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Ready, Set ... Collaborate? The Evidence Says “Go,”
So What'’s Slowing Adoption of Inter-professional
Collaboration in Primary Healthcare?
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vision of primary healthcare reform only takes

shape with images of physicians, nurses, nurse

practitioners and other allied health profes-

sionals working together as partners to deliver
first-line care (Jones and Way 2007). Such inter-professional
collaboration leads to care that is better than that offered by
doctors alone (Canadian Health Services Research Foundation
[CHSRF] 2005, 2007a). It’s better because it improves quality
and access as well as increases continuity of care for patients,
while making more appropriate use of resources (Barrett et al.
in press; CHSRF 2005, 2007a; Oandasan et al. 2006; Mable
and Marriott 2002).

Still, it’s fitting to speak of such collaboration as a vision
for primary healthcare as it “remains in its infancy” in
Canada (Barrett et al. in press). These words are from a newly
launched decision support synthesis by Barrett et al. (in press),
Interprofessional Collaboration and Quality Primary Healthcare.
The synthesis is the result of a partnership between the CHSRF
and the Health Council of Canada to gain a better under-
standing of the evidence on inter-professional collaboration
in Canadian primary healthcare and its potential benefits for
patients, providers and healthcare at large (Barrett et al. in press).
The report bolsters the case for inter-professional collaborative
care and delivery in primary healthcare with the best available
research evidence. It also provides perspectives from other litera-
ture (grey literature and peer-reviewed literature not meeting the
study’s inclusion criteria) as to what’s slowing progress in the
advancement of collaborative care on the front lines. Previous
foundation-led work provides more in-depth insights into the
major issues barring implementation.

What Does the Research Evidence Say?

There’s some disagreement in the literature about what inter-
professional collaboration means (Oandasan et al. 2006). No
matter how you define it, this kind of partnership moves beyond
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models where physicians are regarded as healthcare’s lone rangers
(CHSREF 2007a). In collaborative care, health professionals
work together, across disciplines and with patients to achieve
high-quality care that benefits patients, providers and systems
(Barrett et al. in press).

The most significant improvements brought on by inter-
professional collaboration are in quality and safety (Barrett et al.
in press; Oandasan et al. 2006). In terms of safety, collaboration
is well-known to reduce medical errors as teams are less likely to
make mistakes than are individuals (CHSRF 2007a; Oandasan
et al. 2006). In terms of quality, collaboration leads to more
timely referrals among different professionals, increases patient
satisfaction and improves patients” access to and self-manage-
ment of care (Barrett et al. in press). These and other positive
outcomes are particularly visible in collaborative mental health-
care and chronic disease management and prevention (Barrett et
al. in press) — particularly for patients with asthma or other lung
diseases, diabetes, heart disease or depression (CHSRF 2005).

Inter-professional collaboration can also lead to cost benefits
(Barrett et al. in press). In some primary healthcare settings,
for example, collaborative care has led to decreases in average
provider and patient costs for blood pressure control, as well
as lower readmission rates and costs for team-managed home-
based primary care (Barrett et al. in press). Various other reports
— most notably the Health Transition Fund’s Synthesis Series
on primary healthcare (Mable and Marriott 2002) — have also
demonstrated the value of inter-professional collaboration to
primary healthcare.

"Gettin’' good players is easy. Gettin’ ‘'em to
play together is the hard part.”

One practical example in the Canadian context is the
Saskatchewan Chronic Disease Management Collaborative.
This province-wide quality improvement collaborative model



is sponsored by the province’s Health Quality Council and
brings together a range of healthcare providers to learn about,
test and share experiences with improvement ideas in diabetes
and coronary artery disease care (CHSRF 2007b). In a truly
collaborative fashion, this initiative has a web-based toolkit,
which virtually connects professionals to shared patient medical
information. The initiative has already brought about improve-
ments to patient care — for example, more patients are receiving
their recommended drugs and services (CHSRF 2007b).

So What's Slowing Progress?

While the evidence and examples for inter-professional collab-
oration are strong in primary healthcare — particularly in the
care of patients with mental illness or chronic disease — this
collaboration is moving at a snail’s pace when it comes to wide-
scale adoption. Over and over, the research evidence is trumped
by jurisdictional, regulatory and funding issues, among other
things. Scopes-of-practice issues are particularly tricky. The
former manager of the New York Yankees, Casey Stengel, once
said, “Gettin’ good players is easy. Gettin’ ’em to play together
is the hard part.” The same applies in primary healthcare.
Providers want to give the utmost in care to their patients, but
they still fear that working collaboratively means relinquishing
their professional “turf” (Clements et al. 2007).

As of late, liability and malpractice issues have stood out as
serious barriers keeping professionals from partnering to deliver
care. In particular, professionals worry they will be held respon-
sible for the acts and omissions of their team members. But
the Canadian Medical Protective Association (2006) and the
Conference Board of Canada (2007) have recently argued that
liability is not the obstacle some say it is. Barrett et al. provide
an overview of the facts, pointing out that “the same medico-
legal liability system that currently protects patient and provider
interests can also support collaborative practices” (in press).

Still, plenty of other barriers persist: the self-regulation of
health professions continues to be largely resistant to collabo-
rative practice; systems of payment do not reward collabora-
tion (most notably, fee-for-service structures keep physicians
from taking the leap); and professional silos persist in inter-
professional education (Clements et al. 2007). With no desig-
nated responsibility for ensuring collaboration happens, it has
become everybody’s, but nobody’s, problem too (Clements et
al. 2007).

But most of these barriers can be tackled with appropriate
legislation or positively influenced by the health professions
themselves. The real and underlying challenge is a cultural one.
Effective collaboration requires a rapprochement from all of
the major healthcare professions, something often limited by
the fact that each has its own history and traditions. Doctors
seem to be singled out most frequently as a roadblock, although
criticisms could probably be made of each profession. As Dr.
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Donald Berwick and colleagues noted in an article on total
quality management in the National Health Service back in
1992, “Effective teams in health care will in almost all situa-
tions require active participation of doctors and frequently their
leadership. Yet many doctors seem uncomfortable with real team
activity” (Berwick et al. 1992). Berwick et al. (1992) say doctors
“arrive late or not at all to meetings; they dominate when they
are present; and they sometimes leap to solutions before the
team has done its proper diagnostic work on the process.”

What Now?

For patients, primary healthcare is the entryway into the
healthcare system. When health professionals from various
disciplines collaborate to deliver that care, they create multiple
entry points, improving quality and access. To get to this stage,
there is a need for greater regulatory and legislative support to
foster inter-professional collaboration (Barrett et al. in press).
Even before that, there need to be strong leadership, cultural
readiness, trust and respect (Clements et al. 2006, 2007). Part
of the solution must also involve inter-professional education
and training before and after entry to practice and across the
continuum of care (Health Canada 2007; Health Council of
Canada 2007).

As the evidence surrounding inter-professional collaboration
still needs to be shared, CHSREF is hosting a Researcher on Call,
featuring the latest decision support synthesis (CHSRE 2008).
Researcher on Call is a series of conference calls for healthcare
researchers and decision-makers designed to accelerate improve-
ments in healthcare. In 2006, the foundation also released an
electronic video documentary on teamwork, produced by
journalists and filmmakers Ray Moynihan and Miranda Burne.
For more information about CHSRF’s work on inter-profes-
sional collaboration, visit our website at http://www.chsrf.ca/

research_themes/workplace_e.php.
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Health Care System Monitoring (Project Managers and Regional Liaison)

The Health Council of Canada has completed a new strategic plan to guide its future work and
is now ready to hire three Project Managers and a Regional Liaison to join our research and

The Health Council’s mandate is to monitor and report to Canadians on the progress of
health care renewal. It fosters accountability and transparency by assessing progress in improving
the quality, effectiveness and sustainability of the health care system. Through insightful
monitoring, public reporting and facilitating informed discussion, the Council shines a light
on what helps or hinders health care renewal and the well-being of Canadians.

For information on the primary responsibilities of these positions, please visit www.health-

Applicants must have a graduate degree in health or a policy related field.
Individuals interested in applying should submit a cover letter and curriculum vitae to Melissa
Stephens at the Health Council of Canada (mstephens@healthcouncilcanada.ca).
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Look to 3M to Keep Your Health Care Organization on Course

In today's environment of changing compliance regulations and evolving industry
standards, it's easy to lose your bearings. Fortunately, nobody knows the territory
like 3M Health Information Systems. For more than 15 years, Canadian health
care organizations have utilized 3M and SoftMed products to:

* Dramatically increase productivity, virtually eliminating scanning backlog
* Significantly reduce transcription costs and turnaround time
* Reduce redundant data collection and enhance data integrity

No matter how the health care world changes, with 3M Health Information

System's recent merger with SoftMed, you can count on the experts at 3M to
help you prepare, adapt and thrive.

www.3M.com/ca/HIS
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