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Abstract

Background: Over-occupancy at the two tertiary pediatric care hospitals in Alberta, Canada is steadily increasing
with simultaneous decline in occupancy of pediatric beds at regional hospitals. Over-occupancy negatively impacts
timeliness and potentially, the safety of patient care provided at these two tertiary hospitals. In contrast, underutilization
of pediatric beds at regional hospitals poses the risk of losing beds provincially, dilution of regional pediatric expertise
and potential erosion of confidence by regional providers. One approach to the current situation in provincial pediatric
care capacity is development of telemedicine based innovative models of care that increase the population of patients
cared for in regional pediatric beds. A Telemedicine Rounding and Consultation (TRAC) model involves discussing
patient care or aspects of their care using telemedicine by employing visual displays, audio and information sharing
between tertiary and regional hospitals. To facilitate implementation of a TRAC model, it is essential to understand the
perceived barriers among its potential users in local context. The current study utilizes qualitative methodologies to
assess these perceived clinician barriers to inform a future pilot and evaluation of this innovative virtual pediatric tertiary-
regional collaborative care model in Alberta.

Methods: We will use a qualitative descriptive design guided by the Theoretical Domain Framework (TDF) to
systematically identify the tertiary and regional clinical stakeholder’s perceived barriers and enablers to the
implementation of proposed TRAC model of inpatient pediatric care. Semi-structured interviews and focus groups with
pediatricians, nurses and allied health professionals, administrators, and family members will be conducted to identify
key barriers and enablers to implementation of the TRAC model using TDF. Appropriate behaviour change techniques
will be identified to develop potential intervention strategies to overcome identified barriers. These intervention
strategies will facilitate implementation of the TRAC model during the pilot phase.

Discussion: The proposed TRAC model has the potential to address the imbalance between utilization of regional and
tertiary inpatient pediatric facilities in Alberta. Knowledge generated regarding barriers and enablers to the TRAC
model and the process outlined in this study could be used by health services researchers to develop similar
telemedicine-based interventions in Canada and other parts of the world.
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Background
Inpatient pediatric patient care in the province of
Alberta is provided through two tertiary pediatric care
hospitals, Alberta Children’s Hospital (ACH) and Stol-
lery Children’s Hospital and several regional hospitals.
Over-occupancy at the two tertiary pediatric care hospi-
tals is steadily increasing with simultaneous decline in
occupancy of pediatric beds at regional hospitals [1]. At
ACH, the average occupancy rate in 2015/16 was 95.1%
with the site experiencing greater than 100% capacity
197 days of the year against the recommended average
bed occupancy of 82–85% [2]. Nineteen percent of
Medicine Hat Regional Hospital (MHRH) catchment
area pediatric admissions occur at ACH, which repre-
sents 28% of total pediatric inpatient days of stay.
MHRH pediatric unit’s average bed occupancy in the
same time period was 57%. This data highlights the
imbalance of regional bed usage between tertiary and
regional hospitals. Over-occupancy negatively impacts
timeliness and potentially, the safety of patient care and
increase the stress on healthcare providers [3–5]. In con-
trast, underutilization of pediatric beds at regional hospi-
tals poses the risk of losing beds provincially, dilution of
regional pediatric expertise and potential erosion of con-
fidence by regional pediatric healthcare providers [6].
One approach to the current situation in provincial

pediatric care capacity is development of telemedicine
based innovative models of care that increase the popu-
lation of patients cared for in regional pediatric beds.
Telemedicine is defined as “healing at a distance” and
broadly means the use of information and communica-
tion technologies to overcome geographical barriers, and
increase access to health care services [7]. Telemedicine
is a tool to increase efficiency, improve access, improve
quality of care and facilitate care over distance [8]. Previ-
ous studies have shown that telemedicine can help trans-
form health care delivery for pediatric patients by
improving accessibility of care among underserved pop-
ulations with more complex health needs [9]. An inte-
grated telemedicine practice accompanied by enhanced
coordination, organization and implementation of health
care services can impact positively on the quality of care
[10]. Further, a recent study highlighted the complemen-
tary role of telemedicine strategies for pediatric subspe-
cialty care and role of telemedicine in enhancing
personal relationships between rural pediatricians and
subspecialists [11].
The proposed innovative virtual care model is a tele-

medicine facilitated daily rounds and consultations
model, abbreviated as the ‘Telemedicine Rounding and
Consultation’ (TRAC) model (Table 1). It will involve
discussing patient care or aspects of their care using
telemedicine cart which employs visual displays, audio
and information sharing between tertiary and regional

hospitals (Fig. 1). Patients to be included in daily joint
rounds are chosen from ACH and/or MHRH inpatient
units. Patients to be included in the TRAC model of care
are those who may benefit from a collaborative care dis-
cussion for some aspect of their care. The term “rounds”
in the TRAC model of care refers to a care team discuss-
ing a patient care plan. ‘Family Centered Rounds’ may
also occur at the patient bedside and with the family
present when appropriate. Family presence at rounding
is preferred, as it promotes family-centered care where
patients and families participate in the discussion

Table 1 Key features of Telemedicine Rounding and Consultation
(TRAC) Model

□ Daily inpatient rounding:

■ Monday to Friday

■ Health care teams meet to discuss a patient’s medical care plans.

■ Bedside rounds (rounds that occur at the bedside with the patient
and family included in care planning) when able/appropriate.

□ Telemedicine facilitated:

■ Real time audio-visual transmission using telemedicine cart (Fig. 1).

Tertiary-Regional Collaboration:

■ Collaboration between Alberta Children’s Hospital (tertiary) and
Medicine Hat Regional Hospital (regional).

□ Multidisciplinary teams:

■ General pediatricians, subspecialists, allied health professionals,
nurses, nurse educators (based on patient needs)

Fig. 1 Mobile telemedicine cart capable of real time
audio-visual transmission
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including sharing information, asking questions and aid-
ing in decisions about the patient’s care plan [12]. Meet-
ing room rounding can also be used for rounds or
education. Rounding will be set up daily, at least from
Monday to Friday, with patients included in the daily
rounds chosen by care teams at both sites. During the
daily rounds time, there will be a brief review of patients
at ACH who are from the MHRH area and MHRH
patients who may require tertiary services. This allows
both teams to be aware of potential patients who may
benefit from the TRAC model of care in upcoming days.
Post-transfer rounding between tertiary and regional
hospitals will be included to ensure the continuum of
care for the patients. Additional telemedicine or phone
contact will be used to keep the teams updated about
the changes in the patient status during the day. ACH
and MHRH were chosen as optimal pilot sites based on
existing telemedicine champions, ongoing collaboration,
and successful piloting of other provincial initiatives at
these sites.
Implementation of the TRAC model of inpatient

pediatric care will likely require changes in both individ-
ual and collective behaviours of healthcare professionals.
To refine and facilitate the implementation of TRAC
model, it is essential to understand the perceived bar-
riers and enablers to TRAC model among its potential
users in local context. This study will use the Theoretical
Domains Framework (TDF) to systematically explore

perceived clinical barriers and enablers to the implemen-
tation of the TRAC model. The TDF is a framework that
consists of 84 component constructs which have been
refined into 14 theoretical domains [13, 14] (Table 2).
The TDF simplifies the complexities associated with
behaviour change by providing a theory-informed frame-
work to view the cognitive, affective, social and environ-
mental influences on behaviour [15]. The TDF has
successfully been applied to identify barriers and enablers
to nurses’ use of electronic medication management
systems [16], explore health professionals’ perceived deter-
minants to adherence to multiple evidence-based indica-
tors in primary care [17], and to develop targeted,
theory-informed interventions to improve physical therap-
ist management of the risk of falls after discharge [18].
The TDF facilitates the progression from theory-based in-
vestigation to intervention design by providing a theoret-
ical basis to understand potential barriers for slow uptake
of evidence into practice and ways to overcome these bar-
riers [15]. Relevant and feasible behaviour change tech-
niques (BCTs) to include in an implementation strategy
will be identified using the APEASE (affordability, practic-
ability, effectiveness, acceptability, side-effects/safety and
equity) criteria [19]. Whilst some evidence exists for the
barriers to uptake of telemedicine in different clinical
areas [20–22], a comprehensive, systematic, and
theory-informed exploration of barriers to telemedicine in
pediatric care in Canada is lacking. This study attempts to

Table 2 The Theoretical Domains Framework with definitions

Domain Definition

1. Knowledge An awareness of the existence of something

2. Skills An ability or proficiency acquired through practice

3. Social/professional role &
identity

A coherent set of behaviours and displayed personal qualities of an individual in a social or work setting

4. Beliefs about capabilities Acceptance of the truth, reality, or validity about an ability, talent, or facility that a person can put to constructive
use

5. Optimism The confidence that things will happen for the best or that desired goals will be attained

6. Beliefs about consequences Acceptance of the truth, reality, or validity about outcomes of a behaviour in a given situation

7. Reinforcement Increasing the probability of a response by arranging a dependent relationship, or contingency, between the
response and a given stimulus

8. Intentions A conscious decision to perform a behaviour or a resolve to act in a certain way

9. Goals Mental representations of outcomes or end states that an individual wants to achieve

10. Memory, attention & decision
processes

The ability to retain information, focus selectively on aspects of the environment and choose between two or
more alternatives

11. Environmental context &
resources

Any circumstance of a person’s situation or environment that discourages or encourages the development of skills
and abilities, independence, social competence, and adaptive behaviour

12. Social influences Those interpersonal processes that can cause individuals to change their thoughts, feelings, or behaviours

13. Emotion A complex reaction pattern, involving experiential, behavioural, and physiological elements, by which the
individual attempts to deal with a personally significant matter or event

14. Behavioural regulation Anything aimed at managing or changing objectively observed or measured actions

[From: Cane, J., D. O’Connor, and S. Michie, Validation of the theoretical domains framework for use in behaviour change and implementation research. Implement
Sci, 2012. 7: p. 37]
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fill this current knowledge gap by providing insights into
the development of telemedicine facilitated model of
pediatric care in Canada. The objectives of this study are
to: 1. Systematically explore barriers and enablers to
adopting the TRAC model of inpatient pediatric care; 2.
Identify BCTs to successfully address these barriers; 3. De-
velop an implementation strategy to overcome the barriers
and enhance the facilitators to implementing the TRAC
model of care into practice. This paper describes the pro-
posed process of exploring barriers and enablers to TRAC
model using TDF approach. The current study is part of a
larger project, sponsored by the Maternal, Newborn, Child
& Youth Strategic Clinical Network (MNCY SCN™), which
aims to develop an innovative virtual pediatric care model,
pilot, and evaluate the model at ACH and MHRH and if
the pilot is successful, expand it throughout the province
of Alberta.

Methods
Study design
A qualitative descriptive design [23] will be used to
systematically explore tertiary and regional clinical stake-
holders’ perceived barriers and enablers to the imple-
mentation of the proposed TRAC model of inpatient
pediatric care in Alberta (Fig. 2). The goal of qualitative
descriptive design is to determine the meaning of a
phenomenon through description. It also aids in devel-
oping and exploring the concepts by offering the flexibil-
ity to understand the phenomenon in the context of
study setting [24].

Study setting
ACH, located in the city of Calgary is the largest tertiary
level public pediatric hospital in Alberta with 141 beds.

MHRH is a medical facility located in Medicine Hat city,
300 km southeast of Calgary, serving a catchment area
of 117,000 residents. MHRH has 325 beds in total in-
cluding 10 beds for pediatric patients (outside of the
neonatal intensive care unit).

Objectives of the study
Objective 1: Identify barriers and enablers
We will conduct 14 semi-structured individual interviews
and one focus group at ACH and 12 semi-structured indi-
vidual interviews and one focus group at MHRH to better
understand participants’ perceived barriers and enablers
to implementing the TRAC model into practice.

Recruitment of participants
We will use a stratified purposive sampling strategy with
convenience sampling techniques to recruit a diverse
sample of tertiary and regional clinical stakeholders in-
cluding pediatricians, nurses and allied health profes-
sionals, administrators, and family members or care
takers of the pediatric patients. We aim to recruit 42
participants in total (Tables 3 and 4). Individual inter-
views will be conducted at both ACH and MHRH with
health care providers, administrators, and family mem-
bers. Health care providers including general pediatri-
cians, subspecialists, nurses and allied care providers
who would be the potential users of TRAC model of
care would be selected at both the sites. Administrative
leaders with oversight of pediatric inpatient programs
will be recruited from both sites. Family members re-
cruited for the study will be family members or care
givers of pediatric patients from MHRH catchment area
who have received inpatient pediatric care at ACH or
MHRH in the last three years and family members of

Fig. 2 Study design flowchart using the Theoretical Domains Framework (TDF) approach from
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patients who have received care at ACH in the last 3 years.
The ACH Family Centered Care committee and pediatri-
cians providing care at MHRH will assist in identifying
potential participants. Family members will be included in
the study as the representatives for patients and families
who could potentially benefit from TRAC model of care..
In addition to individual interviews, focus groups will be
conducted at ACH and MHRH. As part of the focused
groups, frontline clinicians and allied health professionals
would be invited to participate in interviewer guided
small-group discussion with fellow health care providers
with similar background or experiences with providing
pediatric care. Frontline staff is chosen for focus groups
because they would be the primary agents for implement-
ing TRAC model. Frontline staff provide care as a group,
so focus group setting will elicit their perceived barriers
and enablers to TRAC model in real-life setting by
responding and building on each other’s responses. To
mitigate the potential influence of pre-existing profes-
sional relationships and power differential, administrators
will not be included in any of the focus groups.
Inclusion of health providers along with family mem-

bers both at ACH and MHRH will promote integration
of knowledge for users through our integrated know-
ledge translation strategy. We will offer each participant
a $15 gift card honorarium for their participation.

Materials
The interview guide includes two to four questions for
each of the 14 domains of the TDF (see Additional file 1).
Before each interview or focus group, interviewers will
explain the TRAC model of inpatient pediatric care in
more detail. The interview guide aims to elicit current
knowledge, perceptions and explore the barriers and en-
ablers to adopting the TRAC model of inpatient
pediatric care. Each interview and focus group will be
audio recorded and last approximately 45–60min.

Procedure
Potential allied health professional and administrative par-
ticipants at each study site will be invited by the primary
investigator for one-on-one interviews or focus groups at
ACH or MHRH. In compliance with the subject recruit-
ment practice of Alberta Health Services, primary investi-
gator will ask the manager of the clinical area(s) to send
out an invitation to the staff on behalf of the researcher.
The researchers will make it clear that participation is vol-
untary and will not affect their employment.
Participants will be required to sign a written consent

form to indicate their willingness to participate in this
study. Only anonymized quotes will be published. Add-
itional written consent will be obtained to audio record the
interviews and focus groups. Team members with experi-
ence in conducting qualitative research and its application
using the TDF approach developed the interview guides for
the semi-structured interviews and focus groups. All the in-
terviews and focus groups will be facilitated by one or two
interviewers with experience in qualitative data collection.
Each health provider will complete a brief form to gather
demographic information on their care provider group
(pediatrician, pediatric subspecialist, nurse, other allied
health, or administrator) and their work location (ACH or
MHRH). The family members will complete a separate
form to gather information about their age, area of resi-
dence, level of education, employment status, age of their
child/children and frequency of care received at ACH and/
or MHRH for their child/children. Additional interviews
will be conducted until data saturation is reached. Data is
considered saturated when we reach a point in our analysis
where gathering more data will not provide us any new in-
formation related to our research question.

Data analysis
Interview and focus group recordings will be transcribed
verbatim. A qualitative data analysis software NVivo 11

Table 3 Sample of total potential participants for semi-structured interviews and focused group discussions

Participant’s current role Alberta Children’s Hospital (ACH) Medicine Hat Regional Hospital (MHRH) Total

Pediatricians 6 4 10

Nurses and allied health professionals 9 12 21

Administrators 3 3 6

Families 2 3 5

Total 20* 22* 42*

*note: additional interviews may be required to reach saturation of identified themes

Table 4 Sub-sample of potential participants for focused group discussions at ACH and MHRH

Participant’s current role Alberta Children’s Hospital (ACH) Medicine Hat Regional Hospital (MHRH) Total

Pediatricians 1 1 2

Nurses and allied health professionals 4 5 9

Total 5 6 11
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(QSR, Melbourne, Australia) will be used to code,
organize, and manage the data to facilitate data interpre-
tations. Data will be analyzed using a directed content
analysis approach (18). Content analysis is a systematic
coding and categorization approach to qualitative data
analysis used to examine trends and patterns of the data,
and determine the frequency and relationships of the
words used by participants (18). To test the agreement
on coding for each domain of the TDF, two randomly se-
lected transcripts will be coded independently by two
different members of the research team with qualitative
research experience. Discrepancies will be resolved
through discussion. All the remaining transcripts will be
coded by a single reviewer.
For the initial analysis, the reviewers will read the tran-

scripts and categorize similar statements into the 14
TDF domains. Second, an inductive coding approach
[25] will be used to generate subcategories of specific
beliefs of participants within the initial coding scheme of
the 14 TDF domains. A specific belief is a group of simi-
lar responses that suggest the belief may influence the
target behaviour (13). Lastly, the coded data will be fur-
ther inductively examined to identify relevant theoretical
domains to the target behaviour (telemedicine-based
daily rounds). We will examine trends, patterns,
frequencies, and relationships of the words used by the
participants to determine: 1. Any conflicting beliefs
within a domain; 2. The frequency of specific beliefs
across the data; and 3. The likely strength of the im-
pact of a belief on the behaviour. This approach will
allow for the inclusion of barriers and enablers under
both predefined TDF domains and emergent codes.
Irrelevant domains will be excluded from further ana-
lysis. Sub-analysis of the data to identify perception of
the barriers and enablers will be conducted based on
the study site (ACH vs MHRH). Thematic content
will be assessed to tabulate barriers and enablers for
proposed TRAC model of inpatient pediatric care
within each TDF domains.

Objective 2: Identify BCTs
After identifying the barriers and enablers in step 2, we
will use the BCT Taxonomy version 1 [26], a grouping
of 93 hierarchically clustered techniques, to identify po-
tential BCTs known to be effective at overcoming the
identified barriers and enhancing the enablers to imple-
menting the TRAC model. It is a standardized language
for describing the ‘active ingredients’ in interventions.
Michie and colleagues developed a matrix which maps
relevant BCTs to corresponding TDF domains [26]. Re-
search team members with expertise in pediatric care at
these two study sites and in intervention design will map
the identified barriers and enablers from Objective 1 to
BCTs that are likely to change behaviour [19].

Objective 3: Development of potential intervention
strategies to overcome barriers
The project team will use the findings from Objectives 1
and 2 to develop a final implementation strategy for pilot-
ing TRAC model at the two sites. Through discussion, the
research team will consult with potential users of the
TRAC model and apply the APEASE criteria to the rele-
vant BCTs, potential intervention content and mode of
delivery to explore its appropriateness and feasibility for
the local context. The APEASE criteria (affordability, prac-
ticability, effectiveness and cost-effectiveness, acceptabil-
ity, safety, and equity) are used to guide decision-making
during intervention design.

Discussion
Health information technology has been used to facili-
tate care of pediatric patients with a range of diseases
requiring follow-up and involving participation of both a
caregiver and health care providers to improve continu-
ity of care [27]. Telemedicine has the potential to
improve quality of care and enhance accessibility by
bridging geographical barriers to provide care over the
distance [8]. Despite emergence of telemedicine as a
feasible and efficient option for pediatric patients,
providers, and payers that results in high-quality,
cost-effective care, there is a paucity of telemedicine im-
plementation literature. [28, 29].Evidence from Australia
suggest that telemedicine can be effective in linking spe-
cialized pediatric care with home care, save the cost of
delivering pediatric health services and clinicians have
positive perception of telemedicine. However, this
research groups have also highlighted the need to under-
stand perceived usefulness of telemedicine by some cli-
nicians and to gather further evidence to support its use
in paediatric acute care [30–32].
Like in adult care, telemedicine technologies in

pediatric care are used to deliver the same or enhanced
care that is currently offered, but various factors add an
additional layer of complexities while delivering
telemedicine facilitated care for pediatric patients [33].
In pediatric care, questions from the medical team are
usually directed at patient’s parents/caregivers, so ac-
ceptability of such technology by both the patient and
their family caregivers is the key for delivering pediatric
care through telemedicine.
Hospitalization impacts pediatric patient’s schooling

and ultimately psychosocial development [34], so the
outcomes like reduction in length of stay due to deliver-
ing telemedicine facilitated care in pediatric population
might differ from the adult population. Parents/care-
givers are considered primary agents involved in the
delivery of pediatric health care. Adverse events like
hospitalization and travelling associated with pediatric
patient’s health conditions put family members under
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high levels of stress and anxiety. Parents’ poor psycho-
social functioning may deeply influence the child’s adher-
ence to the care and impact of the disease [35]. While the
literature on developing and implementation of telemedi-
cine in adult care is widely available, and the impact of
such technologies are extensively studied, the delivery of
care and outcomes of interest vary between adult and
pediatric health care services, further highlighting the
need for telemedicine research that is specific to children.
Telemedicine’s potential to transform the health care

system could not be fully achieved without understand-
ing the perceived barriers and enablers for its uptake by
the stakeholders of clinical care. This study will contrib-
ute to the understanding of the telemedicine facilitated
models of care implementation barriers and enablers.
The findings from this study will be used to guide the

development and implementation process of TRAC
model during the pilot phase. The evidence generated
from this study can also be used to guide further
programmatic research efforts to scale-up the use of
telemedicine across geographies. The overarching goal
of this pilot evaluation is to determine if the TRAC
model of inpatient pediatric care increases the use of
regional pediatric beds. The proposed TRAC model pro-
vides an opportunity for health providers to maintain
continuity of care and address the imbalance between
utilization of regional and tertiary inpatient pediatric
facilities in Alberta. The use of telemedicine is associated
with reduction in travel and healthcare costs [36]. This
patient-centered care approach will benefit the patients
from regional catchment areas who will access tertiary
hospital level care expertise and resources within their
own region without travelling to the tertiary level hos-
pital. Families will also benefit by saving travel time,
minimizing time away from work and being able to stay
better connected to their community support networks.
The TRAC model of pediatric inpatient care may be

expandable in scope and scale provincially if the pilot
study determines this model to be feasible and accept-
able to health care providers and families. The
province-wide application of TRAC model would in-
crease regional pediatric bed usage in multiple regional
sites thereby positively impacting the current tertiary
over-occupancy crisis in Alberta. In addition to address-
ing the imbalance in utilization of pediatric capacities
between regional and tertiary hospitals, it is anticipated
that this project will enhance tertiary-regional collabor-
ation thereby supporting numerous other provincial
goals such as provincial pediatric guideline implementa-
tion and pediatric workforce sustainability [37]. MNCY
SCN™ is uniquely positioned as the premier vehicle for
engaging front-line clinicians, researchers, and partners
to drive sustainable improvements and innovations
across the continuum of maternal and child care in

Alberta. Therefore, the findings of this study will be dissem-
inated as pediatric health services research-generated
knowledge through MNCY SCN™. The results of this study
will also be shared with the study partners at the ACH and
MHRH and participants will receive an executive summary
of the findings. Dissemination will also occur through
presentations and peer-reviewed publications.
Two major strengths of this study lie in its use of a

systematic approach to explore the barriers and enablers
to the proposed TRAC model using the TDF and its
inclusion of range of health professionals and family
members as potential users of the TRAC model. TDF
has already been used in range of research contexts
including telemedicine interventions [38], so this study
will contribute to the growing TDF and intervention
design literature. However, several limitations need to be
acknowledged. Firstly, the TDF provides a framework to
elicit barriers pertaining to each domain but it does not
specify relationships between the domains [39]. Second,
focus groups allow for gathering relevant information in
a short period of time and offer insights on the existing
contradictions and differences in the individual opinions
of the participants; however, pre-existing professional re-
lationships and power differential may influence group
dynamics during the focus groups. This limitation would
be potentially neutralized by excluding administrators
from the focus groups.

Conclusion
By identifying the barriers and enablers to a virtual tele-
medicine facilitated model within Alberta’s health
system, we expect to gain better insights into stake-
holders’ perceptions of telemedicine facilitated care in
the province. Although the results of this study might
not be directly generalizable to other health care
settings, the knowledge generated regarding barriers and
enablers to the TRAC model and the process outlined in
this study could be used by the health services
researchers to develop similar telemedicine-based inter-
ventions in Canada or other parts of the world.

Additional file

Additional file 1: Table S1. Interview guide for health care providers.
Table S2. Interview guide for family members. Table S3. Basic
information form for healthcare providers. Table S4. Basic information
form for family members. (DOCX 28 kb)

Abbreviations
ACH: Alberta Children’s Hospital; AHS: Alberta Health Services;
BCTs: Behaviour change techniques; MHRH: Medicine Hat Regional Hospital;
MNCY SCN™: The Maternal, Newborn, Child & Youth Strategic Clinical
Network; TDF: Theoretical Domains Framework; TRAC model: Telemedicine
Rounding and Consultation model

Bele et al. BMC Health Services Research           (2019) 19:29 Page 7 of 9

https://doi.org/10.1186/s12913-018-3859-2


Acknowledgements
The study was made possible by support from The Maternal Newborn Child
& Youth Strategic Clinical Network (MNCY SCN™). The authors would also like
to gratefully acknowledge study participants (Health care providers and
patients) for their contributions to this study.

Funding
The project team acknowledges funding from the Department of Pediatrics,
University of Calgary.
SB received financial support in the form of graduate studentship from
MNCY SCN™ and Collaborative Research and Innovation Opportunities (CRIO)
scholarship from the ward of the twenty-first Century Research and
Innovation Center (www.w21c.org), University of Calgary.

Availability of data and materials
Not applicable.

Authors’ contribution
“MB, DJ, JC and CC contributed to the overall study rationale, design and
methods development. SB, CC and MB led the drafting of the manuscript
and the development of the study rationale, design and methods. CS
provided expert input on the objectives and knowledge translation plan for
the study. All authors contributed to the drafting of the manuscript and
approved the final version.”

Ethics approval and consent to participate
Ethics approval for this study has been granted from the University of
Calgary Health Research Ethics Board (Study Id: REB17–1435). Name and
other identifying information of the participants will not be included on any
research documents or transcripts. A research study number will be assigned
to all the interview tapes and transcripts. Audio files and all qualitative data
will be stored securely on a password protected computer. Transcripts and
tapes will also be double locked (filing cabinet in locked research office) at
Alberta Children’s Hospital. Written consent forms will be stored separate
from questionnaires. The research team will present information from
interviews in a combined form for final reports, publications, and
presentations of the research findings. On completion of the research, all
confidential information will be burned onto an external memory storage
device and stored for 5 years according to the University of Calgary’s Human
Research Ethics Board guidelines.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Department of Community Health Sciences, University of Calgary, Calgary,
AB, Canada. 2School of Nursing, Dalhousie University, Halifax, NS, Canada.
3Department of Pediatrics, University of Calgary, Calgary, AB, Canada.
4Haskayne School of Business, University of Calgary, Calgary, AB, Canada.

Received: 26 February 2018 Accepted: 27 December 2018

References
1. Alberta Health Services Acute Care Occupancy Tableau Dashboard. [cited

2018 04th January]; Available from: https://public.tableau.com/profile/
alberta.health.services#!/vizhome/HealthPartnersReports/HAPPortal.

2. Jones R. Hospital bed occupancy demystified, vol. 17; 2011. p. 242–8.
3. Huang Q, et al. The impact of delays to admission from the emergency

department on inpatient outcomes. BMC Emerg Med. 2010;10:16.
4. Freedman SB, Thakkar VA. Easing the strain on a pediatric tertiary care

center: use of a redistribution system. Arch Pediatr Adolesc Med. 2007;
161(9):870–6.

5. Bond K, et al. Frequency, determinants and impact of overcrowding in
emergency departments in Canada: a national survey. Healthc Q. 2007;10(4):
32–40.

6. Aragona, E. Ongoing Trends in Pediatric Hospitalizations. 2015 [cited 2018
9th January]; American Academy of Pediatrics, Experience National
Conference and Exhibition. Available from: https://aap.confex.com/aap/
2015/webprogram/Paper30119.html.

7. Telemedicine: Opportunities and Developments in Member States; World
Health Organization Global Observatory for eHealth Series. 2010 [cited
Volume 2; Available from: http://www.who.int/goe/publications/goe_
telemedicine_2010.pdf.

8. Eysenbach G. What is e-health? J Med Internet Res. 2001;3(2):E20.
9. Utidjian L, Abramson E. Pediatric telehealth: Opportunities and Challenges.

Pediatr Clin North Am. 2016;63(2):367–78.
10. Sevean P, et al. Patients and families experiences with video telehealth in rural/

remote communities in northern Canada. J Clin Nurs. 2009;18(18):2573–9.
11. Ray KN, et al. Optimizing telehealth strategies for subspecialty care:

recommendations from rural pediatricians. Telemed J E Health. 2015;21(8):622–9.
12. Mittal V. Family-centered rounds: a decade of growth. Hosp Pediatr. 2014;

4(1):6–8.
13. Michie S, et al. Making psychological theory useful for implementing

evidence based practice: a consensus approach. Qual Saf Health Care. 2005;
14(1):26–33.

14. Cane J, O’Connor D, Michie S. Validation of the theoretical domains
framework for use in behaviour change and implementation research.
Implement Sci. 2012;7:37.

15. Atkins L, et al. A guide to using the theoretical domains framework of
behaviour change to investigate implementation problems. Implement Sci.
2017;12(1):77.

16. Debono D, et al. Applying the theoretical domains framework to identify
barriers and targeted interventions to enhance nurses’ use of electronic
medication management systems in two Australian hospitals. Implement
Sci. 2017;12(1):42.

17. Lawton R, et al. Using the theoretical domains framework (TDF) to
understand adherence to multiple evidence-based indicators in primary
care: a qualitative study. Implement Sci. 2016;11:113.

18. Thomas S, Mackintosh S. Use of the theoretical domains framework to
develop an intervention to improve physical therapist management of the
risk of falls after discharge. Phys Ther. 2014;94(11):1660–75.

19. Michie S, Atkins L, West R, The behaviour change wheel - a guide to
designing interventions. Silverback Publishing; 2014.

20. Driessen J, Castle NG, Handler SM. Perceived Benefits, Barriers, and Drivers of
telemedicine from the perspective of skilled nursing facility administrative
staff stakeholders. J Appl Gerontol. 2016;37(1):110–20 733464816651884.

21. Police RL, Foster T, Wong KS. Adoption and use of health information
technology in physician practice organisations: systematic review. Inform
Prim Care. 2010;18(4):245–58.

22. O'Connor S, et al. Understanding factors affecting patient and public
engagement and recruitment to digital health interventions: a systematic
review of qualitative studies. BMC Med Inform Decis Mak. 2016;16(1):120.

23. Sandelowski M. Whatever happened to qualitative description? Res Nurs
Health. 2000;23(4):334–40.

24. Al-Busaidi ZQ. Qualitative research and its uses in health care. Sultan
Qaboos Univ Med J. 2008;8(1):11–9.

25. Hsieh HF, Shannon SE. Three approaches to qualitative content analysis.
Qual Health Res. 2005;15(9):1277–88.

26. Michie S, et al. The behavior change technique taxonomy (v1) of 93
hierarchically clustered techniques: building an international consensus
for the reporting of behavior change interventions. Ann Behav Med.
2013;46(1):81–95.

27. Gentles SJ, Lokker C, McKibbon KA. Health information technology to
facilitate communication involving health care providers, caregivers, and
pediatric patients: a scoping review. J Med Internet Res. 2010;12(2):e22.

28. Olson CA, Thomas JF. Telehealth: no longer an idea for the future. Adv
Pediatr Infect Dis. 2017;64(1):347–70.

29. Marcin JP, Shaikh U, Steinhorn RH. Addressing health disparities in rural
communities using telehealth. Pediatr Res. 2016;79(1–2):169–76.

30. Armfield NR, Donovan T, Smith AC. Clinicians’ perceptions of telemedicine
for remote neonatal consultation. Stud Health Technol Inform. 2010;161:1–9.

31. Smith AC, et al. Telemedicine and rural health care applications. J Postgrad
Med. 2005;51(4):286–93.

Bele et al. BMC Health Services Research           (2019) 19:29 Page 8 of 9

http://www.w21c.org
https://public.tableau.com/profile/alberta.health.services#!/vizhome/HealthPartnersReports/HAPPortal
https://public.tableau.com/profile/alberta.health.services#!/vizhome/HealthPartnersReports/HAPPortal
https://aap.confex.com/aap/2015/webprogram/Paper30119.html
https://aap.confex.com/aap/2015/webprogram/Paper30119.html
http://www.who.int/goe/publications/goe_telemedicine_2010.pdf
http://www.who.int/goe/publications/goe_telemedicine_2010.pdf


32. Armfield NR, et al. The costs and potential savings of telemedicine for
acute care neonatal consultation: preliminary findings. J Telemed
Telecare. 2012;18(8):429–33.

33. Olson CA, et al. The current pediatric telehealth landscape. Pediatrics Mar.
2018;141(3):e20172334.

34. Rennick JE, et al. Children's psychological and behavioral responses
following pediatric intensive care unit hospitalization: the caring intensively
study. BMC Pediatr. 2014;14:276.

35. Commodari E. Children staying in hospital: a research on psychological
stress of caregivers. Ital J Pediatr. 2010;36:40.

36. Heath, S. Convenient Telemedicine Access Reduces Travel, Healthcare Costs.
Patient Care Access News [cited 2017 30th July]; Available from: https://
patientengagementhit.com/news/convenient-telemedicine-access-reduces-
travel-healthcare-costs.

37. Maternal, Newborn, Child and Youth Strategic Clinical Network 2017-2020
Transformational Roadmap; https://www.albertahealthservices.ca/assets/
about/scn/ahs-scn-mncy-transformational-roadmap.pdf.

38. Birken SA, et al. Combined use of the consolidated framework for
implementation research (CFIR) and the theoretical domains framework
(TDF): a systematic review. Implement Sci. 2017;12(1):2.

39. Francis JJ, et al. Evidence-based selection of theories for designing
behaviour change interventions: using methods based on theoretical
construct domains to understand clinicians’ blood transfusion behaviour. Br
J Health Psychol. 2009;14(Pt 4):625–46.

Bele et al. BMC Health Services Research           (2019) 19:29 Page 9 of 9

https://patientengagementhit.com/news/convenient-telemedicine-access-reduces-travel-healthcare-costs
https://patientengagementhit.com/news/convenient-telemedicine-access-reduces-travel-healthcare-costs
https://patientengagementhit.com/news/convenient-telemedicine-access-reduces-travel-healthcare-costs
https://www.albertahealthservices.ca/assets/about/scn/ahs-scn-mncy-transformational-roadmap.pdf
https://www.albertahealthservices.ca/assets/about/scn/ahs-scn-mncy-transformational-roadmap.pdf

	Abstract
	Background
	Methods
	Discussion

	Background
	Methods
	Study design
	Study setting
	Objectives of the study
	Objective 1: Identify barriers and enablers
	Recruitment of participants

	Materials
	Procedure
	Data analysis
	Objective 2: Identify BCTs
	Objective 3: Development of potential intervention strategies to overcome barriers

	Discussion
	Conclusion
	Additional file
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contribution
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

