experienced
by their patient populations, and barriers to LCS and smoking cessation. The interview guide is available in Appendix A.

Participant Recruitment

PCPs were recruited through the Alliance for Healthier Communities, a network of community health centers in Ontario, Canada.
Recruitment focused on providers with prior experience or training in EOHC, such as those who had completed courses on
cultural-safety and/or harm reduction. Eligible participants included physicians, nurse practitioners, nurses, dieticians, social
workers, health promoters, and other allied health professionals actively involved in community-based primary care. PCPs
working in these settings were selected as they were most likely to encounter and provide EOHC to patients facing systemic
barriers, including racism, poverty, and housing instability. Recruitment was conducted through targeted newsletters and direct
Email invitations, with reminders sent over a 2 to 4 week period. Each PCP received a $25 gift card compensation.

Data Collection

Semi-structured interviews were conducted virtually using Zoom or telephone, accommodating participants’ preferences
and maintaining physical distancing requirements during the COVID-19 pandemic. Each interview lasted approximately
30 minutes and followed an interview guide co-developed with the RAC and RIC. Interview probes included:

PCPs’ experiences with engaging patients eligible for LCS;

Strategies for navigating sensitive conversations around smoking cessation;

Perceived barriers to accessing care related to social inequities; and

Recommendations for integrating EOHC principles, such as TVIC into routine practice.

Participants provided informed verbal consent before the interviews, which were audio-recorded and transcribed
verbatim for analysis. Data was entered into NVivo 12 for qualitative data management.

Data Analysis

Interview data were analyzed using content analysis in NVivo 12, following an iterative and collaborative approach to
enhance rigor and trustworthiness. Two members of the research team (AS and AL) read all transcripts and developed
a preliminary inductive coding framework informed by the three module priorities. Inductive codes were then mapped
deductively to the TVIC Core Competency Framework, which outlines key competencies for integrating TVIC into
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healthcare. These competencies emphasize understanding the impact of trauma, including structural and systemic as well
as interpersonal violence, on behaviour, creating safe environments (with particular attention to the stigma and
discrimination faced by some patients), fostering trust and collaboration, and promoting patient autonomy through
a strengths-based and capacity development approach as essential components of equitable, TVIC.?

The final analysis was reviewed by both the RIC and RAC to enhance credibility and confirmability, reinforcing
alignment between patient and provider experiences.

This collaborative and reflexive approach strengthened the qualitative analysis by ensuring that findings not only reflected
provider perspectives but were also critically examined through the lens of those most affected by social inequities.

Ethics Statement

This study has been reviewed and approved by Women’s College Hospital’s Research Ethics Board (Protocol #2021-0003-E).
The patient partner (HF) in Figure 2A provided written informed consent for their image to be published. Prior to the
interviews, all participants received an informed consent sheet containing details of the study including dissemination

' . Soclocultural Factors to Quitting
A Howard's experiences D

Did you knc

nat almost all people who smoke have attempted 1o quit? Some factors related to social location

In the following slides, Howard speaks about the impacts of two (SIS () SasierOr asser: Tiag Sack SSCIOX K0 ¥18 CuPect loosi
specific clinical experiences. After the first video, you will be asked to
answer some questions; after the second, to reflect on what could

have been done differently Drag each factor to the correct location

@ o

EQUS Health Care
Person experiences
finandial hardship

Easier to quit Harder to quit

Health inequities exist along the lung cancer screening pathway. Some groups are considered
B Why is what Howard experienced harmful? [Select all that apply.] E “priority pogulanons because they e al higher risk of Isng cancer than others, and they often face
additional barriers to care. Which of the following is NOT helpful to address equity along the lung
The comments are judgmental and imply there is no potential for positive change. cancer screening pathway?
[ The physician's negative attitude could influence the care options provided to Howard. O Speak to every priority group member about smoking on their first vist
[ Patients should not overhear what the clinical team says about them. O Adopt a TVIC approach 1o the lung cancer screening pathway

[ Howard's emotional safety and sense of hope were seriously harmed LTSRN i g e N s

A O Reallocate resources to promote equity
[ The physician should not discuss patients with students.

Howard may not return for care.

( ; What could have been done differently? [Please select all that apply.] F A
Question 3 1pts
[C) When charting, show the student how to document the facts of the encounter and next steps,
not impressions or opinions.
[ Ask Howard what his care priorities are and discuss options for next steps; discuss what he You have an appointment with Arun coming up and your notes

thinks will work, based on his, and your, experience. - . . . .
s s indicate you agreed to discuss smoking cessation. Which of the

following is NOT an example of Principle 3 - Foster opportunities

[ Provide opportunities for staff debriefing and learning to build skills and competencies related to for choice, collaboration, and connection? (Please choose one.)
safe communication, especially in teaching settings.

[ Avoid having the discussion where the patient can hear.

(O Ask Arun how he is feeling about smoking these days and if quitting is
a priority

O Ask Arun his preferences for smoking cessation strategies
O Thank Arun for trusting you with his concerns about quitting smoking

O Indicate to Arun that he gets to decide his next steps, and you're there
to help think through options and potential supports

O Point out that Arun's smoking will make it hard for him to improve
other aspects of his health

Figure 2 Direct examples of content from the Creating Safe Connections module. (A) Video excerpt of a patient partner, (B) Follow up case study question based on the
experience of a patient partner, (C) Follow up reflection question, (D) Interactive pre-learning exercise: drag and drop, (E) Interactive post-learning exercise: multiple
choice, (F) End-of-module assessment question: multiple choice.
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processes of de-identified data such as publications of anonymized quotes. Interviews were conducted over Zoom or
telephone, verbal consent was obtained and audio recorded by the interviewer prior to initiating the interviews, and informally
throughout the interviews. These informed and verbal consenting processes were approved by Women’s College Hospital’s
Research Ethics Board.

Results

Participant Characteristics
A total of seven PCPs were interviewed. This sample size was deemed sufficient based on the concept of information
power which theorizes that the richer the information provided by a sample, the lower the required sample size. Within
the context of this work, the participant sample was a narrowed scope of primary care, equity-oriented training, and harm
reduction. The principles of information power state that sample adequacy depends on the relevance, depth, and quality
of data in relation to the study’s aim.*®

Table 1 describes the type of PCP and service setting for each participant, as reported during interviews. The majority
of participants were family physicians (n=5), with two nurse practitioners. Three participants specifically identified
working with people who are experiencing dehousing or have unstable housing, and/ or experiencing substance use,
addictions, or harm reduction (eg, people who smoke).

PCP Perspectives
Interview analysis was guided by identified module priorities and organized according to the four core themes of TVIC,
with illustrative quotes presented in Table 2.

1. Understand trauma, violence, and its impact on people’s lives and behaviour:*
¢ Organizations can develop policies and processes and train staff to understand the effects of violence and
trauma, including structural, systemic and interpersonal violence and their traumatic effects.
e Providers can use a trauma lens to be mindful of potential patient histories and current life conditions by
believing and validating experiences, recognizing strengths, and expressing concern.
2. Create emotionally, culturally, and physically safe environments for all patients and providers:*
e Organizations can seek client input about safe and inclusive strategies and co-develop safety protocols.

Table | Characteristics of Participants’ Practice Settings

Participant | Type of Primary | Patient Population

ID Care Provider

PCP_0I Family Physician Newly arrived refugees, majority of whom are refugee claimants

PCP_02 Nurse Practitioner | Refugees and newcomers

PCP_03 Nurse Practitioner | Precariously housed, homeless or previously homeless, refugees, unattached patients, middle-aged to older men

PCP_04 Family Physician Range in diversity and income and all elements of socio-demographics; homeless shelters, substance use and
addictions, HIV or transgender marginalised, individuals with a disability, people who are precariously housed
due to addictions

PCP_05 Family Physician Marginalized individuals, substance use and addictions

PCP_06 Family Physician Refugees, vulnerable housed including shelters and homeless patients, elderly patients who have experienced
homelessness, and non-insured individuals

PCP_07 Family Physician Wide variety of ages and races, developmentally delayed patients, group homes, non-English speaking,
substance use and addictions
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Table 2 Module Priorities Mapped to TVIC Themes Showcased by Exemplary Quotes from PCPs and Patient Partners

Interactions

sometimes, the preventative health screening
is not so much a priority; and | think the most
important thing is to actually take time with
someone and try to allow them to guide the
appointments and the priorities of why we are
meeting.” (PCP_02)

TVIC Themes Module Exemplary Quotes from PCP Interview | Exemplary Quotes from Patient
Priority Partner Reflections
Relevance
I. Understand trauma, i. Systemic “Getting a hold of them is quite difficult, “I think | have always been judged ever since
violence, and its impact on | Barriers to because not everybody, like | said, has | found out | was Native, because | didn’t
people’s lives and Access housing, not everybody has a phone, not know. And it seemed like everybody was
behaviour everybody has emails, and sometimes they picking on me and fighting with me and | just,
have none of the three. So it’s really hard to | didn’t trust anybody.” (MR)
catch them.” (PCP_03)
“People are struggling just to pay for rent and
food and basic necessities.” (PCP_01)
ii. Stigma and “I think when there’s a history of trauma,
Trauma in that’s hard. | think that these — it’s not on the
Patient- mental health concerns, there’s something
Provider real acute going on like medically. | would say

2. Create emotionally, ii. Stigma and
culturally, and physically Trauma in
safe environments for all Patient-
patients and providers Provider

Interactions

“it’s important to identify what's a value to the
patient, | guess, and what’s a barrier to the
patient. So rather than assuming, asking, and
linking back to something important to them.”
(PCP_04)

“I was looking for help. | was asking for help.
| wanted help, | went there for help, but

| didn’t get help when | was there. It was not
what | expected.” (HF)

3. Foster opportunities for ii. Stigma and
choice, collaboration and Trauma in
connection Patient-

Provider

Interactions

“I think even just focusing on the way we
approach our patients’ substance use, right.
approaching it from a non-judgmental lens,
and a lens through which will allow us to
actually work with them as partners, | think
that’s important as well.” (PCP_06)

“Because of my doctor and doctors and my
peer support | had around me, | cut down on
my smoking, until it came down to 6
cigarettes a day. At that point | had housing,
and | had trust in my physician.” (HF)

4. Use strengths-based and i. Stigma and
capacity-building approach | Trauma in
to support patients Patient-
Provider

Interactions

“Really empathizing — and | think again
because so many people bring it up as a form
of managing stress, really validating the
immense amount of stress that they are
under, not just because of the trauma and
hardship that they are fleeing from but the
ongoing stressors” (PCP_01)

“From where | was, from how much | have
been smoking, this is a good result for me.
Even if | am smoking now, | am feeling like

| can go more, | can stop one day, but | don’t
know which day it is. It’s like you're giving

hope, there is hope.” (BA)

Abbreviation: PCP, primary care provider.

e Providers can be aware of potential implicit biases, and inter-related forms of stigma and discrimination and
how they operate to produce power differences. Providers should maintain safe professional boundaries, be
compassionate, respectful and non-judgmental in their approach, and provide clear information, warm referrals
and anticipatory guidance.

3. Foster opportunities for choice, collaboration and connection:**
e Organizations can involve staff and clients in practice evaluation and develop policies and processes that allow

for person-led decision making.
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e Providers can actively listen, incorporate non-judgmental responses, provide realistic options for next steps, and
consider choices collaboratively with clients based on their stated needs.
4. Use strengths-based and capacity-building approach to support patients:**
¢ Organizations can allow sufficient time for meaningful engagement, tailor care options to peoples’ context,
provide ongoing skill and knowledge building for staff.
e Providers can listen for, and validate patients’ strengths, acknowledge their historical context, and teach skills

for calming and centering.

Module priority three, translating EOHC into practice, was not mapped to any TVIC theme. Within this priority, PCPs
expressed a need for practical tools and strategies to integrate TVIC and culturally safer approaches into routine care,

particularly in addressing sensitive health behaviors.

“Having opportunities to learn about trauma-informed care and thinking about how that can be applied in different spaces, so
I think that continuing medical education opportunities in that can be really helpful. I think that I often find like examples and
even language that you can use really helpful in that type of training, so it’s not just theoretical but it’s really thinking about how
this can be applied.” (PCP_01)

“I don’t think there’s been anything formal, necessarily, I would benefit I think from something — you know, I think I would
probably benefit from a bit more conversation with colleagues.” (PCP_02)

The insights gained during this step directly informed the content and structure of the module ensuring that it
addressed the real-world challenges and gaps identified by providers. Data gathered by PCP participants were uniform
across perspectives; we did not identify any contrasting views by PCPs. This collaborative process grounded the module
in practical strategies to reduce inequities and promote safer, equity-oriented care.

Co-Design Module Content and Structure
We co-designed all components of the module with PCPs and with patient partners. Detailed and frequent conversations
were undertaken to discuss the module name, creation of the module logo (Figure 3) and de-escalation strategies (which
we redefined as ‘recreating safe connections’ to avoid labelling)to ensure the module was relevant, yet impactful for
users. PCPs and patient partners were also involved in the decisions surrounding content and flow of the module.

The Creating Safe Connections e-learning module integrates thematic insights from PCP interviews with the lived/
living experiences of patient partners, developed through a co-generative inquiry process. This participatory approach

CREATING

SAFE
CONNECTIONS

7 )

Figure 3 Creating Safe Connections e-learning module logo.
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ensures the module addresses challenges faced by structurally underserved populations and aligns with the principles of
EOHC and TVIC.
To incentivise learning uptake, PCPs who complete the module receive a certification. A further Continued Medical

Education (CME) accreditation by the College of Family Physicians of Canada sought to increase the reach and adoption

of the module during implementation. To attain certification learners must complete pre- and post-learning assessments to

evaluate participants’ knowledge, attitudes, and confidence in implementing EOHC principles. The content is structured

into four pedagogical outputs: video narratives, case studies, a learner’s notebook, and interactive assessments. An

overview of the module’s content is detailed below and in Table 3.

As we move towards the post-design phase of this work, the module is now freely available to any primary care
learner. The module is widely accessible through University of British Columbia’s EQUIP Health Care platform.**

Table 3 Overview of Co-Design Module Content

PCPs, and system leaders. Patient
partners share personal stories that
emphasize the importance of culturally
safer and trauma-informed interactions,
while providers reflect on actionable
strategies to embed EOHC principles

into practice.

experiences and care.

Component | Description Purpose Example Use in Learning
Video Co-produced videos featuring diverse To illustrate the impact of systemic A video excerpt of a patient partner,
Narratives perspectives, including patient partners, barriers, stigma, and trauma on patient | explaining their expectation of a provider-

patient interaction: “l am just hoping that
primary care providers would understand
that they have to approach their client
with compassion.”

Case Studies

Real-world scenarios based on lived/living
experiences of patient partners, highlight
scenarios where EOHC and TVIC
principles foster safer; person-centered
care. These cases explore common
challenges, such as engaging patients
hesitant to participate in LCS due to
stigmatizing healthcare experiences, on
patient partner experiences and themes

from provider interviews.

To help PCPs reflect on TVIC
approaches and provide actionable
steps to integrate harm reduction,
cultural safety, and trauma-informed
approaches into routine care.

A video excerpt of a patient partner
describing a specific clinical experience,
proceeded by follow up questions and

reflection exercises. (Figure 2A-C)

Learner’s
Notebook

An interactive, downloadable resource

including:

® Key concepts and definitions related
to EOHC, TVIC, and harm reduction;

® Reflection prompts that guide learners
in assessing their practices and identi-
fying areas for improvement;

® Exercises to help learners address
social inequities within their clinical
settings; and

® A curated list of additional resources,
including guidelines and tools for deli-

vering equity-oriented care.

The notebook serves as a workspace
for learners to document their
reflections and apply module content

to their clinical practices.

N/A

(Continued)
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Table 3 (Continued).

Component | Description Purpose Example Use in Learning
Interactive ® Pre-Learning Assessment: Captures | Pre- and post-learning assessments to Pre-Learning:
Learning baseline knowledge, attitudes, and measure learners’ progress and Drag and drop exercise to distinguish
Assessments confidence in implementing TVIC evaluate the module’s effectiveness sociocultural factors to quitting as ‘Easier
principles. to quit’ or ‘Harder to quit’. (Figure 2D)
® Post-Learning Assessment: Evaluates Post-Learning:
changes in learners’ understanding and Multiple choice questions to check
their ability to apply TVIC concepts in knowledge related to equity and LCS.
practice (Figure 2E)
End-of- Case-based problem-solving and multiple- | To consolidate learning and provide Multiple choice question using a real-
Module choice exercises to assess knowledge and | feedback to learners on their ability to | world scenario to assess learners’
Assessments | application of TVIC principles apply module content. understanding of TVIC principles.
(Figure 2F)

Abbreviations: PCP, primary care provider; EOHC, equity-oriented health care; TVIC, trauma- and violence-informed care; LCS, lung cancer screening.

Discussion

The Creating Safe Connections e-learning module reflects a participatory approach to addressing gaps in training for
PCPs by integrating TVIC principles into equity-oriented preventative care. This co-designed module centers the lived
experiences of structurally underserved populations, offering providers socially accountable and actionable strategies to
reduce barriers, foster safer clinical environments, and navigate conversations that can be trauma-inducing.

The co-design process emphasized the value of weaving together patient and provider perspectives to create
educational content that is both practical and reflective of real-world challenges. Patient partners provided insights into
how stigma, trauma, and social inequities impact access to care, while PCPs identified gaps in their ability to address
these issues effectively. The resulting module incorporates video narratives, case studies, and interactive learning tools
that promote culturally safer, trauma-informed, and strengths-based approaches to care. By grounding these outputs in
TVIC principles, the module equips PCPs with tools to engage meaningfully with patients who often face exclusion from
preventative services.

Our findings presented a need for TVIC training for PCPs to build competencies in applying equity-oriented approaches
in their clinical practice in Canada. Comparable to our findings, other countries including the United States and Australia
have identified skills in trauma-informed care to be of significant influence in patient care quality and health outcomes,
predominantly in the area of mental health.?>?® When comparing to other initiatives that have used participatory approaches,
such as embedding community and clinician experiences, to create educational interventions for healthcare professionals, the
topic of implicit bias was most prominent, specifically in the United States.?’ Similar to TVIC, implicit bias training also
aims to address health inequities, and in some states this training has also become mandatory.*”-**

Ongoing efforts build on this foundation, including the co-creation of a French-language (Canada’s other official
language) version of the module and plans for co-implementation and co-evaluation to support national-level scalability.
These future phases of post-design aim to refine the module further, by understanding its barriers and facilitators to
implementation and evaluation, ensuring its adaptability and sustainability across diverse healthcare contexts and
communities while maintaining its alignment with TVIC principles and patient partner perspectives.

Several limitations of this work should be acknowledged. Recruitment for the PCP interviews may have introduced
selection bias, as participants were likely to have prior interest or experience in equity-oriented care, limiting the module’s
applicability to providers with less familiarity with these concepts. Also, we did not collect demographic data of PCP
participants, which limits our interpretation of data based on the unknown diversity of the participant sample. Additionally,
while the RAC contributed diverse perspectives, the lived experiences of certain underserved groups, such as rural and remote
populations, may not have been fully represented. The module was designed within the Canadian healthcare system, and its

generalizability to other systems or contexts requires further exploration. Furthermore, as this study focused on the co-design
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process, the module has not yet been evaluated in clinical practice to assess its usability, effectiveness, and long-term impact
on provider behaviors or patient outcomes. Future research will address these gaps, particularly in understanding how well the
module translates into real-world care and its capacity to promote systemic change.

Conclusion

The Creating Safe Connections module is a patient-partnered, co-designed, equity-oriented approach which intends to
strengthen primary care practices with a focus on LCS and smoking cessation. By embedding TVIC principles and centering
the needs of underserved populations, the module leverages lived experiences and educational tools to address systemic
barriers that hinder access to preventative care. By embedding patient voices and focusing on the realities of PCP practice, the
pre-design and co-design module processes presented herein provide a model for developing equity-oriented interventions that
aim to promote safer, more inclusive healthcare environments. This work underscores the role of social accountability in
aligning educational interventions with community priorities, fostering equitable, patient-centered care, and advancing the
responsiveness of healthcare systems to those most affected by structural inequities. Although the module was developed
within a Canadian primary care context with a focus on LCS and smoking cessation, it can be tailored to support safe clinical
conversations in other health settings including diabetes, immunization readiness, cervical cancer screening, and other types of
substance use. Further, the module can be translated to other languages to reach non-English speaking populations across
Canada and internationally; this is part of our future work to create a French-language version of the module. Future
implementation and evaluation efforts will provide further insights into its scalability and effectiveness in clinical practice
in addressing structural barriers to care at a broader, systemic level.

Abbreviations

PCP, primary care provider; LCS, lung cancer screening; EOHC, equity-oriented health care; TVIC, trauma- and
violence-informed care; LHEAC, Lung Health Equity Advisory Committee; RAC, Research Advisory Council; RIC,
Research Interest-Holder Council.
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