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Highlights

What are the main findings?

• Over 10 years, our hub has trained more than 1500 healthcare professionals from
across Ontario.

• Evaluations of the impact of Extensions for Community Healthcare Outcomes (ECHO)
Pain showed positive results among healthcare professionals using both quantitative
and qualitative research methods.

What are the implications of the main findings?

• Implementation of a new program takes a team effort.
• Sustainability of a new program involves infrastructure, adequate staff, IT support,

access to experts, recruitment of participants, and case presentations.

Abstract

Background: ECHO Pain is a health professions education model that uses telehealth
technology to connect specialists in academic centres to healthcare professionals who work
in the community to disseminate best practice knowledge and foster interprofessional
collaboration to support real patient cases. Methods: This paper summarizes 10 years
of ECHO Pain implementation and evaluation in Ontario. We reviewed participants’
demographics, characteristics of cases presented in ECHO sessions, and the research
output of this ECHO Pain program. Results: From June 2014 to June 2024, there were 529
sessions, 1527 healthcare professionals from urban and rural regions attended ECHO, and
25,898 h of continuing medical education credits were provided. We published 11 papers
in peer-reviewed scientific journals using qualitative and quantitative research methods.
Conclusions: ECHO Pain has been implemented and sustained in Ontario for 10 years,
with demonstrated interprofessional education and an ongoing community of practice to
discuss chronic pain cases. ECHO Pain is filling a significant gap in health professions
education related to chronic pain in Ontario, especially for primary care professionals living
in rural, remote, and underserved areas.

Keywords: chronic pain; health professions education; continuing professional develop-
ment; knowledge mobilization; program evaluation
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1. Introduction
Chronic pain affects one in five Canadians and is a leading cause of disability and poor

quality of life [1]. In Ontario, people with chronic pain utilize CAD 1742 more per year in
healthcare than people who do not have chronic pain [2], and more than half of all opioid
related deaths still involve prescription drugs (either dispensed or diverted) [3]. Most pa-
tients with chronic pain in Ontario are managed by primary care health professionals, with
little or no access to specialists, long wait times to multidisciplinary programs or pain clin-
ics, insufficient opioid prescribing skills, limited interprofessional education and practice,
and difficulties in managing the burden of mental health and complex social needs [4].

ECHO (Extensions for Community Healthcare Outcomes) is a health professions
education model that uses telehealth technology to connect specialists in academic centres
to healthcare professionals who work in the community, with the goal of disseminating best
practice knowledge and fostering interprofessional collaboration to support real patient
cases. In 2003, ECHO was developed for managing hepatitis C in New Mexico and
has expanded to other medical conditions such as chronic pain, mental health disorders,
substance use disorders, diabetes, and rheumatological conditions, among others. There is
accumulating scientific evidence of it being an effective method to transfer knowledge and
skills and create a learning community where all learn and all teach [5–7]. In 2014, our team
implemented the first ECHO program in Canada, for chronic pain and opioid stewardship,
as a collaboration between the University Health Network (UHN) and Queen’s University.

The main goals of Project ECHO Chronic Pain and Opioid Stewardship (ECHO Pain)
are to disseminate knowledge, improve skills, and foster a community of practice among
specialists and primary healthcare professionals to improve care for people with chronic
pain. The four core tenets of the ECHO model are (1) to use technology to leverage scarce
healthcare resources, (2) share best practices and reduce variation in care; (3) harness
practice-based learning and develop expertise among healthcare professionals, and (4)
monitor and evaluate outcomes of the ECHO model, and, when indicated, adopt changes
to improve the desired outcomes [8].

The objective of this study is to describe the implementation activities and results of
ten years of the UHN/Queens ECHO Chronic Pain and Opioid Stewardship (ECHO Pain)
in Ontario, Canada.

2. Materials and Methods
Our ECHO Pain program started offering weekly sessions in June 2014. An ECHO

session is structured in two parts: case presentation and a short didactic lesson. The
healthcare professionals who register to attend weekly sessions are invited to present a
de-identified patient case. The session is moderated by a member of the expert hub. The
professions represented in the expert hub include medicine (family medicine, physiatry,
addiction medicine, psychiatry, and neurology), pharmacy, psychology, physiotherapy,
occupational therapy, chiropractic, nursing, social work, and health sciences librarianship.
Since 2023, the expert hub has been complemented by a person with lived experience of
chronic pain.

The case discussion follows a sequence of (1) 5 min case presentation, (2) questions
of clarification by the participants, (3) questions of clarification by the expert hub mem-
bers, (4) recommendations by the participants, and (5) recommendations by the expert hub
members. The second part of the session is a short 20 min didactic by one of the hub mem-
bers. The curriculum of didactic presentations is repeated with minor modifications at
every cycle of 20 to 21 sessions, and it is accredited for both specialists and family physi-
cians. Our ECHO hub offers 40 to 42 sessions per year, divided into cycles of approximately
20 to 21 sessions.
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The ECHO hub is supported by a strong infrastructure that includes a project man-
ager, educational coordinator, research coordinator, program coordinator, administrative
assistant, and IT support. In the initial phases of this ECHO Pain program, the technology
used for videoconferencing was the Ontario Telemedicine Network (OTN), but in 2018, it
was replaced by Zoom® (version Zoom 4.5).

As one pillar of the ECHO model is outcome measures and quality improvement,
we have a dedicated research coordinator to collect data, monitor outcomes, and conduct
research. With funding from various grants, we were able to recruit summer and graduate
students to conduct research on the ECHO Pain activities.

We conducted a review of the ECHO Pain implementation, participants’ registrations,
and the cases discussed from June 2014 to June 2024. We summarized the data using
descriptive statistics.

Funding for this program came from a diverse range of sources. Initially, we obtained
a Canadian Institutes of Health Research (CIHR) planning grant that allowed our group to
visit the University of New Mexico in 2013 to obtain training to develop and implement
our own ECHO program. Crucial to the start of ECHO in Canada was the pilot funding
from the Ontario Ministry of Health and Long-Term Care (MOHLTC), an Ontario Medical
Association (OMA) grant, and the Northern Ontario Academic Medicine Association
(NOAMA) grant to expand ECHO pain to Northern Ontario.

The research activities were funded by a CIHR Partnerships in Health System Im-
provement (PHSI) grant and a CIHR Opioid Crisis grant to examine two ECHO programs
that focus on chronic pain and opioids (Toronto and Thunder Bay). In 2017, we received
funding from Health Canada, through the Substance Use and Addictions Program (SUAP),
to spread ECHO Pain to other Canadian Provinces. In 2023, we were funded by CIHR
in the Transforming Health with Integrated Care (THINC) Implementation Science Team
Grant initiative, to use implementation science methods to evaluate the spread and scale of
ECHO Pain in Canada.

3. Results
3.1. Program Activities and Outputs

From June 2014 to June 2024, over ten years of offering ECHO, we conducted a total of
529 ECHO Pain sessions, which were delivered in cycles of 20 to 21 sessions (January to
June and August to December). The sessions’ duration was initially 2 h and was reduced to
90 min beginning in 2020 (cycle 12). The sessions are currently offered on Thursdays from
12:30 to 2:00 p.m.

3.2. Reach and Participation
3.2.1. Patients Reached

There were 529 cases presented, of which 483 were new and 46 were follow-up cases.
The mean age of patients presented was 54.0 years (standard deviation of 15.8 years),
with a range from 12 to 101 years old. The cases discussed involved 302 (57%) females,
199 (38%) males, and 28 (5%) unknown gender cases. Information about country of birth
was available in 462 cases, of which 363 (79%) were born in Canada, and the remaining
were distributed widely from around the world.

The types of pain diagnoses were documented in 500 cases, and the most common
were back pain in 290 (58%), fibromyalgia in 115 (23%), arthritis in 110 (22%), and headaches
in 94 (19%). Although not so common, we discussed 18 cases (4%) of complex regional
pain syndrome (CRPS).

Comorbidities were documented in 489 cases, of which the most common were de-
pression in 216 (44%), sleep disorder in 175 (36%), substance use disorder in 138 (28%),
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anxiety in 134 (27%), history of trauma in 89 (18%), and other mental health condition in
136 (28%).

There were 356 (67%) cases involving discussions around opioids for chronic pain, such
as appropriate indications for treatment with opioids, adequate dosage, risk assessment,
diagnosis of opioid use disorder, polypharmacy, tapering, and switching opioids.

3.2.2. Healthcare Professionals’ Participation

There were 1527 healthcare professionals who attended ECHO Pain sessions during
this period, of which 1422 (93%) were from Ontario, 64 (4%) were from other Canadian
provinces, and 41 (3%) were international. The average number of participants per session
was 34.8 people. The number of continuing medical education (CME) credits provided
during this period was 25,898 h.

Participants’ professions were obtained from 1423 participants, and they are summa-
rized in Table 1. The top five professions included family physicians (28.7%), nurse practi-
tioners (25.1%), pharmacists (13%), registered nurses (10.5%) and social workers (3.9%).

Table 1. Participants’ professions.

Professions n %

MD Family Physician 409 28.7%
Nurse Practitioner 357 25.1%

Pharmacist 185 13.0%
Registered Nurse 150 10.5%

Social Worker 55 3.9%
Occupational Therapist 51 3.6%

Chiropractor 37 2.6%
Physiotherapist 37 2.6%
MD Specialist 32 2.2%
Kinesiologist 20 1.4%

Physician Assistant 17 1.2%
Administrator 17 1.2%
Psychologist 17 1.2%

Registered Psychotherapist 3 0.2%
Registered Massage Therapist 3 0.2%

Chiropodist 2 0.1%
Other (count of 1 each) 31 2.2%

Participants came from all Ontario Health regions of Ontario: (1) North East, (2) North
West, (3) East, (4) Central, (5) Toronto, and (6) West (Figure 1). Most notably, participants
came from southern Ontario, where the majority of the Ontario population resides.

3.3. Indicators of Effective Implementation

Over the past ten years, we have published 11 peer-reviewed articles related to the
work of ECHO Pain at UHN/Queen’s. Below, we summarize the scientific articles that
demonstrate effective implementation.

3.3.1. Qualitative Findings

A qualitative study of three focus groups of ECHO participants in Ontario showed
that managing patients with chronic pain in primary care can be difficult, particularly in
remote or underserved practices. ECHO Pain was found to offer guidance to primary
care professionals for their most challenging patients, promote knowledge acquisition and
diffusion, and foster a “community of practice” [9]. Another qualitative study examined
how ECHO promotes an interprofessional approach to chronic pain management. This
study used focus group discussions with professionals from various healthcare disciplines,
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who shared mainly positive views of ECHO’s emphasis on interprofessional care [10]. A
qualitative study using in-depth semi-structured phone interviews was conducted to obtain
primary care professionals’ experiences and perceptions of participating in ECHO. The
study explored the motivations for attending a chronic pain tele-mentoring program, as
well as the effects of their participation on knowledge and interprofessional approach to
chronic pain [11]. Lastly, we conducted a study to investigate patients’ perspectives on the
pathway from primary care professionals’ presentations of their cases to their chronic pain
management. Using data from in-depth interviews with 20 patients, along with their asso-
ciated case presentation forms and the recommendations following the presentations, we
examined the alignment of patient and practitioner views and perceptions of how ECHO af-
fected them. We found that the impact on patients is indirect but positive: most respondents
expressed pleasure in contributing to research about chronic pain management, though
only two of them identified a direct impact on their own treatment. They also appreciated
their practitioner’s efforts to bring expert attention to their patient’s situation [12].

 

Figure 1. Geographical location of ECHO participants in Ontario.
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3.3.2. Quantitative Findings

We analyzed the results of pre- and post-ECHO questionnaires from 170 participants in
the first three years of ECHO Pain operation and showed that ECHO improved participants’
self-efficacy and knowledge. Self-efficacy improvement was significantly higher among
physicians, physician assistants and nurse practitioners than the non-prescribers group.
Moreover, satisfaction with the program was highly rated [13]. We also conducted an
administrative database analysis in Ontario comparing opioid prescribing patterns between
family doctors who attended with family doctors who did not attend ECHO Pain. We
found that physicians who were already high-dose opioid prescribers self-selected to
participate in the ECHO program, demonstrating that ECHO is reaching the clinicians who
need it most. This study also showed that there was a significant reduction in high-dose
opioid prescription in the ECHO group compared to a non-significant increase in the
matched controls [14].

3.3.3. Sustainable Program Funding

The ECHO Pain program has continued receiving sustainable funding from the On-
tario Ministry of Health from 2014 to the present date.

4. Discussion
These results illustrate the implementation activities and outputs of the first ECHO

hub in Canada, with sustained activities over a 10-year period. Our hub has trained more
than 1500 healthcare professionals from across Ontario. The types of chronic pain patients
discussed during ECHO weekly sessions reflect the most common pain conditions seen
in primary care, such as patients with back pain, fibromyalgia, headaches, mental health
comorbidities, and/or opioid-related cases. Our expert hub has maintained a wide variety
of health professions across eight disciplines over the 10-year period. Recruitment of
participants and cases has been challenging, but we were able to sustain attendance and
cases for discussion.

Evaluations of the impact of ECHO Pain showed positive results among healthcare
professionals, using both qualitative and quantitative research methods. The top takeaways
from our research are as follows: (1) ECHO Pain changes clinical behaviour—both quan-
titative and qualitative data show that clinicians’ confidence and knowledge related to
pain and opioid management increase and that ECHO Pain fosters a strong community of
practice [9–13]; (2) ECHO Pain attracts those who need it the most—high opioid prescribing
physicians not only self-select to attend but also prescribe fewer opioids than their peers
after attending ECHO [14]; and (3) ECHO Pain is equitable—through use of telehealth
technology, ECHO Pain provides timely education to clinicians practising in rural, remote,
and underserved communities [11,14].

Interprofessional education initiatives remain challenging to implement and require a
well-designed pedagogical process [15]. Our qualitative research showed that ECHO Pain
fills an important gap by creating and fostering a community of practice where healthcare
professionals from various disciplines and professions can share their knowledge, skills,
and resources, therefore achieving the goal of ECHO, which is to democratize knowledge.
ECHO has been used around the world to reduce barriers to the training and education of
healthcare professionals in a wide variety of topics.

Collection of patient outcomes for any health professions education program has
historically been difficult. While improving patient care and outcomes is an important
downstream goal, education programs need to have enough capacity in terms of funding
and human resources to be able to collect these outcomes. One recent scoping review of the
ECHO literature examined publications from January 2003 to June 2020 for the reporting of
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patient or community health outcomes. The authors only identified 15 publications that
report patient outcomes and 1 publication mentioning community health outcomes [16].

From our experience collecting patient health outcomes, this research was difficult to
conduct for several reasons: (1) It was difficult to consent patients to the research study as
we only have direct access to their primary care professionals; (2) depending on the patient
population, collecting consent, conducting research, and maintaining low drop-out rates
may be difficult due to the patient’s unstable health and social conditions; and (3) changing
health outcomes in some patient populations is difficult as patients are extremely complex
and health outcome change may occur on a longer timeframe than the study duration.
Factors that contributed to the success of ECHO Pain collecting patient outcomes include
having a dedicated staff member, the research coordinator, to collect this data, having
shorter-term students whose projects were related to this research, and ongoing funding for
the research study, which helped pay study participants, research students, transcription
costs, and other research costs. Ultimately, it was worthwhile to hear patients’ own voices
regarding their experiences of chronic pain and the impact of ECHO Pain for them, but the
path to achieving these outcomes was time and cost-intensive [12].

Sustainability is an important topic for ECHO Pain, and it involves infrastructure,
adequate staff, IT support, access to experts, recruitment of participants, and case presen-
tations. Our ECHO Pain program evolved over the 10-year period by applying quality
improvement methods, feedback from participants, regular consultation with an advisory
board committee, peer-reviewed grants and publications, presentations at conferences, and
reporting to the funders.

Future Directions: Implementation and Evaluation Lessons for Future ECHO Programs

Over the past decade, we have learned that implementing and sustaining an ECHO
program depends on more than just subject matter expertise and telehealth technology.
Implementing a successful and sustained ECHO program requires robust and coordinated
infrastructure, including dedicated project management, research and educational support,
IT resources, and engagement with a multidisciplinary hub team. One of the most important
lessons for new implementers is the need for consistent recruitment of both participants
and patient cases, which can be a persistent challenge. We also found that maintaining
engagement requires careful attention to the relational aspects of ECHO—cultivating a
community of practice where knowledge flows in multiple directions.

From an evaluation perspective, integrating research into the program’s design from
the beginning was essential for demonstrating value to funders and stakeholders. Our
multimethod approach allowed us to understand not just whether ECHO worked, but
how and for whom it was most effective. We focused on clinician self-efficacy, prescribing
practices, interprofessional collaboration, and equity of access as key outcomes of interest.
However, measuring patient-level outcomes remains resource-intensive and methodologi-
cally complex. Future programs should anticipate these challenges and build evaluation
capacity early, including allocating dedicated research personnel and pursuing funding
opportunities aligned with both service delivery and scholarly inquiry.

The hub didactics and quality improvement activities are expected to evolve as current
themes in healthcare are reflected in the curriculum. In Canada, a network of ECHO Pain
is being developed and fostered, with more ECHO Pain hubs gaining research support
from CIHR THINC grants. As a result, a growing number of different ECHO Pain hubs
can share resources and lessons learned.
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5. Conclusions
ECHO Pain has been implemented and sustained in Ontario for 10 years, with demon-

strated interprofessional education and an ongoing community of practice to discuss
complex chronic pain cases. By fostering case-based learning, ECHO promotes shared
experiences and the development of core interprofessional competencies, such as effective
communication and understanding of diverse professional roles. ECHO Pain is filling a
significant gap in health professions education related to chronic pain in Ontario and better
equipping the workforce to meet the needs of Ontario’s patient population, especially for
primary care professionals living in rural, remote, and underserved areas.

Author Contributions: Conceptualization, A.D.F., Q.J.Z., P.T., A.J.S., R.F., K.M., R.M. and J.F.F.;
methodology, A.D.F., Q.J.Z. and P.T.; software, R.F.; resources, A.D.F. and J.F.F., data curation, Q.J.Z.;
writing—original draft preparation, A.D.F. and Q.J.Z.; writing—review and editing, A.D.F., Q.J.Z.,
P.T., A.J.S., R.F., K.M., R.M. and J.F.F.; visualization, R.F. and K.M.; supervision, A.D.F. and A.J.S.;
project administration, R.M.; funding acquisition, A.D.F., P.T., A.J.S. and J.F.F. All authors have read
and agreed to the published version of the manuscript.

Funding: We acknowledge funding from the Canadian Institutes for Health Research (#304310,
PHE-201404, #498433), the Ontario Ministry of Health and Long-Term Care, the Ontario Medical
Association, and the Northern Ontario Academic Medicine Association.

Institutional Review Board Statement: Ethical review and approvals were obtained for each of the
studies reported in the Section 3.

Data Availability Statement: Data available are upon request due to restrictions of the ethics committee.

Acknowledgments: The authors are grateful to Everton Smith and Ambhikesh Gulasingam for
conducting the case reviews.

Conflicts of Interest: Furlan has a monetized YouTube channel and receives royalties from two
published books for people with chronic pain. The remaining authors declare no conflicts of interest.
The funders had no role in the design of the study; in the collection, analysis, or interpretation of the
data; in the writing of the manuscript; or in the decision to publish the results.

Abbreviations
The following abbreviations are used in this manuscript:

ECHO Extensions for Community Healthcare Outcomes

References
1. Reitsma, M.L.; Tranmer, J.E.; Buchanan, D.M.; Vandenkerkhof, E.G. The prevalence of chronic pain and pain-related interference

in the canadian population from 1994 to 2008. Chronic. Dis. Inj. Can. 2011, 31, 157–164. [CrossRef] [PubMed]
2. Hogan, M.E.; Taddio, A.; Katz, J.; Shah, V.; Krahn, M. Incremental health care costs for chronic pain in ontario, canada:

A population-based matched cohort study of adolescents and adults using administrative data. Pain 2016, 157, 1626–1633.
[CrossRef] [PubMed]

3. Gomes, T.; Khuu, W.; Martins, D.; Tadrous, M.; Mamdani, M.M.; Paterson, J.M.; Juurlink, D.N. Contributions of prescribed
and non-prescribed opioids to opioid related deaths: Population based cohort study in ontario, canada. BMJ. 2018, 362, k3207.
[CrossRef] [PubMed]

4. McEwen, V.; Esterlis, M.M.; Lorello, R.G.; Sud, A.; Englesakis, F.M.; Bhatia, A. A scoping review of gaps identified by primary
care providers in caring for patients with chronic noncancer pain. Can. J. Pain 2023, 7, 2145940. [CrossRef] [PubMed]

5. Agley, J.; Delong, J.; Janota, A.; Carson, A.; Roberts, J.; Maupome, G. Reflections on project echo: Qualitative findings from five
different echo programs. Med. Educ. Online 2021, 26, 1936435. [CrossRef] [PubMed]

6. Arora, S.; Kalishman, S.; Thornton, K.; Dion, D.; Murata, G.; Deming, P.; Parish, B.; Brown, J.; Komaromy, M.; Colleran, K.;
et al. Expanding access to hepatitis c virus treatment--extension for community healthcare outcomes (echo) project: Disruptive
innovation in specialty care. Hepatology 2010, 52, 1124–1133. [CrossRef] [PubMed]

7. University of New Mexico. Project Echo. Available online: https://hsc.unm.edu/echo/ (accessed on 11 December 2023).

https://doi.org/10.24095/hpcdp.31.4.04
https://www.ncbi.nlm.nih.gov/pubmed/21978639
https://doi.org/10.1097/j.pain.0000000000000561
https://www.ncbi.nlm.nih.gov/pubmed/26989805
https://doi.org/10.1136/bmj.k3207
https://www.ncbi.nlm.nih.gov/pubmed/30158106
https://doi.org/10.1080/24740527.2022.2145940
https://www.ncbi.nlm.nih.gov/pubmed/36874231
https://doi.org/10.1080/10872981.2021.1936435
https://www.ncbi.nlm.nih.gov/pubmed/34076567
https://doi.org/10.1002/hep.23802
https://www.ncbi.nlm.nih.gov/pubmed/20607688
https://hsc.unm.edu/echo/


Healthcare 2025, 13, 3203 9 of 9

8. Katzman, J.G.; Comerci, G.D.; Landen, M.; Loring, L.; Jenkusky, S.M.; Arora, S.; Kalishman, S.; Marr, L.; Camarata, C.; Duhigg,
D.; et al. Rules and values: A coordinated regulatory and educational approach to the public health crises of chronic pain and
addiction. Am. J. Public Health 2014, 104, 1356–1362. [CrossRef] [PubMed]

9. Carlin, L.; Zhao, J.; Dubin, R.; Taenzer, P.; Sidrak, H.; Furlan, A. Project echo telementoring intervention for managing chronic
pain in primary care: Insights from a qualitative study. Pain Med. (Malden Mass.) 2018, 19, 1140–1146. [CrossRef] [PubMed]

10. Hassan, S.; Carlin, L.; Zhao, J.; Taenzer, P.; Furlan, A.D. Promoting an interprofessional approach to chronic pain management in
primary care using project echo. J. Interprof. Care 2021, 35, 464–467. [CrossRef] [PubMed]

11. Zhao, J.; Salemohamed, N.; Stinson, J.; Carlin, L.; Seto, E.; Webster, F.; Furlan, A.D. Health care providers’ experiences and
perceptions participating in a chronic pain telementoring education program: A qualitative study. Can. J. Pain 2020, 4, 111–121.
[CrossRef] [PubMed]

12. Carlin, L.; Zhao, Q.J.; Bhatia, D.; Taenzer, P.; Flannery, J.; Furlan, A.D. “Keep trying”: A qualitative investigation into what
patients with chronic pain gain from project echo. SAGE Open Med. 2024, 12, 20503121241254941. [CrossRef] [PubMed]

13. Furlan, A.D.; Zhao, J.; Voth, J.; Hassan, S.; Dubin, R.; Stinson, J.N.; Jaglal, S.; Fabico, R.; Smith, A.J.; Taenzer, P.; et al. Evaluation of
an innovative tele-education intervention in chronic pain management for primary care clinicians practicing in underserved
areas. J. Telemed. Telecare 2019, 25, 484–492. [CrossRef] [PubMed]

14. Diaz, S.; Zhao, J.; Cronin, S.; Jaglal, S.; Bombardier, C.; Furlan, A.D. Changes in opioid prescribing behaviors among family
physicians who participated in a weekly tele-mentoring program. J. Clin. Med. 2019, 9, 14. [CrossRef] [PubMed]

15. Lepage-Farrell, A.; Pinard, A.M.; Richard, A. Successful implementation of interprofessional education: A pedagogical design
perspective. MedEdPublish 2024, 14, 55. [CrossRef] [PubMed]

16. Osei-Twum, J.-A.; Wiles, B.; Killackey, T.; Mahood, Q.; Lalloo, C.; Stinson, J.N. Impact of project echo on patient and community
health outcomes: A scoping review. Acad. Med. 2022, 97, 1393–1402. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.2105/AJPH.2014.301881
https://www.ncbi.nlm.nih.gov/pubmed/24922121
https://doi.org/10.1093/pm/pnx233
https://www.ncbi.nlm.nih.gov/pubmed/29036381
https://doi.org/10.1080/13561820.2020.1733502
https://www.ncbi.nlm.nih.gov/pubmed/32148115
https://doi.org/10.1080/24740527.2020.1749003
https://www.ncbi.nlm.nih.gov/pubmed/33987490
https://doi.org/10.1177/20503121241254941
https://www.ncbi.nlm.nih.gov/pubmed/38826827
https://doi.org/10.1177/1357633X18782090
https://www.ncbi.nlm.nih.gov/pubmed/29991316
https://doi.org/10.3390/jcm9010014
https://www.ncbi.nlm.nih.gov/pubmed/31861584
https://doi.org/10.12688/mep.20331.1
https://www.ncbi.nlm.nih.gov/pubmed/39416261
https://doi.org/10.1097/ACM.0000000000004749
https://www.ncbi.nlm.nih.gov/pubmed/35612913

	Introduction 
	Materials and Methods 
	Results 
	Program Activities and Outputs 
	Reach and Participation 
	Patients Reached 
	Healthcare Professionals’ Participation 

	Indicators of Effective Implementation 
	Qualitative Findings 
	Quantitative Findings 
	Sustainable Program Funding 


	Discussion 
	Conclusions 
	References

