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KEY MESSAGES
•

There is high-quality evidence supporting positive outcomes for patients/clients, providers
and the system in specialized areas such as interprofessional collaboration in mental
health care, and chronic disease prevention and management.

•

There are findings in the literature, and in some jurisdictions, which support positive
outcomes for patients/clients, providers and the system when interprofessional
collaboration (for example, physicians/nurses, physicians/pharmacists, physicians/dietitians
in partnerships) is fostered and supported on the basis of servicing geographic populations
or population health models. These outcomes include enhanced patient/client self-care,
knowledge and outcomes; enhanced provider satisfaction, knowledge, skills and practice
behaviors; and system enhancements such as the provision of a broader range of
services, better access, shorter wait times and more effective resource utilization.

•

There are findings of cost benefits of interprofessional collaboration in some primary
healthcare settings (for example, decreased average provider and patient costs for blood
pressure control, and lower readmission rates and costs for team-managed, home-based
primary care).

•

Although findings in the literature and in jurisdictions demonstrate the positive
outcomes of interprofessional collaboration, they do not identify how variation among
interprofessional collaborative models affect outcomes.

•

A variety of processes and tools (including definitions, principles, frameworks, barriers
and facilitators) have been developed to support the planning, implementation and
evaluation of effective interprofessional collaborative partnerships which can be used for
future planning, implementation, evaluation and research.

•

Knowledge transfer from syntheses such as this one is necessary to utilize current
studies in future planning, implementation research and evaluation.

•

There is a need for greater regulatory and legislative support to foster and promote the
consistency and clarity of interprofessional collaborative partnerships (for example,
physician/nurse, physician/pharmacist, physician/dietitian) and scope of practice, as well
as the availability of physician (and other professional) remuneration models.

•

There is a need for more rigorous research in order to clarify definitions for interprofessional
collaboration (especially clarification of the patient/client and family roles in the process),
teams and shared care; to gather higher-quality evidence regarding interprofessional
collaboration and outcomes for servicing geographic populations or population health
models; and to gather evidence associating variations in models to outcomes.

Canadian Health Services Research Foundation
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EXECUTIVE SUMMARY
Within Canada, it is widely recognized that a strong primary healthcare system is needed to
address the challenges of an aging population, and to meet the needs of the increasing
number of people who experience chronic disease, complex morbidity and/or functional
disability. In spite of a variety of national and provincial supports for primary health care
since 2000, the adoption of a team-based, interprofessional collaborative model of care and
delivery remains in its infancy.
This synthesis was initiated to help the Canadian Health Services Research Foundation and
the Health Council of Canada gain a better understanding of the evidence surrounding
interprofessional collaboration in Canadian primary healthcare, and the potential benefits for
patients and healthcare providers. It focuses on existing evaluations of interprofessional
collaboration initiatives in the literature and projects funded through the Primary Health
Care Transition Fund. The synthesis report incorporates:
•

findings from initiatives or projects that involved primary healthcare provision;

•

a systematic review of peer-reviewed literature regarding outcomes of interprofessional
collaboration in primary healthcare; and

•

a Canadian environmental scan to obtain stakeholder feedback.

The process used to assess the quality of initiatives and projects included:
•

examination of the qualitative and quantitative characteristics of the study design, and
the nature of the health services intervention;

•

rating of the study design characteristics based on level of evidence criteria; and

•

grading of each study by an expert in primary healthcare research.

The synthesis review suggests positive provider, system and patient outcomes as a result of
enhanced interprofessional collaboration (see Appendix I for a table of the included reviews;
other included reviews will be available on the Ontario Ministry of Health and Long-Term
Care web site in the spring of 2008). This finding is particularly pronounced for chronic-disease
or special-needs populations. A large number of the reports uncovered in the grey literature
provide useful information on the definitions, principles, frameworks, barriers and facilitators
of collaboration. Strategies are identified to address the challenges associated with collaboration.
The necessity for clarification of professional legislation and regulation in facilitating
collaboration is also recognized.
Both the excluded literature and feedback through the environmental scan echo the evidence
regarding the determinants of effective collaboration and the outcome measures associated
with it. A number of evaluation and research processes were identified that have been
utilized successfully for planning, implementing and evaluating collaborative practice.
Researchers, managers, policy makers and clinicians should work together to create, share
and use all forms of evidence to support and evaluate interprofessional collaboration, using
baseline information that has already been identified.
Using the Joint Evaluation Team framework classification as a guide, a review of the quality
of evidence across the peer-reviewed and grey literature, as well as the environmental scan,
identified commonalities in these areas:
•

There was modification in patient/client and provider attitudes and perception of
interprofessional collaborative practice at all levels of evidence for the included
peer-reviewed and grey literature, and the scan confirmed changes in patient/client
and provider perception or attitudes toward the value of teams.

Canadian Health Services Research Foundation
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•

There was change in organizational interprofessional practice across all included peerreviewed and grey literature reflecting high- and moderate-quality evidence, and the
environmental scan confirmed increased use of the team approach in patient/client care
across different jurisdictions in Canada.

•

There were identified benefits to patients/clients across all review areas, reflecting highand moderate-quality evidence, and the environmental scan confirmed increases in
client satisfaction with care, and increases in access to service across Canadian jurisdictions.

Based on the review of peer-reviewed and grey literature, and the environmental scan, there
is increasing good evidence (high or moderate grade), with large quantities of low- and very
low-level evidence, that:
•

healthcare providers working in an interprofessional collaborative manner are more
satisfied and have a more positive experience, when compared to primary healthcare
providers working in a uni-professional model (single practitioner providing client care
and accessing other services for the client through a referral system);

•

primary healthcare providers who experience working in an interprofessional
collaborative manner develop a positive perception of working collaboratively
with other professionals;

•

primary healthcare providers who work in an interprofessional collaborative manner
develop enhanced knowledge and skills;

•

primary healthcare providers working in a uni-professional model have different practice
behaviors (for example, referral patterns, follow-up, preventive care) than those working
in an interprofessional collaborative manner;

•

interprofessional collaboration models can provide a broader range of services, more
efficient resource utilization, better access to services, shorter wait times, better
coordination of care, and more comprehensive care, compared to a uni-professional
model of primary healthcare delivery;

•

patients/clients expressed more satisfaction and identified a more positive experience
with interprofessional collaboration, when compared to patients/clients cared for by
primary healthcare providers working in a uni-professional model;

•

patients/clients receiving services from primary healthcare providers through an
interprofessional collaborative approach develop enhanced self-care and health
condition knowledge and skills;

•

patients/clients receiving health services through an interprofessional collaborative
approach report different health practices (for example, improved self-care, lifestyle and
preventive service access) compared to patients/clients receiving health services from a
primary healthcare provider working in a uni-professional model; and

•

interprofessional collaborative models can provide better health outcomes for
patients/clients (for example, blood pressure control, diabetes control, health status,
quality of life), when compared to a uni-professional model of primary healthcare delivery.
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I. CONTEXT
A. BACKGROUND INFORMATION
Primary healthcare has been described as “the foundation of the health care system, and is
the first point of contact people have with the health care system. It could be through a
doctor, nurse, another health professional, or phone or computer-based services. Primary
health care provides services through teams of health professionals to individuals, families
and communities. It is a proactive approach to preventing health problems and ensuring
better management and follow-up once a health problem has occurred.”1 Primary care is the
element within primary healthcare that focuses on healthcare services, including health
promotion, illness and injury prevention, and the diagnosis and treatment of illness and
injury.2 For the purposes of this synthesis, primary healthcare will be used for discussion
and review purposes.
Within Canada, it is widely recognized that a strong primary healthcare system is needed to
address the challenges of an aging population, and to meet the needs of the increasing
number of people who experience chronic disease, complex co-morbidity and functional
disability. The September 2000 first ministers’ meeting resulted in agreement that “improvements
to primary health care are crucial to the renewal of health services”3 and, in 2002, the
Government of Canada established the $800-million Primary Health Care Transition Fund
(PHCTF)4 to support primary healthcare changes. In addition, the 2003 Health Accord5 and
the 2004 10-Year Plan6 reaffirmed the first ministers’ commitment to primary healthcare
renewal and support for interprofessional teams as a central component of renewal. In 2004,
the commitment to interprofessional teams was reiterated with the statement that “significant
progress is underway in all jurisdictions to meet the objective of 50% of Canadians having
24/7 access to multidisciplinary teams by 2011.”7
Collaborative practice has been described as “patient-centered. It involves the continuous
interaction of two or more professionals or disciplines, organized into a common effort to
solve or explore common issues, with the best possible participation of the patient. It is
designed to promote the active participation of each discipline in patient care. It enhances
patient- and family-centered goals and values, provides mechanisms for continuous
communication among caregivers, optimizes staff participation in clinical decision making
within and across disciplines, and fosters respect for disciplinary contributions of all
professionals.”8 For the purposes of this synthesis, the term “interprofessional collaboration”
and the Health Canada description will be used to discuss the literature. Other terms, including
“interdisciplinary” and “multidisciplinary,” are used as part of the search strategy to ensure
that any relevant literature is included in the analysis phase of the synthesis project (see
Appendix A for other approved definitions).
The current support for implementing interprofessional collaboration in Canada is based on
the assumption that it will improve community-based primary healthcare. However, the
adoption of a team-based, interprofessional collaborative model of care and delivery in
primary healthcare settings remains in its infancy in most of Canada. More knowledge
regarding the effectiveness and value of interprofessional collaboration in primary healthcare
could promote the creation and implementation of interprofessional collaboration by health
delivery providers in the Canadian setting.
According to the initiative Enhancing Interdisciplinary Collaboration in Primary Health Care
(EICP),9 there have been a significant number of positive studies in specific areas of care, like
mental health and chronic disease management. However, there is little research clearly
indicating the impact of interprofessional teams on general primary healthcare delivery.
Both the Canadian Health Services Research Foundation (www.chsrf.ca) and the Health
Council of Canada (www.healthcouncilcanada.ca) are interested in gaining a better
understanding of the evidence surrounding interprofessional collaboration in primary
healthcare in Canada, and the potential benefits for both patients and healthcare providers.
Canadian Health Services Research Foundation
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To highlight the Canadian context of primary healthcare delivery, this synthesis focuses on
existing evaluations of interprofessional collaboration initiatives in the literature and projects
funded through the PHCTF. It incorporates:
•

findings from initiatives or projects that involved primary healthcare provision;

•

a systematic review of peer-reviewed literature regarding outcomes of interprofessional
collaboration in primary healthcare; and

•

a Canadian environmental scan to obtain stakeholder feedback.

B. SYNTHESIS OBJECTIVES AND REVIEW QUESTIONS
The primary objectives of this synthesis are to assess and synthesize Canadian and international
research on interprofessional collaboration effects on health system, patient/client and
provider outcomes.
The synthesis review questions include:
1.

How does interprofessional collaboration affect the health system (for example, range
of services offered, capacity to offer care, efficiency, resource use, adverse events,
recruitment and retention, professional training, system integration, access, waiting
times, comprehensiveness, co-ordination, quality/processes of care)?

2.

How does interprofessional collaboration affect patients (for example, health outcomes,
experiences/satisfaction, self-management)?

3.

How does interprofessional collaboration affect providers (for example, types of services
they provide, quality of worklife, professional satisfaction)?

4.

How do variations among interprofessional teams (context, target populations, size,
composition, scopes of practice, roles, relationships, organizational processes, etc.) affect
outcomes (system, patient and provider)?

5.

What are the priority areas for future research? Where are there gaps in the research?

C. IMPLICATIONS OF CURRENT RESEARCH AND SYNTHESIS REVIEW
As noted in the EICP initiative, better outcomes for patients/clients can be achieved in
specific areas such as chronic disease management. This synthesis report examines specific
outcomes emerging from the peer-reviewed and grey literature, as well as an environmental
scan pertaining to interprofessional collaboration across a variety of different types of
collaboration models specific to primary healthcare (for example, chronic disease
collaboratives/shared care, health promotion and illness prevention, physician/nurse,
physician/dietitian, physician/pharmacist). The findings from this synthesis report have
implications for various stakeholder groups:
•

Policy makers and regional health authorities can use the findings to inform good
decision-making concerning health services planning and policy-making nationally and
in specific jurisdictions. The findings can inform key strategic decisions concerning
centralized funding to support the complex and expensive activities required for
interprofessional collaboration, such as legislative changes, information management
systems, human resources, and payment or funding models.

•

Professional associations, educational institutions and regulatory bodies for health
professionals can use the findings to inform the planning and implementation of
professional and educational programs, legislation/regulation and payment methodologies
to meet the ongoing and future needs of their professional groups.

•

Providers can use the findings to inform new ways of working more efficiently and
effectively with partners (for example, intersectoral groups that impact health services,
associations, community groups and social services), and provide information to colleagues
and patients/clients who may be hesitant to adopt models of collaborative practice.
Canadian Health Services Research Foundation
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•

Patients/clients and advocacy/advisory groups can use the findings to inform advocacy
initiatives, promote models of collaborative practice, and ensure that the provided services
are safe and of high quality.

•

Researchers can use the report and associated research processes and tools to develop
more appropriate studies of interprofessional collaboration and health outcomes, such as
studies to identifyg research gaps and further research questions, and to support the timely
applicability of research findings.

II. APPROACH
A. METHODOLOGY
The methodology (see Appendix B) included a systematic search and analysis of Canadian
and international peer-reviewed and grey literature, as well as specific technical and policy
reports identified by the Canadian Health Services Research Foundation and Health Council
of Canada (see Appendix C for reviewed documents). The Joint Evaluation Team classification
of interprofessional collaboration outcomes10 was used as a framework to classify findings
into five interprofessional collaboration outcome categories: reaction to collaboration;
modification of attitudes or perceptions; acquisition of knowledge or skills; behavioral or
organizational practice changes; and identified benefits for patients/clients.
The inclusion criteria (see Appendix D for inclusion and exclusion criteria) for grey and
peer-reviewed literature are:
•

the intervention is based on interprofessional collaboration;

•

the interprofessional collaboration occurred in a primary healthcare setting;

•

the outcomes of the interprofessional collaborative intervention appear in one of the five
Joint Evaluation Team categories; and

•

there are detailed reference lists from reliable sources.

Peer-reviewed and grey literature that met the inclusion criteria was further assessed in the
following way:
•

one of the three synthesis team members completed a data collection sheet which
examined the quantitative and qualitative characteristics of the study design and the
nature of the health services intervention (see Appendix E for data collection templates),
and rated the characteristics of the study design based on level of evidence criteria (see
Appendix F for level of evidence tool); and

•

each assessed study was then graded by an expert in primary healthcare research
(see Appendix G for grading process).

A key informant environmental scan (see Appendix H for environmental scan letter,
template and process details) was conducted using an online survey. This scan identified
information related to interprofessional collaboration in Canadian primary healthcare that
may not have been captured in PHCTF reports and evaluations or peer-reviewed literature.
A limitation to the synthesis review was that searches were completed primarily in English.
However, efforts were made through the key informant environmental scan to identify and
analyze any available French literature, documentation and/or experiences regarding
interprofessional collaboration in each jurisdiction in Canada.

Canadian Health Services Research Foundation
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GREY AND PEER-REVIEWED LITERATURE

For the purpose of this synthesis, peer-reviewed literature is defined as articles published in
peer-reviewed journals. These articles were retrieved from literature searches in specified
article indexes. Grey literature is defined as documents and reports not published in peerreviewed journals. Grey literature was found using a variety of methods, including handsearches of relevant literature, searches of government and association documents, as well as
literature known to the research team. Although PHCTF documents were considered grey
literature, it was decided to identify them separately given the sheer number of documents,
the lack of confirmation that they had not been peer-reviewed, and the fact that they
constituted an important and specific set of information. This section provides an overview
of the 161 grey literature reports or PHCTF initiatives, and the 253 articles reviewed, based
on themes identified by the reviewers and the synthesis research questions. There is a
comprehensive overview of the included literature, in addition to a brief overview of grey
literature and peer-reviewed literature that did not meet the inclusion criteria for full review.
The overview of excluded evidence provides useful information for establishing primary
healthcare teams and informing the future evaluation and research of interprofessional
collaboration in primary healthcare settings.

A. GREY AND PEER-REVIEWED LITERATURE MEETING INCLUSION CRITERIA
Seventy-one of the 147 final reports or PHCTF projects reviewed, and 65 articles from the
peer-reviewed literature search met inclusion criteria (see Appendices I and J for the Table of
Reviews and Numerical Table of Outcomes and Grades, respectively).
Out of 206 reports and articles, 17 were graded at a high level for evidence, and 20 were
graded at the medium level. The high grades were based on randomized control trials (RCTs),
while the medium grades were either RCTs, pre-post assessments or comparisons to other
sites, or had large effect sizes. The remainder of the reports and articles were graded at low
or very low levels of evidence, secondary to the nature of the initiatives, timelines, numbers
in study, etc. However, they did provide a large amount of qualitative information, and there
were outcomes identified across client/patient, provider and organizational outcome areas
that were supported by the higher-graded outcomes and the emerging peer-reviewed
literature at moderate and high levels of evidence.
The following is an overview of the evidence identified in relation to interprofessional
collaboration and associated outcomes.

1. Interprofessional Collaboration and Patient/Client Outcomes
The evidence linking patient outcomes with collaborative care is as convincing in the quality
of the evidence as it is in the amount of evidence available. It is arguably the most studied
element of interprofessional collaboration in primary healthcare. Many studies reported
satisfaction on the part of both patients and caregivers with collaborative interventions,
particularly in mental health disorders including depression and dementia. Patients receiving
care in an interprofessional environment reported an increase in self-confidence and selfCanadian Health Services Research Foundation
www.chsrf.ca
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knowledge, as well as an improvement in role functioning, energy and health distress.11
Patients receiving collaborative care have also reported a greater sense of involvement and
more options for treatment.12 Terminally ill patients receiving team-managed, home-based
primary healthcare (TM/HBPC) reported significant improvements in health-related quality of
life (HR-QoL) scales of emotional role function, social function, bodily pain, mental health,
vitality and general health.13 Patient compliance has also improved in some collaborative
environments.14
Aside from quantitative measurements, several clinical outcomes were positively associated
with collaborative care. A meta-analysis of collaborative care for depression found that
collaborative care had a clearly positive effect on standardized depression outcomes at six
months compared to standardized care. This clinical improvement was maintained up to five
years; an improvement in mental health scores using various validated measurement tools is
widely reported in the literature for patients being treated under an interprofessional model.15
A vascular intervention program client group experienced greater improvements in blood
pressure, nutrition, activity level, physiological and psychological scores.16 Pediatric asthma
patients treated by a collaborative team experienced fewer asthma symptom days per year of
intervention compared to children in usual care.17
Patients being treated for weight loss by a multidisciplinary group were more likely to achieve
their weight reduction goals than those in other treatment groups.18 Alzheimer patients
receiving collaborative care were more likely than those receiving non-collaborative care to
receive cholinesterase inhibitors and antidepressants, and they had significantly fewer behavior
and psychological symptoms of dementia at 12 and 18 months.19 Diabetes patients receiving
care under a nurse-physician model and other models noted a decrease in average fasting
blood glucose, mean systolic and diastolic blood pressure, total cholesterol and low density
lipoprotein (LDL) and glycosylated hemoglobin (HbA1c).20 Pharmacist assessment resulted in
dosage adjustment and addition of medications for hypertension, hyperlipidemia and diabetes,
with highly satisfied clients and high levels of empowerment and understanding of medications.21
A trend towards fewer doctor, hospital and emergency room visits, as well as a reduction in
the number of medications per patient, was observed in a collaborative care model.22, 23
There were a variety of positive patient/client outcomes in relation to interprofessional
collaboration through the PHCTF initiatives, although primarily at the low- or very lowquality level. These included:
•

a number of positive patient/client outcomes in areas where collaboration focused on
chronic disease management (for example, decreases in blood glucose and cholesterol,
early detection arthritis,24 increased access to specialty care, improvement in mental
health and/or decreased deterioration,25 hypertension lower extremity ulcers,26nutritional
services,27 and chiropractic services);28

•

improved access to various services;29

•

increased homecare and physician collaboration, and decreased emergency room and
hospital visits for clients with diabetes;30

•

more timely referrals among different professional groups (for example, from physicians
to dietitians, or physicians to pharmacists);31

•

increased client satisfaction with services (as identified by patients/clients in most reports);

•

self-reported improvement in health in a number of studies;

•

improvement in client self-management of care;32, 33 and

•

adoption of healthier lifestyles and reductions in utilization of health services among
residents in a long-term care setting.34

It appears, however, that the degree of collaboration itself does not predict clinical outcomes.
In some mental health studies, the pairing of collaboration with treatment guidelines appears
Canadian Health Services Research Foundation
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to offer important benefits over either the use of guidelines or collaborative practice alone.
These studies note that in previous trials of clinical guidelines, treatment protocols or algorithms
without collaborative interventions have not shown improvement in patient level outcomes.
As well, it was identified that collaborative relationships between primary healthcare physicians
and other mental healthcare providers do not happen instantly or without work; they require
preparation, time and support structures. In one study of preventive outreach for high-risk
older persons, there was no significant difference between the intervention and the control
groups in health-related quality of life scores.

2. Interprofessional Collaboration and Health System Outcomes
Several high- and moderate-quality studies identified outcomes directly related to health systems.
Primary healthcare practices with collaborative care elements were shown to be effective in
mental healthcare delivery, particularly depression. One study showed that the utilization of
case managers with a specific mental health background, for example, was associated with
more positive standardized depression outcomes. A randomized trial of telemedicine-based
collaborative care for depression suggested that outcomes are modestly improved by implementing
a nurse care management model to provide collaborative care in a virtual environment.35 A
7.9% relative reduction in admission rates and lower readmission costs for elderly patients
with daily living impairments or chronic illness were observed in a home-based primary
healthcare program at Veterans Affairs medical centres.36 Another study determined that,
compared with controls, chronically ill seniors receiving collaborative care had a lower
proportion of admissions for illness exacerbation and a stable hospital admission rate.37
A randomized trial of interdisciplinary collaboration and team education identified significantly
fewer planned hospital days.38 Collaborative care interventions were also shown to increase
the number of requests for screening tests for hemoglobin disorders by 99%, and increase
the number of diabetes patients attending annual reviews.39 When nurse practitioners worked
with general practitioners, the number of contacts during clinic hours increased, yet the
decline in the number of consultations out of hours was not statistically significant.40 There
were limited, if any, cost analyses associated with these studies; however, some studies
identified positive cost outcomes for clients and providers,41, 42 without an analysis regarding
any associated efficiencies.
There was moderate-quality evidence identified in the reports of the PHCTF projects
regarding positive health system outcomes. The PHCTF projects had a principal focus on
primary healthcare service delivery at the population level, and supported collaboration
among many different provider groups (for example, physician/nurses, physician/pharmacist
and sometimes all professional groups). Several provinces concurrently supported chronic
disease management models. In spite of the complexity of size and mixed team structures,
positive system outcomes were observed, including decreased appointment wait times, fewer
emergency room visits and increased ease of access to primary healthcare services.43
For a number of the PHCTF projects, the outcomes were very explicit, including initiation of
a specific number of primary healthcare teams or clinics; development of evaluation frameworks;
development of raw demographic and health-related data, with analysis, for First Nations
partners; implementation of information systems (such as electronic medical records,
telehealth enhancements or nurse phone lines); and alternate payment models for physicians.
In spite of grading at the low to very low level for this review, there were notable health system
outcomes identified in both the PHCTF and peer-reviewed literature, including the following:
•

an increased percentage of physicians registered in programs supporting primary
healthcare teams;44, 45

•

changes in scope of practice for some providers (for example, midwives,46 licensed
practical nurses47);

Canadian Health Services Research Foundation
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•

an interdisciplinary approach to service delivery in some community health centres that
were previously acute centres;48

•

increased after-hours accessibility in a number of initiative areas;

•

improved facilities utilization in some areas (such as reduced rates of emergency
room use);49, 50, 51

•

greater shifts in providers’ thinking, perceptions and attitudes towards teamwork and
partnerships in the Atlantic jurisdictions;52

•

development of toolkits that were practical and helpful in planning, implementing and
evaluating primary healthcare changes and interprofessional collaboration;

•

better relationships among leaders, especially across the boundaries of First Nations and
provincial/regional/district health authorities;53

•

enhanced capacity building for the collection, interpretation and manipulation of health
information for First Nations;54

•

joint immunization programs and pandemic plans;55

•

standard provincial frameworks and core services for community health services, with
associated evaluation frameworks;56

•

an increased number of appropriate referrals (for example, affective and neurological
disorders,57 and chiropractic care58);

•

a significant increase in diabetes patients’ visits to their providers. This same study also
observed that the care provided adhered much more closely to process guidelines in
relation to foot, weight and micro-albumin examinations;59

•

increased incorporation of a pharmacist’s suggestions for medication changes by
primary healthcare physicians;

•

a stronger sense of leadership in an environment of interorganizational collaboration;60

•

increased likelihood to recommend collaborative practice models to colleagues as a result
of increased communication between general practitioners and mental health services;61

•

better coordination of mental healthcare when facilitated by the formalization of
collaborative procedures62 and filling of service delivery gaps in family medicine with
care navigators for family practice;

•

reduced multiple intake assessments, improved efficiencies, and better access to service
and cost savings;63

•

enhanced recruitment of family physicians and nurse practitioners in some jurisdictions;64

•

improved integration, communication and more efficient regional care with regional
healthcare delivery teams and a satellite clinic;65

•

improved cost-effectiveness of collaborative care models in relation to the utilization of
managed care clinical pharmacists (in the United States), with a reduction in average
prescription costs per month, lowering of costs per claim, and increase in drug
utilization;66

•

a trend towards fewer doctor, hospital and emergency room visits, as well as a reduction in
the number of medications per patient, was observed in a collaborative care model;67, 68 and

•

lower labor costs per primary healthcare visit, resulting from an increased use of
physician assistants and nurse practitioners in the United States.69

Some challenges were also identified regarding interprofessional collaboration within health
systems, including the need for good planning for service reorganization and time to make the
Canadian Health Services Research Foundation
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changes. One report, in which an intervention had been ongoing for just over a year, noted that
wait times for some professionals and a lack of other professionals continued to be barriers, and
very minimal change in general health status occurred between baseline and follow-up.70 In
another study, preliminary information on practice sites suggests a variation in costs across and
within models, with the suggestion from a preliminary efficiency analysis that the three types of
physician-related practices (including fee-for-service) reviewed were comparable.71

3.

Interprofessional Collaboration and Provider Outcomes

Positive provider outcomes from the PHCTF documentation were identified across all
initiatives and included such elements as:
•

significant improvements in service providers’ awareness and understanding of roles
and scope of practice;72

•

improvements in provider satisfaction;73

•

improved systematic follow-up leading to better outcomes in mental health;74

•

increased provider confidence in client examination in areas such as mental health,
diabetes, seniors’ care and homecare;75

•

significantly greater confidence in competencies related to team development modules;76

•

improved provider comfort levels after education sessions about chronic diseases (for
example, diabetes, arthritis) and coordination of care;77

•

increased information-sharing between physicians and among different providers;78and

•

enhanced communication and relationship-building among many providers.79

On the other side, some healthcare professionals expressed that they were working harder
and had not had the lifestyle gains that were originally anticipated when they initiated
collaborative practice changes.80
Similar findings were echoed in research studies meeting inclusion criteria. Provider
satisfaction with collaborative models was widely reported, as well as an increased
understanding of various provider roles and scopes of practice. Specific examples include:
•

General practitioners and practice nurses reported increased confidence in providing
diabetes care in the general practice arena.81

•

The development of team spirit and an atmosphere of mutual respect were noted in a
shared mental healthcare initiative involving caseload workers, community health
workers and physicians.82

•

The physical location of team members proved not to be a barrier in collaborative
community-based care for high-risk community dwelling patients.83 Farris et al. noted
that all members of three care teams, each consisting of a family physician, office nurse,
pharmacist and homecare case manager, developed a greater understanding of one
another’s roles.

•

Physicians and residents working with nurse practitioners reported differing opinions
regarding their perception of the role of the nurse practitioner.84 While physicians saw the
nurse practitioner’s role as potentially unlimited and complementary to their own, residents
viewed them as assistants to physicians and more restricted to remote northern areas.

•

Knowledge and skills gained from training sessions in a joint general practice surgery
were well received, and participating personnel were extremely satisfied with their
expanded educational role.85 Participants also noted that newly acquired skills and
knowledge could be applied to day-to-day practice and at multiple points of patient care.

•

An increase in the ability to handle nutritional issues was seen in a dietician/physician
collaboration.86
Canadian Health Services Research Foundation
www.chsrf.ca

CHSRF Synthesis: Interprofessional Collaboration and Quality Primary Healthcare

9

Although most of the studies evaluated reported positive outcomes, various members of
interprofessional groups identified concerns. Following the introduction of an integrated
model of care involving general practitioners, practice nurses and diabetes specialist nurses,
concerns about the impact of workload and job satisfaction were expressed in spite of all
personnel supporting the overall aims of the initiative.87 Concerns included training and
workload, sharing information across boundaries, changing professional roles, and the
impact on professional relationships and workload. Team members (general practitioners,
social welfare officers and nurses) caring for elderly patients expressed similar concerns and
also noted contentious issues such as patient confidentiality, organizational cultural
differences, a lack of shared vision and local knowledge, as well as a slow and frustrating
process of establishment.88

4.

Variations in Interprofessional Collaboration and Outcomes

There was a great deal of variation among interprofessional collaborative activities that made
it difficult to associate particular outcomes with the differences in initiatives. However, it
appeared that overall collaboration, regardless of the specific structure, provided positive
client, provider and system outcomes. No literature was found that compared the effect of
different collaborative groups on specific outcomes. Rather, comparisons were based on
interprofessional collaboration versus no collaboration.
Some of the factors that appeared to support or facilitate collaborative practice included
system support (such as leadership and funding) for changes; some form of team development
or formal support for facilitation; availability of information management systems to facilitate
the changes; and different remuneration systems for fee-for-service participants to support
participation in collaboration. These facilitators are very much in line with the facilitators
already identified by a number of reviews in Chapter III–A.
B. GREY AND PEER-REVIEWED LITERATURE NOT MEETING INCLUSION CRITERIA
Of the 161 grey literature reports or initiatives reviewed, 90 did not meet the inclusion
criteria. The majority of the excluded reports were descriptions of interprofessional
collaboration initiatives, general reports discussing factors related to interprofessional
collaboration (for example, determinants of effectiveness, liability issues), and initiatives in
the early stages of evaluation.
Of the 253 peer-reviewed and grey literature reports that did not meet the inclusion criteria,
164 were related to in-patient interprofessional collaboration or family physician/specialist
(for example gerontologist, psychiatrist) intra-professional collaboration. Also included in
these articles was information about the determinants of effective team functioning, team
composition, how teams work together and the range of outcome measures of effective teams.

1. Interprofessional Collaboration: Chronic Disease Management
There has been significant information provided through the International Health Institute
in the United States regarding the effectiveness of interprofessional collaboration in the
prevention and management of chronic diseases such as diabetes, coronary artery disease
and depression. Numerous Canadian jurisdictions (such as British Columbia, Alberta,
Saskatchewan, and Newfoundland and Labrador) have implemented expanded collaboratives
in their primary health systems.89 In April 2006, a chronic disease management conference
was held in Ontario with experts from Canada, the United Kingdom and the United States.
The resulting book of proceedings captures the breadth of chronic disease management
initiatives underway in Canada, showcases several exemplary international programs, and
summarizes lessons learned at this critical juncture in Canadian healthcare.90 A number of
jurisdictions demonstrate positive outcomes for patients/clients and providers from these
collaboratives, as is shown in preliminary data from British Columbia and the Saskatchewan
Quality Council reports.91

Canadian Health Services Research Foundation
www.chsrf.ca

CHSRF Synthesis: Interprofessional Collaboration and Quality Primary Healthcare

10

2. Interprofessional Collaboration: Principles, Definitions, Frameworks, Barriers and Facilitators
A 2007 Canadian review (external to Ontario)92 highlights the following jurisdictional
directions regarding primary healthcare and interprofessional collaboration:
•

Whatever the provincial direction, interprofessional teams (with a minimum of two
different professional groups, one of which was a family physician) were supported to
provide services to defined populations, whether it was a geographic population, a
specific physician population or a special needs population.

•

Partnerships were developed with provincial associations (especially medical associations),
departments or ministries of health, non-governmental organizations, and the private
sector (such as fee-for-service physicians, pharmacists).

•

There has been leadership to introduce change, including frameworks, in some
jurisdictions, and some form of provincial plan in place in all jurisdictions (with
provincial ministry offices providing policy direction and implementation), and there
were health councils or some form of provincial advisory committee in most jurisdictions.

•

There were family physician leaders at the provincial and regional primary healthcare
team levels, and both regional and primary healthcare team level administrative leaders
(e.g. directors at the regional level, and coordinators or facilitators at the primary healthcare
team level) were evident in a number of jurisdictions.

•

In all jurisdictions, there were identified leaders who facilitated the various changes
that occurred.

In 2000, a primary healthcare teamwork forum was held in England.93 The forum was to
“examine the practical aspects of teamworking in primary health care (PHC) and to bring
forward proposals by which national organizations representing PHC professionals could
support and promote this concept.”94 There was recognition that much of the research was
“soft” compared with published clinical data, and it was qualitative rather than quantitative
data with few randomized controlled trials. The Health Policy and Economic Research Unit
of the British Medical Association reviewed the published research literature and identified
the benefits of teamwork in primary healthcare.
In Canada, there have been a number of reports and papers commissioned to summarize the
benefits, challenges, determinants and characteristics of effective interprofessional
collaboration in primary healthcare, including reports published under the auspices of the
EICP initiative (www.eicp.ca),95 the Canadian Collaborative Mental Health Initiative,96 and the
Canadian Health Services Research Foundation’s Teamwork in Healthcare in Canada, Policy
Synthesis and Recommendations Report.97
The following sections provide an overview of the identified definitions, principles,
frameworks, facilitators and barriers.
Definitions
In these reports and papers, definitions of primary healthcare and interprofessional
collaboration are discussed. An important drawback to all proposed definitions of
collaboration is the absence of the patient’s perspective, reflecting a poor conceptualization
of the role of the patient/client/family in the collaborative process, despite the fact that
clients are recognized as the ultimate justification for collaborative care. To date, the
terminology surrounding collaborative care has not been standardized, nor does one
accepted definition of collaboration exist.
Principles or Characteristics
Findings suggest that collaboration is a complex, voluntary and dynamic process involving several
skills, including leadership, communication and relationship-building. A 2004 Canadian
community-based participatory action research project demonstrated that, although
Canadian Health Services Research Foundation
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multidisciplinary teams are widely lauded, collaborative team approaches are difficult to achieve
and require changes to underlying structures, values, power relations and roles.98 Several strategies
have been proposed to address the challenges of collaborative working arrangements, including
exposure to systematic methods of education and the teaching of interprofessional collaboration at
pre- and post-licensure education levels, joint curricula and clinical placements in team settings.
Principles for effective teamwork, whether for primary healthcare in general or specific disease
areas such as mental health, have been identified. They include the following: patient/client
engagement; a population health approach; a focus on the best possible care and services, using
research to set quality standards and make decisions about management of health problems;
access to “the right service, provided at the right time, in the right place and by the right health
professional”;99 trust and respect; and effective communication. A collaborative interprofessional
approach is a key principle of primary healthcare and its reform, and collaboration has been
identified as a better practice in mental healthcare. Cohesive teams have been described as
having five characteristics: clear goals with measurable outcomes; clinical and administrative
systems; division of labor; training of all staff members; and effective communication.100
Determinants of effective team functioning include team processes (such as objectives,
participation, quality emphasis, and support for innovation), with clarity of and commitment to
team objectives being key in predicting the overall effectiveness of the team.101 Measurements of
the benefits of effective teams should include the following:
•

health system benefits such as reduced hospitalization time and costs, reduced
unanticipated admission, better accessibility for patients and improved coordination of care;

•

patient/client-reported benefits of enhanced satisfaction, acceptance of treatment and
improved health outcomes;

•

provider benefits such as efficient use of healthcare services and enhanced
communication; and

•

enhanced job satisfaction, greater role clarity, enhanced well-being and
professional diversity.102

Frameworks
Framework elements perceived as key to sustaining interprofessional collaboration in primary
healthcare include the following: health human resources collaborating in planning, delivering
and evaluating primary health services; funding models for professional groups as positive
incentives; addressing liability concerns; changing regulatory practices and associated legislation
to support and foster interprofessional collaborative approaches; having information and
communications technology to support essential team members in information-sharing and
collaborating; management and leadership commitment; and using frameworks and tools for
planning and evaluation when evaluating teams and organizational outcomes.
Facilitators
A number of reviews and documents identified factors that advance collaboration at the
individual and organizational levels. Experienced collaborative practice providers noted the
following common observations: personal motivation and commitment; trust and work
satisfaction; professional autonomy in all disciplines; electronic health records; and the
importance of accountability mechanisms which measure collaboration.103
Based on a literature review identifying criteria thought to promote best practices in
collaborative primary healthcare, one report provides an inventory of six Canadian sites and
16 international sites identified as potential centres of excellence in collaborative care. The
report104 describes the population size, range of services provided and the team membership,
and provides an overview of responses to team surveys and questionnaires, which generally
reflect positive feelings by teams working in collaborative practices. These were preliminary
findings, and the processes can be used for more extensive evaluation of the highlighted team.
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Barriers
Liability and regulatory issues have been considered barriers to interprofessional collaboration.
However, the Canadian Medical Protection Association105 suggests that the same medico-legal
liability system that currently protects patient and provider interests can also support
collaborative practices. Both the Association and the Conference Board of Canada106 indicate
that procedural frameworks describing the collaborative team function are essential to patient
safety and medico-legal risk reduction. There must also be agreement among team members
regarding roles, responsibilities and accountabilities that are within the profession-defined
scope of practice for each team member. Health professionals’ vulnerability to liability
depends less on whether they work in collaborative practices than on three other major
factors: their own competency, system problems and other work factors (such as area of
specialization, geographic location).
While current legislation and regulation are not barriers, they do not significantly facilitate
collaboration. This is partially due to unclear and inconsistent legislation and regulation
across the country. Regulators have unique skills and talents that enable them to fulfil
leadership roles in their respective jurisdictions and professions, and they should have an
important role in supporting collaboration through appropriate legislation. The recent reports
by the Canadian Medical Protection Association and the Conference Board make
recommendations on managing the associated challenges.

3. Interprofessional Collaboration: Tools, Evaluation and Research
A number of PHCTF projects resulted in the development of toolkits to support collaboration,
such as the project Enhancing PHC: Learning and Applying Facilitation within a Systems
Model107 and the Primary Health Care Toolkit for Family Physicians.108 Through these projects,
a variety of tools, resources and support for collaboration were developed (for example, team
development, interprofessional chronic disease management, facilitation, planning and evaluation).
A collaborative toolkit has been developed based on visits to five selected interprofessional
healthcare organizations across Canada that have had successful collaborative experiences.109
It describes the organizations through case studies, based on previously noted principles and
framework concepts. The following information is provided for each organization: the nature
of the organization; the development history of its interdisciplinary practice; the population
it serves; the type of health professionals it employs and how they are paid; how it is
funded; and how the professionals work together.
Generally, the PHCTF project reports did not describe systematic processes to evaluate the
impact of interprofessional collaboration and associated outcomes. Several jurisdictions
developed their formalized evaluation processes and associated tools throughout the funding
period and have just now initiated evaluation and/or research. The Inventory of Research
and Evaluation Projects on PHC Renewal (available for use at www.chsrf.ca) highlights a
number of the jurisdictional research and evaluation processes that have been established.
A common theme among most reports is that research evidence regarding interprofessional
collaboration can be an influential catalyst for change, but efforts to make this information
more robust are necessary. The empirical evidence from high-risk work environments (such
as commercial aviation, military, firefighting and rapid response police activities) suggests
that collaboration and teamwork produce high-quality results, including flexibility,
adaptability, resistance to stress, cohesion, retention and morale associated with effective
team performance. In the health workplace, the evidence for interprofessional collaboration
and effective teamwork continues to grow.110 One of the most critical tasks facing
researchers, managers, policy makers and clinicians will be to work together to create, share
and use all forms of evidence, including effective and ineffective methods and techniques for
implementation. The path toward effective teamwork in Canadian healthcare will be bumpy
and winding, but it is one that all stakeholders, especially patients, are likely to demand
more frequently and vocally.
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ENVIRONMENTAL SCAN

The environmental scan survey was distributed via e-mail, with follow-up reminders at
weeks three, four and five, to 148 stakeholders in jurisdictions across the country, with
respondents from all jurisdictions.
A. OVERVIEW SCAN RESULTS
Of the 51 respondents, 46 completed the survey, most of whom were involved in successful
interprofessional primary healthcare collaborations, primarily associated with the PHCTF.
Respondents were a combination of healthcare leaders and decision or policy makers, with
almost one-quarter identifying that they were also involved in research.
Over half of the respondents noted that their initiative or project was evaluated, or that they
had participated in some sort of research, with some noting that evaluation was in the early
stages and evaluation frameworks were currently being developed. A wide variety of evaluation
and research methods were identified, including qualitative evaluation (such as case studies,
key informant interviews); before, during and after methodology; and logic models. Only
two groups used randomized trial or cohort studies, and few had large sample sizes (see
Appendix H for an overview of the scan results).
Reports collected through the scan are included in the section on grey and peer-reviewed
literature. Although it did not identify new evidence in interprofessional collaboration outcomes,
the survey confirmed the early stages of evaluation within jurisdictions, clarified the variety
of collaborative initiatives with similar outcomes across the country, identified the types of
research and evaluation being done, and confirmed the need for further evaluation and research.

1. Interprofessional Collaboration and Health System Outcomes
Respondents stated that the impetus for moving to interprofessional teams was the desire to
enhance access to primary healthcare services, quality improvement and the availability of a
funding opportunity to do so. Organizational assessment sought to measure improvement in
accessibility and/or continuity of care, and wider changes in the organization of care such as
role clarification and shifts in scope of practice. Early information, as noted in the PHCTF
evaluations, demonstrates positive shifts in access to primary healthcare services, as well as
a need to support role clarification of interprofessional team members. A major change in
organizational practice was the large increase in the use of the team approach in caring for
patients/clients, whether the collaboration was based on population or special needs.

2. Interprofessional Collaboration and Patient/Client Outcomes
Patient/client outcomes identified large increases in satisfaction with care/service, increased
feelings of well-being, and improved self-management knowledge or skills. Behavioral change
was also noted, with an increase in patient’s self-identified self-management skills, especially
in areas of chronic disease management. Other benefits to patients/clients included increased
access to a range of services secondary to collaborative efforts, especially within the chronic
disease collaborative or shared care models.

3. Interprofessional Collaboration and Provider Outcomes
A number of respondents identified positive changes in provider attitudes toward the value
and use of team care approaches for specific patient/client groups (for example, diabetes,
mental health and arthritis). Outcome assessment for service providers included professional
satisfaction, changes in professional practice, and changes in attitudes, perceptions,
relationships, trust and knowledge.

4. Interprofessional Collaboration Model Variations and Outcomes
The interprofessional collaborative initiatives described in the survey were primarily in
regional health authorities and community health centres, with only a small number in
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hospital or private clinic settings. Almost all teams included physicians and nurses, with
greater than half of them having social workers, dieticians and pharmacists. The size of the
teams varied from small ones where there was collaboration between two professionals (3-10
providers) to large teams (several had greater than 100 providers) that included all the
providers working in a geographic area. Almost half of these teams provided service to a
general population, with about a quarter of them providing services for special needs such as
mental illness or chronic disease. The majority had been in place for two or more years, and
more than one-third had been in place for four years or more, with supportive funding for
most. Team structure was varied and at an early to intermediate level of development.
The types of interprofessional models were extremely broad and included the following:
governance partnerships between the health authority, physicians and other providers;
family health teams or primary healthcare networks; population-specific teams (for example,
infant/child, youth and women, and men); provincial primary healthcare frameworks; shared
care (such as mental health); chronic disease collaboratives; family physician and various
partnerships (nurse, dietitian or pharmacist); community health centres; and entire health
system change. In a number of initiatives, facilitators were used to support team development.
A variety of processes and tools were developed through the interprofessional collaboration,
including clinical tools to share information, protocols and workshops/learning sessions. As
well, a variety of collaborative interprofessional opportunities other than service delivery were
created from the teams’ collaboration, including collaboration with others external to the team
(such as the education system and other intersectoral partners), interprofessional committees
(such as nurse and physician professional associations) and interprofessional on-the-job training.
Interventions initiated with the interprofessional teams were broad, and most respondents
identified such interventions as team development, professional development, changes in
organization and delivery of care, and clinical practice tools and guidelines. Patients were
involved with most teams in roles such as advisory committees (including planning and
evaluation), mutual goal-setting, resident councils, and case conference participation.
Similar outcomes were identified for patients/clients, providers and organizations across most
initiatives despite the variations in team size, numbers of professional groups involved, and
the type of interprofessional model used. These factors did not appear to directly impact
outcomes. However, given the small number of initiatives evaluated, the significant focus on
chronic diseases and the low quality of evidence, higher quality evidence and larger studies
are required to validate these findings.

V. RESEARCH GAPS AND PRIORITIES
There is evidence suggesting that better outcomes for patients/clients can be achieved in
specific areas such as chronic disease management and among special needs populations
such as the elderly. Syntheses of peer-reviewed and grey literature highlight areas (for example,
large professional groups serving general populations, and private physician practices with
collaborative nurse/dietician/pharmacist partnerships) where there is emerging evidence that
collaboration is achieving positive outcomes. Although some of this evidence is at the moderate
and high levels, the bulk of it is at the low or very low level of evidence.
The grey and peer-reviewed literature illustrate positive outcomes of interprofessional
collaboration, including modification of provider and patient attitudes and perceptions, as
well as changes in organizational practice. This is consistent despite practice variation. Again,
this is primarily at the low and very low levels of evidence, with some evaluation and research
in the past several years demonstrating evidence at the moderate and high levels. Although
there are no notable differences in outcomes in the large variety of collaborative initiatives
through the PHCTF, there is no good quality evidence as to whether the variations among
the different forms of collaboration (for example, target populations, size of collaboration
groups, composition) affect any particular organization, patient/client or provider outcome.
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The grade of evidence was divided between moderate to high and very low to low. Forty-two
percent of the evidence was of high and moderate quality, with 58% at low and very low
levels. Although the environmental scan did not allow for grading of the quality of evaluation
or research, it identified high usage of non-experimental designs and key informants, and small
sample sizes. This identifies a need for higher quality studies in relation to interprofessional
collaboration within primary healthcare.
There are several gaps in primary healthcare research:
•

limited moderate- to high-quality evidence in relation to interprofessional collaboration
and quality primary healthcare outcomes for general populations;

•

a dearth of moderate- to high-level evidence on the effects of interprofessional
collaboration model variation on primary healthcare outcomes;

•

little emphasis on provider and system level outcomes, especially costing; and

•

limited information regarding the best models for primary healthcare collaboration, and
how these models impact the different categories of outcomes for patients/clients,
providers and the system.

VI.

SUMMARY AND CONCLUSIONS

The synthesis review suggests there is evidence to support positive provider, system and
patient outcomes as a result of enhanced interprofessional collaboration (see Appendix I for
table with included reviews; other included reviews will be available on the Ontario Ministry
of Health and Long-Term Care web site in the spring of 2008). This is particularly pronounced
for chronic disease or special needs populations. A large number of the reports uncovered in
the grey literature provide useful information on the definitions, principles, frameworks,
barriers and facilitators of collaboration. Strategies are identified to address the challenges
associated with fostering greater collaboration, including clarification that professional
legislation and regulation need to play a part in facilitating that collaboration.
A number of tools, evaluation and research processes have been utilized successfully for the
planning, implementation and evaluation of collaborative practice. Researchers, managers,
policy makers and clinicians should work together to create, share and use all forms of this
evidence. Both the excluded literature and the feedback through the environmental scan
echo the evidence regarding the determinants of, and outcome measures associated with,
effective collaboration. These outcomes are difficult to achieve, and there are a substantial
number of tools and processes to support and evaluate interprofessional collaboration, with
baseline information in some jurisdictions.
A review of the quality of the evidence (see Appendix J, Numerical Table of Outcomes and
Grades, and Appendix K, Table of High- and Moderate-Quality Evidence) across the peerreviewed and grey literature and the environmental scan, based on the classification of the
Joint Evaluation Team framework, identifies commonalities in these areas:
•

there was modification in patient/client and provider attitudes and perception of
interprofessional collaborative practice at all levels of evidence for the included peerreviewed and grey literature, and the scan confirmed changes in patient/client and
provider perception or attitudes toward the value of teams;

•

there was change in organizational interprofessional collaborative practice across all
included peer-reviewed and grey literature reflecting high- and moderate-quality evidence,
and the environmental scan confirmed increased use of the team approach in patient/client
care across different jurisdictions in Canada; and

•

there were identified benefits to patients/clients across all review areas, reflecting high- and
moderate-quality evidence, and the environmental scan confirmed increases in client
satisfaction with care, and increases in access to service across Canadian jurisdictions.
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Based on the review of peer-reviewed and grey literature, and the environmental scan, there
is increasing good evidence (high or moderate grade), with large quantities of low- and very
low-level evidence, to indicate that:
•

healthcare providers working in an interprofessional collaborative manner are more
satisfied and have a more positive experience compared to primary healthcare providers
working in a uni-professional model (single practitioner providing client care and accessing
other services for the client through a referral system);

•

primary healthcare providers who experience working in an interprofessional collaborative
manner develop a positive perception of working collaboratively with other professionals;

•

primary healthcare providers who work in an interprofessional collaborative manner
develop enhanced knowledge and skills;

•

primary healthcare providers working in a uni-professional model and healthcare
providers working in an interprofessional collaborative manner have different practice
behaviors (for example, referral patterns, follow-up, preventive care);

•

interprofessional collaboration models can provide a broader range of services, more
efficient resource utilization, better access to services, shorter wait times, better
coordination of care and more comprehensive care, compared to a uni-professional
model of primary healthcare delivery;

•

patients/clients expressed more satisfaction and identified a more positive experience
with interprofessional collaboration compared to patients/clients cared for by primary
healthcare providers working in a uni-professional model;

•

patients/clients who receive healthcare services in an interprofessional collaborative
approach report a more positive perception of receiving healthcare services than those in
a uni-professional approach;

•

patients/clients receiving services from primary healthcare providers through an
interprofessional collaborative approach develop enhanced self-care and health
condition knowledge and skills;

•

patients/clients receiving health services through an interprofessional collaborative
approach report different health practices (for example, improved self-care, lifestyle and
preventive service access) compared to patients/clients receiving health services from a
primary healthcare provider working in a uni-professional model; and

•

interprofessional collaborative models can provide better health outcomes for
patients/clients (for example, blood pressure control, diabetes control, health status,
quality of life) compared to a uni-professional model of primary health care delivery.

Overall, it is concluded that:
•

There is high-quality evidence supporting positive outcomes for patients/clients, providers
and the system in specialized areas such as interprofessional collaboration in mental
healthcare, and chronic disease prevention and management.

•

There are findings in the literature, and some jurisdictions, which support positive outcomes
for patients/clients, providers and the system when interprofessional collaboration (for
example, physicians/nurses, physicians/pharmacists, physicians/dietitians in partnerships)
is fostered and supported on the basis of servicing geographic populations or population
health models. These outcomes include such things as enhanced patient/client self-care,
knowledge and outcomes; enhanced provider satisfaction, knowledge, skills and practice
behaviors; and system enhancements such as provision of a broader range of services,
better access, shorter wait times and more effective resource utilization.

•

There are findings of interprofessional collaboration cost benefits in some primary
healthcare settings (such as decreased average provider and patient costs for blood
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pressure control, lower readmission rates and costs for team-managed, home-based
primary care).
•

Although there are findings related to positive outcomes of interprofessional collaboration
emerging through the literature and within jurisdictions, they do not identify how variation
among interprofessional collaborative models affect outcomes.

•

A variety of processes and tools (including definitions, principles, frameworks, barriers
and facilitators) have been developed to support the planning, implementation and
evaluation of effective interprofessional collaborative partnerships which can be used for
future planning, implementation, evaluation and research.

•

Knowledge transfer from syntheses such as this one is necessary to utilize current studies
in further planning, implementation research and evaluation.

•

There is a need for greater regulatory and legislative support to foster and promote
consistency and clarity of interprofessional collaborative partnerships (for example,
physician/nurse, physician/pharmacist, physician/dietitian) and scope of practice, as well
as the availability of physician (and other professional) remuneration models.

•

There is a need for more rigorous research in order to clarify definitions for interprofessional
collaboration (especially clarification of the patient/client and family roles in the process),
teams and shared care; to gather higher quality evidence regarding interprofessional
collaboration and outcomes for servicing geographic populations or population health
models; and to gather evidence associating variations in models to outcomes.

To provide policy and decision makers with a higher quality of evidence that will support
them in informed and evidence-based decision-making, more rigorous evaluation and
research is needed which can be generalized and contextualized within the Canadian health
system. It is therefore recommended that:
1. A plan for rigorous and quality primary healthcare evaluation and research
concerning interprofessional collaboration be developed and implemented.
Given the increasing amount of information supporting the positive outcomes in specific
areas concerning interprofessional collaboration, and the potential positive outcomes for
patients/clients, providers and the primary healthcare system, it is recommended that:
2.

The evaluation and research plan developed and implemented build upon validation of
the areas already showing early positive results (for example, change in organizational
practice and benefits to the patients).

The availability of processes and tools that have been tested and have served as baselines
within the primary healthcare system can minimize delays in moving forward with evaluation
and research, and can support the emerging evidence. It is therefore recommended that:
3. Primary healthcare evaluation and research regarding interprofessional collaboration
should utilize and build upon the various processes and tools that have already been
developed to support primary healthcare evaluation and research.
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