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Today’s Objectives 
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1.  Share information on maximizing effectiveness of 
health professional teams at primary care level 

2.  Explain journey from endorsed clinical practice 
guidelines to implementation of team-based care 
protocols 

3.  Offer thoughts about future implementation of 
team-based care approaches – challenges and 
ample opportunities! 



Academic Family Health Team Forum 

Forum Goals include: 
  Strengthen academic foundation for educating future 

practitioners 
  Advancing new knowledge in the practice and education of 

primary care 
  Improve patient care by increasing focus on health promotion, 

disease prevention, chronic disease management, team-based 
approaches and collaboration/coordination with community 
partners  
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“A robust network demonstrating leadership  
in education and research, patient care, and 
policy development.” 



Academic Family Health Team Forum 

  Collaboration of 14 primary care practices – all of which 
have a range of health professionals  

  11 urban practices 

  2 rural/small community practices 

  1 suburban practice 

  Broad representation of practice context – from downtown 
Toronto 600 bed homeless shelter to three aligned practice 
sites in smaller communities in south central Ontario 
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Project Overview  

  Project funded by Ontario Ministry of Health and Long 
Term Care, as part of  ‘Enhancing Quality Management in 
Primary Care’ initiatives under Interprofessional Care 
and Education Fund (ICEF) 

  multi year project (2 funding cycles) 
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Project Deliverables 

  Develop and provide interprofessional practice protocols, 
tools, information to support teams in delivery of optimal 
patient care in 6 targeted care areas 
   Diabetes and Complex Diabetes 
   Depression 
   18 Month Well Baby Visit 
   Obesity in Children 
   End of Life Care 

  Support FHT’s in implementing the protocols 



Opportunity! 
QUALITY IMPROVEMENT & PRACTICE EFFICIENCY  

  Development and application of evidence based protocols and 
tools for primary care team practice 

CAPACITY BUILDING 

  Establishment of process for further team-based best practice 
protocol development 

  Evaluation of collaborative, cross organizational, interprofessional 
protocol development and implementation process – barriers and 
enablers identified 

KNOWLEDGE TRANSFER 

  Dissemination of modules among participating organizations and  
beyond 

  Contribution to Quality Improvement and Innovation Partnership 
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How did we get there? 
  amenable to a team approach 
  benefit from improved access 

to evidence 
  Improve provider job 

satisfaction 
  able to be resolved locally i.e. 

within the practice 
environment 

  enhance health care delivery 
in Ontario 

  Leverage other initiatives, 
policy directions 

  Be achievable 
  Be evaluable 



http://upload.wikimedia.org/wikipedia/en/3/39/
Somethingdifferent.jpg 
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Identification ���
of Aspects of ���

Care Amenable ���
to Team-based 

Patient 
Management	


Depression  

18-Month 
Visit  

Diabetes 

End of 
Life Care  

Protocols 
Developed 

Competencies 
Overview 

– by Team and by 
Professions 

Piloting of 
Protocols in 

Forum 
FHTs	


Module Delivery to 10 
FHTs across Ontario	


Module ���
Development	
Complex 

Diabetes  

Childhood 
Obesity  

Interprofessional Clinical Program Development Task Groups	


Qualitative  and  Quantitative  Evaluation	


Development and Execution Process 



Task Groups  
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Diabetes Tool Kit Implementation Task Group 
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Interprofessional Clinical Program Development Task Groups	


CEP	
 OCFP	
GAC	
 ICES	
 Physicians	
     Nurses	
 Dieticians	
 Pharmacists	
Social 
Workers	


Subject 
Experts	


Nurse	

Practitioners	
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TOPIC AREA	


Academic FHT University of Toronto	

Planning Forum	


14 Family Health Teams	


Centre for 	

Effective Practice	


Guidelines 	

Advisory 	


Committee	


Collaborative Approach to Development 
Process 

Li Ka Shing 	

Institute	
 ICES	


Ontario College 	

of Family 	

Physicians	




1. Developing the Protocols 

Task Groups looked at: 

  Clinical Evidence 
  Searched, appraised cpg’s 
  Presented high quality cpg evidence 
  Clinically 

  Increased complexity because interprofessional 
  Helped get agreement between professions 

  1st major step to get buy-in from the group 

  Provided platform to discuss specific goals 

  Implementation Evidence 

  Existing  Clinical Tools 



Results 

  Interprofessional Protocols (Binders) that include: 
  Evidence Base 

  Guideline Recommendations 

  Related Evidence Based Tools 

  Care Pathway 
  Role Matrix 
  Additional Tools to facilitate collaboration and decision 

making 
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2. Implement the Protocols in FHT’s 

  Protocols were pilot tested among member FHT’s in the 
Forum 

  Additional funding was received to offer: 
  3 hr – full day facilitated workshops of the team 
  Present the evidence, the components of the protocol, engage 

the team in identifying their priority areas for implementation, 
provide a plan forward to implement the change in the 
practice 

  10 additional FHT’s were engaged (majority chose Diabetes as 
their topic area of interest) 
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  “It really was the first opportunity that we had all been  
in the same room at the same time without such a tight  
agenda around other things…could talk about the need  
for communication and their visions…” 
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  “…we had been struggling…we really needed to do 
more case management and care coordination of the 
complex diabetes clients…it [workshop] created the 
space and the energy to be able to come to that 
decision and actually start to move forward and 
implement something.” 

  “There were a lot of great tools and the fact that it’s already in 
use and evidence-based best practice really helps us in 
developing our program” 



Let’s Look At An Example! 



18 Month Well Baby Visit  

  Goals and Timelines 
  Implementation of an enhanced 18 month well baby visit 

  Initial pilot aims to provide training to team members, adapt 
tools for local use and identify appropriate process and roles 
within the team for carrying out the 18 month visit 

  Build the capacity within the FHT to measure and evaluate 
progress (team roles, efficiencies) and links to clinical outcomes 
(ie. Quality of care/improvement)  and to use of community 
resources. 

  Pilot: February 2008 – April 2008 
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 “Why Invest in Kids?” 
ONTARIO CHILDREN 
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“Why Invest in Kids?” 

Good Support Systems Make a Difference 

  Early intervention in the presence of developmental risks or 
delays can improve the outcome for a child and family 

  The communities where all children are doing better are not 
necessarily more affluent, more educated, urban or rural 
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Why is 18 Months Pivotal? 

  Developmental Issues 
  Speech and Language – 

Literacy 

  Parenting/Behaviour Issues 

  Family/Social Issues 

  Last scheduled 
immunization until age 5 
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Strategies to Improve Healthy  
Development and School Readiness Trajectories 
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Birth      Late infancy        Late Toddler 

         Early infancy            Early Toddler        Preschool 

Parent’s Education 

Emotional Awareness 

Appropriate 
Discipline 

Preschool 

Reading to 
Child 

School readiness, 
socio-emotional, 
physical, cognitive 
and language 
function 

Family Discord 
Lack of Support Services 

Poverty 
Lower  trajectory, 
lower function 

Adapted from Halton N, McLearn K.  Families with children under 3.  What we know and implications 
for Results and Policy. In Halton, McLearn and Shuster eds. Child Rearing in America.  Challenges 
Facing Parents and Young Children. New York.  Cambridge University Press 2002 



18 Month WBV- Change in Primary Care Role 

  More proactive approach to intervention 
  Instead of  “let’s wait and see” 

  Increased awareness of risks and delays 

  Increased use of community resources 
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18 Month WBV - Evidence 
  Ontario College of Family Physicians Clinical Report on the 

Enhanced 18 Month facilitated by Guidelines Advisory 
Committee 
  Example Recommendations: 
  Refer children at risk of, or showing signs of, behavioural 

problems to parent education programs, which have been 
shown to improve parenting skills and child outcomes. 
Level of evidence: Level I 

  Be aware that high quality childcare is associated with 
improved paediatric outcomes in all children. 
  Level of evidence: Level I (for children in low-income and 

disadvantaged families) 
  Level of evidence: Level II (for general population) 

  Rourke Baby Record 

27	




18 Month WBV – Components of the Pilot 

1.  Engagement of team members 

2.  Development of a local implementation plan 

3.  Education/Training of team members on Rourke Baby Record and 
Nipissing Developmental Screen  

4.  Integration of tools into EMR’s (or updates) 

5.  Defining and building capacity for evaluation measures 

6.  Adapting the algorithm and resource sheets for the team needs 

7.  Defining Team Roles 

8.  Addressing local barriers (culture, resources etc.) 
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4 = Tools used in pilot 



18 Month Well Baby Visit –  
TOOL #1: NIPISSING 

Filling in the questionnaire, 
the parent: 
  Has time to reflect about 

the child 

  Is made aware of different 
aspects of development 

  May be prepared to discuss 
concerns with the physician 
or nurse 
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18 Month Well Baby Visit –  
TOOL #2: Rourke 

ENHANCED 18 MONTH  
SECTION ON DEVELOPMENT 

 Behaviour and Family Issues 

 Social/Emotional – if the 
answers to these questions are 
“no”, or “uncertain”, there 
may be a problem within the 
child or in the parent-child 
relationship 
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NDDS 3, 4, 5, 6 



Integrating the Tools Into EMR

CHALLENGES 

  Obtaining appropriate licensing  

  Negotiating with EMR provider 

  Determining how the team enters in data and extracts it 

ENABLERS 

  Consistent record keeping/charting 

  Ability to program follow up and track team members role 
in provision of care 
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•  Point in Time-Children’s Mental 
Health Services/Infant 
Development Programs 

•  Public Health-Healthy Babies, 
Healthy Children Programs 

•  SIRCH-Community Action 
Program 

Haliburton Highlands Family Health Team  
18-Month Pilot Program: Algorithm 

•  Five Counties Children’s Centre-
Speech & Language 

•  Point In Time-Early Intervention 
Infant Development Program 

•  Public Health-Healthy Babies 
Healthy Children Program 

•  Private therapy services 
•  Continue to monitor closely 

•  mCHAT/Family MD assessment 
•  Point in Time-Early Intervention 

Infant Development Program 
•  Five Counties Children’s Centre-

Speech & Language and 
Occupational Therapy 

•  Refer for Paediatric assessment 
•  Tri County Community Support-

Preschool Autism Services 
•  Continue to monitor closely 

•  Point In Time-Early Intervention-
Infant Development Program 

•  Five Counties Children’s 
Treatment Centre-OT/PT services 

•  Public Health-Healthy Babies, 
Healthy Children Programs & 
other family resources 

•  Private therapy services 
•  Paediatric assessment or 

Developmental Paediatrician 

Nipissing Screen 
1 or more “no” or other  
developmental concerns 

Rourke Assessment  
 determines a generalized delay 

or developmental concern 

Office Visit 
Nipissing Screen (Parent) 

 & Rourke Record 

OEYC 
Parenting 

Community 
Program 

24 months 
Repeat 

surveillance 

Speech & Language delay / 
difficulty only 

Symptoms of Social 
Difficulty/Autism 

Motor Development Delay 
+ 

Global Development Delay 
Social / Emotional 

Parent & Family Issues 

Community Team Works Collaborative: 
Physicians, Haliburton Highlands Family Health Team, Point in Time program staff,  Public Health program staff, 

Five Counties Children’s Centre therapists (OT,PT,SLP), Paediatricians, SIRCH, Preschool Autism Services,  

All “yes” checks on the age  
appropriate screening sheet  

and no concerns on the Rourke 

15 MONTH 

Family discussion with   
Healthy Kids Program 
Coordinator on Nipissing 
Screen and OEYC 

W
O

R
K

FL
O

W
 

ALL children directed to OEYC program and receive 24 month repeat surveillance 
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18 Month Well Baby Visit – TOOL # 3: Algorithm or Work Flow 



35	


Haliburton Highlands Family Health Team 
Early Childhood & Parenting Resources 

Five Counties  
Children’s Centre 
1-888-779-9916 
(705) 457-9191 

Point in Time 
(705) 457-5345 

HKPR 
Public Health 

(705) 457-1391 

Tri-regional  
Blind Low Vision 

Program 
1-888-703-5437 (2) 

CNIB 
1 800 563 0887 
(705)745-6918 

Five Counties  
Children’s Centre 
1-888-779-9916 
(705) 457-9191 

Five Counties 
Children’s Centre 
1-888-779-9916 
(705) 457-9191 

HKPR 
Public Health 
(705) 457-1391 

Haliburton  
Highlands  

FHT 
(705) 286-2500 

Ontario Early 
Years Centres 

 Parenting  
Programs 

(705) 457-2989 

HKPR 
Public Health 
(705) 457-1391 

Point In Time 
(705) 457-5345 

Point in Time 
(705) 457-5345 

Central East 
Autism Service 
1-888-454-6275 

Tri County 
Community 

Support Services 
1-888-616-3456 

Parenting 

Prenatal/Postpartum 
Attachment 

Literacy  Parenting/ 
Behaviour 

Early Child Development 
Recreation/Play Group  Nutrition  

Safety  
Mental Health 

Social Supports  

Generalized Delay and/or Developmental Concern 

Vision 
Social, Emotional 

Behavioural 

Well Baby Visit 

Hearing 

Ontario Early Years Centre Haliburton  
(705) 457 – 2989 

www.ontarioearlyyears.ca 

Preschool 
Speech and 
Language 

Nutrition 

Dentist 

Dental 
Fine and Gross Motor 
Visual and Auditory 

Attention and Memory 
Self‐Help Skills 

FHT – Healthy Kids Program 
Coordinator 

(705) 286 – 2500 
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18 Month Well Baby Visit –  
TOOL #4a: Resource Sheet 



18 Month Well Baby Visit –  
TOOL #4b: Resource Sheet 
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18 Month WBV–  
Key Learning from the Pilots 

  Local adaptability of tools is essential to increase buy in and to 
reflect or address the local barriers to adoption and 
implementation 

  Identifying and establishing a process with resources outside the 
team practice is important to ensure appropriate work flow, 
referrals and appropriate relationships with community partners 

  Addressing knowledge gaps within the team and between 
professions ensures continuity of care and clear communication 
among team members (ie. scope of practice) 

  Engagement with the community resources, patients and families 
was a success factor and remains a key goal for long term impact 
on the system and health of the population. 
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The ‘So What’ From Our Work to Date…. 

  Team-based care involves a culture shift away from the 
expectations of physicians doing it all for their patients to a 
model wherein there are shared accountabilities for the 
patients  

  Sorting out how roles can be complementary, versus health 
professionals competing for patients or working in their 
own silos 

  Team-based care requires practices to spend time and 
resources to create strong teams – just like in the corporate 
sector, team work has to be nurtured 
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The ‘So What’ From Our Work to Date…. 

  Important to have physician champions for collaborative care 
within  practices  

  Importance of team self awareness – useful to do team functioning  

  Effective communication among team members is a key success 
factor 

  Commitment by the members of the practice to continuous 
learning is an enabler to collaborative care 

  We are making collaborative care work in our groups and every 
interprofessional protocol that is implemented enables the next 
one – as a ‘team work’ culture gets enhanced 
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Critical Success Factors 

 Leader(s) and MD Champion(s) of the 
implementation of Interprofessional Protocols 
within the FHT/CHC. 

 Physician commitment to the implementation of 
interprofessional practice protocols. 

 Sufficient human resource capacity to 
implement the Protocols.  
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Other Important Considerations 

 A team purpose for the implementation of the 
Protocols and the goal(s) to be achieved. 

 The FHT/CHC team has developed to the stage 
of being a “well-functioning team” with a good 
level of trust. 

 The reason(s) for implementing the Protocols 
and the team’s goal(s) are understood by all 
members of the FHT/CHC. 
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Other Important Considerations 

 The FHT’s commitment to enhancing practice 
through maximizing the roles of professionals in 
the provision of interprofessional care. 

 The energy and excitement within the FHT for 
implementing Protocols. 



Project Early Wins 

  Improved team delivery models via role clarification, care 
pathways, and tools 

  Change management approach grounded in evidence 
around optimal clinical care 

  Process and outcomes evaluation indicators and 
methodologies to help monitor impact of team protocols on 
patients and providers 

  Interprofessionally developed and tested strategies that can 
be applied in a variety of practice settings, and generalized 
across multiple clinical areas  
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THANK YOU 

 Protocols available at: www.effectivepractice.org  

 Click on Projects -> Click on Interprofessional Protocols 

 Jess Rogers 
Centre for Effective Practice 
jess.rogers@effectivepractice.org  

 Dr. David Kaplan 
Primary Care Physician LHIN Lead, Central LHIN 
david@davidkaplanmd.com 


