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EXECUTIVE SUMMARY 
 
 
Family practices strive to deliver quality care to their patients. However, there is currently no 
yardstick for a practice to measure its improvement.  As the health care system increases in 
complexity, a quality framework that supports a continuous quality improvement (CQI) 
environment is vital.  
 
The Quality in Family Practice (QIFP) project (Phase 1) is an exploratory study designed to 
recommend the best interdisciplinary assessment programme for family practice offices in 
Ontario. Several Canadian studies are working on quality indicators and some provinces have 
started to implement quality programmes. The QIFP project has reviewed the national and 
international literature; completed an environment scan; conducted focus groups with patients, 
staff and practitioners; held teleconferences with national and international programme leaders, 
and visited sites in the UK and Ontario that operate quality programmes. These data, together 
with input from a Steering Committee of clinicians, staff and patients, and an Advisory 
Committee of key stakeholders, have provided the Project Management Team with information 
for developing a process for achieving excellence.  
 
The Primary Health Care Transition Fund (PHCTF) funded the two-staged QIFP project for the 
purpose of recommending a process for achieving excellence in family practices in Ontario. In 
Stage One, a collaborative consultation was undertaken with patients, family physicians, nurses, 
other health care professionals, and administrative support staff to develop a model for an Ontario 
Quality Programme. 
 
Phase 1: Stage One 
COMMITTEE STRUCTURE  
Three multidisciplinary committees were established in September 2003: the Project 
Management Team to carry out the work, the Steering Committee to oversee the project, and an 
Advisory Committee of key stakeholders to direct and guide the process. 

THE LAUNCH 
A launch of the project was held to introduce the QIFP project to interested practitioners, patients 
and key stakeholders on November 12, 2003.  Prior to the launch, consultation meetings occurred 
with executive members of some of the professional colleges. There was support for the concept 
of a quality programme by almost all of the members. Information received from the launch and 
consultation meetings included contact names of interested practitioners, suggestions for 
terminology, ownership and housing of the programme, costs, and potential ethical and legal 
dilemmas during a quality assessment. 

STRATEGIC CONSULTATION/PLANNING WORKSHOP 
The Advisory Committee was invited to participate in the Strategic Consultation/Planning 
Workshop for the purpose of developing a strategic plan for all aspects of the project on 
December 10, 2003. 
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The purpose of the Strategic Consultation/Planning Workshop was to receive input from the 
Advisory Committee on the development of a strategic plan for all aspects of the project; 
specifically, suggestions for searching the quality literature, contact names of quality programmes 
and/or processes, types of questions to ask the focus group and teleconference participants, 
Canadian licensing colleges and content experts at the site visits. Research completed included a 
review of the literature, an environmental scan, focus group sessions with patients and discipline 
representatives, interviews with provincial, national and international quality project leaders and 
experts, as well as site visits in the United Kingdom with established programmes and in Ontario 
with the Ontario Association of Community Health Centres, Building Healthier Organizations 
(BHO). 

LITERATURE REVIEW  
The literature review was designed to identify quality programmes with relevance to 
multidisciplinary family practices. The six major objectives were: 1) standards, criteria & 
indicators, 2) systems of assessment—individual or team, 3) programme administration, 4) 
training of assessors, 5) nomenclature concepts and definitions, and 6) costs. Search strategies 
were developed for indexed and grey literature with key words specific to the objectives. 
Bibliographies and reference lists of relevant articles were also searched. It was noted that the 
concept of “standard” varies across jurisdictions from minimum to gold standard. 
 
In addition, there is no common use of the terms “criteria” or “indicator”. In standards-based 
programmes, the degree to which the individual or the team meets pre-defined measures is 
assessed. There can be a feedback mechanism that functions to prompt quality improvement. In 
contrast, CQI programmes have an ethos of “achieving” and are often combined with continuing 
education programmes and/or personal development plans. Some of the standards-based quality 
assessment programmes and CQI programmes are peer-developed, peer-owned and peer-
administered. They tend to focus on structure and process, or clinical practice performance. 
Although quality assessment programmes and their indicators are not 100% transferable across 
borders, much can be learned from the structure and process of quality systems in other 
jurisdictions.  

ENVIRONMENTAL SCAN 
The main question that guided the environmental scan was “Do you currently have, or are you 
developing a multidisciplinary, voluntary accreditation programme?” Local, provincial, national, 
and international programmes were searched. 
 
The objectives of the Environmental Scan were: 

• To identify multidisciplinary voluntary accreditation programmes  
• To select those programmes with the most relevance to the goals of the QIFP project 
• To review the criteria and indicators used in assessment tools  
• To recommend programmes for the teleconference information gathering process  

 
Possible programme inclusions were identified by three main sources:  

• The mandate of the Quality Assessment/Voluntary Accreditation Project  
• Suggestions from the Strategic Consultation/Planning Workshop  
• A scan of the grey literature  
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A critical review of the environmental scan material was conducted to identify programmes most 
relevant to the purposes of the project.  
 
International Quality Programmes 
Nine programmes were identified for the teleconferences. Multidisciplinary primary care quality 
programmes with the most relevance for Ontario family practices include those in New Zealand, 
the United Kingdom, and Australia. Aiming for Excellence, developed by the Royal New Zealand 
College of General Practitioners (RNZCGP), has relevance for our Quality in Family Practice 
project because it includes a practice accreditation and a self-assessment by the individual 
practice team members. In the UK, there is a multiplicity of quality assessment programmes 
under the umbrella of the Royal College of General Practice (RCGP), including individual 
standards-based peer assessed professional performance programmes, the Quality Team 
Development (QTD) and the Quality Practice Award (QPA). In Australia, the Royal Australian 
College of General Practitioners (RACGP) has developed the third edition of the Australian 
Standards for General Practices. 
 
Provincial Quality Programmes  
In Ontario, Building Healthier Organizations (BHO) has been established for multidisciplinary 
teams in Community Health Centres (CHC).   

A questionnaire was sent to each of the medical licensing authorities in Canada to inquire about 
their participation in family practice and re-validation programmes. Manitoba, Alberta, 
Saskatchewan, PEI and Ontario reported that they are currently in the process of developing or 
have developed a system using the Monitoring and Enhancing Physician Performance (MEPP) 
guidelines from the Federation of Medical Licensing Authorities of Canada (FLMAC). 
Physicians in Alberta participate in the Physician Achievement Review (PAR) programme every 
five years. The programme that emerged from the MEPP process in Saskatchewan is the Practice 
Enhancement Program, a fairly traditional office audit programme. 

FOCUS GROUPS 
Qualitative community consultations using focus groups and key informant interviews were 
conducted with patients, practitioners and staff working in family practices. The purpose was to 
provide direction and guidance in the development of the quality assessment tools.  
 
Two generic questions were asked: 

• “If you or someone you care about asked you to recommend a family physician, who 
would you recommend and why does this person come to mind?”  

• “If you had the chance to design the ideal family practice, what would it look like?” 
 
One discipline-specific question was asked:  

• “What would the ideal (dietitian/nursing/pharmacy/physician/reception/social work) 
practice look like in family practice setting?” 

Findings from the generic questions indicate that the ideal professional organization of care is a 
multidisciplinary family practice using a shared care model with diagnostic services, on-site 
pharmacy and other services, with timely communication between providers of all services. 
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Following the discipline-specific question, each stakeholder group spoke to their own special 
interests about quality in terms of their role and multidisciplinary team functions. 

TELECONFERENCES 
Teleconferences were held with national and international leaders in various programmes in 
Canada, Australia, Scotland, New Zealand, Sweden, and the United States to gather more 
information about quality programmes.  

In Australia, the RACGP has developed the third edition of the Australian Standards for General 
Practices. Through the voluntary self-assessment programme, general practitioners assess 
themselves against established criteria. Then, two peer surveyors from two third-party 
accreditation agencies visit the practice and assess the general practitioner against the criteria. In 
the UK, the QPA was initially owned by the Scottish College and quickly became UK-wide. The 
Scottish College also developed the QTD programme, which is also used in England. In New 
Zealand, the General Practice Accreditation Program is based on peer-developed standards and 
validated by the New Zealand College. In Sweden, the Swedish Audit Project is a voluntary 
programme that has become a very popular way for physicians in Sweden to review their own 
practices. The health system in the United States (US) is complex in terms of delivery, 
organization structure and financing. There are many tensions in the US quality systems: public 
versus private, the individual versus the collective, safety versus the pure quality for quality sake 
issue, the tension between counting numbers versus the kind of qualitative care that is provided at 
the doctor’s office. These important issues form the tapestry of what quality is about. 

SITE VISITS 
Site visits were planned to experience the “hands-on” process of quality assessment programmes 
in other jurisdictions.  Two team programmes, QTD and QPA, were chosen for site visits in 
England and Scotland. The QTD, as its name implied, is a development process and is viewed as 
a stepping-stone to QPA, the gold standard award.  The programmes includes education and 
training, clinical audits, risk management, communication, methods of determining clinical 
effectiveness, and systematic documentation with written evidence. All practices visited said it 
was essential to have a computerized office system for producing the audits and monitoring 
services and procedures. Both QTD and QPA promote “reflective practice” and a “culture of 
audit” with a healthy curiosity about feedback to achieve higher levels of excellence.  
 
A physician/nurse team undertook another site visit to witness an accreditation of a CHC in 
Toronto which underwent the BHO assessment, and two members of the Steering Committee 
incorporated a visit to quality programs while they were in Australia and New Zealand. 

THE SECOND STRATEGIC PLANNING/CONSULTATION MEETING 
The Second Strategic Planning/Consultative Meeting was held to provide feedback to the 
Advisory Committee on the work that had been completed, draft recommendations for the 
Ministry of Health and Long Term Care, and incorporate the advice from the Advisory 
Committee into the draft report.  On June 2, 2004 the Project Management Team presented the 
findings from the literature review, and the community consultations, which were composed of 
personal interviews and focus groups. The pre-site visit to England, and the site visits in the UK 
were described in detail, and an overview of the environmental scan and proposed 
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teleconferences were discussed. A Glossary of Terminology was presented and helped the 
participants further understand the magnitude of some of the issues associated with the project. 
Through small and large group processes, participants had the opportunity to brainstorm the 
suggested recommendations, add comments and clarify outstanding issues.  
 
Phase 1: Stage Two 
 
Stage Two included the following: 
 

• Developing the assessment tools 
• Undertaking the Master Assessors Training Workshop to train multidisciplinary 

professionals in the tools and assessment process of the QIFP programme 
• Preparing and submitting a Summative Evaluation and Final Report in preparation for a 

rollout of the demonstration project (Phase 2) for submission to the Ministry of Health 
and Long Term Care 

IT SYSTEM AND WEBSITE DEVELOPMENT 
The Project Management Team met with Dr. David Chan, an IT expert, on November 8, 2004 to 
identify and discuss the IT needs of the project. These included enabling users to review 
document drafts on our website, setting up a discussion board on our website, facilitating tool 
development and feedback on our website, and developing web-based resources and assessment 
grids for practices and assessors. Following the discussion, it became clear that the pilot sites 
would need to have an IT system in place in order to participate in the project. 

ASSESSMENT TOOL DEVELOPMENT 
Aiming for Excellence was chosen for our initial framework. After considerable work on the tool, 
the Steering Committee were updated on the development process and had the opportunity to 
practice with the tool at a workshop on December 15, 2004.  Following the meeting, layering of 
the QIFP assessment tool was successfully completed at a two-day workshop on December 21 
and 22, 2004. The QPA, QTD, RACGP Standards for General Practices, and the Hamilton Tool 
were reviewed and incorporated.  In addition special features identified through the focus groups 
were added to the tool.  
 
Three tools were developed for different users: 

• QIFP Overview of Sections, Indicators & Criteria in Assessing Family Practice 
• QIFP Assessment Tool for Practices 
• QIFP Assessment Tool for Assessors 

 
The first draft of the QIFP Overview was sent to the Ministry and the Steering Committee on 
December 23, 2004 for review and feedback. The first draft of the QIFP Assessment Tool for 
Practices was sent to the Steering Committee on the December 29, 2004.  The first draft of the 
QIFP Assessment Tool for Assessors was circulated to the Steering Committee at the workshop 
on January 26, 2005. 
 
Other quality indicators have also been layered into the tool and include: European indicators; 
indicators from other PHCTF projects; and indicators from Manitoba. The process of refining the 
assessment tool will continue until the completion of Phase 2.  
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MASTER ASSESSORS TRAINING WORKSHOP 
A Master Assessors Training Workshop was held on January 26 and 27, 2005.  Dr. Ronald 
MacVicar from Scotland was the international expert facilitator and eighteen participants were 
trained as master assessors.  This multidisciplinary team included: 2 physicians, 3 nurses, one 
social worker, one dietitian, one pharmacist, 2 receptionists, 3 executive directors/managers, 3 
patients and 2 researchers. 

COST ANALYSIS 
To forecast the potential cost of developing an Ontario QIFP programme, data was extracted on 
the costs of existing international quality programmes. The following countries have been 
contacted to elucidate the cost of their quality programmes – England, Scotland, Australia and 
New Zealand, and a spreadsheet will delineate the cost comparisons for each of the above 
programmes. The costs of the BHO for CHCs in Ontario is also being assessed.  This is intended 
to provide the rationale from which to draw the baseline costs for an Ontario programme.   

SUMMATIVE EVALUATION 
Evaluations were conducted at every event through questionnaires and the results collated and 
reviewed.  In addition, qualitative feedback was encouraged at all events and the comments 
captured in the reports.  Throughout the review process, reviewers were asked to provide 
feedback on the process of development and content of the draft documents.  These comments 
were captured and reported in the feedback sheets.  In general, participants have demonstrated 
confidence with the process through their surveyed comments. A summative evaluation of all 
these reports is included in the final report. 
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DRAFT RECOMMENDATIONS 13th Revision 
 

BACKGROUND 
These recommendations were developed following extensive research that included a literature 
review, environmental scan, focus groups of key disciplines and consumers, site visit, 
teleconferences and extended meetings of the Advisory Committee on the 2nd June 2004 and the 
Steering Committee on the 21st July 2004. 
 
The Project Management Team developed visual frameworks to capture the evolving 
complexities of an interdisciplinary system of quality assessment in family practices and to help 
recognize the recommendations for this project.  These frameworks include:  

1. The Quality Interactive Circles of health providers, patients and the practice 
2. The Quality Cube describing vertical elements (within individual disciplines quality and 

registration/licensure programs) and horizontal elements (across discipline team 
programs) 

3. The Quality Tartan that represents the need for integration of the vertical and horizontal 
elements, and summarizes the thinking behind our recommendations 

4. The Framework for Recommendations 

MAJOR RECOMMENDATION 
Following the exploratory research, advice from the Advisory Committee, the Steering 
Committee, and the Project Management Team it is respectfully recommended that the 
Ministry of Health establishes a Quality in Family Practice program in Ontario.   

ADDITIONAL RECOMMENDATIONS 
A number of additional recommendations are also submitted for consideration. The following 
additional recommendations have been divided into groups under category headings for 
simplification. 

Governance   
1. The Government of Ontario should legislate an independent governing council at arms 

length from any College with representatives elected from each disciplinary college, and 
the public.  

 
2. The Council should consist of 40 % family physicians, 30 % other disciplines, and 30 % 

public representatives. 
 

3. The Council should be a not-for-profit corporation and should be publicly funded. 
 

4. The process should be comprehensive and inclusive to meet the requirements of 
individual colleges for re-licensure. 

 
5. There should be a Standards Committee and a Patient Advocacy Committee. 
 
6. If the programme is funded, the government should pass legislation to indemnify the 

assessors so that they are not held liable for any practice’s legal violations. 
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Tools  
1. Develop a tool that provides comprehensive guidance for practices, incorporating the best 

components from existing international programs.   
 
2. The tool should include both the requirements/standards for individuals working in the 

practice and for the practice assessment.  Applicable across disciplines both vertically 
and horizontally. 

 
3. The tool will facilitate an iterative CQI process and incorporate educational innovations 

into the program – for example: best practices for education; step-wise continuum; 
grounded in self-reflection; individual and group practice education; PDSA (plan, do, 
study, act). 

 
4. Build non-financial incentives into the tool, for example: Maintenance of Certification,  

MainPro C credits or credits at other colleges (CFPC), revalidation, Bronze medal at 5 
years, Distinguished Practice Award (DPA) at 10 years (Fellowship), Public Relations – 
press notifications, patient notification. 

 
5. The tool should be developed to encourage annual reflection. 
 
6. Tool should incorporate team function and how individual people function within the 

team, within the practice – how well they work in environment. 
 

7. The tool might prompt the practices to become computerized. 
 
8. The tool should have robust and sustained links with web pages.  The process must be 

appropriately resourced to ensure web linkages are maintained. 
 
9. Permission where required to use websites within the tool must be obtained. 

Process 
1. The Quality in Family Practice programme should be a voluntary, non-threatening, 

predominantly self-assessment process, with an educational focus. 
 
2. IT development is an underlying structural component for success.  
 
3. The timing of the quality cycle should take into account the individual Colleges’ timings 

for maintenance of licensure.   
 

4. Practices must be assigned an Advisor.  Advisors would be an experienced assessor to 
assist the practice with the Quality practice process.  The Advisor should do the pre-
assessment mid-cycle assessment and be part of the assessment team for that practice. 

 
5. The province should explore contracting out the auditing process with a separate 

company.  This company would set up the auditing processes and provide audit reports to 
the practices. 
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Cost  
1. The cost should be covered by the MOH with some cost sharing from: Professional 

Colleges, Associations and individual practices. 
 
2. Individual practice costs should, in general, be covered by the MOH and assessed on  

a) Hidden costs, 
b) Continuing Education costs which are normally incurred, 
c) Reasonable additional cost per physician practice, i.e.: Australia’s system. 

 
3. Support from the Professional Colleges would include in kind support, for example: 

involvement of representatives on the Council, financial support for assessors reviewing 
practices. 

 
4. The practice cost should be on a sliding scale to reflect the composition and size of the 

practice. 
 
5. There is more and more evidence of cost savings when quality programmes are 

implemented.  Thus a bonus incentives plan should be built in to increase buy in and 
sustainable improvement in the QIFP.  (cf. with Australian programme, the UK GP 
contract and the IHA - P4P.) 

Nomenclature 
1. Members on the Council must determine the terminology. 

Assessor Training 
1. The assessment team must consist of a minimum of 3 people, one of whom must be a 

family physician, the other(s) must reflect the makeup of the practice; one person on the 
team would be the lead assessor.  One person on the team would be assigned the role of 
advisor to the practice. 
 

2. The assessment team should ideally include trained lay assessors.   
 

3. The assessors’ pool should ideally include: family physician, nurse, nurse practitioner, 
social worker, dietitian, pharmacist, receptionist, manager, and lay assessor. 
 

4. The assessors will be trained to assess and support team function development, audit 
development and facilitation. 
 

5. The assessors will be trained on their responsibility on legal, safety and ethical issues. 
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GLOSSARY OF TERMS 
 

Accreditation 
 The process of recognizing that a facility or institution has met established 

standards 
 Licensing, certification, authorization, inspection and regulation 
 The longest established and most widely known process for the external 

evaluation of health care services 
 A formal process to ensure delivery of safe, high quality health care 

Administrative Governance 
 Management system established to administer special programmes 
 Administration of the quality programme, either the professional body or an arms-

length organization with delegated authority 

Assessor Training 
 Mentorship through experience 
 Peer vs. Independent Assessment 
 Formative and summative processes 

Assessment 
 An evaluation conducted by trained persons 

Attributes  
 Point to internal and external validity and reliability of indicators.  See 12 

Attributes and Ideal Descriptions of Quality Measures (1) 
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Twelve Attributes and Ideal Descriptions of Quality Measures 
Attribute  Ideal description  Measures with attribute  
Valid Health professions, managers, and public see 

meeting the quality measure as better quality 
(better patient outcomes; more efficient and 
patient friendly services, etc) 

Waiting times; death rates from surgery; readmission rates; 
complaints and litigation; significant event auditing 

Communicable Relevance of measure can be easily explained and 
understood by target groups 

Prevention uptake rates (for example, cervical cytology or 
immunization) 

Effective It measures what it purports to measure so 
useful for clinicians, public, and managers in 
making choices and commissioning services; free 
of perverse incentives 

Commission for Health Improvement reports 

Reliable Data should be complete, accurate, consistent, and 
reproducible 

Single handed general practice 

Objective Data should be as independent of subjective 
judgment as possible 

Prescribing data 

Available Data should be collected for routine clinical or 
organizational reasons or be available quickly 
with minimum of extra effort and cost 

Prescribing data; star rating of NHS trusts 

Contextual Measure should be context free or important 
context effects should be adjusted for 

Consultant numbers per 1000 patients with disease 

Attributable How well measure reflects quality of individuals, 
teams, or organizations must be explicit; measure 
to be used appropriately in its presentation and 
interpretation 

NHS doctor appraisal; revalidation; fellowship or 
membership by assessment; quality team development; 
quality practice award 

Interpretation How well measure reflects health needs, capacity, 
structures, or performance should be explicit 

Bed occupancy 

Comparable Where "gold standard" (for example, NICE 
guideline, NSF standard or GMC guidance) 
exists, measure should allow reliable comparison 
with standard; otherwise comparison should be to 
other data in similar circumstances 

Thrombolysis in myocardial infarction; aspirin in 
ischaemic heart disease or stroke; glycaemic and blood 
pressure control in diabetes 

Remediable Need for recognized, accepted, and feasible 
methods for influencing measure and improving 
quality, need for resources for intervening; change 
can be achieved if it is needed 

Record keeping 

Repeatable Measure should be sensitive to improvement over 
time 

Staffing levels; bed numbers and occupancy 

Audit 
 An official examination of the record of all aspects of patient care.  This is done 

by trained staff.  The purpose of an audit is to compare and evaluate the quality of 
care provided, with accepted standards 

 A retrospective examination that focuses on how you are functioning at one point 
in time 
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Benchmarking 
 A standard or criterion by which others can be measured or judged 

Brainstorming 
 A group technique for solving problems or generating ideas 
 All ideas are encouraged, rejecting none 
 Point is not to evaluate ideas during the process 

Clinical Governance 
 System established to ensure that standards are met. Includes education and 

training, clinical audits, risk management, communication, methods of 
determining clinical effectiveness, systematic documentation and research 
development. (2) 

 A system through which health care organizations are responsible for 
continuously improving the quality of their services and safeguarding high 
standards of care, by creating an environment in which clinical excellence will 
flourish (A Licence to Practice & Revalidation; General Medical Council, April 
2003 UK) 

Continuing Professional Development (CPD) 
 The improvement of knowledge, skills, and behaviour of personnel throughout 

working lives 

Continuing Quality Improvement (CQI)  
 CQI is a process that collects data about a particular practice or service to 

benchmark performance, track and validate indicators that affect outcomes, and 
to recognize problems in processes of care and practice management. Cost data 
may also be collected to evaluate cost-effectiveness 

Corporate Governance 
 Management system set up to administrate a corporate body, a professional 

college or hospital association 
 The system of accountability and integrity in corporations 

CQI 
 A planned approach of continuously moving in the direction of improvement 

Criteria 
 Criteria are the elements of care that can be counted or measured in order to 

assess an indicator.  They are discrete, definable, measurable and explicit.  A 
criterion is intended to be so clearly defined that we can easily assess whether it is 
present or not 

District Nurses 
 The Canadian version of the Victorian Order of Nurses (VON) 
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Evidence-Based Medicine (EBM) 
 The integration of best research evidence with clinical expertise and patient 

values 
 The concept that practice of medicine should be based on firm data rather than 

anecdote, tradition, intuition, or belief 

Fellowship by Assessment (FBA) 
 A standards-based system of peer review for physicians using 15 essential criteria 
 “The ultimate Audit” (United Kingdom) 

Gold Standard 
 The best that can be achieved  

Governance 
 Exercise of authority; control.   
 A method or system of government or management. 

Health Visitor 
 The Canadian version of Public Health Nurses 

Impact Evaluation 
 Evaluates the impact of the quality assessment on the target group 
 Evaluation methods are of four types: 1) Pre-test and Post-test, 2) Comparison 

group, 3) Regression model, 4) Control group model—a true experimental design 
with random assignment 

Indicators  
 The indicators in the QIFP Assessment Tool provide markers for best practice.  

They identify measurable elements of practice performance for which there is 
evidence or consensus that can be used to assess and produce a change in the 
quality of care provided 

 Measures degree of achievement of criteria 
 Describe what you would expect to see in place  
 Types of indicators: 1) Clinical effectiveness indicators, 2)  Health improvement 

indicators, 3) Performance indicators, 4) Sentinel indicators 

Indicator Groups 
 In order to organize the indicators into a framework and ensure that they are user 

friendly, logical and take into account the systems and functions in the practice, 
the indicators in the QIFP Assessment Tool are organized into five sections with 
14 indicator groups 

Minimum Standard 
 The base or minimum level of performance 
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Patient Satisfaction 
 May be determined by survey or complaints system 

Plan, Do, Study, Act (PDSA) 
 A method of using data to search for underlying causes, and provide solutions 

Practice Nurses 
 Referred to in Canada as Registered Nurses 

Performance Assessment 
 System of measurement of individual or team performance in relation to a defined 

standard 

Quality Assurance 
 Activities and programmes designed to achieve desired levels of care 

Quality Measures (Indicators) 
 Types of indicators: 1) Clinical effectiveness indicators, 2)  Health improvement 

indicators, 3) Performance indicators, 4) Sentinel indicators 

Re-accreditation/Re-validation 
 Reassessment of competence (3) 
 The repeating of the Accreditation and/or Validation process based on specific 

criteria of Accreditation and Validation programmes 

Scope of Practice 
 The extent and limits of the medical interventions that a health care provider may 

perform 

Sections 
 The five sections in the QIFP Assessment Tool represent the key areas in family 

practice that can assist practice teams to provide the right environment for patients 

Standards  
 A mark of success in achieving an indicator and specifies the acceptable level of 

care.  It is the level of performance that you want to expect to achieve, may be a 
precise target level of performance or that which you identify   

 Describes the qualities required for particular practice activities. 
 Empirical standards are derived from practice and rest on attainable goals. They 

are used to compare one practice with another with statistical averages and ranges 
obtained from multiple settings  

 Normative standards stem from body of legitimate knowledge and values and set 
by panels of physicians, highly qualified practitioners who act as judges or 
researchers in consultation with practitioners  
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 Directive standards are descriptive patterns of diagnosis and management based 
on specificity and sensitivity (4) 

Standard-based Programmes 
 Assess degree to which individual or team meets pre-defined measures 

Star System 
 In the Quality in Family Practice Assessment Tool, there are three types of 

criteria, based on the following star system: 
 These criteria are required by law 
 These criteria are considered a “must” for family practice 
 These criteria are considered a “should” for family practice.  Desirable 

criteria describe higher levels of performance which will probably not be 
attained at the first practice assessment.  These should be considered 
something to aim for, as part of continuous quality improvement 
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INTRODUCTION 
 
 
Consumers, providers, funders and professional associations are keen to ensure that medical care 
is of the highest quality, and that a process is in place for a quality assessment in family practice 
offices. The Quality in Family Practice (QIFP) project is an exploratory study designed to 
recommend an interdisciplinary assessment programme for promoting optimal quality in family 
practices throughout Ontario. 
 
Quality assessment in family practice programmes currently exists in the United Kingdom (UK) 
by the Royal College of General Practitioners (RCGP), in Australia by the Royal Australian 
College of General Practitioners (RACGP), and in New Zealand by the Royal New Zealand 
College of General Practitioners (RNZCGP). Programmes also exist in the United States (US) to 
varying degrees. Some of these programs address aspects of allied practitioners, but are not 
totally transferable to family practices in Ontario.  

Mission 
To recommend a programme in Ontario which promotes and celebrates a culture of quality 
improvement in family practice. 

Vision  
All family practices in Ontario will voluntarily participate in the Quality in Family Practice 
programme to demonstrate their excellence. 

DESCRIPTION OF THE PROJECT 
This project (Phase 1) was funded from September 2003 – March 2005, and is divided into two 
stages. 

Phase 1: Stage One 

Objectives 
The objective of Phase 1: Stage One (September 2003 – August 2004) was to undertake a 
collaborative process with a multidisciplinary group of key stakeholders and patients to develop a 
model of a quality program for achieving excellence in family practices in Ontario through:  

 An international review of the literature on quality assessments in family practices 
 A global environmental scan on quality assessments in family practices 
 Extensive focus group consultations with patients, practitioners, and staff in Ontario 

family practices 
 Site visits to observe existing quality programmes 
 Teleconferences with provincial, national and international experts 
 Reports from each of the above processes, and  
 A Recommendation Report  

Phase 1: Stage Two 

Objectives 
• September – December 2004: develop the first draft of the QIFP tool  
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• January 2005: Develop and conduct a QIFP Master Assessor’s Training Workshop  
• Conduct an international cost analysis to inform the proposed QIFP programme 
• Prepare a summative evaluation report 
• March 2005: Complete Final Report on Phase 1 for the MOHLTC  

HISTORICAL BACKGROUND TO THE PROJECT 
The QIFP project was developed following a year of intensive preparation by family doctors and 
other providers in Hamilton, 2001-2002. This group received guidance from a visiting family 
doctor from Scotland, Dr. Ronald MacVicar, who was instrumental in the creation of the Quality 
Practice Award (QPA) program in Scotland. The proposal was developed by a collaborative team 
that included representation from the Department of Family Medicine and the School of Nursing 
at McMaster University, the Family Medicine Association of Hamilton, and the Ontario College 
of Family Physicians, who received the funding.  

Canadian Programmes 

Canadian Council on Health Facilities Accreditation 
There is a strong relationship between accreditation systems and the social, political, and economic 
environment of a country. In 1953, Canadian members on the Joint Commission on Accreditation 
of Healthcare Organization (JCAHO), an American accreditation agency, decided to develop a 
programme that would meet the needs of the Canadian health care system. They set up the 
Canadian Council on Health Facilities Accreditation (CCHFA). The government, as the public 
funders of the Canadian health care system, has a direct interest in the results of accreditation.  
However, the government has an arm’s length relationship to CCHFA. Clients of CCHFA are 
primarily hospitals, but CCHFA standards act as a measurement guide for other health care 
organizations. (3) 

Federal Commissions on Healthcare  
In 2003, two Canadian commissions launched a nation-wide debate on health care. Both reports, 
the Federal Standing Senate Commission on Social Affairs, Science and Technology (Kirby 
Commission)(5), and the Commission of the Future of Healthcare in Canada (Romanow 
Commission)(6) renewed support for the five principles of the Canada Health Act. Both 
commissions called for systems to measure and improve quality of health care in Canada.  

Report from Alberta 

The Alberta 2001 Premier’s Advisory Council on Health recommended “a patient-oriented 
system to encourage empowerment, accountability, and continuous quality improvement” with 
tracking and monitoring outcomes as a way to improve quality in health care. (7)  

Saskatchewan 
In Saskatchewan in 2001, the Fyke Commission’s report, Caring for Medicare: Sustaining A 
Quality System, called for the creation of a provincial Health Quality Council with a mandate to 
improve the quality of health services. (8) 

Ontario Family Medicine  
In June of 2001, the Ontario College of Family Physicians (OCFP) released a paper entitled 
Ensuring Success for Ontario’s Family Health Networks – Leadership, Innovation, 
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Accountability and Connectivity in Family Medicine.  It called for an “accountability structure” 
and a “measurement system to monitor the effectiveness of local Family Health Networks 
(FHNs), to provide positive feedback to network members regarding their success in meeting 
patients’ needs.” The OCFP followed up on these recommendations by hosting a family medicine 
forum, Celebrating Quality in Family Medicine: An International Perspective. Presentations and 
small group work provided the Board with recommendations to proceed with the establishment 
of structures to support quality improvements in primary health care (The Leadership Connect) 
and the establishment of quality improvement processes (Quality Assessment/Voluntary 
Accreditation Project). 

The Quality in Family Practice Programme 
The focus of the Quality in Family Practice (QIFP) programme (formerly called the Quality 
Assessment/Voluntary Accreditation Project) is to provide a vehicle for voluntary Continuous 
Quality Improvement (CQI) for all members of the family practice team. Based on reports in 
other jurisdictions, it is anticipated that QIFP will enable practices to evaluate and improve the 
quality of care they provide to their patients through assessing a number of different indicators.  

PRIMARY HEALTH CARE REFORM IN ONTARIO 
Ontario is currently undergoing changes to its primary health care system in order to address 
critical issues that exist in our health care system. The specific changes include: 

 Improved access to primary health care 
 Improved quality and continuity of primary health care providers 
 Increased patient-provider satisfaction 

Improved Access to Primary Health Care 
There is a concerted effort to increase access for patients to primary health care providers 24 
hours a day, 7 days a week. In the present state of physician shortages, interdisciplinary team 
access is being explored through the establishment of Family Health Teams (FHTs). The QIFP 
project is designed to assess these multidisciplinary teams. 

Improved Quality and Continuity of Primary Health Care 
Primary health care reform is being designed to provide people with access to their own family 
doctor and/or through a FHT. The QIFP project is designed to measure continuity of care 
indicators.  

Increased Patient-Provider Satisfaction 
No Primary Care Reform initiative will be effective unless it can demonstrate patient-provider 
satisfaction. The QIFP project is designed to measure patient and provider satisfaction using a 
variety of indicators. 

THE PCCCAR BASKET OF SERVICES 
In the fall of 1995, the Provincial Coordinating Committee on Community and Academic Health 
Science Centre Relations (PCCCAR) was struck to review the key provincial and national reports 
on primary health care. The goal was to develop a strong, efficient, well-managed primary health 
care system that would promote high quality care, while using the most appropriate health care 
provider. The work of the subcommittee was guided by six objectives established by the Ministry 
of Health: 
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OBJECTIVE 1: Improve the integration and coordination of local health services 
 

OBJECTIVE 2: Ensure people in every community have access to an appropriate range of 
health care services on a timely basis 

 
OBJECTIVE 3: Support involvement of an appropriate range of health practitioners 
 
OBJECTIVE 4: Support evidence-based decision-making and the use of information-

technology to improve the quality of care 
 
OBJECTIVE 5: Improve the distribution of health care providers 
 
OBJECTIVE 6: Increase the responsiveness of the funding system to the stated 

objectives for improved distribution and mix of practitioners, service 
comprehensiveness, quality of care, and the need for funding predictability  

 
PCCCAR provided a list of 15 mandatory functions for all primary care agencies:  

1. Health assessment 
2. Clinical evidence-based illness prevention and health promotion 
3. Appropriate interventions for episodic illness and injury 
4. Primary reproductive care 
5. Early detection, initial, and ongoing treatment of chronic illnesses 
6. Care for the majority of illnesses (in conjunction with specialists as needed) 
7. Education and support for self-care 
8. Support for in-home long term care facility and hospital care 
9. Arrangements for 24-hour/7-day a week response 
10. Service coordination and referral 
11. Maintenance of a comprehensive client health record for each rostered consumer in the 

primary health care agency 
12. Advocacy 
13. Primary mental health care including psycho-social counselling 
14. Coordination and access to rehabilitation 
15. Support for people with terminal illnesses 

 
The QIFP project includes the PCCCAR core services as a guiding document for optimal 
provision of primary care services in Ontario. 

GUIDING PRINCIPLES 
In addition to the PCCCAR report, other resources also provide guidance for the QIFP project 
and the content of the assessment tool: 
 
1. The Canada Health Act is Canada’s federal health insurance legislation. The Act sets out the 
primary objective of Canadian health care policy: “to protect, promote and restore the physical 
and mental well-being of residents of Canada and to facilitate reasonable access to health 
services without financial or other barriers.” The Canada Health Act establishes criteria and 
conditions related to insured health care services and extended health care services that the 
provinces and territories must meet in order to receive the full federal cash contribution under the 
Canada Health and Social Transfer.  
     http://www.hc-sc.gc.ca/medicare/Canada%20Health%20Act.htm   
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2. The Professional Codes of Ethics from the relevant disciplines, including: 
 
 Canadian Medical Association (CMA) Code of Ethics (2004) 
      http://www.cma.ca/index.cfm/ci_id/41175/la_id/1.htm 
 
      Code of Ethics for Canadian Pharmacists 
 http://www.napra.org/pharmacists/code.html  
      
 Canadian Nurses Association Code of Ethics for Registered Nurses 
 http://www.cna-nurses.ca/CNA/practice/ethics/code/default_e.aspx   
  
 Code of Ethics for the Dietetic Profession in Canada 
 http://www.dietitians.ca/career/i2.htm  
  
 Canadian Association of Social Workers Code of Ethics 
 http://www.umanitoba.ca/faculties/social_work/code_ethics/code_ethics_full.html 
 
3. The Four Principles of Family Medicine developed by the Ontario College of Family 
Physicians: 
 

The family physician is a skilled clinician.  
 
Family medicine is a community-based discipline.  

 
The family physician is a resource to a defined practice population.  

 
The patient-physician relationship is central to the role of the family physician.    
 
A more comprehensive description is available at:   
http://www.ocfp.on.ca/English/OCFP/About%20the%20OCFP/4principles/default.asp?s=
1  

 
4.  Historic and international Oaths and Declarations, including: 
 

The Hippocratic Oath 
 http://duke.usask.ca/~porterj/DeptTransls/HippOath.html  
  
 Declaration of Geneva 1948 World Medical Association 
 http://www.donoharm.org.uk/gendecl.htm  
 
5.  The CanMEDS 2000 Project was commissioned by the Royal College of Physicians and 
Surgeons of Canada to examine Canadian societal health care needs and to assess their 
implications for postgraduate training programmes. Essential roles and key competencies of 
specialist physicians were extracted and clustered into seven major physician roles: medical 
expert/clinical decision-maker, communicator, collaborator, manager, health advocate, scholar, 
and professional. 
http://rcpsc.medical.org/canmeds/canmed_e.html  
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SUMMARY 
Generally, family practices strive to deliver quality care to their patients. However, there is 
currently no yardstick for a practice to measure its continuous quality improvement (CQI).  As 
the health care system increases in complexity, a quality framework that supports this CQI 
environment is vital. The QIFP project provides a comprehensive framework to meet this 
challenge. 
 
Several Canadian studies have outlined issues that we must address. Some provinces have started 
to implement quality programmes. The QIFP project has reviewed the national and international 
literature and completed an environment scan, conducted focus groups and teleconferences, and 
visited sites in the UK and Ontario that operate quality programmes. This information, together 
with an extensive consultation process of interested clinicians, staff and patients, and an Advisory 
Committee of key stakeholders, has provided the Project Management Team with information for 
developing a process for achieving excellence. 
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COMMITTEES & COMMITTEE STRUCTURE 
 
 
PROJECT MANAGEMENT TEAM BIOGRAPHIES 
 
 
Cheryl Levitt, Project Leader and Principal Investigator 
 

Cheryl Levitt is Chair of the Department of Family Medicine at 
McMaster University.  She was born in South Africa, trained 
there and did her internship at Baragwanath Hospital, Soweto.  
She left in 1977 for Canada and practiced rurally in British 
Columbia from 1977 – 1984.  Dr. Levitt has been an academic 
family physician since 1984 at McGill and McMaster 
Universities.  She is involved in family medicine leadership at a 
national, provincial, and local level with involvement in primary 
care.  Dr. Levitt is an executive member of the Ontario College 
of Family Medicine.  Dr. Levitt has published widely on primary 
care issues, medical migration of foreign doctors and maternal 
and child health. 

 
David Price, Chair, Medical Consultant and Co-Investigator 
 

David Price has been an Assistant Professor in the Department 
of Family Medicine at McMaster University since August 2000.  
He came to academia from a community practice where he 
provided a broad spectrum of care including obstetrics, 
pediatrics, geriatrics, and palliative care.  Since coming to 
McMaster, he has been the founding Director of the Maternity 
Centre and in 2001the Unit Director at Stonechurch Family 
Health Centre.  Dr. Price represents the College of Family 
Physicians the National NRP Committee, and recently was 
involved in the Canadian Newborn Hearing Screening Health 
Canada Working group.  He has been involved in the ACoRN 

{Acute Care of the At Risk Newborn} project that will be ready for release in the fall of 
2004.  Since the fall of 2003, he has been the Medical Director in the Quality Assessment 
and Voluntary Accreditation Project.  He is the Chief of Family Medicine at Hamilton 
Health Sciences. 
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Linda Hilts, Nursing Consultant and Co-Investigator 
 
Linda Hilts is an assistant clinical professor with the School of 
Nursing and Department of Family Medicine, Faculty of Health 
Sciences, McMaster University.  After completing a BscN she 
did a MEd which resulted in the W.R.I.T.E. (Write Readable 
Information To Educate) book  which teaches health 
professionals to develop readable education materials  She is 
currently working as a Family Practice Nurse at Stonechurch 
Family Health Centre.  Linda is the Education Coordinator at the 
Centre and is very involved in residency education at both the 
unit and department level. 
 

 

Eileen Hanna, Project Manager 
 
Eileen Hanna is currently working as the Special Projects Manger 
in the Department of Family Medicine, McMaster University.  
After completing her BScN, she worked on 6 concurrent research 
projects in the School of Nursing and taught in the undergraduate 
nursing and medical programs at McMaster University while 
doing her Master of Education degree at the University of 
Toronto.  Following this, she managed a CPSO funded project, 
the Physician Review and Enhancement Program, which assessed 
the clinical competence of practising family doctors in Ontario.  
She also created several innovative continuing education 
programs that earned her international and national awards, and 

the Decker Publisher’s award.  She was headhunted to an international education 
company in Toronto where she developed a Continuing Education Department that 
produced groundbreaking continuing education programs for multidisciplinary audiences.  
She is currently completing her PhD in Medical Education at the University of Toronto. 
 
Angela M. Barbara, Research Assistant  
 

Angela Barbara is a Research Assistant in the Department of 
Family Medicine at McMaster University. She graduated from the 
University of Toronto with a Bachelors degree in Psychology 
(1995), and earned a Masters degree in Health Services Research 
from Wake Forest University (2000). She has coordinated and 
participated in numerous research projects in diverse areas, 
including addictions, antenatal HIV testing, gender issues, 
housing, and prostate cancer. Her research is multidisciplinary 
using qualitative and quantitative methodologies. She has recently 
co-authored the manual Asking the Right Questions II: Talking 
with clients about sexual orientation and gender identity in 
mental health, counselling and addiction settings.    
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Tammy Villeneuve, Administrative Assistant 
 

Tammy Villeneuve is the Administrative Assistant for the 
Quality in Family Practice project in the Department of Family 
Medicine.  She has her Honours Diploma in Executive Legal 
Administration from the Toronto School of Business and is 
currently completing her Psychology degree at McMaster 
University.  She has also provided Administrative support in a 
wide spectrum of other office environments.  She brings 
excellent interpersonal, communication, and organizational skills 
to the project.  She has enjoyed a variety of experiences at 
McMaster University in the last 5 years, including assisting 
professors, students, writing grant applications and research 
proposals.  She attended a Community of Science Information 
Session at the University of Toronto. 

 
Kathy White, Cost Analyst 
 

Kathy White recently retired after 30 years in the Payroll 
Department at Hamilton Health Sciences.  Working the last 
twenty years as the Payroll Manager she ensured that all 
employees were paid on time and accurately.  She was involved 
in the development of the corporate fringe benefits, analysis of 
variances and the implementation of new systems.  Since retiring, 
she has spent more time at her cottage and renovating her home.  
 
 

Previous Members of the Project Management Team 

Phyllis Jensen, Research Associate 
 

Phyllis Jensen is a researcher, educator and clinician.  She has 
been an assistant professor in the department of family medicine 
at McMaster University since 1998.  She was the research 
associate on the Quality in Family Practices project from 
September 2003 – July 2004.  As medical 
sociologist/psychologist she was seconded to the 
multidisciplinary project Actively Building Capacity in Long-
term Care.  She taught comparative health systems, research 
methods, and exploratory and confirmatory statistics.  She 
worked in the area of health and justice for 8 years, first as 
research associate on the national study of sexual offences 
against children and youth, then as principal researcher on a 
federal commission on spousal abuse.  She is completing her 
second doctorate and has a private clinical practice. 
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STEERING COMMITTEE MEMBERS BIOGRAPHIES 
 

Anne Barber, Nurse Practitioner Representative 
Anne Barber, RNEC MScN is a graduate from Ryerson University with a degree in 
Nursing.  She worked in Toronto as a Labour and Delivery Nurse at North York General 
Hospital and at Toronto Public Health with the Healthy Babies Healthy Children 
Program.  She went to the University of Ottawa where she attained her certificate as a RN 
in the Extended Class as well as her Masters in Nursing.  She has a special interest in 
health promotion and illness prevention within primary health care.  She worked as a 
RNEC in rural southwesten Ontario before coming to work as a nurse practitioner at 
Stonechurch Family Health Centre in Hamilton. 

Elizabeth Beader, Executive Director of North Hamilton Community Health 
Centre 
Elizabeth Beader has been Executive Director of North Hamilton Community Health 
Centre (a family practice unit of McMaster University Department of Family Medicine) 
since 1994.  She recently was awarded her MBA from Athabasca University in 2003.  
Elizabeth currently holds the position of treasurer of Community Organizational Health 
Inc., a provincial accreditation body for Community Health Centres across Ontario.  
Elizabeth strongly supports a universal healthcare system that can be measured in order 
to ensure that the health status of Canadians is maintained or improved. 

Janie Bowles-Jordan, Pharmacist Representative 
Janie graduated from the Faculty of Pharmacy, University of Toronto with a Bachelor of 
Science in Pharmacy in 1990.  After completing her one-year post-graduate hospital 
residency at St. Joseph’s Hospital, she continued for four years as a clinical pharmacist 
and team leader at St. Joseph’s Hospital Clinical Teaching Unit.  Currently, Janie is the 
Clinical Pharmacy Manager at Marchese Pharmacy, which includes supervising the 
Specialty Compounding Services, Dispensary and Infusion programs provided by 
Marchese Pharmacy.  Education McMaster University and University of Toronto/ 
Certified Accreditation with ISO Program and CCHSA Team Lead. 

Jennifer Frid, Receptionist Representative 
Jennifer Frid has her diploma from Mohawk College General Office Administration 
program and is currently working at McMaster Family Practice West End Clinic.  
Jennifer began her career at McMaster working for 8 years with the voluntary system in 
the hospital providing customer service to patients and visitors of HHSC and later 
working at McMaster Family Practice for 4 years as a Clinical Aide.  For the past two 
years she has been a receptionist with additional Medical Terminology certification.   

Carol Hayter, Patient Representative 
Carol Hayter trained in England, and has worked as a speech-language pathologist in the 
Hamilton area for over 40 years. She is currently retired and is enjoying spending time 
with her 4 children and 9 grandchildren. 
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M. Jan Kasperski, OCFP Representative and Co-Investigator 
Jan Kasperski is the Executive Director & CEO of the Ontario College of Family 
Physicians.  Ms. Kasperski is a Registered Nurse and a Board Certified Health Executive.  
She has over thirty years experience in a variety of healthcare settings, as a clinician, an 
educator, a researcher and a hospital administrator.  Ms. Kasperksi has been a Professor 
at St. Paul’s University and the University of Ottawa, as well as an educational consultant 
with the Canadian Healthcare Association.  Ms. Kasperski has been an active member of 
the Board of several healthcare related organizations. 

Michelle Martin, Patient Representative 
Michelle Martin graduated from University of Toronto in 1986 with a Bachelor of 
Science in Psychology. She has worked as a welfare visitor for the City of Toronto, and 
as a part-time residential assistant for Community Living Mississauga where she 
supported intellectually handicapped adults. With her husband, she has given 
presentations on communication and conflict resolution in marriage for the Archdiocese 
of Toronto Marriage Preparation Instructors Course.  In 2000, she relocated to Hamilton.  
She is the mother of ten children, ranging in age from 16 years to 13 months. 

Jennifer McGregor, Dietitian Representative 
Jennifer McGregor, B. Comm. RD is a primary care dietitian with the Hamilton Health 
Service Organization Mental Health and Nutrition Program.  Jennifer is a member of 
Dietitians of Canada (DC), the American Dietetic Association, DC Primary Health Care 
Action group and is a Peer Review Assessor for the College of Dietitians of Ontario. 

Colin McMullan, Research Associate 
Colin obtained his PhD in Geography from McMaster University in 2002.  While at 
McMaster, his research focus was on the analysis and evaluation of public health policy.  
After completing his dissertation, Colin held the position of Postdoctoral Fellow with the 
Canadian Heart Health Dissemination Project (CHHDP).  Since 2003, he has been 
working as a population health consultant at the Central West Health Planning and 
Information Network (CWHPIN).  Colin has been involved in a variety of research 
publications and reports and brings a wide range of research experience to the project.  At 
present, Colin is an adjunct Assistant Professor with the Health Studies Programme at 
McMaster University. 

Ruth Morris, Family Physician Consultant 
Ruth Morris is a community family physician who has been in practice for 20 years.  She 
was the lead physician of the Escarpment PCN in 2002.  She has been President of 
Family Medicine Association of Hamilton (FMAH) since 2002.  Dr. Morris was an active 
participant in the Quality Assessment project in Hamilton and is on the Steering 
Committee of the PHCTF funded Quality in Family Practices project. 

Mari Rainer, Receptionist Representative 
Mari Rainer has enjoyed being a receptionist/billing clerk working at the same family 
practice office for fifteen years.  The last twelve years have been at the Stonechurch 
Family Health Centre location. 
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Carol Ridge, Office Manager Representative 
Carol Ridge has been part of McMaster’s Department of Family Medicine for 13 years, 
starting at Stonechurch Family Health Centre as an administrative assistant, then 
manager, and currently as business manager at the McMaster Family Practice clinical 
teaching unit. Carol, along with her husband and three daughters, was born, raised and 
educated in Hamilton. With a mother and mother-in-law who are nurses, and one 
daughter presently in second year nursing at McMaster, Carol has enjoyed many dynamic 
health care discussions around the dinner table. 

David Smith, Social Worker Representative 
David Smith, MSW, RSW is a social worker working within the Hamilton-Wentworth 
HSO Mental Health Program as well as in private practice.  He holds an appointment of 
Assistant Clinical Professor in the Department of Psychiatry and Behavioural 
Neuorsciences at McMaster University, where his interests include teaching 
psychotherapy within the Clinical Behavioural Sciences Program and the Psychotherapy 
Resident Training Program. 
 

Past participants: 

Jack Azulay, Patient Representative 
Jack Azulay is currently retired, remodeling his home and cottage, and doing volunteer 
work.  He was born, raised, educated, and lives in Hamilton.  He is happily married with 
three children and six grandchildren.  He worked over 45 years in Hamilton in the fields 
of domestic, commercial, and industrial technology maintenance, project management, 
industrial technology management, purchasing management, owned and operated 
technical consulting business. 

Lisa Dolovich, Pharmacist Consultant 
Lisa Dolovich is a pharmacist who obtained her Bachelor of Science in Pharmacy and 
Doctor of Pharmacy degrees from the Faculty of Pharmacy, University of Toronto.  She 
completed a Canadian Society of Clinical Pharmacology Fellowship at the Centre for 
Evaluation of Medicines in 1998 and completed her Master of Science degree in Health 
Research Methodology at McMaster University.  Lisa has led projects focused on 
improving drug use in primary care including the enhancement of collaborative working 
relationships between physicians and pharmacists. 
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Project Management Team and Steering Committee Members May 2004  
Left to Right 

 
Back Row:  Mari Rainer, Receptionist Representative, Linda 

Hilts, Co-Investigator, David Price, Co-Investigator, David Smith, Social 
Work Representative, Phyllis Jensen, Research Associate, Jack Azulay 

First row:  Jennifer McGregor, Dietitian Representative, Cheryl Levitt, Project 
Leader and Principal Investigator, Tammy Villeneuve, Project Assistant, 
Eileen Hanna, Project Manager, Janie Bowles-Jordan, Pharmacist 
Representative, Brenda Copps, Advisory Committee member 
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ADVISORY BOARD 
 

Additional Consultants 
 
Alan Abelsohn 
 
David Chan 
 

Corresponding Consultants 
 
Maureen Gillon 
 
Bruce Bagley 
 
Rachelle Vial 
 
Ronald MacVicar 
 
Michael Mills 
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QUALITY LAUNCH, NOVEMBER 12TH, 2003 

 

RATIONALE 
Based on a previous successful experience of using a formal launch to introduce a project to 
community stakeholders, the Steering Committee decided on this action.  
The purpose of the launch was multi-faceted:  
 

• To introduce the project  
o to inform organizations and key individuals about the project 
o to explain the process of the next two years 
 

• To identify prospective members for the Steering and Advisory Committees and to 
develop the knowledge transfer database 

 
• To promote “buy-in” from the community 

 
• To locate research resources 

o to seek information about other Quality programmes 
 

• To begin the knowledge transfer process 

PRE-LAUNCH CONSULTATIONS 
To prepare for the launch, a series of consultation meetings were held by members of the Project 
Management Team with representatives of key stakeholder organizations. There were three major 
goals: 
 

• To determine interest and availability in attending the formal launch 
• To determine anticipated level of support and participation in the process 
• To seek advice and direction    

 
Stakeholder organizations include professional colleges and associations: College of Physicians 
and Surgeons (CPSO), College of Nurses of Ontario (CNO), Ontario Medical Association 
(OMA), Ontario College of Pharmacists (OCP), Registered Nurses Association of Ontario 
(RNAO). Pre-launch consultations were held with the following persons. 
 

Representative  Organization  
Teresa Agnew   Ontario Nurse Practitioner Association (ONAP) 
Cathy Conlin   College of Nurses of Ontario (CNO) 
Audrey Danaha   Registered Nurses Association of Ontario (RNAO) 
Doris Grinspun   Registered Nurses Association of Ontario (RNAO) 
Cal Gutkin    College of Family Physicians of Canada (CFPC) 
Paul Rainsberry   College of Family Physicians of Canada  (CFPC) 
Greg Ujiye   Ontario College of Pharmacists (OCP) 
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ISSUES IDENTIFIED IN PRE-LAUNCH CONSULTATION 

College of Physicians and Surgeons (CPSO) 
Members of the CPSO were keen on the proposal. They are moving towards a three-part re-
certification programme for Ontario physicians that they hope to have finalized by 2005, and do 
not see the Quality in Family Practice project as a duplication of effort. They raised a question 
about the discovery of an ethical dilemma during the Quality Assessment. Would it be reported?  

The College of Family Physicians of Canada (CFPC) 
In discussion with the members of CFPC, names of possible representatives were provided and a 
number of issues emerged. Issues discussed included the following: 

• CFPC has explored problems of assessment in relation to peers—there is a difference 
between Fellowship by Nomination and Fellowship by Assessment 

• Australia and New Zealand use this method of practice review, but it is expensive and 
there are direct costs to the family practices. 

• In Australia, the incentive is bonus pay 
• In Ontario, the focus would be on interdisciplinary practice, but most practices are not 

interdisciplinary 
• Terminology is an issue 
• Privacy legislation coming out in January 2004 may affect peer assessment 
• Foreseeable benefits are cost effective practice, and a resource to licensing bodies 
• Ownership and housing of the process must be addressed 
• Recommended that an academic department should take the lead role instead of 

professional colleges as outcome research will be important 
• Outcome measures should include discharge planning and continuity of care 
• An outcome focus is the most attractive and likely most constructive aspect of this 

process 

Ontario Medical Association (OMA) 
Although the Quality in Family Practice project is seen as an interesting idea, concerns were 
raised about the use of the term “accreditation,” and the concept of a “voluntary” process. Will it 
become involuntary? They recommended that a non-academic family physician be involved to 
represent “grass roots” doctors.  They suggested undertaking a feasibility study of family 
physicians in Ontario, but questioned whether this should be done before or after the concept has 
been developed. 

College of Nurses of Ontario (CNO) 
The College has been talking for a long time about how to assess multidisciplinary teams, so full 
commitment to this project from the nursing community was predicted. Recommendations made:  

• Both professional associations and regulatory bodies should be included in process:  
o RNAO (Registered Nurses Association of Ontario) 
o FPNA (Family Practice Nursing Association) 
o NPAO (Nurse Practitioner Association of Ontario) 
o RPNAO (Registered Practical Nurses Association of Ontario) 
 

• RPHPA has a 3-step assessment programme  
o Reflective practice started in 1996 
o Practice review started two years ago 
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o Employer’s support on issues related to the environment which affect 
standards of practice 

• Project should strengthen self-reflection in terms of relationships in multidisciplinary 
teams 

• Wendy McBride of the Canadian Association of Schools of Nursing (CASN) 
accredits nursing programmes across the country, would be an excellent resource  

Registered Nurses Association of Ontario (RNAO) 
A mixed message was received from the RNAO executive director. On one hand she rejected the 
concept, stating it should not be an award of excellence, but basic accreditation.  On the other 
hand, she suggested the following organizations should be part of the process: 

• The chair of the Nurse Practitioners Association of Ontario (NPAO)  
• The chair of the Family Practice Nurses (FPN) 

Ontario College of Pharmacists 
Members of the Ontario College of Pharmacists were enthusiastic about the project.  In the past 5 
years OCP has revised their professional Quality Assurance programme to include objective 
assessment of professional practice.  The approaches proposed in the Quality in Family Practice 
project are consistent with the direction taken by OCP.  OCP also recognizes a growing role for 
pharmacists within primary care.  The project has the potential to improve linkages between 
community pharmacists and family practice sites through assessment of processes relating to 
prescribing of medications and communication as well as incorporate assessment of the role of 
the pharmacist within primary care. 
 

INVITEES TO THE LAUNCH  
Members of the Steering Committee brainstormed about whom to invite to the launch. Names 
were also suggested in the pre-launch consultations. These include Alex Borgiel (CFFC), Anne 
Coughlin (CNO), Francine Lemire (CFFC), Bernie Marlow (CFFC), Wendy McBride (CASN), 
Beth McCracken (RPNAO), John Maxted (CFFC).   (See Appendix 2 Launch Invitees List 
November 2003) 

THE LAUNCH 
Based on feedback from the pre-launch meetings, and experience of members of the Steering 
Committee, the launch was held November 12th 2003 from 4:30 –6:30 pm in the Toronto meeting 
room offices of the OCFP.  Jan Kasperski, the Executive Director welcomed the quests. Dr David 
Price, Chair of the Steering Committee introduced the project using a PowerPoint presentation.  

Feedback  
Steering Committee members attending the launch provided oral and written feedback. Overall, 
the launch was well received. Lessons were learned about the launch process itself, information 
gleaned, and advice received about who to contact and include.  

Perceptions of Project  
• There is high level of interest and support in the health care community about the Quality 

in Family Practice project 
• Participants agreed, it is a huge undertaking with great potential benefit 
• Many were positive in principle, but admitted they did not fully understand the concept 
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• Dietitians of Canada - Ontario Region  (DC-OR) are delighted to be recognized as part of 
the family practice team and to be part of process 

• Nurses representing CNO were very supportive and concerned about negative response of 
RNAO executive director 

• Many commented that family practices are going through a lot of changes and this project 
can help in finding ways to adjust to meeting new needs of patients, doctors and their staff  

Lessons Learned 
• The launch is a good way to introduce a collaborative project to key stakeholders  
• Because the launch is a new process, it will take time for potential participants to get used 

to the idea and the process  
• For collaborative projects, like the Quality Study, in an early developmental stage, it can 

be difficult to communicate the idea with full success 
• It is not numbers that are important at the launch, it is getting the message to the right 

people at the right time 
• More lead time for invitees and good timing may ensure greater participation  
• Brochures and handouts can be useful, but may also flame fires of resistance 
• A central location is important  
• The end of the work day is the best time for the launch 
• A short presentation can accomplish much 
• Face-to-face conversations are also important to get the message across 
• Name tags, however briefly worn, are useful 
• With a small gathering, give each one an opportunity for self-introduction 
• Posted photographs of key members of the team can be useful as an ice breaker and as an 

identification resource for guests, but only should be used if they are of good quality and 
not a source of embarrassment of the subjects themselves 

Information Gleaned 
• The College of Dietitians of Ontario has a quality assurance programme with three 

components: 1) a Self-Directed Learning (SDL) tool for self-assessment and professional 
development, 2) practice assessment with a remediation and collection analysis, 3) 
dissemination of information. 

  
While the College of Dietitians of Ontario is not able to "sit at the table" (be a member of 
the Steering Committee), they want to be keep abreast so they can actively participate at a 
later date 

 
• Teleconference call to the Dietitians of Canada Primary Health Care Action Group 

(DCPHCAG) to plan a one day Focus Group with dietitians from all sectors to discuss 
primary health care, dietetic roles, collaborations, linkages, practice gaps, perceived 
duplications, and to propose solutions for the service gaps and to identify potential 
collaborators 

 
• University of Western Ontario researchers have almost completed the lengthy programme 

evaluation of the Hamilton-Wentworth HSO Mental Health and Nutrition programme 
(Anne Marie Crustolo and Dr. Kates) 
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• The CHC is willing to share their multidisciplinary programme evaluation 
o CHC evaluation is focused on administration—initially, they had complaints from 

doctors going through the evaluation process, but later had feedback it was useful 
o CHC is interested in “service” aspect of our process 

 
• Dennis Timbrell (Kingston), past president of Ontario Hospital Association (OHA) has 

done work in this area 
 

• Doug Saunders has completed a Psychology Quality in Family Practice project 
 

• Dr. Brenda Copps, board member of Family Medicine Association, Hamilton (FMAH) 
enthusiastic about the project, which she feels is different from original proposal 

 
• Community Health Centres (CHC) have been doing multidisciplinary evaluations 

(Building Healthy Communities) for five years and willing to share results  
 

• Quality conference was held recently in Dallas with information from Australia 
 

• Ontario Drug Benefits (ODB) is working on a collaborative model of consultations 
between physicians and pharmacists 

Advice Received 
• The practice committee at Ontario Pharmacists Association (OPA) would be interested in 

participating, but recommend representation on the Steering Committee of the Ontario 
College of Pharmacists (OCP)  

• It is important to use language that describes the project in clear terms 
• Consider including representation from the College of Dietitians of Ontario 
• Consider including representation from the Professional Association of Internes and 

Residents of Ontario (PAIRO) 
• This inclusive project will be a lot of work - but truly necessary 
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Attendees                                                           Organizations Represented 
 
Ms. Sue Burnell-Jones Vice President - RN College of Nurses of Ontario 

Ms. Kathie Conlin-Saindon 
Education Consultant, 
Policy College of Nurses of Ontario 

Ms. Linda Dietrich DC PHCAG  

Member & Representative for Coalition 
for PHC Coalition of Health Professionals 
DC Primary Healthcare Action Group 

Mr. Blair  Ferguson  Ontario College of Family Physicians 
Ms. Sherrie Hertz  Ontario Pharmacists' Association 

Ms. Diane E. Hindman Senior Pharmacist 
Ministry of Health & Long Term Care, Drug 
Programmes Branch 

Ms. Sandra Ireland President College of Nurses of Ontario 
Dr. Francine Lemire Director, Membership College of Family Physicians of Canada 

Ms. Nora MacLeod-Glover 
Manager, Continuing 
Competency Ontario College of Pharmacists 

Ms. Diane  McArthur 
Director, Health 
Planning Branch Ministry of Health & Long Term Care 

Dr. Rick Morris Deputy Registrar College of Psychologists of Ontario 
Ms. Dawn Norling Vice President - RPN College of Nurses of Ontario 

Ms. Vena Persaud 
Senior Programme 
Consultant Primary Health Care & Physician Policy Branch 

Dr. Douglas Saunders President - Elect Ontario Psychological Association 
Dr. Kanwal Shankardass Director Family Medicine Association of Hamilton 
Mr. Bruce Squires Executive Director Ontario Chiropractic Association 
Dr. Ruth Wilson Chair Ontario Family Health Network 
 
 

Advisory Committee who signed Membership of Understanding (MOU) for Phase 1 & 2 

Prefix 1st Name Last Name Title Organization 
Signed Phase 1 

MOU 
Signed Phase 

2 MOU 

Ms. Iris Krawchenko President 
Ontario College of 
Pharmacists √ √ 

Dr. Francine Lemire Director, Membership 
College of Family 
Physicians Of Ontario √  

Ms. Janet McCrimmon Executive Director 

Community 
Organizational Health 
Inc. (COHI) √ √ 

Ms. Sheri Oliver 
Project Coordinator 
Nursing Ed. Initiative 

Registered Practical 
Nurses Association of 
Ontario √ √ 

Dr. Karl Stobbe Rural Family Doctor 
Ontario Society of Rural 
Physicians √ √ 

Ms. Sue Vandemere  

Member, Ontario 
Medical Secretaries 
Association √ √ 
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ADVISORY COMMITTEE STRATEGIC CONSULTATION/PLANNING 
WORKSHOP, DECEMBER 10, 2003 
 
 

BACKGROUND 
An Advisory Committee Strategic Consultation/Planning Workshop was held on December 10, 
2003 as a part of the Quality in Family Practice project.  The Quality in Family Practice project 
is funded by the PHCTF and is designed to recommend to the Ontario Ministry of Health Long 
Term Care (MOH LTC) a programme for celebrating excellence in family practices in Ontario. 

MANDATE OF THE ADVISORY COMMITTEE 
As external stakeholders, the Advisory Committee is comprised of local, provincial and national 
organizational stakeholders identified in pre-launch consultations and by members of the Steering 
Committee. The role of the Advisory Committee in Phase One of the project is three-fold: 

1. To participate in two planning workshops to provide advice and direction for specific 
activities 

• Focus groups—who to invite and content 
• Teleconferences—who to call and content 
• International site visit—where to go and who should go 

2. To inform the Project Management Team of other relevant projects, initiatives and 
developments within the area of regulatory, licensing and accreditation standards 

3. To review the final draft and provide feedback prior to submission to ministry 

WORKSHOP ATTENDEES 
The following is a List of the Attendees at the Workshop (see Appendix 3 for List of Invitees 
December 2003, Appendix 4 Letter of Invitation December 2003): 
 

Attendees                            Organization Representatives 
Cathryn Cortissoz Canadian Standards Association 
Linda Dietrich Dietitians of Canada - Ontario Region 
Mike Dodd Canadian Standards Association 
John Dorland Ontario Family Health Network 
Daniel Klass The College of Physicians & Surgeons of Ontario 
Iris Krawchenko Ontario College of Pharmacists 
Francine Lemire College of Family Physicians of Canada 
Joan Mackenzie Davies Ontario Association of Social Workers 
Sheri Oliver Registered Practical Nurses Association of Ontario 
Janet McCrimmon Community Organizational Health Inc.  
Dominique Racine Canadian Medical Protective Association 
Karl  Stobbe Ontario Society of Rural Physicians 
Sue Vandermere Ontario Medical Secretaries Association 
John Mackenzie-Douie Ontario Association of Social Workers 
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Project Management Team and Steering Committee 
Cheryl Levitt Principal Investigator 
Janet Kasperski Co-Investigator 
David Price Co-Investigator 
Ruth Morris Co-Investigator 
Linda Hilts Co-Investigator 
Jack Azulay Patient Representative 
Eileen Hanna Project Manager 
Phyllis Jensen Research Associate 
Jennifer McGregor Dietitian Consultant 
David Smith Social Work Consultant 
Elaine Muise Administrative Assistant 

AGENDA AND PROCESS OF THE STRATEGIC CONSULTATION/PLANNING 
WORKSHOP 
A warm welcome was given by Jan Kasperski. A round table of introductions was followed by an 
overview of the project given by David Price- Strategic Workshop PowerPoint presentation 
Developing the Process to Achieve Excellence in Family Practices. (See Appendix 5 Strategic 
Consultation/Planning Workshop Agenda December 2003) 

Brainstorming on Issues in Quality Assessment 
Participants were given a guideline to Brainstorming (See Appendix 6, Brainstorming 
Techniques) and large index cards to jot down concepts, prioritize them and then speak to the 
issue. The goal was to generate new ideas around quality assessment in an environment of 
openness. The cards were grouped and pasted on the wall in natural groupings. 

Challenges in the Literature Review and Environmental Scan 
Using a PowerPoint presentation and a large group format, Phyllis Jensen presented the 
challenges and issues facing the Literature Review and Environmental Scan. (See Appendix 7  
Literature Search Challenges) The objective was to seek advice, direction and information from 
the Advisory Group. 
 
Our focus is similar to hospital accreditation. In defining the terms and issues that need to be 
addressed include the following questions:  

• What is excellence? 
• How does a practice achieve excellence? 
• How does a practice demonstrate excellence? 

 
We will undertake a systems analysis of patient–centered care by multidisciplinary teams in 
family practices. The focus is not on providers, but the team and may include some or all of the 
following: Family Physicians, Medical Secretaries/Receptionists, Nurses (RN(EC), RN, RPN), 
Dietitians, Social Workers, Pharmacists and other allied health care providers. The assessment of 
the process of care will be comprehensive. Examples of assessments include availability and 
access, practice profile, clinical care, communication, continuity of care, equipment, health & 
safety, health promotion, information technology, medical records, regulated health 
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professionals, unregulated health professionals, practice management, patient issues, and 
premises. 
 
Primary challenges in the literature review and environmental scan are defining the terms, 
defining the search and defining the boundaries. The Quality in Family Practice project is not 
attempting to duplicate the activities of the licensing bodies, but we can learn from the 
assessment tools they have developed, and should review them. 
 
In defining the search, we need to decide sources to include and where to look. It was agreed that 
the literature review should examine indexed and grey literature, and the following: published 
papers on quality programmes, unpublished papers, reports of professional associations, 
hospitals,  Canadian Standards Association, government documents, and quality programmes 
with self-assessment tools and assessor tools.  
 
We were also guided by two Canadian documents, which are widely accepted to influence and 
reflect Quality in Family Practice:  the CFPC Four Principles of Family Medicine (See Appendix 
1) and the Ontario MOH LTC PCCCAR Report. 
 
Participants were asked to complete the first section of the workbook to identify how to look at 
the literature and who to approach at the local, provincial, national and international levels. Small 
group reports and further discussion of the issues were done in a large group format. (See 
Appendix 8: Strategic Consultation/Planning Workshop Workbook).  The following was the 
advise and direction received from the participants. 

Focus Groups 
Using a small group format with members of the Project Management Team facilitating and one 
person per group acting as a Recorder/Reporter, advice and direction on the focus groups was 
sought. Participants were informed that the focus groups are planned for January to March 2004. 
Each focus group was to recruit members from each discipline represented in family practices: 
patients, family physicians, other health professionals, allied support staff, etc. Participants were 
asked: 

• Who to include to ensure representation, but also whether it is practical to set up all the 
focus groups in the Hamilton area? 

• What discipline-specific questions should be asked? 
• What general questions should be asked?  
 

Small group reports and further discussion of the issues were done in a large group format.   

Teleconferences  
Using a small group format with members of the Project Management Team facilitating and one 
person acting as a Recorder/ Reporter, advice and direction on the Teleconference was sought. 
Participants were informed that the Teleconferences were planned for February to March 2004. 
We sought advice on which provincial and international organizations that have undertaken 
quality programmes in family practices we should contact, and what questions should be asked.  

Site Visits  
A brief overview of quality programmes was presented by Phyllis Jensen. (See Appendix 9: 
Advice on Site Visit.) Included were organizations managing similar programmes in the UK 
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(Scotland, Ireland, Wales), Australia, New Zealand and Alberta. Advice was sought on how to 
approach the decision around the Site Visit planned for April 2004, and where we should plan to 
go. 

Project Name  
David Price raised the issue of the project name and descriptive terms used.  

FINDINGS OF ADVISORY COMMITTEE STRATEGIC CONSULTATION/PLANNING 
WORKSHOP 

Brainstorming on Issues in Quality Assessment 
There was consensus on the importance of a programme/process in celebrating Quality in Family 
Practice, with a number of questions raised about application. “It doesn’t matter how big or small 
the Family Practices, there has to be a process in place.” The patient perspective was reiterated. 
Issues raised in the brainstorming process overflowed into the request for advice and direction on 
the literature review.  These have been grouped into themes below.  (Appendix 10 Minutes/Notes 
of Meeting for detailed Brainstorming) 

Clarity of Purpose and Definition    
The need for clarity of purpose and definition was discussed in terms of aims, process, 
collaboration, evaluation, legal issues, and knowledge transfer and public awareness. 

• Aims 
The words “enhancement” “honouring” “rewarding” and “celebrating excellence” are used 
frequently in contrast to setting minimum standards. “We are not looking at a minimum passing 
grade, but top 2% of excellent practices,” said one participant. 
 
Quality assessment is seen as enhancing the patient care in family practices, enhancing family 
practices image of themselves and enhancing the patient view of the family practices and its 
members. It has the potential to encourage medical students to go into family practices. 

• Process 
Participants were firm that Quality Assessment be recognised and presented as a tool and not a 
standard, and that difference between this process and accreditation be clarified. “It is important 
to make sure we separate this project from the regulatory process.”   

• Collaboration 
Participants questioned the meaning of the concept of collaboration, and its meaning to different 
disciplines. They spoke of the integration of health professions within family practices, and the 
degree to which this has occurred in different settings (ie. minimum / partial / full). 

• Evaluation 
Outcome evaluation was seen as important, but also evaluation of the programme tools 
themselves. It was noted that this process will make an important difference to the family 
practices and to the patient—we need evidence to support this. 
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• Legal issues  
The project was advised to carefully research issues of privacy and risk management. We need to 
determine what liability people have who contribute to a document, and firewall management of 
the process as there are privacy issues about information kept on computers and who has access 
to it. It was noted that Canadian Standards Association (CSA) working with Health Canada have 
developed a set of transportation standards. Also important to determine who owns and maintains 
the assessment documents. 

• Knowledge Transfer & Public Awareness 
How will excellence be honoured? Who will have access to the results of the assessment? Will it 
be shared with the public with a plaque in the waiting room or some other method? Jack Azulay, 
the patient representative on the Steering Committee shared that he has been in touch with CARP 
(Canadian Association of Retired Persons) who would be willing to put an article about the 
project in their 50 Plus Magazine, 50th Anniversary edition, if we decide to make this project 
public. 

Challenges in the Focused Literature Review & Environmental Scan 
Following the presentation by Phyllis Jensen, participants were asked to comment on challenges 
in the Focused Literature Review and Environmental Scan.  (See Appendix 7 for Literature 
Search Challenges.) 

The Model 
The Advisory Committee was asked for advice on what tools/programmes/models to look at to 
assist our design of a quality tool in phase 2 of our project.  The plan is to base the quality tool on 
existing instruments, and to adapt it to unique characteristics of family practices in Ontario. The 
model should work for all sizes of practices and include any degree of multidisciplinary practice.  
It should be adaptable, able to evolve and change over time. 

• Educational literature 
It was suggested we search the educational literature not the assessment literature, because people 
teach what is important and fail to assess it.  

• Survey of Family Practices  
It was also suggested that we survey family practices and ask family practices members to define 
what the project would look like, and its potential for success in three to four years. 

Recommended Resources 

Local 
• Hamilton-Wentworth Health Service Organization Mental Health Program 

o It was suggested that we meet with Dr. Nick Kates & Anne Marie Crustolo. 
 
• Sudbury—Anthony Gagren 

 
• Building Healthier Organizations, Janet McCrimmon 

 
• Community Health Centres (CHC)   
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The Association of Ontario Health Centres (AOHC) is the not-for-profit organization of 
Community Health Centres (CHC), Aboriginal Health Access Centres (AHAC), and 
Community Health Service Organizations (CHSO).  A Program Evaluation System has 
been in place for 3-4 years using external evaluators. The focus is on supporting those 
seeking accreditation with the awareness that this is not a set of minimal standards, and 
that different organizations are at different stages of development.   

 
• MOHLTC, Community Health Branch—indicators for CHC’s 

Provincial 
• Challenges to full utilization by Joanne Young Evans, ED, RPNA 
 
• Gabrielle Bridle, President, Canadian Practical Nurses Association 
  
• Review Templates for Family Health Networks (FHNs) and Family Health Groups 

(FHGs) 
 
• Executive Summary of MOHLTC physician/pharmacist focus groups on primary care 

renewal, Faculty of Pharmacy, University of Toronto 
 

• Quebec Order of Pharmacists 
 

• Ontario College of Pharmacists (OCP) Ruth Mallon  
In Sudbury a pharmacist is integrated into the medical practice. Physicians identify 
patients who would benefit meeting with the pharmacist for a consultation (information 
gathering). The pharmacist provides the physician with a report. The regulatory body has 
a quality assessment programme that includes the Practitioner and the Site with three 
levels: Assessing, Reflecting, Evaluating. The process is not punitive; it is educational.  

 
• Ontario College of Pharmacists (OCP) 

Contact accreditation department/Committee of OCP - Greg Ujiye  

National 
• Canadian Pharmacist Association—Dr. Jeff Poston for National perspective 
 
• Monitoring and Enhancement of Physician Performance (MEPP)  

It is important to describe how our Quality in Family Practice relates to other important 
provincial and national initiatives, such as MEPP, a national framework for the evaluation 
and education of physicians. Look at each province – Alberta, Nova Scotia, Quebec, and 
Ontario. Program has three Levels: 1) survey – screening of all physicians, 2) direct 
observation – assessment of physicians at risk or in need, 3) needs assessment and 
prescribed training – detailed needs assessment 
 

• Review Romanow/Kirby on primary care (6)(5) 

International 
• Quality Improvement Council, Steve Endfield 
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• Australian Council on Health Services Accreditation, Brian Johnston 
 

• Australian General Practice Accreditation Ltd., Marisa Vechio 
 

• Literature on accreditation, Ellie Scrivers and Michael Hamm 
 

• Michael Kuhn’s book (2003) Quality in Primary Care 
 

• Barbara Starfield 
 

• Health Maintenance Organization (HMO) 
HMOs in the US carry out extensive evaluations with a primary focus on cost reduction, 
however not necessarily to improve quality 

 
• The National Committee for Quality Assurance’s (NCQA) Diabetes Physician 

Recognition Program, co-sponsored by the American Diabetes Association (ADA). 
This is a voluntary programme for individual physicians or physician groups that provide 
care to people with diabetes. Physicians, in all settings, can achieve recognition by 
submitting data that demonstrates they are providing quality diabetes care. The Program 
assesses key measures that were carefully defined and tested for their relationship to 
improved care for people with diabetes. The Diabetes Quality Improvement Project 
(DQIP) began as a coalition of ADA, NCQA, the Centers for Medicare & Medicaid 
Services (CMS), American Academy of Family Physicians (AAFP), American College of 
Physicians – American Society of Internal Medicine (ACP-ASIM), Foundation for 
Accountability (FACCT), and Veterans Health Administration (VHA), but now 
represents more than 30 national organizations.  The programme also encompasses a 
physician-coordinated team approach including nurses and dietitians.   

 
• Sir Donald Irvine, President of the U.K. General Medical Council (G.M.C) report on the 

Bristol/Shipman affair. (9) 

Focus Groups  

Who to include to ensure representations, but also practical? 
Participants were comprehensive in their suggestions of selection criteria for focus groups. These 
include: 
1. Practice types: rural / solo / group / community / academic 
2. Delivery of primary care models: Fee-For-Service (FFS), Rural Health Group (RHG), 

Ontario Family Health Network (OFHN), Family Health Network (FHN), Family Health 
Group (FHG), Primary Care Networks (PCN), Community Health Centre (CHC), Health 
Service Organizations (HSO) 

3. Special patient populations and locale: Aboriginal, cultural, city and rural practices 
 
They recommended holding interdisciplinary and discipline-specific groups and using 
videoconferencing to ensure that a province-wide perspective is included.   
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What discipline-specific questions should be asked? 
Over 20 discipline-specific questions were suggested. These include questions on access, 
communication, documentation, quality of work life, indicators of care most important to your 
discipline, scope of practice, barriers and incentives to collaboration, community need, and 
organizational structures that limit and enhance provision of care.  

What general questions should be asked? 

Nine general questions were suggested: 
1. What are the 3 indicators that your discipline considers important? 
2. What are funding barriers? 
3. What are creative ways to overcome them? 
4. What constitutes access and availability? 
5. Communication methods. 
6. Continuing education processes – staff and clients. 
7. Preventative services – process. 
8. Community resources – mechanism of access. 
9. What do you like and what do you think are the outcomes of quality practice? 

Teleconferences 
The Advisory Committee suggested over 20 persons and organizations to contact. 

Persons  
• Dr. Kenneth W. Kizer formerly of US Veterans Affairs (VA).  He developed a framework to 
measure quality: morbidity rates, mortality rates, longevity (e.g. one-year survival rates), 
functionality scores, and performance indicators. Throughout the VA, function is measured by 
routine administration of a version of the SF-12 to patients. Performance indicators include a 
prevention index (e.g. vaccination rates, cancer screening) and chronic disease care indices (e.g. 
hypertension control).  
 
• Currently Dr. Kizer is the President and Chief Executive Officer of the National Quality 
Forum (NFQ) in Washington, DC.   
 
• Harvard Quality Care – Don Berwick, Associate Professor of Health Policy & Management, 
Department of Health Policy & Management, Harvard School of Public Health; CEO, Institute 
for Healthcare Improvement. 

Disciplines 
• Pharmacy, especially Sudbury, where a pharmacy practice has been evaluated 

o OPA, CPA, CSHP 
o Other provinces 

• Dietitians –Alberta and Atlantic provinces 

Organizations 
• Canadian Health Records Association 
• Health Informatics groups, ie   E-Pharmacy project, impact on privacy, Risk/liability 
• HMO in US—their exploration of different models (efficiency vs. quality) 
• Index groups; i.e. Kaiser Health Group, Group Health in Puegot Sound 
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• Harvard Pilgrim System: Boston, Massachusetts 
• National Health Quality Assessment (web-based kit) 
• Quebec – Local Centres of Community Service ( CLSC) 
• Community Organizational Health Inc. (COHI)   
• International Society for Quality in Health Care Inc. (ISQUA) 
• Departments of Family Medicine in Canada and U.S 
• Ontario Deans and Director of Social Work  
• Quality Improvement Council (QIC) 
• CHC (Community Health Centres), Building Health Organizations (BHO) 

Countries 
• Australia 
• New Zealand 
• United Kingdom 

Questions that should be asked 
• What quality tools are they using? 
• Ownership and delivery of the quality programme   
• Privacy issues & public awareness 
• Relationship to professional bodies 

Site Visit 
The general consensus was that the teleconferences will reveal where the team members should 
go. One individual mentioned it is, practically speaking, cheaper to go to the U.K., but there are 
more accredited programmes in Australia, and New Zealand has the longest history.  This is the 
origin of the International Society for Quality & Health Care (ISQHC). 

Who should go? 
The initial thought and budget were for a physician and nursing consultant to go, but the 
Committee suggested going beyond the traditional medical groups because the focus is on 
multidisciplinary programme. It was suggested that subsidy funding be sought to include more 
people.  Possible funding could be sought from professional associations and academic chairs. 
Discussion arose about teleconferencing as an alternative to site visits, or having representatives 
from other countries visit us instead. 

Project Name 
In the original proposal, the project was called Quality Assessment / Voluntary Accreditation. 
But resistances have arisen over these concepts. The group discussed naming the project and 
possible slogans. (See Appendix 10 for Minutes/Notes of Meeting for Detailed Brainstorm). 

Concepts 
Quality versus Excellence (less competitive) 
Honour/ Achieving/ Enhancement of patient care/ Voluntary accreditation/ Quality Assessment/ 
Accreditation/ Standards/ CQI/ Family Practices/ Embracing/ Award / Leadership/ Rising above 
masses 
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Names 
Family Practices Quality Recognition Program 
Quality Practice 
Program for Assessing Quality Practice 
Family Practices Health Care Delivery System 

Slogans 
Celebrating Quality in Family Practice 
Quality – always growing 
Achieving Excellence 
(See Appendix 10 for Minutes/Notes of Meeting for detailed Brainstorming) 

SUMMARY 
The Strategic Consultation/Planning Workshop was attended by organizations, providers, and 
other stakeholders, and experts with an interest in quality assessment.  Advice and direction was 
provided in three main areas of the Quality in Family Practice: the literature review and 
environmental scan, focus groups, teleconferences, site visits and naming of the quality process. 
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LITERATURE REVIEW  
 
 
The literature review was conducted to identify quality programmes, articles and written reports 
relevant to family practice settings.  The review was focused narrowly on selected literature and 
quality programmes that best match the requirements for informing the recommendations for a 
Quality in Family Practice (QIFP) programme in Ontario. Quality programmes identified as 
having the most relevance were found in Australia, Canada, Continental Europe, New Zealand, 
the United Kingdom (UK) and the United States of America (USA). However, a major challenge 
in the literature review was terminology. Different international programmes used the same 
words, but the words had significantly different interpretations. 

BACKGROUND ON THE QUALITY MOVEMENT 
The “quality movement” had its origins in hospital accreditation that emerged in the US 
following the 1911 Flexner report which symbolised the art of medicine embracing science. No 
longer did hospitals just care for the indigent and chronically ill; they became “laboratories of 
health” attracting paying patients. This shift produced a change in the balance of power between 
the hospital administration and physicians who controlled the market of paying patients. The 
physicians were now able to determine rules and policies affecting professional work in hospitals. 
 
The College of Physicians set up an assessment system of hospitals as medical workplaces, 
looking at medical records, technological resources necessary for diagnosis and treatment, and 
the licensing of physicians. By 1950, the mounting cost of accreditation to the College of 
Physicians created the need for a partnership with the American Hospitals Association, along 
with other healthcare organizations. This partnership was later renamed the Joint Commission on 
Accreditation of Healthcare Organizations (JCAHO). The basic model of JCAHO is one of 
voluntary, self-regulation as opposed to state regulation. In 1970, the JCAHO manual of 
standards shifted from minimal to optimal achievable standards that heralded the birth of the 
“quality movement.”  (3) 
 
From Robert Luttman’s discussion of the historical phases of the quality movement, he discussed 
two phases related to standards and indicators.  In the first phase, quality assurance focused on 
identifying ‘bad apples’, of both organizations and individuals through a system of audits. In the 
second phase, there was a shift from persons to processes. Both the first and second phases were 
limited by their reactive problem-solving approach.  (10) 

TOTAL QUALITY MANAGEMENT (TQM) 
TQM is a management approach advocating the involvement of all employees in the continuous 
improvement process, not just quality control specialists. TQM incorporates the concepts of 
product quality, process control, quality assurance, and quality improvement. Consequently, it is 
the control of all transformation processes of an organisation to better satisfy customer needs in 
the most economical way. (11) 
 
Many of the TQM concepts originated with the work of Dr. W. Edwards Deming, an American 
statistician, using the 14 principles of TQM that he created: 
 
1. Create constancy of purpose towards improvement  
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2. Adopt the new philosophy  
3. Cease dependence on inspection  
4. Move towards a single supplier for any one item  
5. Improve constantly and forever  
6. Institute training on the job  
7. Institute leadership  
8. Drive out fear 
9. Break down barriers between departments  
10. Eliminate slogans  
11. Eliminate management by objectives  
12. Remove barriers to pride of workmanship  
13. Institute education and self-improvement 
14. The transformation is everyone's job 

In the past decade, TQM has become a popular approach to providing solutions to some of the 
main problems in patient care. The emphasis is not on the performance of individual clinicians, 
but on the ongoing efforts to improve the whole health care organization: the efficient 
organization of the care processes, optimal teamwork, committed employees, a stable 
infrastructure, and a culture of quality within the hospital and practice. A crucial element is to 
understand, design, and simplify the processes as seen through the eyes of the patients. 
Systematic monitoring of clinical performance, the provision of feedback, and the conduct of 
concrete quality improvement projects in a cyclical process should help make the care processes 
more efficient and patient friendly.  

Theoretically, the TQM approach is very attractive, particularly because care provision is not 
viewed as just the performance of single actions by physicians, but also as processes organized 
around patients and their problems and because improving the quality of care is not seen as just 
single improvement actions by physicians, but also as an organization-wide change of the culture 
toward quality. Integration of different approaches is one of its characteristics. However, the 
current TQM approach needs to be better adapted to the realities of health care to be maximally 
effective. Links to other approaches (e.g., professional development and external assessment) 
should be established. Physicians should be actively involved and occupy leadership roles, and 
the quality improvement activities should be related to their needs and to patient-related problems 
more directly. Multidisciplinary collaboration within small quality-improvement teams receiving 
specific training is another important element. (12)  

QUALITY INDICATORS 
“Quality indicators are specific and measurable elements of practice that can be used to assess the 
quality of care.” (13) They differ depending upon a number of factors:  

 The political and policy environment from which they emerge 
 Where they are located on the continuum from minimum to gold standard 
 Content: organizational and managerial, or clinical performance 
 Who defines them: patients, professionals, managers 
 Who develops the assessment: peers or managers 
 Who is included in the assessment: individual or team 
 Who administers the assessment process: the professional bodies or an arms-length 

organization 
 The aims and outcome of assessment:  patient issues or certification of professionals 
 The approach: CQI process, or award 
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TRANSFERABILITY OF QUALITY MEASURES 
Quality assessment systems vary within and between nations. Are they transferable? Can 
healthcare quality indicators created for one locale be utilized in another? This question was 
addressed using the RAND-UCLA appropriateness method comparing quality measures in the 
UK and US. (14) Of 19 common primary care conditions in the UK, they found 174 indicators 
covering 18 conditions in the US program, for which a direct comparison could be made. 
Approximately half (56.3%) were UK indicators that were exactly or nearly equivalent. Some of 
the differences may have been related to differences in the process of developing the indicators, 
but many appeared to relate to differences in clinical practice or norms of professional behaviour 
in the two countries.  They concluded there are considerable benefits in using developed 
measures of quality of care, but caution that indicators cannot simply be transferred directly 
between locales without an intermediate process to allow for variation in professional culture or 
clinical practice.  

SEARCH STRATEGY AND LITERATURE SOURCES  
Search strategies were developed for indexed and grey literature with key words specific to the 6 
major areas of interest. A reference list of relevant articles was searched, in addition to hand 
searches of key journals. 

Inclusion Criteria  
An article was included in the review if it was relevant to voluntary accreditation in primary 
care/family medicine. The following guidelines were used:  

 Programme was described 
 Ownership and delivery of the quality programme  
 Privacy issues and public awareness  
 Relationship to professional bodies 
 Theoretical models 
 Measurement tools 
 Evaluation of the assessment process 

 
Four sources informed the literature search:  

1. Indexed literature 
2. Grey literature 
3. Recommendations of the Advisory Committee 
4. Recommendations from discipline representatives on the Steering Committee 

1.  Indexed Literature: Computer Searching 
The following databases were used: CINAHL, 1982 to March Week 2, 2004, EBM Review—
Cochrane, DSR, ACP Journal Club, DARE from beginning to present (2004)—PREMEDLINE 
& MEDLINE, 1966 to March 2004, and HealthSTAR, 1975 to February 2004. 

Search terms 
1st combination: 
Quality Indicators Practice Management or Practice Management, Medical or Group Practice or 
Physician's Practice Patterns;  4 abstracts reviewed: 1 relevant  
 
2nd combination:     
Quality Indicators, Health Care/st, ut, og [Standards, Utilization, Organization & Administration] 



4 

187 abstracts reviewed; 47 relevant  

Hand Searches  
Journals with relevant articles from the past ten years were hand searched for papers and 
references: Canadian Family Physician, CMAJ-JAMC, Medical Care, Primary Care, the 
International Journal for Quality in Health Care, Quality Management in Health Care, Quality 
in Health Care, and Quality and Safety in Health Care. 

2.  Grey Literature  
“Google” was used as the search engine on the Internet for the grey literature using the following 
search words lists of phrases: quality in family medicine/ quality in primary care/ voluntary 
accreditation/ medical excellence. Official government websites, both federal and provincial, 
were searched for content including Health Canada, Statistics Canada, the Ontario Ministry of 
Health and Long-Term Care, and the Romanow Commission on the Future of Health Care in 
Canada. Professional association websites were also searched: Canadian Medical Association, 
Canadian College of Family Physicians, Ontario Medical Association, Ontario College of Family 
Physicians, and professional associations in the UK, Australia, New Zealand and US. (See 
Environmental Scan section) 

3.  Recommendations from Strategic Consultation/Planning Workshop 
At the Strategic Consultation/Planning Workshop in December 2003, a plan was developed to 
recommend literature for review. (See Strategic Consultation/Planning Workshop and 
Environmental Scan sections) The committee also recommended that the following questions 
should guide the review: 

 What constitutes quality tools? 
 Ownership and delivery of the quality programme   
 Privacy issues and public awareness 
 Relationship to professional bodies 

4.  Recommendations from the Interdisciplinary Steering Committee 
The Quality in Family Practice Steering Committee included representatives from patients, 
family physicians, dietitians, pharmacists, social workers, receptionists, and nurses. Meeting 
every two weeks, they regularly provided the Project Management Team with reports, websites 
and literature from their disciplines and professional associations. 

STANDARDS-BASED ASSESSMENTS AND CONTINUOUS QUALITY 
IMPROVEMENT (CQI)  
Taylor (15) speaks of standards-based assessments as originating from two primary frameworks:   

1) Maxwell’s six dimensional framework: effectiveness, acceptability, efficiency, access, 
equity and relevance (16)  

2) Donabedian’s construct of categories of care—structure, process and outcome. (17)  He 
distinguishes between the concept of goodness of care (standard) and the perception of 
goodness judged by its effectiveness. (18) 

 
Donabedian, a pioneer in quality, firmly rejected the idea of a standards-based assessment as a 
regulatory process, a kind of “policing activity” or a search for the “bad apples”.  Donabedian 
distinguished between the standards themselves, the approach, the agent and the process of 
assessment. In his view, a standards approach was a systematic collection of information on 
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process and outcome of care aimed at professional accountability and rational management. The 
effectiveness of this process was dependent upon leadership, organisational characteristics, 
healthcare professional characteristics, features of the method of monitoring, and methods used to 
influence practitioner behaviour. Thus, it was not the measurement system but the environment 
that defined the use. (19) 
 
Berwick elaborated on standards-based assessment in relation to health care. He reported that 
quality in the health care system could be improved by not putting the health care system or the 
employees on the defensive. Rather than watching for errors or ‘bad apples’, quality would only 
improve if those who worked together and those who were being served actually took time to 
listen to one another and correct any misconceptions. A ‘bad apple’ may be able to achieve a 
standard of care; however, identification would not create any incentives to improve quality 
beyond the structured threshold of the standard. 
 
Pringle, Wilson and Grol (1) presented another view arguing that standards were often driven by 
what could be measured rather than by a definition of  ‘goodness’. They cautioned about the lack 
of perfect measures and summarised what they referred to as ‘attributes’ and ideal descriptions of 
quality measures. Ideally, they argued, quality measures should include the following list of 12 
Ideal Descriptions of Quality Measures: validity, clarity or communicability, effectiveness, 
reliability, objectiveness, availability, context, attribute, interpretation, comparability, 
remediability, and repeatability. (See Glossary of Terms section for definition of the 12 
Attributes) 
 
The philosophy of CQI has led to rethinking accreditation with a focus on standards that describe 
main processes of patient care within organizations. This has resulted in the need for new survey 
techniques and award structures. (19)  The Canadian Council on Health Services Accreditation 
has restructured its approach to health services accreditation, moving from a focus on hospital 
departments, to a client-centred approach. 

A REVIEW OF PRIMARY CARE QUALITY PROGRAMMES 
Primary care quality programmes with some relevance for Ontario family practices are discussed 
below.  These include programmes in Australia, Canada, Continental Europe, New Zealand, 
United Kingdom, and the United States.  

Australia 
The Royal Australian College of General Practice (RACGP) Quality Assurance Program is a 
standards-based programme (20) that includes CQI under the auspices of Continuing Professional 
Development (CPD). This is a formal requirement for all Australian trained general practitioners 
for continuing registration. CPD includes education and peer assessment in the following areas: 

 Competence of the physician: knowledge, skills, attitudes and judgment 
 Performance of the physician: what the doctor does on a day-to-day basis when providing 

care 
 Structural factors of the practice: equipment, staff training, information technology 
 Organisational factors: medical records systems, patient registers, appointment schedules, 

communication with other health professionals and information management 
 

Standards for general practice were developed through a four-year project conducted by RACGP 
in an iterative process that included a comprehensive consultation with general practitioners, 
other health professionals, consumers and governments. Draft standards were field tested for 
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content validity, reliability and feasibility of practice visit protocols. They were calibrated to 
define the minimum acceptable features of general practices expected for the mid 1990s and 
adopted by the Australian General Practice Accreditation Limited (AGPAL) as the basis for a 
voluntary system of practice accreditation. (20) AGPAL works with the RACGP in an arms-
length arrangement. It describes itself as the leading provider of accreditation for Australia’s 
General Practices. 

Incentives:  
The incentive for participating in this process is strong.  Failure to participate in the RACGP’s 
programme leads to a lower level of government rebate on consulting fees. (21)  Evidence of 
participation in quality assurance and continuing medical education programmes will soon be 
required for the renewal of annual licensure. Unfortunately, offering such incentives obscures the 
real purpose of a quality programme - quality of care for the patient. 

The Practice Visit: The Australian Assessment of Standards in General Practice  
The RACGP describes ‘standards’ as the qualities required for particular practice activities.  
Australian standards are designed for peer assessment during a practice visit.  There are 8 main 
elements to the 4 hour visit:  

1) Interviewing the principal doctor  
2) Interviewing other medical staff  
3) Interviewing non-medical staff  
4) Directly observing the practice operations and facilities  
5) Reviewing medical records  
6) Reviewing results of patient feedback  
7) Reviewing practice held data and documents such as appointment schedules, and policy 

and procedure manuals  
8) Reviewing health information data  
 

The assessment team consists of at least two peer surveyors. One member of the assessment team 
is a general practitioner; the other representative is a staff member who works in an active 
general practice. Surveyors determine whether a practice has either “met” or “not met” each 
criterion, based on available evidence, including compliance with key indicators. For each 
criterion, there may be special circumstances; such as, surveyors judging the criterion as not 
applicable to the particular practice.  

 
The three year cycle of practice accreditation involves: 1) a self-assessment against the RACGP 
Standards for General Practices, 2) a survey visit by peers, 3) a CQI cycle towards best practice, 
and 4) documents that validate and recognise that the practice is accredited. In Australia, AGPAL 
has accredited over 4500 practices, representing over 19,000 doctors and 32,000 practice staff. 
(22) 

Patient Perspective 
The Practice Accreditation and Improvement Survey (PAIS) is an instrument endorsed by the 
AGPAL for the purpose of seeking patients’ opinions. A total of 53,055 patients have completed 
the PAIS within 449 general practices across Australia. PAIS was found to have sound validity 
and reliability measures. Users of general practices rate the doctors' interpersonal skills 
(capability) more highly than other practice service issues (knowledge). (23) 
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Canada 
Two federal commissions in Canada reporting in 2003 launched a nation-wide debate on health 
care. Both reports, the Federal Standing Senate Commission on Social Affairs, Science and 
Technology (Kirby Commission)(5), and the Commission of the Future of Healthcare in Canada 
(Romanow Commission)(6) renewed support for the five principles of the Canada Health Act, 
and called for systems to measure and improve the quality of health care. 

Provincial Reports 
Physician quality review programmes exist in most of the larger provinces.  They are standards-
based, individual programmes for the purpose of maintaining one’s medical licence. A 
programme that incorporates a team concept in a family practice setting is Building Healthier 
Organizations. 

Ontario Community Health Centres 
Building Healthier Organizations (BHO) is a multidisciplinary quality assessment programme 
developed by the Association of Ontario Health Centres (AOHC).  AOHC is a not-for-profit 
organization of Community Health Centres (CHC), Aboriginal Health Access Centres (AHAC), 
and Community Health Service Organizations (CHSO) that provides community-based primary 
health, health promotion and illness prevention services to tens of thousands of Ontarians in over 
70 communities. (24) 
 
The CHC Program Evaluation System has been designed in the context of five strategic 
programme objectives: 

1) Improve accessibility of services and programmes  
2) Emphasize wellness and prevention  
3) Efficient service coordination and integration  
4) An holistic client-centred approach 
5) Increase individual and community ownership/responsibility for health  

 
The evaluation framework identifies key questions, measures or indicators and data collection 
methodologies appropriate to each. Data elements are collected from one or more of five broad 
information sources: individual encounters/service events, personal development groups, 
community health initiatives, organisational management (for the health centre as a whole) and 
opinions of staff, clients, volunteers and community members. 
 
Physician Achievement Review (PAR) 
PAR was introduced by Alberta's College of Physicians and Surgeons to improve the delivery of 
medical care in the province. The programme is designed to provide doctors with information 
about their medical practice through the eyes of their colleagues and patients. The unbiased 
feedback is enormously helpful to doctors who are then able to build on their strengths and 
correct any possible problems. Every five years, each physician in Alberta is required to have 
their performance reviewed through questionnaires completed by 25 patients, 8 physician 
colleagues and 8 non-physician healthcare co-workers. The questionnaires for each group 
(patient, co-worker and peer) cover five attributes of the physician's performance: clinical 
knowledge and skills, communication skills, psychosocial management, office management and 
collegiality An independent research firm receives these confidential replies, compiles them, and 
provides the doctor with detailed aggregate responses for their own practice, as well as a 
comparison to the summary profile of all physicians with similar types of practices. Every year, 



8 

1,000 doctors participate in the programme. Studies by the University of Calgary have 
demonstrated that PAR is very effective. Not only is PAR a reliable, valid and increasingly 
accepted way of assessing physician performance, it's very cost-effective since the program is 
administered by the Alberta College of Physicians and Surgeons at no cost to the public. 
Physicians underwrite the costs which are built into their annual re-licensure fee. The estimated 
administrative cost works out to $40 a year per physician.  
 
Award of Excellence in Primary Health Care, EPIC Award 
The award for Excellence in Primary Health Care, the EPIC Award, provided by the Association 
of Ontario Health Centres (AOHC), recognizes health centres that offer innovative programmes 
and activities that were developed by health centre staff. The programmes/activities must reflect 
the following characteristics:  

1) Meet the health/social needs of the specific client groups 
2) Produce a significant impact on the health of the community 
3) Contribute to building healthy communities by developing innovative partnerships 
4) Demonstrate creativity in meeting challenges with available resources 
5) Encourage teamwork 
6) Raise awareness of health centres, and their role within the healthcare system 
7) Recognize the impact on the determinants of health 

Continental Europe  
The popularity of the quality movement on the European continent has been driven by the 
political pressure of national policies that require accountability in publicly funded health care, 
and by professional organisations, as a way to ensure performance of its members. There are four 
models of external assessment systems with different roots and distinct purposes; however, only 
three are applicable to health care.  All have some degree of convergence and are currently 
moving from a systems-based assessment, toward a process management assessment.  

The International Standards Organization (ISO) 
The ISO began in the UK in the defence and manufacturing sectors. Certified quality experts 
employed by for-profit companies complete audits. It is a systems approach that is designed to 
address the managerial processes around clinical decision-making. ISO works well for technical 
departments, such as laboratories. (25)  Heaton notes that although the present 9001 series is 
generally not seen as the ‘best fit’ for clinical health care, as it does not address population 
impact of health services, clinical outcomes or staff orientation, it is still used in 88% of 
participating nations. (26) 

European Foundation for Quality Management (EFQM) 
EFQM is used by healthcare organizations in 65% of participating nations, and recently for 
primary health care teams. Its popularity in health care is due to the high face validity, self-
assessment, simplicity and compatibility with a structure-process-outcome approach. (25)  The 
EFQM excellence model is described as a non-prescriptive framework with nine criteria. Five are 
enablers - what an organization does, and four are results - what an organization achieves. The 
basic premise is that excellence results in the performance of users, personnel, and society, which 
are achieved through partnerships, resources and processes. Researchers conclude that the EFQM 
allows the organisation to discover strengths and weaknesses, and areas for improvement. (27) 
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Visitatie  
Introduced in the Netherlands in 1992 by medical associations as a peer review for re-registration 
of its members, Visitatie is now used in 30% of participating nations. The aim is to improve 
quality of patient care by assessment of performance standards of individuals and teams through 
a systematic form of external peer review. There is no certificate or award of achievement. (26)  
The 28 scientific societies in the Netherlands have developed quality programmes within this 
model. “The programmes have their roots in the professions and are developed and executed by 
the profession. Emphasis is on clinical performance in terms of knowledge, skills and attitude.” 
(25)  In recent years, organisational measures have been included. Klazina notes, that of the four 
European models, Visitatie is the closest to actual clinical performance in terms of structure, 
process and outcomes. Visitatie has been integrated nationally by the Dutch Foundation for the 
Harmonization of Quality Assessment in Health Care, which began in 1994. (26) 
 
Although both ISO and EFQM are used in health team assessments, neither touches on the 
content of clinical processes. This omission is the main difference between these assessment 
methods and the professional accreditation assessments of Visitatie, which uses performance 
indicators. (25) 

EUROPEP 
EUROPEP, a patient satisfaction questionnaire, was developed in collaboration with a number of 
European countries in conjunction with the WONCA Working Party on Quality in Family 
Medicine. (28)  The one-page, 23-item instrument, explores patient opinions about the family 
physician and practice quality. It can be used in solo or group practices, and is not limited by the 
type of remuneration system. 
 
There are six themes in the questionnaire:  

1. Doctor-patient relationship    4.  Availability and accessibility 
2. Medical-technical care   5.  Organization of services  
3. Information and support    6.  Overall impression 

New Zealand 
The aim for developing, implementing and validating practice standards was to enhance the 
quality of family practices through a CQI process, while teaching the practice teams the benefit 
of working together.  In a pilot study of 74 practices, the framework and accreditation tool, based 
on the principles of CQI, demonstrated a credible measure of quality and safety. (29) 
 
Royal New Zealand College of General Practitioners has a six-step Quality cycle: 

 Topic - are we doing what we should be doing? 
 Plan - where are we going? 
 Do - what information needs to be collected? 
 Check - have we met our objectives? 
 Act - what changes can be made to improve outcomes 
 Monitor - review of feedback (30) 

 
There are three quality programmes in New Zealand:  

1) Maintenance of Professional Standards (MOPS)  
2) Significant Event Management  
3) Aiming for Excellence 
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1) Maintenance of Professional Standards (MOPS) 
MOPS is an individual CQI programme for physicians to develop and maintain core knowledge 
and skills needed in general practice. MOPS helps general practitioners to maintain their 
registration by meeting the recertification requirements of the Medical Council of New Zealand.  

2) Significant Event Management 
Analyzing errors from practice teams and/or cases can be a very beneficial learning process. 
Unintentional errors made by health care professionals or physicians can provide a point for 
discussing how the situation arose, and how it can be prevented in the future. If managed 
objectively, the critical incident can become a valued educational tool. 

3) Aiming for Excellence  
Aiming for Excellence is a multidisciplinary team assessment that has the most relevance for the 
QIFP project. It includes a practice accreditation and self-assessments by the practice team 
members. (30) 
 
Three Dimensions of Quality 
The quality assessment tool for general practice defines three dimensions of quality: patients, 
professionals, and practice management.   
 

 Patient: assists practices and GPs to identify and act on outcomes of care 
 Professional: supports continuing professional development to improve care 
 Practice management: identifies structures and processes to ensure that general practices 

can deliver the best possible outcomes 
 
 
 
 
 
 
 
 
 
Aiming for Excellence identifies five key areas of assessment for quality environments 
incorporating 11 indicators: 

Section A: Factors Affecting Patients 
Indicator Group 1:  Needs and rights of patients  
Indicator Group 2:  Access and availability 
Indicator Group 3:  There are no barriers to access 

Section B: Physical factors affecting the practice 
Indicator Group 4:  Practice facilities 
Indicator Group 5:  Medical equipment 

Section C: Practice Systems 
Indicator Group 6:  Surveillance systems, diagnosis, disease management and health 

promotion 

Professional

Practice 
Management 

Patients
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Section D: Practice and Patient Information Management 
Indicator Group 7:  Content of medical records 
Indicator Group 8:  Information management 
Indicator Group 9:  Integration and continuity of care 
Indicator Group 10:  Human resource management 

Section E: Quality Improvement and Professional Development 
Indicator Group 11:  Quality improvement and professional development, quality  
    improvement and research 

Key Principles for a Practice Assessment  
The key principles of the practice assessment include:  

1. Commitment of the entire practice team 
2. Team leadership - a team leader can be any member of the practice team. Important 

attributes include: a respected member with clear communication skills and a commitment 
to process 

3. Self-assessment of the practice - the team members collect and assemble baseline 
information to set goals 

4. Preparation for external assessment 
5. Involvement of Independent Practitioners Association or Primary Care Associations 
6. Assessor contact with practice coordinator 
7. Entire practice must attend final session 
8. Timely feedback following visit 

Outcomes of the assessment process 
 Provides information and processes for practices to assess their performance against 

minimum to gold standards, and outlines practice improvement activities 
 Identifies systems that increase efficiencies, including the satisfaction of patients and 

members of the practice team, and the commitment of the practice to CQI 
 Provides a basis for quality initiatives to develop quality plans 
 Allows practices to demonstrate their commitment to provide a high quality service 

 
RNZCGP distinguishes standards as professional, legal or safety issues that range on a 
continuum from minimum to a ‘gold’; indicator, as a goal; and criteria as elements of indicators 
and standards.  The following is a depiction of these terms: 
 

Imagine yourself on a seven-metre yacht in 
the middle of the Pacific Ocean with no 
engine or modern navigational equipment. A 
logical question would be “Where am I?” 
Using a sextant allows you to put a cross on 
the map. Only then can another cross be 
marked at where you want to go 
(indicators) before making the next step 
about how to get there (criteria). (31) 
 

Indicators are designed from a patient perspective and track the healthcare experience. Key 
considerations include: 

Criteria 

 
Indicator 

Land 
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 Is the practice accessible, safe, effective, efficient, responsive, and sensitive to all cultural 
groups? 

 Is the practice team actively committed to improving the quality of service provided? 
 

The United Kingdom 

Individual and Team Programmes in the United Kingdom (UK) 
There are quality programmes for both individuals and teams that co-exist independently, and 
none subsumes the other. Under contract with the National Health Service (NHS), physicians and 
allied professionals are required to be licensed, to maintain the license with the College, and to 
meet specific criteria for revalidation of their licenses. Both individual and team quality 
programmes assist in preparation for revalidation, but unfortunately, do not replace each other. 
(32)  

Individual Programmes 

Curriculum for Vocational Training   
This is the basic training programme in preparation for the membership examination (MRCGP) 
for general practice. It includes an appraisal of good medical practice; however, both are 
necessary for licensure. In 2005, doctors who want to practice in the UK must demonstrate that 
they remain fit to practice through the process of revalidation. (33) 

Fellowship by Assessment (FBA)  
FBA is a standards-based system of peer review for physicians using 15 essential criteria. It is 
known as "the ultimate audit", encompassing protocols, management, teamwork, health 
promotion, education and a heavy emphasis on clinical care. The end measure is quality of care, 
and is open to any College member of at least five years standing who has been in their current 
practice for at least two years. 

Membership by Assessment of Performance (MAP) 
MAP is a new route to membership of the college. It allows experienced GPs who can show 
evidence of good quality practice to become members of the college through an assessment of 
their performance, rather than by writing the college examination (MRCGP). MAP is equivalent 
to membership by examination, but the examination may be less suitable for doctors who have 
been practising for several years. MAP began in April 1999 and the first candidates successfully 
completed MAP early in 2001.  

Team Programmes 

The National Health Service (NHS) 
The NHS is a clinical governance system of steps and procedures adopted to ensure that patients 
receive the highest possible quality of care. It includes:  

1) A patient centred approach    
2) An accountability for quality 
3) Ensuring high standards and safety 
4) Continuous quality improvement in patient services and care (34) 
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National Institute of Clinical Excellence (NICE)  
NICE developed a National Primary Care Collaborating Centre (NPCCC) that is responsible for 
delivering clinical guidelines for multidisciplinary groups (including the RCGP) to the Institute. 
The NPCCC is in partnership with the NHS, professional organisations and academic institutions 
that have expertise in developing guidelines and audits.  
 

Quality Team Development (QTD) 
QTD is professionally led, locally 
owned and implemented.  It is a 
voluntary process that enables 
primary health care teams and 
individuals to create both practice 
and personal development plans. It 
covers areas required for clinical 
governance under the NHS contract, 
and offers a supportive approach to 
clinical governance.  It enables 
primary care organisations and 
primary health care teams to identify 
developmental needs, while it 
facilitates the sharing of good 
practice. The standards and criteria 
within QTD emphasize the primary health care teams that developed over a number of years. It is 
not expected that teams undertaking QTD will meet all of the criteria at their first assessment 
visit, but that they will use the criteria to assess themselves and highlight their priorities for 
continuing development. The criteria encompass scope for development- enabling practices to 
start from any level and move forward at a realistic rate. QTD is designed to be a supportive, 
educational and professionally led approach to quality improvement. The process is cyclical, with 
the self-assessment and patient questionnaires, assessor visit and development plan stages 
repeated every two to three years. 

The Process of QTD 
After registering with the RCGP, a Primary Care Organization receives information and materials 
that enables the programme to be held locally.  The second step is a self-assessment of the current 
practice against the QTD criteria, and a patient questionnaire. The RCGP trains local assessors 
who visit the practice and use the QTD criteria to help the team identify needs, and write a 
development plan.   
 
The QTD provides evidence of quality improvement and helps practices to prepare for the 
Commission of Healthcare Audit and Inspection (CHAI). It also assists in preparing general 
practitioners for appraisal and revalidation, because the principles of QTD are the same as the 
quality framework of the new GMS contract.  

Quality Practice Award (QPA) 
QPA is a quality assurance team process that recognizes a high standard of quality care.  

QTD Costs  
 

 £5000+VAT ($12,296.34 CAD) 
 

 Registration for QTD at £3000+VAT (information and 
documentation needed to implement QTD locally and a 
RCGP run assessor training day). ($7,377.80 CAD) 

 
 Subscription to QTD Partnership at a cost of £2000+VAT 

for two years (optional). This provides ongoing support and 
advice from the RCGP, quarterly newsletters, free places at 
the QTD annual conference and a visit from a member of 
the RCGP QTD team to review the local implementation of 
QTD. ($4,918.77 CAD) 

 
 QTD and QTD Partnership are self-financing and make no 

profit. (32) 
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Each practice is required to submit a 
portfolio of written evidence set 
against 16 sets of criteria:  Practice 
Profile; Availability; Clinical Care; 
Communication; Continuity of Care; 
Equipment and Minor Surgery; Health 
Promotion; Information Technology; 
Medical Records; Nursing and 
Midwifery; Practice Management; 
Other Professional Staff; Patient 
Issues; Premises; Prescribing/Repeat 
Prescribing; The Practice as a Learning 
Organization. 
 
Practices usually take 18 - 24 months 
to complete their submission. When it 
is complete, a panel of four spend a full 
day interviewing the team and 
inspecting the practice premises, 
systems and medical records. The 
assessment team is composed of an 
experienced GP, and nurses, managers 

and/or lay assessors. At the end of the visit, the assessors provide verbal feedback to the team on 
their achievement and make written recommendations for continuing quality improvement. 

Revalidation 
In April 2005, all UK doctors have to undergo a revalidation process.  They are required to 
demonstrate that they are current in their medical knowledge and competent to practice. This 
requires doctors to reflect meaningfully on their practice by collecting information through 
audits, questionnaires, and views from team members.  Revalidation is required once every five 
years and is mandatory.  

United States (US) 
The US system is very complex in terms of government regulations, health policy, funding of 
private and public programmes, and multiple systems of managed care organizations. There are 
patient advocacy groups, research organisations, policy institutes, managed care organisations 
and health plans. Many of these groups use Health Plan Employer Data and Information Set 
(HEDIS), performance measurement tools, the Agency for Healthcare Research and Quality 
(AHRQ) measurement tools, and Institute for Healthcare Improvement (IHI) (35). There are 
many quality initiatives tied to federal or state dollars that pay hospitals, doctors and other 
professionals in return for undertaking the process. Public funding represents about one half of 
the 1.4 trillion dollars that the U.S. will spend on health care this year; the private sector 
represents the other half. Commercial insurance covers about 85% of the people in the private 
half and there are also several different health insurance plans. Each has its own type of quality 
initiative. For example, Medicare has the Professional Standards Review Organization (PSRO), 
which is responsible for evaluating the quality of claims or flagged concerns. The PSRO evolved 
into the Professional Review Organization (PRO) whose function was to establish quality 
mechanisms, primarily clinical practice guidelines. In the 1990s, the PRO became the Quality 

The QPA Process 
 

Practice team agrees to pursue the QPA 
 

GP or practice manager informs RCGP about team's 
intent to undertake the award 

 
Team receives QPA Manual 

 
Team works to meet QPA criteria 

 
Team submits extensive portfolio of written evidence 

 
External assessors critically review portfolio 

against QPA criteria 
 

External assessors assess team against 
QPA criteria in clinical setting 

 
Team is provided with written report showing 

outcome of assessment 
 

SUCCESSFUL COMPLETION LEADS TO 
AWARD OF QPA VALID FOR 5 YEARS 
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Improvement Organization (QIO) that embraced the notion of CQI. The QIOs, under Medicare, 
are participating in a quality initiative in doctors’ offices using practice audits to track the 
performance of physicians. 
 
The Veterans Affairs (VA) system that cares for approximately 10 million veterans was the first 
to develop a universal electronic medical record system. In the military, the National Health 
Service Call employs physicians to work in underserved areas, and with 5 million members in the 
military service, their dependants, and military retirees. Both of these programmes have 
developed some basic quality initiatives, in addition to direct service. The VA, for example, has 
an interdisciplinary quality programme, which instituted the “stop-line” model that Toyota uses; 
any member can question clinical activities or processes. 
 
Some of the private sector plans include the National Quality Forum (NQF), and the Leap Frog 
Group. NQF has a federal charter, but no authority. It can only give advice on a quality agenda 
and negotiate preferred directions for quality developments. The Leap Frog Group acknowledges 
that whenever you have a breakthrough, you can leap to the next level of quality. One of the first 
items decided upon by this group was to only carry out procedures at high volume centres. Yet, 
studies have shown that the relationship between volume and quality is variable. Another 
initiative, which is about to be launched by this group, is the doctor’s office quality project. 
However, the items included in the study are the common conditions; for example, diabetes, 
HbA1C levels, hypertension, and asthma management that have received much attention because 
they are easy to measure.  

The Integrated Healthcare Association (IHA) is a California leadership group of health plans, 
physician groups, and health systems, plus at large academic, purchaser,  pharmaceutical industry 
and consumer representatives, involved in policy development and special projects around 
integrated health care and managed care. Its mission is to promote the continuing evolution of 
integrated health care, supported by financial mechanisms that align incentives of purchasers, 
payers, and providers, as the best means to achieve positive outcomes for the patient and the 
general public. Pay for Performance is one of IHA’s key initiatives. Its two central principles are 
a common set of performance measures for physician groups and financial incentives based on 
that performance. The business case for Pay for Performance is driven by three basic points:   

1. Current provider reimbursement systems do not reward quality or performance. 
2.  Report cards on performance – promulgated by regulators, accrediting bodies, and 

consumer advocacy groups – typically focus on health plans, not providers. 
3.  Individual health plans issue their own report cards on their physician groups, 

confusing the public with “dueling scorecards” and non-comparable data. 

The Accreditation Association for Ambulatory Health Care (AAAHC) was formed in 1979 to 
assist ambulatory health care organizations improve the quality of care provided to patients. The 
AAAHC Accreditation Handbook for Ambulatory Health Care contains the standards developed 
to encourage the voluntary attainment of high-quality care in organisations providing health care 
services in ambulatory settings.  
 
The American Academy of Family Physicians (AAFP) Quality Initiative is the Academy's pursuit 
to establish the discipline of family medicine as the premiere medical discipline for quality 
healthcare. The objectives include:  

1. Measure and demonstrate the quality of care provided by family physicians.  
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2. Develop, test, and deploy intervention strategies to improve care. 
3. Educate and engage family physicians in health care quality improvement. 

 
There are many tensions in the system: public versus private, federal versus state, the individual 
versus the collective, the safety issue versus quality for quality sake, counting numbers versus the 
kind of organizational care that is provided at the doctor’s office. All of these issues form the 
tapestry of what quality is about; yet they also create multiple levels of complexity. In addition, 
physicians often become cynical about quality efforts because of the ambiguity of the purpose, or 
potential ulterior use of the data. 

Other Literature 

Family Doctor’s Journey to Quality 
This book is described as a “travel guide” for family doctors developing a quality programme 
within family medicine. It was written by physician members of the WONCA Working Party on 
Quality in Family Medicine.  It guides the analysis of the family practice position before 
embarking on its journey. There are examples of practical quality management suggestions and 
the various processes taken to get there. (28) 

Collaborative Models 
Improvement collaboratives were first developed in the US, but models have also been developed 
internationally. The collaborative model involves groups working together on specific issues. 
Health care organizations are increasingly adopting multi-organisational collaborative approaches 
to quality improvement. There are seven features of collaboratives that determine their 
effectiveness: sponsorship, topic, generating ideas for improvements, participant selection, senior 
leadership support, preliminary work and learning, and teaching skills.  

The Institute for Healthcare Improvement (IHI) is a not-for-profit organization driving the 
improvement of health by advancing the quality and value of health care. Founded in 1991 and 
based in Cambridge, Massachusetts, IHI offers comprehensive products and services. IHI 
developed the Breakthrough Series to help health care organizations make "breakthrough" 
improvements in quality while reducing costs by creating a structure in which interested 
organizations can easily learn from each other and from recognized experts in topic areas where 
they want to make improvements. A Breakthrough Series Collaborative is a short-term (6- to 15-
month) learning system that brings together a large number of teams from hospitals or clinics to 
seek improvement in a focused topic area. Since 1995, IHI has sponsored over 50 such 
Collaborative projects on several dozen topics involving over 2,000 teams from 1,000 health care 
organizations.  

A collaborative is an improvement method that relies on the spread and adaptation of existing 
knowledge to multiple settings to achieve a common aim. It consists of a series of learning 
workshops interspersed with action periods during which measures common to the participating 
sites are used to track progress. The Collaborative approach is concerned with changing systems 
to achieve improvement. The new systems are based on using existing good practice that has 
resulted in improvement elsewhere and is implemented using an accepted model for 
improvement and small, rapid, incremental cycles of change.  

In the UK, the National Primary Care Development Team (NPDT) (36) use the Collaborative 
approach based on the IHI breakthrough model. The National Primary Care Collaborative, the 
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first of the NPCDT’s programmes, produced rapid results, including dramatic reductions in 
waiting times and improvements in patient care. 

Grumbach & Bodenheimer discussed how team members at two primary care practice sites in the 
US improved their primary care practices. Five characteristics of cohesive teams include: clear 
goals with measurable outcomes, clinical and administrative systems, division of labour, training 
of all team members, and effective communication. Research suggests that cohesive teams are 
associated with better clinical outcome measures and higher patient satisfaction. Barriers to team 
formation are primarily challenges of human relationships and personalities. The authors believe 
that team development may improve the work environment in primary care practices. (37) 

Improving the Quality of Care 
This paper describes new methods of analysing and synthesizing data with expert clinical 
judgment to give practicing physicians useful advice. Measures include calculating risk-adjusted 

outcomes to compare performance with peers, adaptations from industrial models to locate 
process errors in faulty systems, and a compilation of complex clinical data to enable difficult 
decision-making. (38) 

The Role of Physicians in the Future of Quality Management 
Quality of care cannot improve unless we harness the knowledge and creative energy of 
physicians and other health professionals for the purpose of redesigning the intricate processes 

that constitute modern health care.  Physician’s skills and attributes are unique. Scientific training 
in medical diagnostics and therapeutics, an understanding of patients' individual circumstances, 
an ongoing personal relationship with patients, and an ethical and professional commitment to 
placing patients' welfare first is critical to understanding quality issues. (39) 

Developing and Testing Changes in Delivery of Care 
An overview of local Plan-Do-Study-Act (PDSA) cycles reports that physicians can encourage 
systemic improvement by endorsing and participating in changes in their own offices and in the 
health care organizations in which they work. (40) 
 
Institutional and Professional Responsibilities in Quality Assurance 
Donabedian defines quality of care as: 

1) The goodness of technical care, judged by its effectiveness 
2) The goodness of the interpersonal relationship, judged partly by its contribution to 

technical care 
3) The goodness of the amenities 
 

Quality assurance protects and enhances quality through system design and performance 
monitoring. Monitoring may occur informally in the course of collaborative practice. Formal 
monitoring is conducted by: 

1) Systematically collecting information about the process and outcome of care 
2) Identifying patterns of practice 
3) Explaining these patterns 
4) Acting to correct deficiencies 
5) Verifying the effects of remedial actions 
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Rather than being a policing activity, monitoring activities should be designed to implement 
professional accountability and contribute to rational management by documenting the quality of 
the product.  

SUMMARY  
The quality movement began in industry in the 1950’s, using the 14 principles of Total Quality 
Management (TQM), created by Deming. There are standards, criteria and indicators, all with a 
variety of definitions; as a result, terminology has been an unforeseen challenge in this project.   
 
Standards-based programmes assess the degree to which the individual or team meet pre-defined 
measures. Although standards-based programmes provide a level to aspire to, they offer little or 
no incentive to grow beyond what is required, and often practitioners think that standards-based 
assessments are threatening. 
 
In contrast, CQI programmes have an ethos of “achieving” and are usually combined with 
continuing education programmes and personal development plans. Some of the standards-based 
quality assessment and CQI programmes are peer-developed, peer-owned and peer- 
administered. Those that are not, like the European ISO and EFQM, tend to focus on structure  
and process, while the former may look only at clinical practice performance or may include  
practice organization and management. Quality assessment of individual practitioners is  
important; however, health care is usually provided by teams. From this perspective, quality of 
care is, to a large degree, dependent upon team functioning. Both New Zealand and the UK have 
developed some excellent quality tools to assess multidisciplinary teams. Although quality 
assessment programmes and their indicators are not 100% transferable across borders, much can 
be learned from the structure and process of these quality systems in other jurisdictions.  
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ENVIRONMENTAL SCAN 
 

BACKGROUND 
The question, “are there multidisciplinary voluntary accreditation programmes that can act as a 
model for the development of the Quality in Family Practice project in Ontario?” guided the 
environmental scan, an exploration of local, provincial, national, and international programmes.    

OBJECTIVES  
 To identify multidisciplinary voluntary accreditation programmes 
 To select those with most relevance to the goals of Quality in Family Practice project 
 To review the criteria and indicators used in accreditation tools 
 To recommend programmes for the teleconference information gathering process 

METHODS 
The purpose of the environmental scan was to identify and screen existing multidisciplinary 
voluntary accreditation programmes for applicability to the Quality in Family Practice project. 
Possible inclusions were identified by three main sources: 1) Quality Assessment/Voluntary 
Accreditation Project, 2) Suggestions from the Strategic Consultation/Planning Workshop, and 3) 
Scan of the grey literature. Each is discussed below.  

Quality Assessment/Voluntary Accreditation Project 
Before the present phase of the project there was the Quality Assessment/Voluntary 
Accreditation Project, which identified a number of quality programmes, with a special emphasis 
on the UK. These were a starting point for the environmental scan. (See Appendix 11, Quality 
Assessment/Voluntary Accreditation Project) 

Suggestions from the Strategic Consultation/Planning Workshop  
Members of the Strategic Consultation/Planning Workshop Advisory Committee were asked for 
advice on what tools/programmes/models to look at to assist our design of a quality tool in phase 
2 of our project. The plan is to base the quality tool on existing instruments, and to adapt it to 
unique characteristics of family practices in Ontario. The Ontario model should be applicable to 
all sizes of family practices, and should include multidisciplinary practices.  Further, the Ontario 
model should be adaptable, able to evolve and change over time. Stakeholders at the Strategic 
Consultation/Planning Workshop recommended a number of resources locally, provincially, 
nationally and internationally. (See Strategic Consultation/Planning Workshop Section). 

Scan of the grey literature 

Method 
The scan of the grey literature used three sources:  

1) library search of documents 
2) links provided by known programmes 
3) web-based search using combinations of names of known organizations, names of 

programmes and search terms combined with country names: quality/ quality indicators/ 
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healthcare quality/ quality in primary care/ voluntary accreditation/ medical quality/ 
nursing quality/ 

Critical Review of Environmental Scan  
A critical review of the Environmental scan material was done to find programmes most relevant 
to the purposes of our project. 

Method 
Two research members of the Project Management Team designed a Data Extraction Sheet to use 
as a guide for a screen and critical review of the programmes with two objectives: 

1) to identify if the programme content was useful for our needs 
2) to identify programmes that should be contacted for further information through meetings 

or teleconferences 
 

The Data Extraction Sheet was designed with reference to the focus of our Quality in Family 
Practice study to examine programme focus, components, professional inclusion, ownership, and 
the number of criteria and indictors that fit. This includes the following:  

1) The preliminary evidence-based tool developed by the McMaster team (Quality 
Assessment/Voluntary Accreditation Project) 

2) Inclusion of elements of the Provincial Coordinating Committee on Community and 
Academic Relations, PCCCAR Basket of Services  

3) The four principles of family medicine (See Appendix 1) 
 
Additionally, the two research members identified three inclusion criteria of programmes that 
have a “reasonable fit” with the Quality in Family Practice project.  Inclusion has three levels:  

1) Worthy of review by all members of the Project Management Team  
2) Reference material for the site visit 
3) Warrants either a personal visit or teleconference   

Inter-rater Agreement   
Inter-rater agreement was calculated by a simple count of agreement/number of items reviewed x 
100. The inter-rater agreement was 95% for the three inclusion criteria.  Below are the 
programmes that fit one or more of the inclusion criteria. (For Other Programmes see Literature 
Review)  

Conceptual Map 
Based on this material, the Project Management Team created a conceptual map to guide the 
discussions of the teleconference to assist in tool development. This includes the following:  

1) criteria and indicators 
2) team and individuals 
3) administration 
4) train the trainer 
5) costs—both overt and hidden 
6) nomenclature 
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Results: 
The following is a list of the programmes identified for the Teleconferences.  
 

Programme/Contact Person Description 
The Royal College of General Practitioners (UK) 
RCGP 
CHAIRMAN: Prof David Haslam, FRCGP  (East 
Anglia) 
14 Princes Gate 
Hyde Park London   SW7 1PU 
Tel:  +44 (0) 20 7581 3232 
Fax:  +44 (0) 20 7225 3047  
Email: info@rcgp.org.uk 
Website: 
http://www.rcgp.org.uk/press/2003/9405.asp 

Quality Team Development (QTD) offers a 
supportive approach to clinical governance by 
enabling teams to identify developmental needs and 
sharing of good practices. The standards and criteria 
are aspirational and developmental used for self-
assessment and highlighting priorities to move 
forward at an achievable rate. Local assessment 
teams provide external validation of team’s self-
assessments. 

QPA 
Practices in England, Wales and Northern Ireland 
should direct all enquiries to: 
Sheila Veale, QPA UK Administrator, Royal College 
of General Practitioners, The David Anderson 
Building, Foresterhill Road, Aberdeen AB25 2ZP 
Tel: 01224 558043  
Fax: 01224 558047 
Email: sheila.veale@pcrc.grampian.scot.nhs.uk 
Website: 
http://www.rcgp.org.uk/faculties/scotcoun/qpa.asp?I
D=2 

Quality Practice Award (QPA) is a quality 
assurance process that recognizes a high standard of 
quality patient care delivered by every member of 
the practice team.  
It is designed to be a supportive, educational and 
professionally led approach to quality improvement. 
 

Association of Ontario Health Centres (AOHC) 
1 Eva Road, Suite 220, Toronto, ON   M9C 4Z5 
Tel: 416-236-2539     
Fax: 416-236-0431     
Email: mail@aohc.or 
Website: http://www.aohc.org/ 
 

Building Healthier Organizations Evaluation 
framework identifies key questions, measures or 
indicators and the data collection methodologies 
appropriate to each indicator. Data elements are 
proposed to be collected from one or more of five 
broad information sources: individual encounters/ 
service events, personal development groups, 
community health initiatives, organizational 
management (for the health centre as a whole) and 
opinions of staff, clients, volunteers and community 
members. 

Canadian Council on Health Services 
Accreditation (CCHSA) 
1730 St. Laurent Boulevard, Suite 100  
Ottawa, Ontario K1G 5L1   
Tel: (613) 738-3800    Fax: (613) 738-1244  
Email: nowl@cchsa.ca 
Website: http://www.cchsa.ca     

National non-government organization accredits 
hospitals, long-term care institutions, rehabilitation 
institutes, and primary care organizations. The 
mandate ties into virtually all care-related activities 
of health care professionals. 
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Quality Improvement Council 
Institute for Healthy Communities Australia Inc. 
(IHCA) 
73 - 77 Russell Street West End 4101 
PO Box 5582 West End 4101 
Tel: + 61 7 3844 2222    Fax: + 61 7 3846 1834 
Email: ihca@ihca.com.au 
Website: http://www.ihca.com.au     

The Quality Improvement Council is responsible 
for the coordination of the QIC National Review 
and Accreditation Programme and use of the QIC 
Standards, delivered through affiliated Licensed 
Providers. QIC is a national, non-profit organization 
that aims to promote and assist health and 
community services through a continuous quality 
improvement framework. 

Royal Australian College of General 
Practitioners, National Office (RACGP) 
Ian Watts, National Manager  
GP Advocacy and Support 
1 Palmerston Crescent 
SOUTH MELBOURNE VIC 3205 
Tel:  61 3 8699 0544    Fax: 61 3 8699 0400  
Email: ian.watts@racgp.org.au 
Website: http://www.racgp.org.au/qa_cpd/ 

The RACGP is a Quality Assurance programme 
linked to Continuing Medical Education focused on 
high levels of professional development. 
 
  

Royal New Zealand College of General 
Practitioners (RNZCGP) 
88 The Terrace 
PO Box 10440 
Wellington, NEW ZEALAND 
Tel: +64 4 496 5999    Fax: +64 4 496 5997 
Email: rnzcgp@rnzcgp.org.nz 
Website: http://www.rnzcgp.org.nz/ 

The RNZCGP Quality Assurance Unit is an 
advisory and resource unit for the College and GPs 
aiming to promote concepts of quality to GPs 
through a framework for activities that promote 
improvement in the professional setting and 
incorporate best practice activities. 
Aiming for Excellence is the RNZCGP Standard for 
General Practice Care. It promotes a framework that 
incorporates three dimensions of quality: patients, 
professionals, practice. 

The WONCA Working Party (WP) on Quality in 
Family Medicine (QIFM) 
Members of the Working Party 
Email: sam@lantic.co.za 
Fax: ++27 12 329 4246 
Per Hjortdahl(Norway) 
Email: per.hjortdahl@samfunnsmed.uio.no 
Fax: ++47 22 85 0650 
Richard Roberts(USA)(convenor) 
Email: rroberts@fammed.wisc.edu 
Fax:++1 608 263 5813 
Website: http://www.globalfamilydoctor.com/ 

Family Doctors´ Journey to Quality 
The WONCA Working Party on Quality in Family 
Medicine Marjukka Mäkelä, Barbara Booth and 
Richard Roberts (Eds.) 
 
A guide to family doctors and their organizations on 
the way to providing quality primary care: analyze 
current position, development plan, learning, 
collaboration, resources, and environment. The 
WONCA Working Party on Quality in Family 
Medicine has written this book using experiences 
from six continents and many different health care 
systems.  

European Association for Quality in General 
Practice/Family Medicine (EquiP) 
Website: http://www.equip.ch/ 

The aim of EQuiP is to contribute to the 
achievement of high levels of quality of care for 
patients in family/general practice.  EQuiP offers a 
structure for collaboration and exchange of 
expertise and methodology and initiated projects on 
development and evaluation with regard to Quality 
Assurance Management and Development. 
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Costs 
The Quality Improvement Council in Australia (QIC) compared costs of programmes. 
The following table is adapted from Standards and quality improvement processes in 
health and community services: a review of the literature. (41) 
 

Australia Focus Cost 
Australian Council on 
Healthcare Standards 
(ACHS)  

Accreditation programme combines 
evaluation and improvement focus of 
EquIP using a self-assessment process & 
organization-wide survey 

Annual fee with 4year cycle 
$2,900 for day surgery centre 
$14,000 for a 400 bed hospital  

Quality Improvement 
Council (QIC) 

Generic core of standards and 
complementary service delivery modules. 
Used by primary care services, home-
based care, and addiction services  

Annual cost with 3 year cycle 
Cost varied with size of 
organization 
Average cost $4,000  

Home & Community 
Care (HACC) 

Focus is on providing consumer-friendly 
services. Not certified accreditation 
system. Relies heavily on self-assessment 

Not known 

Royal Australian 
College of General 
Practitioners 
(RACGP) 

Standards-based programme administered 
by  
AGPAL  (Australian General Practice 
Accreditation Ltd )  

$1,100 (GP/non-GP team) or 
$1,200 (GP/GP surveyor team) 
per each FTE physician 

International 
Standards 
Organization  (ISO) 

Focus on customer needs and structure 
and process of organization to meet 
consumer expectations. Internationally 
recognized generic standards  

Costs vary depending upon 
health service being accredited & 
certification agency 

Australian Quality 
Council (AQC) 

Focus on sustainable organizational 
excellence using a CQI approach. 
Does not replace accreditation process 

Range from $4,000 - $5,000 
Includes site visit & feedback 

 

New Zealand  Quality Team Programmes Cost 
Royal New Zealand 
College of General 
Practice (RNZCGP) 

Aiming for Excellence  
Standards-based assessment with CQI 
focus 

Not known 

 

United Kingdom Quality Team Programmes Cost 
Royal College of 
General Practice 
(RCGP) 

Quality Team Development (QTD) 
Focus on sustainable organizational 
excellence using a CQI approach. 
 

Direct Costs £5000+taxes 
Hidden costs 

RCGP Quality Practice Award (QPA) 
Standards-based assessment with CQI 
focus 

Direct Costs £3500 +taxes 
Hidden costs 
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FOCUS GROUPS 
 
 

BACKGROUND  
Quality assessment of family practices is 
anticipated to promote “best practices” 
and to benefit participants individually 
as providers and consumers, and society. 
To provide direction and guidance in the 
development of quality assessment 
indicators and tools, community 
consultations were set up with patients, 
physicians, and representatives of 
disciplines working in family practices.  

OBJECTIVE  
To explore with patients, and members of the multidisciplinary team in Ontario family practices 
the concept of Quality in Family Practice.  

METHODS  
Qualitative research methods of focus groups and key informant interviews.  

ETHICS REVIEW  
Application to undertake the community consultations was made to the McMaster University 
Faculty of Health Sciences Research Ethics Board and permission granted.   

SAMPLE   
Purposeful samples of consumers and providers of family practice health services, recruited by 
Steering Committee members. The latter were asked to consult with their constituencies to draw 
up a list of names of potential participants and to recruit them. An Information Sheet was 
prepared for this purpose. (See Appendix 12 Information Sheet)  Names of those who agreed to 
participate were given to the Project Management Team who sent out official invitations with full 
information including time, date and location of the focus groups along with the three questions 
and a consent form. 

INCLUSION CRITERIA 
In order to achieve representation, purposive selection criteria was used:   

1) patients in a variety of family practice settings 
2) practice types: rural, solo, group community, academic 
3) primary care models: Community Health Centres (CHC), Family Health Networks 

(FHNs), Health Service Organizations (HSO), Primary Care Networks (PCN), and 
4) geographic location: urban, rural and northern 

 

Please note all italicized quotations throughout this 
document have been taken directly from the 
transcriptions of the focus groups, see Legend of 
disciplines below: 
 
Legend of focus groups: 
 
N = Nurses    SW = Social Workers 
D = Dietitians    RMS = Receptionists 
RPN = Nurses   SFP = Specialist Physicians 
P = Patients   LFP = Local Physicians 
Ph = Pharmacists   AFP = Academic Physicians
RFP = Rural Physicians NFP = Northern Physicians 
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PROCESS 
Time was set officially for two hours to allow for latecomers, with discussion limited to 90 
minutes. The approach was open to allow issues to emerge. Both a facilitator and discipline-
specific facilitator led the focus group sessions and key informant interviews. Information about 
the project was given and consent forms signed.  

GENERIC DISCUSSION GUIDE 
Two generic questions were developed with the facilitators guided by a conceptual base on the 
four principles of family medicine (See Appendix 1) and the PCCCAR Basket of services, and 
one discipline-specific question.  

Generic questions 
 

1) If you or someone you care about asked you to recommend a family physician, whom 
would you recommend? Why did this person come to mind?  
 
2) If you had the chance to design the ideal family practice, what would it look like? 

Discipline Specific Question 
 

1) What would the ideal (dietitian/nursing/pharmacy/physician/reception/social work) 
practice look like in family practice setting?   

DATA ANALYSIS 
Audio interview tapes were transcribed. Two researchers (Eileen Hanna & Phyllis Jensen) used 
an axial coding approach to explore emergent themes of the focus groups and key informant 
interviews.  Consensus on content and meaning was reached for those that differed. Steering 
Committee Members were responsible for defining emergent themes in their constituencies. 
Validity of themes was determined by saturation, triangulation with the literature, and member 
checking with Steering Committee Members given instruction and format for theme extraction. 
This basic format allows for similarities and difference to emerge and for comparisons to be 
made.  Between groups, comparisons were made searching for reiterated themes that represent 
evidence of saturation, an important measure of the "validity" of qualitative findings.  

FOCUS GROUP RESULTS 
A total of 12 groups and 84 participants took part in the focus groups and key informant 
interviews.  (See Table One) Groups were facilitated by Phyllis Jensen and Eileen Hanna; and co-
facilitated by the Steering Committee Members who had recruited the participants. 
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Table One 

Group Representation & Key Informant Interviews 
 

Discipline Group Subgroup Number Attended 
Dietitians  9 
Nurses PN& NP 10 
Nurses RPN 4 
Patients  10 
Pharmacists  9 
Physicians Local 8 
Physicians Academic 10 
Physicians Northern 1 
Physicians Rural 3 
Physicians Specialists 3 
Receptionists  8 
Social Workers  9 
 Total 84 

Inter-rater Reliability  
Inter-rater reliability was determined by taking a random sample of transcripts, comparing theme 
definition. The ratio calculated of similarity/total number of themes identified was 93%. 
Consensus was sought from Steering Committee Members who reviewed the transcripts.   

Findings from Generic Questions 
1) If you or someone you care about asked you to recommend a family physician, whom would 
you recommend? Why did this person come to mind?  

Attributes of the Family Physician  
Participants responded to the above question either with one word, emphatically stated, or 
descriptive mixture of qualities. These have been grouped into four types of attributes:  

• personality and character  
• doctor-patient relationship 
• professional attitude and behaviour 
• professional roles and competency 

• Personality and Character   
Single word descriptions of physician personality and character include the following: caring, 
compassionate, concerned, empathetic, enjoys the work, honest, kind and understanding.  
 

“…for me, it would be very important for a doctor to be understanding”  (P)  
 
“…my important thing is that I know the doctor is kind, concerned, compassionate, very 
knowledgeable, very on top of things.”  (RMS) 
 
“I would want them to have a really solid knowledge base in the science and art of medicine 
and having a caring personality.” (R) 
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• Doctor-Patient Relationship 
The doctor-patient relationship is described in terms of physician approach and qualities of 
communication.  Good rapport, educates, decisive, engenders patient compliance, open to 
other treatments, patient-centered approach not turf protection, takes action, uses team 
approach, and uses a wellness approach. 
 

“I think a doctor-patient relationship should be both parties working their best.  The 
doctor trying to ensure that the patient is healthy and the patient trying to ensure that he or 
she is healthy.” (P) 

 
Approachable, discusses options and describes thought process, clear instructions, concise, listens 
and hears, open, talks at patient level, undivided attention, will provide clarification, and is 
willing to discuss things.   

“It is good quality if you know that when you tell the doctor something that the doctor is 
hearing you, not only is he listening, but they’re hearing you…I think that if the patient can 
feel that he is listened; if the doctor had heard his complaint or however small it can be…that 
is very an important thing.” (RPN)   

“…not feel offended that you’re questioning their judgment.  So I guess there’s two things 
there that they are decisive but they’re willing to talk about it as well.” (RPN) 

• Professional Attitude Behaviour 
The following list of qualities defines professional behaviour characteristics of the physician: 
accountable, balances own life/practice and knowledge-building, decisive, efficient, good rapport 
with staff, educates patients around definition of "urgent,” has time/doesn't rush, hires good staff, 
knows patient, makes appropriate referral to consultants, on top of things, on time, organized, 
represents the four principles of family medicine, willing to refer and makes appropriate referrals.  
 

“Someone we trust, someone who enjoys their work.  I think efficient is very good; 
someone that doesn’t rush you.  It would be ideal if he was on-time.  (RMS) 
 
“…with our doctor is that she doesn’t really let you ask a lot of questions.  She almost 
rushes you through the appointment...”(P) 
 
“…sees their role as being, you know, a resource to a defined population and based in the 
community.  Now none of that really captures being comprehensive, although I think 
being community based suggests, and being a resource to your practice I think suggests 
that you have to have some willingness to, uh, be as comprehensive as your skills and 
training at whatever stage you are in your practice development.”  (RMD) 

• Professional Roles & Competency  
The following qualities defines concepts of professional competence of family physicians: 
addresses risky behaviour, an educator/has students, competent clinician, comprehensive care, 
continuity of care, coordinator of care, knows own limits, feedback loops in place, has a solid 
knowledge base, practices evidence based medicine, participates in continuing medical education, 
and has a system of external review.  
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Attributes of the Ideal Family Practice 
 
2) If you had the chance to design the ideal family practice, what would it look like? 
 
Participants responded to this question with one-word statements or a string of descriptive 
qualities. We asked them to vision. They described the organization of professional practice, the 
physical set-up and delivery of service. This includes:  
 1) organization of professional practice 9) information technology 

 2) access and availability   10) medical records 
 3) comprehensive care   11) practice management 
 4) communications    12) practice team and team work 
 5) continuity of care    13) prescribing practices 
 6) equipment     14) referrals to allied services 

7) health and safety    15) quality management 
8) health promotion and illness prevention 

1) Organization of Professional Practice  
The ideal professional organization of care is a multidisciplinary family practice using a shared 
care model with specialists and diagnostic services (laboratory, x-ray) and pharmacy on site with 
timely communication between providers of services. At least one person in each focus group 
used the term, “One-stop shopping," with the others murmuring their approval of the concept and 
making additional comments. “I see it as a primary health centre.” (Ph)  
 

“If you get a requisition from your doctor’s office and you have to leave and go somewhere 
else, sometimes it takes a lot longer to get that blood work done because it is ‘where do I find 
a lab, what are the hours?’  So, it is really nice if there is a lab on site. You can go from the 
doctor, get your blood work done, go home, come back for your follow-up.” (RPN) 
 
“…the rhumatologist, the endocrinologist, internal medicine, like what are some of the key 
specialties that would be useful to be working together for that primary healthcare team.” (Ph) 

 
Physically they described the office as conveniently located (within ten minutes drive and 
accessible by public transit). The parking lot should be free, not across a busy street, covered 
from the elements and large enough to accommodate patient visits and not just the doctors. 
Physical features of the office include wide automatic doors for wheelchairs & buggy access, 
spacious, clean, sunny, warm rooms with background music, well lit, windows that open and 
good air quality. The waiting room should have a private/confidential area for reception so that 
not everyone hears the interchange. They expressed concern about catching infectious disease 
from other patients and suggested an isolation area. They want comfortable seats that are easy to 
get out of. A child-friendly area and childcare would be nice. While they do not want to have to 
wait a long time, they want it to be quality-waiting time with a TV with educational videos, a 
resource area.   
 

“I think the atmosphere of a doctor’s office should always be inviting for everyone of all 
ages; especially kids and younger people.  I think that’s a really important thing. The 
doctor’s office I work at has a baby room; it’s for younger kids. That’s where they put the 
younger kids in when they’re going to see a doctor. It’s decorated, got cute clowns and stuff.  
It’s neat, it’s inviting. I think that’s really important.  I think that kind of takes the fear out of 
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going to a doctor; it’s just inviting for everyone.  Who want to go to a place that looks really 
run-down?  I went to a clinic the other day to get some shots, and it was really run-down and 
it’s like ‘get out,’ just a bunch of grey walls and the floor was all gross.” (P)  

2) Access and Availability 
A large part of the focus group discussions about quality centered on accessibility and 
availability. In fact, it is such a big issue for the respondents; they had to be prompted to think 
beyond this concept.  Often they equated accessibility and availability with quality. “Quality is 
accessibility.” (RMS) “Available!  If you want a doctor, you call one.” (RMS)  

Other accessibility issues are routine and urgent appointments, timeliness and accessibility of 
making appointments, 24 hour care seven days a week (24/7) care and on-call arrangements, 
physical accessibility, and multicultural care.   

Routine and Urgent Appointments  
Respondents made a distinction between routine and urgent appointments recognizing that while 
there is an advantage in being able to see their own family physician for urgent appointment, it is 
an ideal situation; they would settle for seeing an alternate. 
 

“…an urgent same-day doctor and then you would have the family doctor for your regular 
appointments.  Just in case you just have Strep (sic) throat.” (RPN) 

Timeliness and Accessibility of Appointments 
Timeliness refers to the time between making the appointment and being seen, and feedback on 
test results. “You get an appointment in a reasonable time.” (RPN,) where reasonable is defined 
by the urgency of the condition. “A six-month waiting list is pretty useless.” (D) “…hearing back 
in a reasonable period if there are tests.” (RPN) 
 
Accessibility is also defined as being able to “get through” to make an appointment and 
flexibility in appointment times for problems that need more than the standard time. 
 

“I think of accessibility as being able to connect quickly. The first barrier that I find when 
phoning doctor’s offices is that you can never get someone to answer the phone.  You could 
be there for a couple of days trying to get through. If somebody is really ill, and needing the 
doctor, how do they access the receptionist for the doctor?” (SW)  
 
“Flexible care…(being able to) book an appointment that’s half-an-hour long instead of ten 
minutes.” (RPN) 
 

Timeliness is also about not having long wait times at the doctor’s office.  
 
“When I’m in the room, I want to know that the doctor is coming in, in a minute that I’m not 
stuck in this room by myself for another half hour or hour.”  (RPN) 

24/7 Care and On-Call Arrangements 
Having urgent care available and being able to avoid the Hospital Emergency is important.  
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“…always a doctor on-call 24 hours a day.  They take turns, and you know there’s always a 
doctor on the weekends and everything; that would be great; that would solve a lot of 
problems.” (P)  

 
“We’ve had assistance on weekends and late at night with kids and all sorts of stuff, and I 
have absolutely no complaints in terms of their service delivery or the kindness and 
compassion that we’ve been shown.”  (P) 

 
They spoke about the need for evening and weekend appointments.  
 

“If you want to have rapport with your family physician, then they have to have some night 
hours or some Saturday hours.” (P) 

Physical Accessibility 
Physical accessibility is important. This includes adequate numbers of handicap parking spaces 
that are close to the entrance, and physically accessible services.  
 

 “I have physical access issues. I don’t go to (--) because you can’t get anywhere from the 
parking lot; it’s a long, long walk.  If you don’t need a wheelchair, but you can’t walk too 
far…don’t go to (--).  It is difficult parking; there is one handicapped parking spot available 
this afternoon when I got here and I was very lucky to get it because a woman behind me had 
a card in her windshield too, and she didn’t get it, I did.  I did try to move over so that she 
could share with me, but she didn’t want to.  Access is an issue.  It’s certainly an issue at a lot 
of the family medical practices as well; there’s inadequate handicapped parking.  It’s not 
policed; people are very comfortable to park in handicapped spots particularly at doctor’s 
offices if they’re just going to sit and run their engine and wait for somebody. That’s standard 
at (--). ” (P)   
 
“…there is an x-ray area…but it’s down a flight of stairs and it’s very small and for people 
with disabilities it isn’t a very convenient set-up.” (P) 

Multicultural Care 
Concern was raised about access to healthcare for New Canadians.  
 

“Well, some of them can’t speak English; where do they go?”  (P)  

3) Comprehensive Care 
Rural and northern physicians define comprehensive care as a broad range of direct care, and care 
for patients with a range of ages.  

“ a comprehensive practice – in other words does in-hospital work, as well as out of hospital 
work and follows their patients along in a comprehensive fashion, not just a referral service.”  
(R)    
 
“It would be comprehensive, looking after young people, old people, and everybody in 
between and doing your office base, plus your hospital base…” (R) 

 
Other focus group participants spoke of a range of services, “...treating the sick and managing 
the well…” (SW)  
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“I think that the family doctor you would expect them to do everything unless it was a few 
things like mental health, maternity, they would send you out for it but otherwise you expect 
them to be general practitioners.  To know a little bit of everything and when it is out of their 
scope to refer you to a specialist but they should be the gatekeeper and have a general 
knowledge of everything.” (N) 

Other services include house calls when appropriate, especially for a very ill child, the 
terminally ill and palliative care. They noted that at present, there is no one to oversee 
hospital care, so hospital visits are important and also meeting the patient in the emergency 
room when they are sent there for care.  

At the same time, respondents expect physicians to be mindful of their limitations.  
 
“…they’re not all super people so I wouldn’t want someone to be forcing themselves to 
do palliative care if that really isn’t their forte, so I don’t mind my physician saying, you 
know what, I know some people do this but I’m not very good at this, I think that the best 
place for you would be, I respect people that know their limitations.” (N)  

4) Communications 
Communications were discussed both as a quality of the family physician (see above) and quality 
of the family practice. Issues raised about the latter include information flow between staff and 
with patients. 
 

“Good open communication skills.  Patient is comfortable about speaking with you about any 
or all subjects and you are able to feedback in a way that they are comfortable with, they 
understand.” (RPN)   

 
“..in some offices that gets to be a bit bogged-down with communication and not everyone 
works full-time; it’s hard to keep a good flow of information.” (RMS)  
 
“My mother, who is 75, can wait weeks to hear back on a referral on something so stupid that 
it shouldn’t take that long.”  (P) 

5) Continuity of Care  
Having the same providers who know the patient and his/her history is important.  
 

“I know my sister’s also kind of uncomfortable in the doctor’s office; having a different 
person every few times you go makes you even more uncomfortable, so having the same 
doctor over a period of time is, I think, important.”  (P)  

6) Equipment 
Equipment needs to be clean and in good repair with staff training to use it correctly. 
 

“Up-to-date equipment and supplies.  With the new equipment that comes out on an on-going 
basis access to learn how to use the equipment properly.  Having someone come to train on 
the equipment.” (RPN)   
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7) Health and Safety 
There were both provider and consumer issues around health and safety. Provider issues included 
ergonomic working environments, and having someone on the team up-to-date on Workplace 
Hazardous Materials Information System (WHMIS).    
  

“…the exam beds that go up and down electronically so you could put it at a good 
working level for yourself instead of bending over to do a blood pressure.  That would be 
nice – having that work environment that is ergonomically correct with the computers and 
everything else.  The computers in the exam room, you get down to turn them on.” (RPN) 

 
“Set up bio-waste disposal so that those things are dealt with in appropriate way.” (RPN) 

 
Patient issues were directed towards protection from exposure to infectious diseases in 
the waiting room, and safety of physical access.  

 
“…all these people are coughing and you’re sitting there for an hour waiting.  And if you 
weren’t sick when you got there, you will be by the time you go out.” (P)  
 
“ I don’t want to be subjected to a narrow staircase…there could be standards; not state-of-
the-art kind of building, but minimums.  Size of doors or automatic doors; the door should be 
about a foot wider than the normal door you have, because you have wheel-chair people and 
crutches.  I have had the experience now of being in a wheelchair several times, and there’s 
nothing quite like losing your knuckles going through the doors because they’re not wide 
enough for a wheelchair, or turning a corner and not being able to angle the wheelchair 
because the hallway isn’t quite wide enough to take that angle.” (P)  

8) Health Promotion and Illness Prevention 
Respondents spoke of the desire for education from their family physician. “He would educate 
me about things” (SW) with a health promotion approach.  “Instead of having everything on a 
crisis basis, get the prevention going.” (P) 

9) Information Technology 
Family physicians described Information Technology (IT) as a benefit to the practice, 
making medical records more available, reducing errors due to poor hand writing and 
improving communication. Additionally, it enables quality assurance.  The downside of 
IT is the potential for relating to it, the technology, more than the patient.  
 

“IT is helpful, not just for us, but it’s helpful for the other people that we’re trying to 
communicate with, and it’s another expression, I think, of better communicating skills, you 
attach the lab work, you fax the stuff over with an attached barium enema report, it’s clean 
and you should get a better opinion back.” (LFP) 

 
“You can do quality assurance, you can do audits in your practice, are you meeting 
benchmarks for certain things.” (LPF) 

 
“It’s tempting to be following the computer agenda rather that the patients agenda.” (LFP) 
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Patients and allied care providers also sang the praises of IT. “Emailing to the pharmacy would 
be good.  That direct link...” (RPN) “ I email my doctor quite regularly.”  (P) 

10) Medical Records 
Electronic medical records and paperless offices are described as the ideal way to go given the 
lack of portability of paper records for patients who consult with more than one physician. The 
idea future is “Everybody would be on an electronic medical record,” (R) with awareness that  
‘…we are still along way off from paper free practice. “ (N)  
 

“Don’t have medical records in like 16 different places…Every guy that goes to another 
place, they want all the records from the other place…So there has to be some kind of sense 
that they don’t travel with you physically and that they’re available to the doctors as they’re 
needed. (P) 

 
While the concept of “one big mother database” (P) was suggested, fears were expressed about 
access and the potential for lack of confidentiality. 
  

“I’m just afraid of the Big Brother thing, where all of your records are someplace in a 
basement under Queen’s Park or something…wherever you go you can just type in your name 
and then all your records show up; of course it needs to be protected.”  (P) 
 

Security of records is an issue.  
 

“I think it makes most everyone feel comfortable if they go into a practice and see that their 
medical records are in a secure area...that would make certainly make me feel secure 
knowing that my records were locked up and they weren’t just left lying about.” (N) 

11) Practice Management 
Practice management was described in terms of an organized and efficient system of provision of 
care, awareness of what is going on with allied providers, and the need for a system of conflict 
resolution. 
 

“They have to be organized in themselves and their time management; that’s important to the 
people waiting as well.”  (RMS) 
 
“I think it’s also up to the physicians to know what is going on in the office, some of them sort 
of turn a blind eye and I think a physician should know what exactly their receptionists, 
nurses how they are treating their patients too and how they are answering the phone.” (N) 

12) Practice Teams 
The most important frequent response about team function was “respect.” (N) Followed by well-
defined job descriptions, regular staff meetings, good communications with shared information, 
and dedicated time for team functions. 
 

“Good staff.  A good doctor’s office is the staff and how everyone gets along with everyone; 
like doctor with doctor and doctor with staff, staff with staff and the sharing of whatever jobs 
there are to be done.”  (RMS)  
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“There is a great deal of respect and I think the patients pick up on that, they like it.”  (N)  

13) Prescribing Practices 
Patient issues on prescribing included convenience of getting prescriptions filled with one-stop 
shopping, using information technology for communications, and lack of acceptance of over-
prescribing.  
 

“My doctor would send my prescription to my pharmacy, my pharmacy would deliver it to my 
house.  I wouldn’t have to wait around the pharmacy to pick it up or it would be ready by the 
time - before you left your doctor’s office…I don’t think that is too far away.” 
(RPN) 

 
“I’m not happy with the physician that hands you a prescription every time you go.” (RPN)  

 
For the allied professionals issues that arose on prescribing include:  

1) utilizing scope of practice of allied professionals 
2) need to improve communication with pharmacists 
3) convenience and potentially increased quality of care with a clinical consulting 

pharmacist on the team  

14) Referrals to Allied Services 
Patient issues include having a physician who will refer, convenience and timeliness in getting an 
appointment, and follow-up or feedback.  

 
“I think it would be nice if you were at the doctor and they wanted you to go somewhere else 
if you could wait and get the appointment at that time; like one-stop shopping.” (P)  

 
“And follow-up.  The one thing that everybody said on this table, is the fact that if you go in 
their for test, you want to know the results.  It’s inconsistency. Like some doctors that will 
phone you back and let you know what’s going on, as to other doctors that say, ‘Well, if 
there’s nothing on the x-ray, we won’t call you back.’  So, you sit there for 3 days twiddling 
your thumb waiting for a response back from the doctor’s office, and you don’t get it or you 
do get it.”  (P) 

 
For physicians, access to referrals in a timely manner is the main issue.  
 

“I think I’m extremely adept at accessing resources and it doesn’t matter whether it’s a 
dietitian, or a social worker or mental health worker, and I keep digging and scratching until 
I get it right, and get access for the patient, and am I’m frustrated with the fact that it’s a 
three month wait, or six month wait.” (LFP) 

15) Quality Management  
Patients spoke to the issue of quality management with the College of Physicians and Surgeons 
of Ontario (CPSO) involved in the process.  
 

“…we need a system in place that ensures quality across the board.  I have a superior doctor 
and I want you to have one too.  I want that everybody has an exceptional doctor.” (P) 
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“…my vision would be that they (The College of Physicians and Surgeons) take a more active 
role in standardizing care and at the level of expectations of care as opposed to billing 
practices.” (P) 

 
Physicians acknowledged the need. “They would have some form of external review.” (R) The 
issues of ownership and administration, they felt were not clear-cut. On the one hand, they felt a 
local program was best as it would take into account regional and local needs, and get better 
buy-in. On the other, they felt it should be a larger process. “It has to be someone removed from 
licensing and whatever else.  It’s got to be educational or maintenance related.” (LFP) 
 
While nurses raised a workforce issue vis  vis quality assessment. “For small family practice, I 
don’t know where you are going to get the people to do this stuff to measure it, to be accredited 
for it.” (N) They expressed great interest in the process, the need for recognition and potential for 
comparability. 
 

“I think we need that, to say how valuable our jobs are, performance evaluations from peers 
or any of that stuff, it’s extra work but it really proves that what we do is valuable and 
deserves that recognition.” (N) 
 
 “..you can get quadrants measured like how you care doing compared to somebody else.” (N) 

 
Family physicians expressed the view that quality assessment is an altruistic venture.  
 

“It’s simply an altruistic thing, there will be practices who already aspire to those kinds of 
things, which really begs the question, is this function to give credit to those that are already 
there or is it to give encouragement to those that aren’t there who should be there.” (LFP)  

Patient Issues 
Patients want to be included in decisions about their health, a simpler automated telephone 
system, flexible appointment times, and a better system of communication within the healthcare 
components so the physician gets relevant information in good time. They don’t want to be 
rushed in their appointment; more time for the appointment. They want doctors to understand 
community agencies and be willing to work with them, to have their doctor care for them in a 
nursing home, and to be knowledgeable about alternate medicine. “I’m not a case, and I don’t 
want you to manage me.” (P)  
 

“I judge my doctor on whether or not I get better.  That is the most essential thing…If 
something is recurrent and I keep getting the same treatment, I keep getting told to take 
Tylenol or something else, right, then that gets me angry; I don’t think I’m getting good 
treatment.  Now, I don’t care to a certain extent…someone who’s shy, who’s not too outgoing 
or personable, but I don’t want a doctor who ignores me and doesn’t give me answers or 
gives me just reassurances so that I have to fight with him.  I don’t want to fight with her or 
him to get answers to my questions.  I have not used my car to bring, say, ‘a pancreas’ to visit 
the doctor. I’m visiting the doctor.” (P) 

 
“My husband who never goes to the doctor can’t stand the idea that he can’t just give him the 
whole list and just go once.”(RPN)    
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Findings from the Discipline-Specific Question 
In the next section, we examined the roles of specific disciplines in family practices and their 
issues related to quality. The following question was crafted for each discipline. 

1) What would the ideal (dietitian/nursing/pharmacy/physician/reception/social work) practice 
look like in family practice setting?   

Dietitians 

Role & Contribution 
Dietitians see their role as specialists in illness prevention and promotion of healthy nutrition. 
They describe their work as evidence-based with applied medical nutrition therapy protocols for 
disease-specific conditions. In this view, every practice would have a dietitian, and each patient 
should see a dietitian within one week of the referral. “The dietitian's role should be like a 
specialist; tell me the patient is coming and the patient and I will work out the time frame” (D)    

Multidisciplinary Teams 
At present, dietitians work both in multidisciplinary family practices and private practice. One 
fundamental agreement is that they need to be funded by the healthcare system. The ideal 
practice relationship is consultative and collaborative with everyone on the team equally valued 
and having a clear understanding of each other’s roles. They envision team meetings focused on 
patient cases with open sharing of information. An example is one dietitian who reports, "Every 
day, at each site, I work with the mental health counselor for five minutes just to make 
recommendations for care.” (D)  
 
Dietitians would like more time with the doctors. The present system is too one-sided with 
physicians making referrals and dietitians not getting feedback that they have seen their 
recommendations. Before seeing the patient, dietitians need a good referral letter from the doctor 
containing the family history, and an explanation of what they want them to focus on. They 
would like to be able to identify patients that need nutritional counseling, and a way to 
communicate this with the doctor. They suggest the multidisciplinary team uses a standard 
referral sheet. They also need a better follow-up communication link between the hospital and the 
community.  
 
Dietitians see themselves as having a direct role in patient education. "I would love to be doing 
group classes.” (D)  “Each member of the team can reiterate my message; the more the patient 
hears it, the better the chances are they will begin to believe it" (D) 

Nurses 
Two focus groups were completed with nurses, one with Registered Practical Nurses (RPNs), the 
second with Family Practice Nurses (RNs) and Nurse Practitioners (RN(EC)).  Because of the 
differing scope of practice, they are addressed separately. A receptionist summed up her view of 
nurses in family practices. “A family physician that has a nurse is very beneficial for the 
physician…can relieve a lot of the stress.” (RMS)  

Registered Practical Nurses (RPNs) 

Role & Contribution 
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The RPNs described their role in terms of their professional acts, scope of practice, nursing skills 
and delegated acts. They would enjoy opportunities for an expanded role and working with a 
flexible employer. They pointed out the need to know one’s limitations. 
 

“You’re talking about a skilled technician.  The RPN needs to be a skilled technician, skilled 
clinician with a good knowledge base.” (RPN) 

 
“I called the College to find out some of the things that we can and can’t do and what they 
basically said is we have the authority from medical directives, skill and judgment and 
knowledge of what we are to do if something goes wrong.” (RPN) 
 
“Having a good sense of what is beyond my knowledge base and when do I need to ask for 
help.” (RPN) 

Multidisciplinary Teams 
For the RPNs, being part of team means knowing each other’s roles, being respectful, flexible, 
approachable and responsive.  Providing back-up, inclusion in team meetings, with continuing 
education opportunities, and freedom to working autonomously.  
 

“People understand their roles.  They are very clear and feel that you are accepted for your 
knowledge base.” (RPN) 

 
“You want that comfort level there that they are approachable.” (RPN) 

 
“…good backup, somebody that when I ask a question of them, first of all, they are listening 
to what you are saying, completely.” (RPN) 

 
“..having access to take whatever educational courses you want as you want and also being 
able to implement that in your kind of role.” (RPN) 

 
“…you can work autonomously too.  There are decision-making processes that don’t have to 
involve other people.” (RPN) 

Family Practice Nurses (RNs) and Nurse Practitioners (RN(EC)) 

Role & Contribution 
Practice nurses and Nurse practitioners expressed the need for “having enough nurses and giving 
the nurses responsibility, appropriate to their capabilities.” (N) They spoke of delegated acts as 
being part of their role.  “we are not governed just by our scope of practice, we are allowed to 
see any patient, we just have to know our limitations so if it is outside our scope of practice, we 
consult.” (N) 

Multidisciplinary Teams 
They view the multidisciplinary team physician, nurse practitioner, practice nurses, registered 
practical nurses with a good division of roles (N), and non-medical personnel “We simply can’t 
deal without our secretaries and front line staff.” (N ) Respect is high on the list as necessary 
attributes of team functioning, as is “empowering relationship within the practice, within 
everybody.” (N) “Everybody tries to push other people along, to bring them up to a higher 
standard. The staff feels valued.” (N)  “We’re all equal in our own positions.” (N) The working 
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relation is “collaborative” (N), within “a good working system” (N); that includes team meetings 
oriented to problem solving.  “Well defined job descriptions” (N), “protocol set-ups” (N), and 
“the ability to job share, flex time.” (N) 
 

 “…more consistent communication, staff meetings on a regular basis.  Open forum staff 
meetings, not where you are being talked to, where the team discusses what is going on, how 
can we fix it, how can we make it better, what isn’t working.” (N) 

 
They did raise the question about physician as the employer noting that “in a lot of the practices, 
the physician is the employer so that sets up a whole different dynamic.” (N)  

Special Issues  
Special issues raised by the Practice nurses are the lack of focused education and preparation for 
family practice.  The need for a professional organization, recognition of the position with 
rewarding pay scales, benefits, and desire for continuing education.   
 

“I mean that would be really such a good thing to have nurses going into family practice that 
really knew what the hell they were doing.” (N) 

 
“There should be an association starting up for the nurses in doctor’s offices, the monthly 
meeting where we have some interesting speakers.” (N) 

 
“Giving benefits and unemployment, sick benefits, that sort of thing, it kind of once again 
shows that you are valued, that you are a worthwhile part of this program because look at, 
we’re going to make sure that you do have a pension at the end of the day.  At the end of the 
road which we wont, not in this life.” (N)  

 
“I want to be given time for continuing education without it being given grudgingly.”(N) 

Pharmacists 

Role & contribution 
Important for the pharmacists is the need to “educate” other health providers about their scope of 
practice. Suggestions were made for early level interdisciplinary education,  “Too bad that we all 
don’t get co-educated together” (Ph), and for spending time in the pharmacy to understand the 
role.  
 

“Little by little they (physicians) are getting educated that we’re just as important a role in 
their practice, but it took them a while to get to that. (Ph)  
 
“…family practitioner, even the nurses, everybody in the practice would probably have spent 
an afternoon in the pharmacy so that they could actually see from the other side of the coin 
what happens behind the dispensary and then they could recognize the environment that they 
are actually trying to interface with.  I mean, I think a lot of it is not understanding each 
other’s environments.” (Ph)  

 
Pharmacists see their role as experts in drug therapy issues who advise health providers to resolve 
drug related problems and counsel patients about medication. “It would be a referral process” 
(Ph) “just like being a specialist.” (Ph) 
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Multidisciplinary Teams 
Pharmacists recognize it is important to “build a relationship with them”(Ph), and to want to be 
part of the team; invited to team meetings. “Communication and the partnership needs to be 
there.” (Ph ) This builds respect and is “beneficial to you and the patients.” (Ph) 
 

“Invite me once a week to their meetings just like the social worker sits there and all that, I 
would like it to get there that, they make me a part of it.”  (Ph) 

 
They spoke of the need for professional access to patient information, and openness about errors.  
 

“…there is an openness to look at, hey, this was patient incident, an error…there is open 
discussion about what we need to change.” (Ph)  

Physicians   

Role & Contribution 
The role of the family physician is determined, to some degree, by location and population. In the 
north, there is a “broad scope practice including in-patient care,” (NFP) In the small town, the 
ideal is seen as a “group practice” and in the urban areas. “…there is such diversity that we can 
do pretty well whatever we want, and we can sub-specialize or not.” (LPF)   
 
With the emerging expanded roles of allied health providers, the role of the family physician is 
changing too.  
 

“I think one of the vital aspects of what we’re doing now with these emerging roles of nurse 
practitioners, midwives, and specialty diabetic clinics and what have you.  Part of our role as 
the family physician is to provide optimal care and optimal communication in these 
interfaces, because you’re actually the one that is sort of trying to tie all of this information 
together. “ (RFP)  

Multidisciplinary Teams 
Multidisciplinary teams are seen as a bonus. “A well functioning team leads to sustainability.” 
(AFP) To work well they need to be “in-house people, people that are part of a team,” (LFP) so 
“…communication, access, timely consultation” is possible and “…case conferences where all 
present.”  (AFP)  For delegated tasks, respect and trust are key components. 
  

“We tried to create an environment for ourselves and we treat the staff the same way.”(NFP) 
 

“I’m a family doctor but I don’t have to do every single thing ‘cause there are other people 
who can do it better that me.” (LFP) 
 
“Maybe the buck does stop with me, maybe I am responsible in the end for the total care that 
everyone gets, but I hand this responsibility to other practitioners. Their skill levels make me 
feel confident enough that I can hand your care over to them in the areas of their expertise.“ 
(LFP) 

 
“I think that’s another huge load reliever to us as a family physician for people that are 
working as part of a team. We have given responsibility to them because we trust what 
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they’re going to do and they implicitly will take that ball and run with it and act on their 
knowledge and their skill set as opposed to simply handing it back to us as a cookbook or set 
of recommendations for us to act upon which, except for the knowledge base, it’s not a huge 
help when that happens.” (LFP) 
 
“You get a letter back from certain sub-specialists and the guy or the gal has signed it, but 
actually the full workup has been done by a nurse practitioner, and I think ‘wow, ok, why are 
these people doing this?  …I thought that maybe as family docs we should start thinking 
about that, nurse clinicians, and nurse practitioners… I think the answer to success is maybe 
our own willingness to accept change as necessary.” (LFP) 

Team building is important. 
“ We get together and I think that’s important for group ground building.” (NFP) 

 
“… there’s quiet a trust that develops between the professionals and then patient sees that 
trust.” (LFP) 

 
“I work in a shared care model so where specialists are placed in a family doctor’s office…I 
would like to see that for every specialty, that they actually go to the family doctor office, and 
you could really work shared care…. and the whole issue of communication becomes a non-
issue because you are actually in the person’s office.”  (S) 

 Multidisciplinary teams are seen as a valuable form of on-going learning.  
 “It’s actually an adult learning model.  It’s all the proper principles of adult continuing 
medical education, CME, case studies in the persons’ work setting, problem-based with 
questions around actual problems happening.”  (S) 
 
“Family doctors interact with the nutritionists a lot more, and a lot of principles can be 
passed on to the family doctors…and that again can broaden their repertoire of what they 
can offer people, and over time the nutritionist wants to take over more difficult cases.” (S) 

 
 “Half hour where I could, we could meet with your interdisciplinary team, after we’ve seen 
the patients, that would be fun. That is what I would like.”  (S) 

Special Issues 
Special quality issues for physicians are having sufficient time for patients, collegiality and how 
to measure it.  
 

“I think to me to be an excellent family doctor I would need more time per patient and in our 
current system, I can’t do that.  I just cannot have that ½ hour, 40 minute patient encounters 
a day and expect to make a living and cover my overhead, let alone, I would also have to 
abandon about 1000 patients right off the bat in a situation where I know they’re not going to 
find anyone else.  So I find I think I have a view of what I think a good physician is but I can’t 
provide that and that’s a systems issue because I don’t have the physical time to do 
that.”(LFP)  
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“I just have the collegiality issue.  I haven’t got a name for it yet, but I think it is going to be 
either a group dynamic or a group….there is something there that needs to be realized for it 
to have any point to us.” (NFP) 

 
“We learn off each other and it is a very powerful updating tool.  One of my colleagues has 
read the last six New England journals and mine are still piling up on my desk.  They can tell 
me about some new development and it changes my behaviour so I know it is effective seeing 
me, because you learn to trust these people.” (NFP) 

 
“…working with many different people often reminded me to be reasonably 
humble…particularly when I screwed up and missed things and other people have brought it 
to my attention. I’m not quiet as omnipotent as I thought I would be… I quite like working 
with groups of people. I like having the opportunity to, at the end of the day, or during the 
day or in the hallway to go and grab somebody and say ‘I don’t know what this is, can you 
come in here and have a look at this.’  There’s a certain comfort level working in a group of 
four, whether it’s a rash, or a funny lump or it’s a pain that doesn’t feel right or fit right, and 
we do that, and that is a luxury to do that.” (LFP) 

Receptionists and Medical Secretary 

Roles  
The receptionists and medical secretaries spoke less about their role than the office set up and 
working conditions. They described their role as being “all about communications,” (RMS) 
within the office and outside. Their recommendation is to rotate positions and separate the 
reception role from office management, billing, payroll and referrals.   

 
“We are all about communication; we know more than the doctor does before he sees the 
patient.  You are the front-line at the desk; you are the front-line on the phone; that is a 
problem. And you don’t get lunch.” (RMS) 

 
“… a manager who pays our bills; accounting, funding, data, all the patient data, a billing 
clerk, OHIP billing …automatically.” (RMS) 

 
They spoke about the need for a “good computer system, a good phone system” (RMS), and 
ergonomically correct chairs “Like a nice chair with arms; back support.” (RMS)  Reception, 
they said, should be separate from the waiting room to ensure privacy, and for their safety and 
protection would like to work behind a window. They would like a staff lounge, a coffee room to 
get away to at lunch time. “Everyone has to have [time for] a lunch.” (RMS) They would like 
fair wages, benefits, and job security.  
 

“If you’ve got benefits, a pension, and all that stuff, and fair wages; they’ll stay in that place 
before they go elsewhere because they’re happy and they’re secure.  And job security. Job 
security would be good.” (RMS) 

 
In their ideal world, the physicians would use voice-recognition computers.  
 

“I think it would be really good if the doctors, rather than write their notes like our doctors 
do and it’s very illegible, if they could speak into something and then you plug it into the 
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computer, and it would type it.  And, then everybody could read what they said.  So, like a 
voice device; an electronic voice-recognition.  Then everybody could read it.”  (RMS) 

Multidisciplinary Teams 
Receptionist’s idea of teamwork is fairness “someone fair. Someone who doesn’t put people 
against each other,” (RMS) with respect, open communication, mutual expectations, flexibility, 
not talking down, and regular meetings to ‘hash things out’.  
 

“That means ‘treat me like I treat you’.  The physicians expect their staff to do certain things 
and perform certain things, and we expect the physicians likewise in their roles; to be 
continuous.  It works both ways.  I’m doing my job, and I expect you to do your job.” (RMS)  

 
“I think a team atmosphere is what you want.  You want it ideally where everybody thinks 
that they work with someone, not for someone.  I was introduced as an office manager, and 
he said, “No, she works with me.”  (RMS)  

Special Issues 
Receptionists identified drug representatives as a special issue where they feel caught in the 
middle because of their increasing numbers and the need for free samples. “We do need the 
samples, but we can’t be falling over them in the hallway which we are now, while they’re 
putting them away.” (RMS)  

Social Work 

Role & Contribution 
Social workers represented different working relationships to family practices. Some work within 
practices, others strictly in private practice or a combination of the two.  They all agreed their role 
is advocacy, consultative, preventive and community oriented.  Helping the practice connect to 
the community, and look at problems in a more holistic way. Their role is to strengthen and 
balance family practice. Social workers “…see the relationship between emotional and the 
physical.”  (SW) The role is not generic. They recommend “not pushing those boundaries to see 
six year olds when I really don’t have any expertise.” (SW)  Ideally a family practice would have 
more than one social worker. They equate their role with that of the psychiatrist.  
 

“I’m not for generic social workers…I feel uncomfortable, I can’t do family, marital, 
individual, child…” (SW) 
 
“When I’m seeing a patient for a physician…I am consulting back to the family physician, I 
am the consulting psychiatrist…the psychiatrist does not supervise, he is a consultant like I 
am a consultant to that family practice.” (SW)   

 
They spoke of collaborating with dietitians and nurse practitioners to run educational programs to 
meet the needs of the practice population (SW), to be more proactive “moving from crises and 
management to prevention.” (SW) 

Multidisciplinary Teams 
They agreed that “the role of the social worker needs to be integral” (SW), to family practice, on 
an on-going process. The team “…needs to be an incredibly smooth, well oiled communication 
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machine, with mutual respect and understanding of each other’s roles and skill sets.” (SW)  
Clear systems of communication are important, checklist referral forms and team meetings with 
collaborative discussion and disposition (SW) with systems of conflict resolution. (SW)  

Special Issues  
Medical records are a special issue raised by social workers because of the confidential nature of 
their professional notes. One suggestion is to keep it separate from the patient file, with limited 
access to physicians.  “My notes are handwritten and available to the family doctor… but my 
stuff isn't on the computer.” (SW)  
 
Having a separate, designated space to consult with clients is considered the ideal. It may be 
time-shared with other allied professionals. 
 

“I have the ideal.  Because we have a separate corridor from the whole practice, it has a 
window, voicemail, computer, telephone, business cards, it’s my office is tiny but it is 
important and we have a separate corridor that they can go out the side door.” (SW)  

SUMMARY  
Qualitative community consultations using focus groups and key informant interviews were set 
up with patients, physicians, and representatives of disciplines working in family practices to 
provide direction and guidance in the development of quality assessment tools. Purposive 
samples of consumers and providers of family practice health services were recruited by Steering 
Committee Members. The four principles of family medicine and the PCCCAR Basket of 
services guided the two generic questions asked, and one discipline-specific question.  
 

 If you or someone you care about asked you to recommend a family physician, whom 
would you recommend? Why did this person come to mind?  
 
If you had the chance to design the ideal family practice, what would it look like? 
 
What would the ideal (dietitian/nursing/pharmacy/physician/reception/social work) 
practice look like in family practice setting?   
 

Audio-tapes of 12 groups with a total of 84 participants were transcribed. Emergent themes were   
coded using qualitative data analysis methods with 93% inter-rater reliability and consensus on 
concepts sought from Steering Committee Members.  
 
The ideal professional organization of care is a multidisciplinary family practice using a shared 
care model with specialists and diagnostic services (laboratory, x-ray) and pharmacy on site with 
timely communication between providers of services. “One-stop shopping” was how they 
describe it.  
 
The physical set-up was described in detail in terms of location, physical accessibility, ambience, 
safety, comfort, private, child-friendly with educational resources.  
 
Accessibility and availability are viewed almost synonymously with differentiation made 
between routine and urgent appointments. Communications were discussed both as a quality of 
the family physician, the family practice including information flow between staff and with 
patients. Continuity of care was defined as having the same providers who know you. Equipment 
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needs to be clean and in good repair with staff training to use it correctly. There were both 
provider and consumer issues around health and safety with the former focused on ergonomic, 
non-hazardous working environments. The latter was protection from exposure to infectious 
diseases in the waiting room, and safety of physical access. The representatives from the focus 
groups looked for a health promotion approach, and expressed support for Information 
Technology (IT), electronic medical records and paperless offices. Practice management was 
described in terms of an organized and efficient system of provision of care, and a system of 
conflict resolution. The primary concepts of team function were respect, well-defined job 
descriptions, regular staff meetings, good communications and dedicated time for team functions. 
Both patient and professional issues emerged on prescribing. The former include convenience 
and rejection of over-prescribing. The latter centered on allied professional’s scope of practice, 
communication and the benefits of having a clinical consulting pharmacist.  Access describes 
both patient and physician issues towards referrals. Quality management, patients felt, was an 
issue for the professional colleges, with professionals expressing interest and questions of 
feasibility.  

 
Special Issues—Each stakeholder group spoke to their own special interests about quality in 
terms of their role and multidisciplinary team functions. Some also raised discipline-specific 
concerns.   

 
Patients want to be included in decisions about their health and expressed concern about 
appointment times, communications between sectors of the healthcare system, and the desire to 
be seen as persons. 

 
Dietitians see their role as specialists in illness prevention and promotion. The ideal practice 
relationship is consultative and collaborative with everyone on the team equally valued and 
having a clear understanding each other’s roles. 

 
Registered Practical Nurses described their role in terms of scope of practice and delegated acts, 
and the need to know one’s limitations. Teamwork was defined in terms of knowledge of roles, 
respect, having backup, and being included in team meetings.  
 
Practice nurses and Nurse Practitioners spoke of delegated acts as being part of their role and not 
being governed just by scope of practice, but at the same time knowing their limitations. 
Essential aspects of teamwork includes well-defined job descriptions, respect, collaboration, a 
good system, with team meetings oriented to problem solving.  Special concerns are the lack of 
focused education and preparation for family practice, the need for a professional organization, 
recognition of the position with rewarding pay scales and benefits, and continuing education.   
 
Pharmacists spoke about the need for early level interdisciplinary education for health providers 
in order to understand their scope of practice and role.  Pharmacists see their role as experts in 
drug therapy issues who advise health providers to resolve drug related problems and counsel 
patients about medication.  They want to be part of the primary care team with access to patient 
information and more openness about errors. 
 
Family physician practice reflects location and population ranging from a broad scope practice in 
the north to sub-specialty in urban areas. The expanded role of allied health providers and 
multidisciplinary teams are a bonus, a valuable form of on-going learning, and they alter 
physician roles. Team building is important, and for delegated tasks, respect and trust are key 
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components. Special quality concerns include having sufficient time for patients, collegiality and 
how to measure it.   
 
Receptionists and medical secretaries described their role as being all about communications. 
They recommend separating the reception role from office management. They spoke about the 
need for good equipment and a reception area separate from the waiting room to ensure privacy.  
They would like equity with other employees in human resource packages and amenities. Their 
idea of teamwork is fairness, respect, open communication and regular meetings. Handling of 
drug representatives is a special concern.  
 
Social workers agreed their role is advocacy, consultative, preventive, community oriented and 
specialized, not generic. They equate their consultant role with that of the psychiatrist. They 
would like more opportunities to collaborate with allied professionals in educational 
programming. The team needs a well-oiled communication system with mutual respect and 
understanding of each other’s roles and skill sets. Confidentiality of their notes and how they are 
included in the medical records is an area of particular concern. 
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TELECONFERENCES 
 
 
Teleconferences were held with national and international leaders of various Quality programmes 
in Canada, Australia, Scotland, New Zealand, Sweden, and the United States. The contact names 
were either suggested by the Advisory Committee members, or resulted from the literature search 
or environmental scan. 

CANADA 

Provincial Survey 
The Project Management Team sent a questionnaire to each of the medical licencing authorities 
in Canada to enquire about their participation in provincial quality in family practice and re-
validation programmes. The following three questions were asked: 
  

1. Do you have, or are you developing a Quality programme? 
2. Are you currently engaged in developing a programme for re-validation? 
3. If yes to either of the above 2 questions, do you have any material that you could 

share with us? 
 
Eight provinces replied. The North West Territories, the Yukon, and Nunavut do not have a 
programme; whereas, Manitoba, Alberta, Saskatchewan, PEI and Ontario reported that they are 
currently working toward the development of, or have developed a system using the Monitoring 
and Enhancing Physician Performance (MEPP) guidelines from the Federation of Medical 
Licencing Authorities of Canada (FMLAC). 

Federation of Medical Licencing Authorities of Canada (FMLAC) 
In 1993, FMLAC launched a project to address the maintenance of an appropriate level of 
performance for physicians throughout their professional lives. Common performance problems 
were identified and classified into four categories: deficient competence, inappropriate behaviour, 
physician impairment and inappropriate use of resources. These four categories were then used to 
define four major issues in physician performance: competence, behaviour, health/fitness to 
practice, and use of resources.  
 
A model was developed with other medical organizations in the assessment and remediation of 
performance problems of physicians. A three-step system was proposed for the monitoring, 
feedback and enhancement to address the four areas of physician performance. The three steps 
are: 

• Step One - Screening of all Physicians  
• Step Two - Assessment of Physicians at Risk or in Need  
• Step Three - Detailed Needs Assessment 

The following three workshops were held to develop and finalize the concepts 
• Aylmer I - The FMLAC Workshop on Maintenance of Competence/Monitoring of 

Performance (February 1994)  
• Aylmer II - The FMLAC Workshop on Monitoring and Enhancement of Physician 

Performance – MEPP (February 1995) 
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• Aylmer III - The FMLAC Workshop on Monitoring and Enhancement of Physician 
Performance - Building the Bridges Between Enhancement and Monitoring in the 
Canadian Model: The Feedback Continuum (February 1996) 

Alberta 

The Programme 
Alberta has legislation that requires its 6,000 physicians to participate in the Physician 
Achievement Review (PAR) programme every 5 years. The tool used is a questionnaire 
completed by three different groups - 25 patients, 8 colleagues and 8 co-workers. There are five 
topics included in the questionnaire: clinical knowledge and skills, communication skills, 
psychosocial management, office management and collegiality. An independent research firm 
compiles the confidential responses, and sends each doctor a detailed aggregate report of his 
practice, as well as a comparison summary of all doctors with a similar type of practice. The ones 
who score in the lowest 10th percentile are interviewed, and half of this group under-go a practice 
visit. 

Initially the programme met with scepticism and suspicion because the college was involved, but 
by putting the programme under a section of the Alberta Evidence Act, any information learned 
about the physicians’ practices was prevented from being used against them in any way. After 5 
years, about 80% of the physicians have been through this process; however, they need only to 
participate in the review of their practice to remain licensed, as there is no pass/fail at the present 
time. The only way that physicians can suffer any high stakes consequences would be if they 
refused to participate, appeared to put patients at risk through their practice then failed to address 
the risky behaviour, or were in some other way incompetent; for example, if they were 
cognitively impaired.   

Cost 
The PAR programme costs about $500,000 a year. A large part of this cost is the on-going 
research and development. Physicians underwrite the cost of the programme, which is built into 
their annual re-licensure fee. The estimated administrative cost works out to $40 a year per 
physician.  

Continuing Medical Education 
Participation in the PAR programme provides physicians with section 5 credits in the 
Maintenance Certification Programme of the Royal College, or for MainPro C credits with the 
College of Family Physicians. The PAR programme is an initial attempt to engage the profession 
in the idea that feedback is a good thing, and to open the dialogue between the licensing body and 
the profession in the need for accountability. Future programmes will potentially evolve into a 
revalidation scheme that would require participation in a prescribed number of hours of 
professional development, and evidence of actual practice performance changes, rather than just 
feedback from others.  

Manitoba 
Manitoba was scheduled to be the first province to require CME credits for validation purposes, 
but they are not yet at this stage. In the short term, the programme will most likely be developed 
as a database of physicians’ qualifications and list any complaints that have been investigated. 
The Winnipeg Regional Health Authority has a quality assurance team that has developed a 
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variety of initiatives; but the only relationship in the region to community-based physicians is 
with the 10 or 12 community health centres, which accounts for only 7 percent of the primary 
care physicians in Winnipeg who are on salary. The remainder are fee-for-service and are not 
affiliated with the regional health authority.   

Prince Edward Island 
At the moment there is no programme, but the licencing college of PEI is considering the same 
type of programme that Australia developed. Therefore, their licence to practice would not be 
revoked, but if doctors did not maintain their CME requirements, or did not stay on the Family 
Practice Registry, they would not be allow to practice. 

Saskatchewan 
The programme that ultimately emerged from the MEPP process in Saskatchewan is called the 
Practice Enhancement Programme. It is funded and governed by the Saskatchewan College of 
Physicians and Surgeons, the Saskatchewan Medical Association (SMA) and the provincial 
government. It is not operated as a programme of the College. The SMA felt that this feature 
would better assist in doctor’s acceptance of the programme. The staff who operate the 
programme are actually based at the University in the Continuing Medical Education 
Department. 
 
The process is a fairly traditional office audit programme. Following an office visit by two 
physicians, a report is submitted to the practitioner noting any recommendations for quality 
improvement. It is purely educational, and the college is only notified when the physician is 
deemed unsafe to practice. In more than ten years, there has only been one instance in which a 
referral has been made to the college. 
 
There is also a triplicate prescription programme that alerts the college to contact individual 
family doctors when clarification of the rationale for their prescribing of narcotics or controlled 
drugs is flagged. By the end of the year, the college expects to have a government database that 
would be similar to the PharmaNet programme in British Columbia. 

Ontario 
The College of Physicians and Surgeons of Ontario has made a public commitment to periodic 
revalidation; however, it is still not clear what tools will be used for revalidation. The policy that 
all physicians will be required to participate in the maintenance of competence programme will 
probably become enacted by the end of 2004.   

AUSTRALIA  

The First Programme  
In the early 1990’s, the Australian College of General Practitioners decided that quality could no 
longer reside only in the issue of competence of a general practitioner. Following a discussion 
with key stakeholders, they conducted a large trial with a set of standards that focused on the 
structures and processes in general practices in Australia. This resulted in the first edition of the 
Australian Standards for General Practice. 
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The Revised Programme 
The programme was revised in 2000. In October 2003, a special committee was struck by the 
Australian College to re-evaluate the professional standards. Some of the stakeholders included 
medical and indemnity insurers, the complaints board, the physiotherapy association, the 
psychology association, and dozens of consumers, doctors, practice nurses, and practice 
managers throughout Australia. After the special committee completes its review, the college 
intends to pilot the new professional standards to assess their feasibility, acceptability, reliability, 
and achievability.  

Changes to the Programme 
The first and second editions of the programme focused on “just having things in your practice, 
(do you have the right equipment, do you have the right information for patients)”. The third 
edition focuses on “having that material in action, (do you check your equipment for it’s current 
safety? do you know how to calibrate your Spirometer? do you check that your staff is trained 
and competent to use it?). We are attempting to ‘close the loop’ on all the things, like 
sterilization, management, and analysis of errors in general practice”. One of the criticisms of the 
third edition is that it does not include issues of governance and role delineation; however, it does 
contain a standard on leadership. The college has also chosen to include a series of ‘unflagged’ or 
non-mandatory indicators that will begin to tighten the quality loop.  

The Process 
Although there has been a lot of discussion on how often the accreditation process should be 
held, currently it is every 3 years. The medical indemnity insurers are considering a strategy 
where they would require something annually. This would coincide with the college’s 3-year 
cycle. The college uses the Plan Do Study Act (PDSA) cycle for implementing the standards. At 
the end of the survey day, there is a debriefing session. At the end of the assessment, most 
doctors say it was “really useful”, “there were a couple of things that we really needed to pick up 
our game about and we’re very confident we have now”, “we’re really pleased, we can have this 
sign on the door saying we’re accredited”. Practices find that when they finish the accreditation 
process, there is a real sense of achievement that they deliver the sort of quality that the 
Australian public expects in a general practice. 

The Voluntary Self-assessment Programme 
The voluntary self-assessment programme provides general practitioners with criteria that were 
established by the College. They are described as normative because they represent the norm for 
good practice in Australia. First, the general practitioner assesses himself against the criterion, 
and then 2 peer surveyors from 2 third-party accreditation agencies visit the practice and assess 
the general practitioner against the criterion.  
 
Accreditation provides government funding through the practice incentive programme for 10 – 
20% of a general practitioner’s income. This has actually undermined the integrity of the 
programme and it’s independence because it was historically something GPs could pursue purely 
for the sake of professional self-assessment. Feedback to date has been that general practitioners 
aspire to the standards, the process, and the structure, but they would prefer to be involved in a 
programme that focused on continuous quality improvement only. 
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Current Conflict 
Currently, the college is caught between a voluntary quality improvement process (where they 
would not want people out of the system), and a public demonstration of quality (where they 
need to be able to identify the bad apples). If a GP is not successful, the accreditation agency and 
the local organization provide consistent mentoring and other intervention strategies; therefore, 
nobody fails. 

Safety Issues 
The Australian college also has a role in looking at workforce and financial policy in regard to 
the structural requirements to practice safely. This includes whether there are enough doctors, 
because studies from the Australian university have reported that fatigued doctors are like drunk 
drivers. Some financial issues include whether doctors are paid in ways that offer them effective 
incentives to provide quality care. This also relates to the work that is being done on the impact 
of the team. The college is involved with an applied research project on reviewing resilience in 
general practice to determine what the implications might be for structuring standards.   

Cost 
There is a significant problem with the logistics in Australia, not unlike Canada, because of the 
very large population centres and, in contrast, practices in outlying locations. Therefore, the 
college shares the cost of the programme across all the practices to make it feasible to assess the 
most remote practices. There are two sets of costs - the direct cost of the accreditation, which is 
assessed on a per GP basis, and the indirect cost of the time spent preparing the documents, 
upgrading the processes and making arrangements for the preparation phase. 
 
One current source of funding has been the Commonwealth Government that recently provided 
the Australian college with a $900,000 grant. The college estimates that this sum will only cover 
about one third of the actual cost. The college, in addition to other organizations, has offered 
approximately 2 million dollars worth of pro-bono time. This confirms how widely embraced this 
process is in Australia. 
 
The organizational cost of running the programme on an annual basis is about $300,000 - to 
maintain all the networks, to have advisors available for interpreting the standards, and to 
continuously review the process. However, the cost of the annual programme is calculated to be 
the equivalent of a single, uncomplicated visit by one patient to each doctor per year; therefore, 
when each doctor contributes that income, it accrues nationally, and pays for the programme.  

Symbol of Success 
The “mark of accreditation” is an actual logo given to the practice. A major supplier has created a 
symbol and has begun a marketing campaign for the public to look for that symbol in general 
practices. At this time, 85 % of practices have achieved the mark. It only took a couple of years 
to reach this high accreditation ratio because of the financial incentives designed by the 
government. Although many general practitioners believe that their professional commitment is 
now really driven by money, this at least helped to get the process started. 

Surveyor Training 
Surveyors participate in an induction-training programme before their actual first visit. Next, they 
attend an office visit with skilled surveyors, and when they feel ready, they assess on their own. 
The assessment day is about 5 hours long, and the formal report is sent to the practice about 6 
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weeks later. However, there is much debate currently over the “quality” of the training. The 
surveyors are doctors and practice managers who are currently working in a practice. The 
qualifications of the practice managers vary widely from people with an MBA, to the spouse of 
the practitioners.  

The Practice Team 
In the past 3 to 5 years, there has been a growing interest in the practice team. This led to the 
recent practice-nursing project. There was no association of practice nurses when accreditation 
was established 10 years ago, but the college is negotiating how to involve practice nurses in 
surveying. They are also working with the Australian Association of Practice Managers to create 
a similar assessment process.  

Safety Initiatives 
There are a number of public safety initiatives in Australia. Much of the work on safety -
recording and analysing near misses - has its origins in the aviation literature. However, the 
standards for general practices are led and driven by the GPs, so that the profession and the 
public can have confidence that these standards represent good doctors and good practices.  

Consumers Group 
There is a history of consumer involvement in Australia. Two consumer oriented health care 
organizations are the Consumer Health Forum of Australia, and the Australian Consumers 
Association. They have been quite pivotal in driving a consumer safety agenda through the 
council. The group members are appointed by the administration, and both groups have a 
significant background dealing with consumer issues. Historically, the Australian College has 
worked with the Consumers Health Forum. The consumer members are paid a sitting fee when 
they meet.  

Future Issues  
Future issues include resource leadership. Literature in this field suggests that leadership of 
resources is an important element in the GP’s setting. In an attempt to measure leadership, the 
college has visited practitioners who have been recognised by their peers and the college as pre-
eminent leaders in safety and quality. The critical issue expressed is governance, and in General 
Practice that is defined as leading the practice. The college is developing criteria that includes: 
who leads your clinical quality improvement? who leads the maintenance processes of your 
practice? and who leads your business management?  They are currently in discussion about what 
the nature of the leadership training might look like, and where it would be carried out. 

SCOTLAND  

Quality Practice Award 
The Quality Practice Award (QPA) was initially owned by the Scottish College. It quickly 
became UK-wide because politicians were interested in developing a quality programme of the 
highest standard. The programme involved other stakeholders, managers, and patients. It was 
designed to measure clinical indicators, predominantly related to chronic diseases, and there is 
now a large amount of clinical earnings attached to these indicators. 
 
Although QPA has remained within the College, the governmental department for primary care 
organizations recognizes QPA as a method of assessment. It can also be used for assessing some 
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components of the new contract, which will then justify additional payments to doctors. Some 
practices choose to engage in QPA because they want to demonstrate that they are achieving the 
highest quality possible.  
 
The practice accreditation programme became an initial process for practices that were not quite 
ready for the Quality Practice Award. Currently, the college is trying to ensure that the Quality 
Practice Award (QPA) and the Quality Team Development (QTD) can build on each other. 

Quality Team Development 
The Scottish college developed the Quality Team Development (QTD) programme, which is also 
used in England. Initially, the college believed that the government would want a minimalist 
approach, and therefore the programme has minimal standards that are essential for all practices 
to achieve. They must achieve twenty out of a menu of approximately 80 standards, which are 
known as the ‘good quality criteria’, before they can become accredited. In England there was no 
pass/fail element; the practices were only required to report on which indicators they had 
achieved. However, the Scottish college required very tightly defined indicators, with specifics 
on how they would be measured. This included a rigorous training schedule for the assessors in 
order to maintain consistency across all assessments.  
 
A practice does not necessarily have to achieve a gold standard; they only have to be able to 
demonstrate why they are not achieving that gold standard. For example, “if a practice is in an 
area that receives the annual flu shot, and the standard is 85 % compliance, yet your practice has 
only a 65% compliance rate due to a large indigenous population that just does not come in very 
often, and you’re only able to achieve 65 % in spite of the fact that you have a recall system in 
place, the process of demonstrating that you know your numbers and you are attempting to 
improve it to achieve that benchmark is all that is necessary”. This makes the process much less 
threatening. 

Success and Failure in the Award Process 
There are practices that, having gone through the process once, request to repeat it because they 
have found it is something they can focus on together as a team. It is difficult to know how many 
practices fail the assessment process since there are various stages of failure. The first stage 
occurs when the practice looks at the process and does not even proceed. Currently, this 
represents about one-fifth who have paid the small fee of £130 to apply. 

Cost 
There is about one full time equivalent GP to1700 patients in Scotland, and in England the ratio 
is approximately 2000 patients per GP. Funding for the assessment and the pre-work will 
contribute to almost 50% of the GP’s income. QPA can address only part of that income, but still 
it represents a significant proportion.  
 
A large part of the expense for the programme is the traveling costs. The programme attempts to 
find assessors that live close to the practice being assessed, without being too close to breach 
confidentiality. Scotland is also attempting to ease the burden of the assessor and increase 
standards by establishing a central advisory service, where the most local person to the assessed 
office would act as an advisor to that practice. There is currently no payment for that job; they do 
it “out of the goodness of their hearts”; however, the college is currently seeking funding from a 
pharmaceutical sponsorship to fill this gap.  
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Assessors and Assessor Payment 
Assessors are recruited from practices that have successfully completed the process. They have 
commented that they generally “get a lot out of the visit.”  After successfully completing an 
assessment, a physician may apply to become an assessor. The training process is one full day, 
and after co-assessing with a more experienced assessor, the new assessor is eligible to become 
the lead. However, there have been many problems with inconsistencies in assessor training, and 
the college is beginning to address the discrepancies in the training process. 
 
GP assessors are paid the equivalent of one working day in their practices. They do not get paid 
for reading or preparing for the visit, “which is certainly equivalent to another day’s work”. Nor 
do any of the other assessors. Managers, nurses and lay assessors are paid a flat fee of 
approximately £120 to £150.  With the new government contract, practitioners will earn more 
money practicing medicine than assessing, which is creating some concern over the recruitment 
and retention of assessors.  

Future Issues 
The next phase of development is to establish a database of practice quality indicators; some will 
come from the new quality framework, some from a variety of others sources. However, the 
difference will be that the practice must complete all the criteria - there will be no choices. They 
will need to submit the completed form in writing before they are assessed by a visit. This is 
intended to make the accreditation easier for the practice since most of the assessment will be 
completed by the time of the visit; however, it will be more difficult for the assessors who need 
to triangulate all the evidence. 

NEW ZEALAND 

The Initial Programme 
In 1988, the New Zealand College was requested by the profession to develop standards across 
the spectrum of general practice - from the solo GP with a receptionist, to the broader primary 
healthcare team. The process included identifying indicators and criteria measurements so that 
the standard of excellence could be identified on a continuous quality improvement basis. The 
college conducted a pilot study and trained teams of GP’s, practice nurses, and practice managers 
to assess practices. Over time, they developed the standards, the process, and a training 
programme, which were validated in a field trial in 2001/2002. After the initial pilot study, they 
received funding from the Ministry of Health for an additional 85 practices to take part in the 
study. They currently consider themselves to be in the implementation phase. 

Practice Assistance   
The college is very focused on supporting the practice. They developed a software programme to 
help practices collect and share data. The software also has a risk management tool, and the 
capacity to develop action plan processes. The two organizations, the Primary Health 
Organization, and the Independent Practitioners Organization have provided direct, hands-on 
support to the practice before the accreditation visit.  This was one of the key lessons that was 
learned from the practice standards validation field trial. 
 
The current programme is a three-year accreditation cycle, which is in keeping with the college’s 
maintenance of professional standards. The practice visit takes 5 – 6 hours to complete, and the 
software package also has the capability of assisting the assessors to write their report, and 
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provide feedback at the end of the day. Comments from practices who have been assessed more 
than once say “the first time is a big exercise” because they do not usually have a system in place; 
however, the second time is much easier because they “have a baseline to work from”. 
 
Currently GP’s charts are still in transition from paper to computerized format; most are moving 
toward a paperless system.  It will take some time because there are so many complex 
components to the patient’s chart; like referral notes, pharmacy reviews, lab and x-ray reports, 
which all come from different sites.  

The General Practice Accreditation Programme 
The original programme was based on peer-developed standards and validated by the college. 
External validation is provided by another organization, which separates the standards 
development from the final certification. At the end of the assessment visit, when the written 
report is completed, another organization reviews the report and either endorse it or not. This 
process is called the General Practice Accreditation Programme because the programme will lead 
to accreditation. If there is a practice that seems unprepared for an assessment, they will receive 
help; an appeals process is also in place for practices that disagree with the report.   

Cost 
In terms of funding, the Ministry of Health has financed this project from the outset. From 1998 
to the present, the Accident Compensation Corporation has also provided a large sum of money.  
The assessors are contracted to do the assessment, but there are no out of office or locum 
replacement fees. Nurses receive $550 NZD ($467 CDN) for their role in the assessment, which 
includes transportation, meals and parking.  
 
Another key lesson learned from the field trial was that the profession could not cope with the 
expense. As a result, the Ministry provides funding for general practices to participate. Now the 
funding covers the cost of the preparation, which includes staff time, and possibly upgrading 
some of their resources so they can meet minimum legal and safety standards. It also pays for the 
cost of the accreditation visit and the practice receives the software, and college resources for 
free.   

Assessor Training 
Currently, there are three different groups of assessors.  One group has had four training sessions, 
one group has had three training sessions, and one group has had two. The more experienced 
mentor those with less training, and the latter are well supported and supervised until they are 
confident to be on their own. Currently, the programme has several new assessors; therefore, it is 
essential to not only be sure the new assessor feels confident, but also that the college has 
confidence in them. Through a process of triangulation, the college attempts to validate the 
performance of their assessors. The pair of assessors evaluate each other’s performance, the 
practice assesses their performance, and the college also sends a questionnaire to practices on an 
ad hoc basis to try to get more details on the assessors’ performance. The college has learned that 
the quality of the assessors is vital to the entire process. They need excellent communication 
skills and a solid understanding of the quality process. A major component in the assessment 
process is the debriefing session at the end of the day. Those who had the opportunity to 
participate in this type of activity, for example medical school faculty, are often better assessors. 
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The first group of assessors were recruited by advertising through the independent practitioners 
association, the nursing organization and the practice managers association. Initially, a small, but 
very keen group of people applied. They were very knowledgeable on quality issues, and “this 
group have been the key drivers in the programme. They are still very keen to realise that their 
vision has been achieved before they leave the programme”.   The Professional Development 
Committee at the college, the department of general practice in Auckland, and the Good Fellow 
units developed a training programme.  
 
The training begins by testing the new recruit’s knowledge of quality and assessing to get an idea 
of their base line knowledge. The training programme includes: the theory of the quality 
improvement, the process of collecting information, communication and facilitation skills, and 
report writing. The college now realises that they need the involvement of the university to 
design a short course for various skill levels, depending on the assessor’s availability. They are 
beginning to discuss group dynamics and the culture of teams. 

Marketing 
The college has frequently written short articles for GP journals, presented at every college 
conference, and held workshops because they found it was important to constantly market the 
programme to the profession. 

SWEDEN, NORWAY AND DENMARK 
The Swedish Audit Project has been in place for about 2 years. This voluntary programme has 
become a very popular way for physicians to review their own practices. In addition, the 
accumulation of the data from individual doctors documents quality issues, monitors primary 
care, and provides a forum for discussing quality improvements. 
 
The types of issues that have been addressed include: asthma, and chronic obstructive pulmonary 
disease. Nurses also use this system to monitor patient’s blood pressure, and the types of 
antibiotics used in upper respiratory diseases.   
 
There has been an on-going discussion from the professional college to create a revalidation 
system for family practitioners. However, there is currently a more pressing discussion to 
develop a national system of reimbursement for all family practitioners.  At the moment there are 
20 county councils that employ family practitioners and they are responsible for following up and 
addressing quality of care. “If you are a practitioner or a nurse, you can log on to a website for 
the audit process. At the moment there is no new data, but by the autumn we hope to have two or 
three audits available”. The result of the audit is confidential, but the college publishes the 
aggregated data, which allows practitioners to request their own figures and compare themselves 
to their peers. 
 
In Norway, there is a new quality measures system that is being tested for practitioners, but they 
are still lacking follow up because the reimbursement issue has become more important.  
 
Denmark has a programme that focuses on prescriptions and antibiotics use. Danish quality 
associations have reported that the system could be reconfigured for assessing quality in general 
practices.  
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THE UNITED STATES 
The major distinction of the US health system is its complexity - not only in terms delivery (the 
places where care is delivered and who is delivering it), but also its organizational structure and 
financing. Public and private sectors often overlap. Some of the large organizations include: the 
Veterans Affairs System, the Indian Health Service, and the National Health Service. Because the 
public funds about half of the system costs, the government has become concerned about quality. 
However, the number of organizations that assess quality is also very complex. Some of these 
include: the Professional Standards Review Organization (PSRO), the Professional Review 
Organization (PRO) and the Quality Improvement Organization (QIO). 
   
The Doc IT programmes are designed to move hospital physicians into an electronic systems 
environment. The estimates are that only about 10 to 15% of physicians are in a true electronic 
medical environment; and another 20-30% use the electronic records for clinical information. 
This is an important part of being able to identify, measure, track and improve quality. For 
example, there are public databases on the outcomes of heart surgery. However, there can be 
problems when there are 50 different state programmes and one federal government. Heart 
surgeons in New York State often refuse the more complex cases because they are worried that 
the outcome may affect their statistics and undermine their practices in a competitive 
marketplace. As a result, the difficult heart cases are often sent to the Cleveland Clinic in Ohio. 
 
The National Practitioner Data Bank is a federal government programme that has been 
operational for about 10 years. Every doctor and every hospital has to report when hospital 
privileges are restricted or removed, any malpractice case is undertaken, or any criminal 
prosecutions occur. Unfortunately, it is a very unreliable source of information because of 
erroneous data inputs.  
 
Medicare is the largest part of state budgets, especially pharmaceuticals. US. Pharmaceutical 
costs represent about 20% of health plan costs, doctors about 18%, and hospitals about 50-60%. 
Each state has its own quality process, “which they try to piggyback on to the Medicare quality 
programmes, but it becomes ‘a crazy quilt work’”. 
 
There is also the licensing/certification aspect. At the federal level, the Clinical Laboratory 
Improvement Act (CLIA) requires that every physician’s practice and office laboratory is 
accredited. The federal government inspects physician’s laboratory every two years. However, 
many times they will contract that activity to a state laboratory service. There are also private 
sector initiatives that are equivalent to CLIA. A private organization will review the facilities and 
if the laboratory passes the review, there is a CLIA-equivalent accreditation given. The most 
prominent private group is the Commission on Office Laboratory Accreditation (COLA), a 
private not-for-profit group from Columbia, Maryland. This is a joint venture of the American 
Medical Association, the American Academy of Family Physicians, the American College of 
Physicians, and the College of American Pathologists (CAP). CAP also have their own 
accreditation programme, as well as a voluntary accreditation programme that most hospitals 
participate in. 
 
The National Council on Quality Assessment (NCQA) has recently gained prominence due to the 
methods they implement; for example, they frame their standards from the patient’s point of 
view, rather than a professional or funder point of view, and utilize the best science. They 
developed the Health Employment Data Information Set (HEDIS), which are indicators or 
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criteria outcome measures; for example, beta-blocker use after myocardial infarction. Under the 
NCQA accreditation rules, about 25% of the accreditation score depends on meeting HEDIS 
criteria, and over time, will become 100%. The National Council on Quality Assessment 
(NCQA) has no authority because health plans have to be licensed by the state. However, 80-90% 
want NCQA accreditation because of the marketing advantages.  
 
The National Quality Forum has been in existence for 4 years, and it originated to clarify the 
quality agenda. It is a private not-for-profit organization that also has a federal charter; however, 
it has no authority, except to give advice and negotiate preferred directions for quality 
developments. 
 
Physicians are quite cynical about quality efforts in the US because they are often viewed as 
having other motivations, or misusing the data. The Leap Frog Group is one example of a 
dubious quality programme. The idea is that whenever there is a breakthrough idea on quality, 
“you can leap to the next level of quality”. The first item decided upon was to only do complex 
procedures at high volume centres. Yet, studies have reported that the relationship between 
volume and quality is variable. 
 
Another example is the Employment Retirement Income Security Act (ERISA). Large companies 
are increasingly using part of the ERISA federal act of 1979, which was intended to help multi-
state companies like IBM and Xerox develop a retirement programme that would not be 
subjected to 50 different state requirements. To encourage the large multi-state companies to be 
able to provide a single plan and keep administrative costs low, many of the companies 
customized the insurance plans to their employees needs; however, their coverage is often 
skewed by the age of the population they employ. 
 
Many of the tensions experienced in the US quality systems can be viewed as healthy tensions.  
For example, the tension between public versus private, the tension between federal versus state, 
the tension between the individual versus the collective, the tension between the safety issue 
versus the pure quality for quality sake issue, the tension between counting numbers and the kind 
of organizational care that is provided at the doctor’s office; all serve to form the tapestry of what 
quality is about, but it is very complex because all the issues are important.  

American Academy of Family Physicians  
The American Academy of Family Physicians (AAFP) began quality initiatives in 1997 to 
evaluate and improve patient care by providing education of quality improvement activities to 
family physicians.  After completing a pilot programme in early 2002 named the Quality 
Enhancement Programme (QEP), the AAFP found there needed to be more structure because the 
perception of quality improvement varied widely among family physicians.  An advisory 
committee composed of internal and external experts was organized to create the best approach 
for all practising physicians.  The QEP became the Practice Enhancement Programme (PEP).  A 
training course was developed for interactive learning of quality improvement. 
The course is a 1 ½ day training session for family physicians and other staff members.  It covers 
quality improvement, office redesign and a care model.  This training session covers basic quality 
improvement, information technology, a model for preventive/acute/chronic care, office 
infrastructure and teams, patient-physician communication, leadership and change management.  
The AAFP offer mentoring and follow up support through local experts upon completion of the 
course.  There is a registration fee for the course.  The ultimate goal is to conduct this training 
session in each state across the US. 
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The Accreditation Association for Ambulatory Health Care (AAAHC) has been setting standards 
for quality ambulatory care for over 25 years.  The AAAHC handbook was reviewed as part of 
the QIFP tool development for its expertise in providing an outline to organizations on how to 
offer high-quality health care.  
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GUIDE TO TELECONFERENCE DISCUSSIONS 
 

Programme___________________________________________________ 
 

Managing 
Organization___________________________________________________ 

 
 Is it College based? (or related) 

 
 Who decided this was appropriate? 

 
 To whom is the organization accountable? 

 
 Cost to run the programme  

o Staff 
o Space 
o Equipment & supplies 

Do you evaluate team functioning? 
 What indictors are used? 

Is individual validation (based on College Requirements) built into the Programme Award?  

What is the process? 
 Application 

o Who is entitled to apply?  
 Cost to applicant 

 Preparation 
o Timeline 
o Submission  

 Product (on-line/hardcopy 

Assessment Team 
 Who, how many, roles? 

o Advisor to applicant? 
o Team leader 
o Other 

 Assessment Training? 
o Who becomes an assessor? 
o Length of training? 
o Maintenance of status 

 Time commitment of assessors for Award 
o Preparation  
o Visit time 
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o Follow-up  
 Assessment Visit 

o Organization of visit 
 Individual  
 Group  

Programme  
 

 Strengths 
 

 Weaknesses 
 

 Opportunities 
 

 Threats  

Expected Outcomes 

Unexpected Outcomes 

How is the programme updated?  
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SITE VISITS 
 
PURPOSE OF SITE VISITS 

 To experience “hands-on” process of quality assessment programmes in other 
jurisdictions  

 To observe three assessment time periods: pre-assessment, the assessment visit, and post-
assessment 

METHOD OF SITE SELECTION 
The choice of site visits was based on the literature review environmental scans, Advisory 
Committee recommendations, pre-site visit information gathered, and feasibility factors. These 
included cost, professional contacts, champions, practices open to visitors, timing, i.e. multiple 
assessments planned, and team availability. The decision was made to visit to the United 
Kingdom (UK), and later to visit a community health centre in Ontario with a Building Healthier 
Organization (BHO) process which provides a step-by-step review of the five essential ‘building 
blocks’ to the life of a health organization. 

PREPARATION FOR SITE VISITS 

Pre-Site Visit 
Preparation for the site visit included a pre-site visit to the Royal College of General Practitioners 
(RCGP) in London, England.  Dr. Cheryl Levitt, the Project Leader, was able to arrange several 
meetings in conjunction with another project’s scheduled visit. The RCGP has assessment 
programmes for individual practitioners and practice teams. (See Literature Review for 
information on the range and type of assessment programmes)  Documentation of each of the 
quality programmes was made available for the Canadian Visiting Team.  Planning was done in 
Project Management meetings, and contact was made with our liaison, Dr. Ronald MacVicar in 
Scotland who arranged meetings in the UK. A guideline of items to explore was developed by the 
Canadian Visiting Team. (See Appendix 13, Guide for Site Visit) 

UK PROGRAMMES 

Multidisciplinary Clinical Audit Advisory Group (MAAG), Oxford 
The purpose of MAAG is to support general practices and Primary Healthcare Teams to improve 
quality of primary care services. The focus is on clinical audit and making best use of computer 
systems to support clinical effectiveness and evidence-based practice. (42) 

Quality Improvement Skills for Primary Care (QuISP) 
QuISP is a course offered by the RCGP on basic improvement theory using Plan-Do-Study-Act 
(PDSA) cycles, combined with measurement theory and process mapping. It also uses ideas from 
the collaborative improvement model and quality improvement training found in industry. 
Findings from the pilot study found that QuISP has the potential to equip practices with the 
necessary skills to make improvements, but practices did not readily participate due to limits in 
time and resources. (43) 
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Quality Team Development 
Quality Team Development (QTD) is an initiative developed by the RCGP that offers a 
supportive approach to clinical governance. It enables primary care organizations (PCOs) and 
primary health care teams to identify developmental needs, and facilitate sharing of good practice 
habits. The QTD approach is professionally led, locally owned and implemented.  It is a 
voluntary process that enables primary health care teams and individuals to create both practice 
and personal development plans.  During the site visits, the QTD programme was witnessed first 
hand.  The process, the assessment, and the local assessment team information are described in 
detail later in this report. 

Quality Practice Award 
Quality Practice Award (QPA) is a quality assurance process undertaken by practices, which 
recognizes a high standard of quality patient care delivered by every member of the practice team. 
It was conceived in 1996 by a group of general practitioners in North East Scotland who, after 
undertaking Fellowship by Assessment (FBA), realized that their achievements would not have 
been possible without the support of their practice team. With the help of a multidisciplinary group, 
they developed a method based on FBA to recognize the commitment of the entire practice team in 
providing quality of care for patients and staff.  More specific information regarding the length of 
time to complete the QPA, challenges faced by practices, and benefits for participating in the 
process were observed by our Canadian Visiting Team and are reported on further in the 
Programme Types & Sites section of this report. 

The Canadian Site Visiting Team  
Four members composed the Canadian Visiting Team of the Quality in Family Practice project.  
Dr. David Price is the Medical Consultant of the project, and unit director at Stonechurch Family 
Health Centre. Dr. Brenda Copps is a community family physician and a peer reviewer with the 
College of Physicians and Surgeons of Ontario (CPSO). Linda Hilts is a family practice nurse, 
and Dr. Phyllis Jensen is the research associate for the Quality in Family Practice project in the 
department of family medicine, McMaster University.  

PROGRAMME TYPES & SITES  

Quality Team Development 
 
The RCGP recently introduced the QTD programme, a continuous quality improvement 
programme aimed at developing primary health care teams and their services. The QTD 
programme provides a formative framework to enable primary health care teams and their 
primary care organisations to assess both the quality of the services they provide for patients, and 
the way the team functions. It includes a peer review of measures of good clinical care, 
relationship with patients, working with colleagues, teaching and training skills, ethics and safe 
guards and managerial skills.  
 
The QTD is designed to be locally owned and delivered, and applicable to all primary health care 
teams. It supports quality improvement through a process of practice team development, 
education and service planning. (44) 
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The Process 
After registering with the Royal College for QTD, a primary care organization receives 
information and materials that enables the programme to be run locally.  Next, the practice 
completes a self-assessment of current practice as measured against the QTD criteria, and 
conducts patient questionnaires. The RCGP trains local assessors who visit the practice. Using 
the QTD criteria, assessors help the team to identify development needs and to write a 
development plan.   
 
The QTD provides evidence of quality improvement and helps practices to prepare for the 
Commission of Healthcare Audit and Inspection (CHAI). It also assists in preparing general 
practitioners for appraisal and revalidation, as the principles of QTD programme are also those that 
underpin the quality framework of the new contract. (32) 

QTD Assessment  
The Canadian 
Visiting Team 
observed a QTD 
assessment in a 
general medical 
practice in Aspatria, 
near Carlisle, 
England. The practice 
recently completed a 
training assessment, 
which is required 
every three years by 
all practices in the 
UK who train 
learners, (physicians 
and student nurses). 
The practice members 
felt it was a natural step to undertake QTD. 

The QTD Practice 
The rural practice in Northern England is located in a small town on the edge of the Lake District, 
near the Solway Firth. Physician recruitment is not a problem here because “it draws the outdoors 
types.” The practice staff includes 3 physicians, 3 part-time practice nurses, 4 part-time reception 
staff, 1 health care assistant, 2 part time office managers, and allied health care staff: district 
nurses, health visitors, and midwives.  
 
The practice team chose QTD over QPA because 
they felt the former is not as “daunting,” and would 
eventually bring them to the same level of quality. 
 
They viewed QTD as a preparatory step to QPA. 
The main benefit they perceived was the opportunity to look at their governance model with the 
help and advice of outsiders trained in systems analysis.  “We think we know what we do, but 
often we don’t.” 

“We continually seek to improve and 
update our range of services offered 
and to achieve a higher standards 
than the baseline set by the NHS”
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When the practice team started the 18 month QTD process, they described the QTD as a skill-
building exercise to meet the new requirements of the new National Health Service (NHS) 
contract. The QTD taught them how to define, measure and reach quality standards, and how to 
document quality points for the bonuses in the new contract. Bonuses of £75  ($184.09 CAD) per 
year per rostered patient were promised if the practice achieved a higher level of quality measure 
points. These are based on chart audits of chronic disease management and health promotion with 
community comparisons.  
 

“QTD is ‘user friendly,’ it assesses clinical work not just the managerial.” 
“It gives us a chance to get help and advice.” 

“It helps us to see our governance scheme and to document it.” 

Local QTD Assessment Team in Aspatria, England 
The Local QTD Assessment Team is multidisciplinary in composition and process. The observed 
assessment team in Aspatria included a general practitioner, a nurse, and an office manager. Each 
member of the assessment team met with each representative group in the practice.  
 
The QTD Assessment Form (See Appendix 14, Quality Team Development Standards and 
Criteria) is a reflective tool to identify areas of strength and areas where improvement is needed. 
Working from copies of the Assessment Form completed by the practice team, the Assessment 
Team met to discuss specific questions that had arisen for them. From a patient perspective, 
assessors sat in the waiting room to observe the protocol of response and practice flow. 
 
The process of review, it was explained, brings awareness to the system to initiate change. For 
example, critical incidents are handled in the practice using an incident form anonymously 
pooled for de-briefing. A case of miscommunication had occurred where all three physicians in 
the practice were under the assumption that one of the others was responsible for an activity that 
was left undone. Without the QTD process, the problem likely would not have come to light as 
quickly as it had.  
 
In observing the support staff, the Canadian Visiting Team noted that they are responsible for 
handling repeat prescriptions, i.e.: informing the pharmacy when patients phone in their request 
for a renewal. Also, they wear “corporate fashion,” which is a casual top that identifies them to 
patients and staff.  
 
The Local Assessment Team noted a problem of which the practice team was acutely aware - the 
need to improve communication and co-ordination of services with the allied staff; specifically, 
district health nurses, health visitors and midwives. These health care providers worked with 
several practices, and had offices off-site. It was felt that different funding sources for the allied 
staff and a separate line of authority in the health system created challenges in achieving quality 
communication.   
 
At the end of the visit, the Local Assessment team compared notes and then met with the practice 
members present that day. First, they offered congratulations for the team’s success, and then 
gave an oral report with promises of follow-up written documentation. 
 
The overall impression the Canadian Visiting Team had was that QTD is an iterative, non-
threatening process with emphasis on developing multidisciplinary team functioning and the 
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setting of goals. Everyone was required to complete a personal development portfolio. For the 
office staff it was the first time many of them had encountered this process, and although they 
reported it had been difficult initially, they soon found that it was a positive challenge.  All the 
members of the team felt their work process had been strengthened by the QTD assessment. 
There was a definite air of co-operation and collegiality in the practice. 

Quality Practice Award  
The Quality Practice Award is seen as the “gold standard” quality assurance process for 
multidisciplinary general practices in the United Kingdom. It recognizes quality patient care 
delivered by every member of the practice team. It began from the acknowledgement that 
individuals successfully completing FBA depend on substantial support from partners and the 
Primary Healthcare Team.   
 
How does it work? 
Each practice is required to submit a portfolio of written evidence set against 16 sets of criteria:  

Practice Profile     Medical Records 
Availability     Nursing and Midwifery 
Clinical Care    Practice Management 
Communication    Other Professional Staff 
Continuity of Care    Patient Issues 
Equipment and Minor Surgery   Premises 
Health Promotion    Prescribing/Repeat Prescribing 
Information Technology    The Practice as a Learning Organization 

 
When a practice’s written evidence is complete, a panel of four: physician, nurse, office manager, 
and lay assessor conduct a full day assessment visit.  The assessors interview the team, inspect the 
practice premises, systems and medical records.  At the end of the visit, the assessors give feedback 
to the team on their achievement and make recommendations for continuing improvement. 

Length of process 
Practices normally take approximately 18 months to complete their submission. However, 
submitting a Notice of Intent to Apply (NIA) binds the practice to the version of criteria valid at 
that time. Failure to submit within the timescale means that the practice must reapply under the 
new version.  At the time of the Site Visit, the most recent QPA was version 7. This focused on the 
outcomes framework of the new GMS contract with team functions and reflective practice criteria 
from previous versions. 

Reason for undertaking QPA  
Practices achieving the QPA have found the process engenders a sense of team spirit, pride in 
each other's area of work, and an improved understanding of working together towards a better 
environment for patients. The criteria are continually modified and developed further to reflect 
the ongoing changes in general practice.  Practices who undertake the assessment are therefore 
actively encouraged to contribute to the on-going development process. (45) 

QPA Assessment in Livingston, West Lothian near Edinburgh 

The Assessment Panel 
The assessment panel was composed of a general practitioner, a nurse educator who had been the 
local advisor for the group, and a lay assessor who has background in industry. The role of the 
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local advisor is to assist the practice team in meeting their goals.  This is an on-going task and is 
usually quite time-consuming. There is no remuneration for the local advisor, or for the 
assessment panel to prepare for the visit (reading the documentation, in this case two large 
binders), or write the report. 
 
Practice assessors are paid only for the assessment visit and travel costs. Although lack of 
remuneration appears to be a hindrance to the expansion of the QPA programme, none of the 
assessors reported it had dampened their enthusiasm for this process. Each had done a number of 
previous assessments and looked forward to future participation in the programme because they 
realised its merits.    

The Practice  
The practice in West Lothian is 
located on two levels of a 
building and is across the street 
from the hospital.  The primary 
care team includes the 
following: 8 principal 
physicians; 1 fulltime, 2 part 
time practice nurses; 2 district 
nurses; 3 health visitors; 1 
midwife; 2 community 
psychiatric nurses; 1 practice 
manager; 1 deputy practice 
manager; 1 IT/computing 
manager; 3 fulltime, 8 part 
time secretarial and reception 
staff, 4 assessors, and a clinic 
manager.  
 
One striking difference noted by the Canadian Visiting Team was the presence of practice 
managers who were often former nurses with advanced degrees in administration. We were told 
that practice management is moving more towards a business management orientation.  

Pre-Assessment Meeting 
The assessors met with the Canadian Visiting Team the evening before the formal assessment to 
review the documentation provided by the practice. The assessment panel reported that, as a 
team, they felt satisfied the practice had met the criteria necessary for the visit. Thus, the visit 
was largely formative in nature. 

Observations   

Process of Preparing for the QPA 
Practice members noted that qualifying as a training practice had given them good feedback on 
clinical governance, and inspired them to apply for the QPA and “go the whole mile” and “step 
forward to team building”. The key to preparation was monthly meetings by the practice staff, 
and weekly meetings of the professional practitioners. To keep motivated, team members took 
turns in leadership, month by month, so that no one person “burned out.” Also, they held an 
annual retreat where the decision to move forward was renewed.  
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A good team that pulls together well is necessary to meet the challenge. If the team is not 
working together, they cannot move forward.  Central to this process is strong management. 

The Assessment Visit 
The assessment visit is outlined in the RCGP Quality Practice Award Users’ Guide as follows.  
The visit is normally conducted by four assessors who spend one full day in the practice.  The 
team is composed of a lead assessor, the local adviser and usually two experienced members of 
the primary health care team and/or a lay assessor.  Having read all the documentation and 
clarified any points requiring explanation, the visitors carefully plan their individual roles within 
the timetable agreed to by the practice. 
 

Assessment Activity Assessor 
Observation of reception/office 
Search of notes   
Waiting room/check list  
Tour of premises   
Interview with Practice Manager 
Interview with three practice selected patients 
Patient 1  
Patient 2  
Patient 3  
Interview with reception staff  
Interview with practice nurse(s)  
Interview with attached or other professional staff  
Interview with physician partners  
Scrutiny of computer, health & safety, etc  
Assessors’ meeting  
Feedback to entire practice team  
Assessors’ debrief 
Written report 

Manager Assessor 
GP Assessor 
GP Assessor 
Lead Assessor 
All 
 
Manager Assessor 
GP Assessor 
GP Assessor 
All 
All 
All 
GP Assessors 
Manager & Nurse Assessor 
 
All 
All 
All 

 
Within each section of the programme they take turns to be the lead interviewer, follow up 
interviewer and note taker.  At the start of the day, each visitor signs a confidentiality form, 
which is retained by the practice. Their inspection includes a tour of the premises, observing the 
front office, examining the procedure’s manual, and an audit of the charting system. An 
explanation is given of the computer records, staff is interviewed and the audits and clinical 
reports are discussed with the medical and nursing teams. 
 
At the end of the visit, the assessment panel compares notes and then meets with all who were 
present that day. The lead assessor provides an oral on-site report to be followed with written 
documentation. In approximately 6 weeks. 

Observations of the Canadian Visiting Team  
The Canadian Visiting Team agreed with the practice’s reflection, that the QPA process was 
“daunting”, yet “a truly worthwhile experience.” Like the QTD process, each participant of the 
QPA process is required to complete a personal development portfolio. For many, especially the 
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support staff, this was seen as “scary” and an “onerous task.” After having done it, they saw its 
intrinsic value and were extremely proud.  All team members expressed the feeling that the work 
process had been rationalized and improved. It was very obvious that QPA allowed them to 
provide higher quality care to patients. There was a definite sense of this having been a team 
effort championed by the highly esteemed office manager.  

What would they do differently next time?   
This practice group would give themselves more time to complete the documentation. It was 
noted by the assessment team that the documentation did not fully reflect the quality level of the 
practice, that they had “undersold” themselves and were in fact a better practice than they had 
described. It was felt that a lack of familiarity with specific skills needed for documentation was 
the baseline problem.  

Challenges  
At the time they began the QPA, there were no standards for practice nurses. Decisions had to be 
made on how to monitor and document informal processes; for instance, triage of minor illness to 
the most appropriate provider. The practice nurses found research documenting studies that 
showed the nurse’s capability in handling minor illnesses. This gave creditability to emerging 
protocols in the practice. They recognize it was no longer acceptable for the role of the practice 
nurses to just evolve; it was becoming a new role. Knowledge and official training was needed to 
work in primary care settings.  

Lessons learned 
Throughout the QPA process, receptionists and medical secretaries said they realized “what a 
good place it is to work.” Physicians said that working through QPA improved communication 
and strengthened clinical practice; they were able to learn from each other. They had been 
vaguely aware of what their colleagues were doing without feedback but now they had a system 
of knowledge transfer within the practice. 
 
 
 
 
 
 
 
 

QPA Practices in Inverness, Scotland 
Inverness, in the North East of Scotland, is described as a “hot bed of QPA.” The Canadian 
Visiting Team visited three practices that had achieved QPA at different times. This included 
Riverside Medical Practice that recently achieved the award, Culloden Medical Practice that was 
midway between the first and second assessments, and Ardlarich Medical Practices, who were 
months from the second assessment.   
 
 
 
 
 

Benefits?  The whole practice learned how to learn together. It “pulled 
the whole team together.” “It keeps all of us up-to-date. Our usual way has 
been to work heads down, this got us heads up as a team.”  “We worked 
well as a team for years, this made it tangible.” “QPA gave us a focus; 
made us tighten up protocols, speak to each other. Builds team morale.”   
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Riverside Medical Practice 
 
Riverside Medical Practice is a practice adjacent to the hospital with a 
patient population around 10,000. The primary care team of 30 
includes 9 physicians and 1 assistant, 1 practice manager, 3 practice 
nurses, and several district nurses, health visitors, midwives, social 
workers, house doctors, medical residents, nursing students and office 
staff that includes receptionists, medical secretaries, an accountant, 
information technologists and cleaners. 
 

 
 
 

Driver for QPA  
The RCGP is introducing accreditation for all general practice physicians. The preparation for the 
process brought the physicians together as a team. They realized they are “not good at saying we 
do things well.” They recognized their desire to put structures and procedures in place for a 
governance model, and QPA enabled that to occur.   

Words of Experience  
They began by holding regular team meetings and created a timetable for completion.  They 
realised from the experience of others that it is essential to keep up the momentum or it is easy to 
lose enthusiasm. This makes reaching the goal an onerous task.  
 
     “We had to learn how to reflect on ‘how to reflect’ on patient care to improve practices.” 

Enablers 
“You need a champion,” we were told, but in essence it is “absolutely a team thing.” Everyone 
has to own it, as it is a huge amount of work that puts an extra strain on any practice. The entire 
process is much easier if you have a computerized practice, and a system of management and 
administration; otherwise, a large part of the process of preparing for QPA is putting these 
systems in place.  
 

 

Benefits 
One benefit of QPA was sharing information. The NHS has standardized coding systems so it 
was possible to compare within and across practices.  

Costs 
The practice had monitored costs, including the application fee, physician and staff time. The 
final figure was reported as £6,700.  ($16,445.75 CAD)     

“We’re all so busy seeing patients: QPA gave us the opportunity to look at how we 
practice. Now we have established a culture of audit. Everyone understands audit and 
procedures. Nothing exotic, just the bread & butter of general practice.” 

“Everyone knows we are the biggest and busiest. 
We needed to prove we are also best.” 

QPA in December 2003 
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Patient Satisfaction   
The nurses agreed that it is human nature to remember the troublesome patients. Front office staff 
are often at the “rough end of patient care.” With QPA they get to know they are part of the larger 
picture of providing excellent care.  Reception staff volunteered to write the procedure manual 
that contain issues like how to contact a doctor in an emergency. “The staff know who is deaf or 
blind, and how to place them in the waiting room. As doctors, we are not aware of all these 
courtesies”. 
 
“The patient survey was a challenge. We had to ask ourselves if we wanted to know. But the 
results were wonderful. It made us realise that we need to look at how we can help patients 
communicate more effectively.” 

Community Health Staff   
The community health staff, which includes district nurses, health visitors and midwifes, are 
located two miles away. This has created communication problems. The aim in the UK is to place 
these health care workers within community practices, but this is not always the case. 

Advice to Those Starting  
“Plan it well. Have a reasonable timeframe. One year to 18 months is workable. Get everyone 
committed. Have someone who is in charge overall so that one person knows what is going on. 
Have some clinical leadership, some reception leadership. Make it a partnership. Allow time for 
writing it up. Recognize it is a huge production effort.”  
 
 
“The night before, it was stressful. We were tidying 
things up, lots of bits and pieces to change. Lots of 
proof reading, silly things.” 

Culloden Medical Practice  

The Practice 
Culloden Medical Practice is a medium-sized medical practice in a shared building located in a 
new development. The primary care team includes general practice physicians, practice nurses, 
an office manager, district nurses, and midwives. They achieved the QPA award in 2002, and are 
beginning to prepare for the next assessment. 

The QPA Experience 
The Canadian Visiting Team met in the large staff room. The staff members described the QPA 
process as a “worthwhile experience” although it was “hard work.” They knew that the practice 
was high quality, having achieved training accreditation 10 years ago, but needed to document 
this.   “QPA brought loose ends together.” “It makes you think about what you are doing.” “You 
feel like you are doing a good job; the process shows you.” As a result of the QPA process, they 
immediately revisited two areas - Health & Safety, and Risk Management. They realized that 
“QPA is an on-going process, it is a culture of quality”. The following is an example: 
 

Within the NHS, all health care workers have ½ an afternoon a month of protected 
educational time. The reception staff had recently attended a course on giving out 
laboratory results. So they had asked to look at the process. They found that if a patient 
was informed of one normal test result, and there was more than one test done, the patient 

 

“At Culloden Medical Practice 
we aim to provide a service of 
which we can feel confident 
and proud” QPA in 2002 
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“When people feel 
proud to be part of the 
team, they want to do 

their best.” 

did not realize that they should call in again. The staff developed a tracking process, so 
reception staff knew when the results came in and if the patient had been contacted with 
all the test results.   

Culture of Audit   
Through the process of the QPA, the practice established an audit manual. There are five possible 
audits to choose from in the preparation of QPA. A part of the team management plan is to set 
standards and continually audit against the standards they have created. “Everything is audited.”  
“It’s the culture here.” “It’s reflective practice.” 

Team Development  
Team development takes work and commitment. It starts 
with good communication and mutual respect. “It has made 
us less hierarchical,” the practice members commented.  

Practice Development Plan   
The first application took 18 months. This time they are more 
prepared because the process is in place. “We don’t have to start 
afresh.”  Rather, the process is one of review of protocols. Practice 
members have given themselves two years to produce evidence for 
the next QPA. They have regular Thursday meetings for two hours, 

and allocate tasks every two months. They also take on work on their own time. They developed 
a comprehensive 36-page development plan that outlines quality criteria, action needed, allocated 
responsibility, expected dates, and notation when completed. (See Appendix 15 Culloden 
Medical Practice, Practice Development Plan 2003-2004, Action Plan.)  

Patient Satisfaction    
Patients are invited to comment. Five or 
six patients meet once a month to discuss 
patient issues.   There is also a patient 
representative at the regular primary care group meetings. “They want more comfortable chairs in 
the waiting room for the elderly and frosted windows in the consulting rooms.” They produced a 
newsletter advertising the problem of ‘no shows’.  (Patients who did not keep their appointment 
time, or phone to cancel it.)  In January, they lost 17 consulting hours because of this problem. 
There are persistent offenders, and patient representatives see this as a patient responsibility. 
They are working together to resolve this issue, which will make getting an appointment quicker 
for the patients and less frustrating for the practice. 

Practice Nurses  
A Guide for Nurses & Midwives Working Towards QPA has been developed (See Appendix 16 
Guide for Nurses & Midwives Working Towards QPA) 
  
An unexpected outcome of the QPA process in the Culloden Medical Practice is that one of the 
nurses, having become proficient in the quality process for documentation of professional 
activities, was inspired to apply for Fellowship by Assessment through the Queen’s Nursing 
Institute, Scotland (QNIS) that was launched in 2002.  

 
“The team is only as good 
as the members in it.” 

 

“The money is less important than the intrinsic value.”  
“All see the worth of the effort” 
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Practice Management  
Under the Institute of Health Management (IHM), there is also the potential for practice 
managers to apply for Fellowship by Assessment.  

Challenges    
A challenge identified by the practice is the different systems of accountability and 
funding for physicians.  The practice team and the allied health care providers, such as the 
district nurses, health visitors and midwives who work with the team, but are housed in 
other facilities. “The doctors are self-employed, but the affiliate health care providers are 
employees of the Trust. We are not as well connected as we should be.”  

Ardlarich Medical Practices  
There are three general medical practices in centrally located in the city. There are four 
physicians in Practice 1, Practices 2 and 3 each have two physicians. The other members of the 
team include three practice nurses, an office manager and reception staff. The allied community 
health care staff is composed of district nurses, health visitors, a midwife and psychologists. As 
in the other practices, they are not physically housed in the practice offices. This is also a 
teaching practice, so there are also a number of learners.    
 
Like the other Inverness practices, Ardlarich Medical Practices had undergone a training 
assessment, but they also wanted to look beyond clinical practice and review the management 
system, team function and process of care delivery. “Clinical assessment is driven by the College 
and the priority of the disease. QPA is a step above that.”  
 
The practice described itself as much stronger than five years ago when it received its QPA 
award. “There are significant baseline changes in the ways we practice. We’ve moved on in use 
of Evidence Base Medicine (EBM) criteria. All re-audits show significant improvements. We 
have a better feel for what should be happening with patients, but this is less easy to measure than 
what we do.”  

Fellowship by Assessment through the Queen’s Nursing Institute, 
Scotland (QNIS) 
Designed to complement the schemes currently running for General 
Practitioners and Practice Managers, Fellowship by Assessment offers the 
opportunity for nurses who work in the community to apply for an award, 
which recognizes their excellence in primary health care. FBA is aimed at 
experienced community nurses. The application process, which includes 
compilation of a portfolio of evidence together with a period of QNIS 
services, is designed to assess the knowledge, skills and understanding 
needed to organize, manage and deliver high quality community 
nursing care. The assessment is aimed at the individual nurse rather than 
the nursing team or practice. A significant number of the criteria may 
assess what the team or practice do in addition to the nurse. There are 
twelve criteria for assessment, together with the standards by which they 
are to be demonstrated and assessed. (46) 
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The process is easier than the first time. Importantly, Version 7 is on-line which simplifies the 
process.  “We’re going back up the slope, but the drop-off is less shallow than before.”  
 
 
 
 
Pulling people in is much easier this time, partly because of the new contract with the NHS that 
recognizes quality.  Last time there was the fear of the unknown. 

Process  
They have a step-wise approach, and monthly meetings with the leaders of sections. Each of the 
staff has protected educational time that can be used for QPA activities.   

Unexpected Outcomes of QPA  
Looking back five years, the most outstanding and unexpected outcome was the cohesion in the 
team. They said they always had cohesion in peer units - horizontal cohesion, but now they have 
achieved vertical cohesion as well. 

Building Healthier Organizations (BHO) 
The BHO process is designed specifically for Community Health Centers in Ontario. A systems 
approach is used to understand organizational health. BHO provides a step-by-step review of the 
five “building blocks” essential to the life of a health organization: governance; management; 
administrative systems and practices; community capacity; and programmes and services. Within 
each building block are components, which are broken down into three functional levels: 
accreditation; integration; and innovation and excellence. 
 
The Practice 
Flemingdon Health Centre in Toronto is a community health centre (CHC) with academic 
affiliation. The centre takes great pride, not only the programmes and services provided to clients, 
but also in the affiliation with the University of Toronto and the education provided to both 
Family Medicine residents and medical students. Physicians, nurses, social workers, chiropodists, 
a nutritionist, an x-ray technologist, and community health workers, and administrative staff 
work together to provide a variety of services. These include: primary care; obstetrical care, 
including shared care (an obstetrician comes to the centre); individual nutritional counselling and 
group programmes; chiropody; radiology; social services; community development/community 
capacity building and outreach activities; health promotion, prevention and education activities, 
including a teen sexuality drop-in clinic; and innovative programmes, including a newcomer 
programmes, homework programmes and parenting programme.  Flemingdon routinely conducts 
peer file reviews or chart audits. 
 
The Review Process 
Working on an informal basis, a CHC can move at its own pace through the BHO manual. 
However, a formal independent review directed by Community Health Organization Inc. is 
needed for accreditation. The process consists of five phases: preparation; on-site review; 
reporting; decision making; and implementation and follow-up. A centre must be reviewed every 
three years to maintain accreditation.  
 
 

“Going through the QPA is an enormous bonding experience.”  
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Observations of the Visiting Team 
Two members of the visiting team of the Quality in Family Practice project (Dr. David Price and 
Linda Hilts) spent the day at the Flemingdon Health Centre watching part of the BHO interview 
process during its accreditation week.  
 
They observed three separate interviews by the BHO team. The medical director, nurse, social 
worker, nurse practitioner, receptionists and intake workers participated in the Selected Staff & 
Program Staff Interview. Participants were asked structured questions in the following areas: 
accessibility, client and service information systems, the CHC board, newsletters, bulletin boards, 
confidentiality, client rights, and charts/files. 
 
The Community Team Interview included the centre’s clinical team. Interviewees responded to 
questions pertaining to the following areas: risk/security, education of future health professionals, 
client participation in decision making, patient-doctor relationship, referrals, capacity building 
(via programmes and on an individual level), strategic planning, and determination of needs.   
 
The Management Team & Program Managers Interview included the managers of the various 
services. This group responded to questions pertaining to: human resource management policies 
and practices, volunteers, community capacity, community action, research, service delivery and 
interdisciplinary health care. 
 
Written submissions were made to the accreditations team prior to the site visit. Although the 
visiting team was not privy to these, it was clear that the written submissions were less extensive 
than those observed in the QPA and the QTD in Britain. 
 
The BHO process is clearly useful to CHs in terms of making certain that their processes and 
services are in place and that they meet their mandates. This approach differs from the Quality in 
Family Practice project with its focus on assessing team function and team building.  
 
The strengths of the BHO programme are the thoroughness in which it examines what is 
happening and the processes in place. The BHO manual is well organized, clear, and user-
friendly. 
 
The assessors consisted of two volunteer assessors: the executive director of North Hamilton 
CHC and a previous CHC manager from Ottawa. The leader assessor was a professional 
consultant from Ottawa, with previous work experience at a CHC. 
 
The BHO is undergoing a major revision and will include a self-reporting mechanism such that 
the practices will do a self-assessment prior to the formal BHO assessment.  
 
 

Royal Australian College of General Practitioners (RACGP), March 4, 2005, 
Melbourne, Australia – Alan Abelsohn 
 
Contact: Ian Watts, National Manager - GP Advocacy and Support. 
 
The Royal Australian College of General Practice (RACGP) is the equivalent of our CCFP with 
11,000 member GPs. 
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Standards 
In 1991, the RACGP, together with the AMA (Australian Medical Association) and the 
Commonwealth Government, started developing a set of national standards for general practice, 
with the aim of engaging the profession in continuous quality improvement. The 3rd Edition of 
“Standards for General Practice” is now in the final stages of revision. The New Zealand version, 
which we used as the basis for our tool, was based on this, and we have layered this into our 
quality tool. This 18 month, a $800,000 review has been led by Ian Watts and his staff, but 
directed by a National Expert Committee on Standards for General Practice (NECSGP). This 
committee consists of GPs, a practice nurse, consumers, public health and practice management 
professionals.  

 
There was pressure from the profession to reduce the number of standards i.e. keeping them short 
and practical, and to lower the bar to some degree. The RACGP had to push in the opposite 
direction. The standards need to be normative, not aspirational, as this could lead to litigation. 
The standards are designed for self-assessment, not peer review. As such, the new version has a 
larger section on explanation, and a tool box, with resources and “light touch” evidence based 
articles, similar to what we have done. They feel it important to state clearly that their standards 
are designed for self assessment, not for peer assessment, and not for practice management or 
governmental measurement of practice.  

Accreditation 
Accreditation of Practices is run by an independent, not for profit organisation controlled by the 
profession. There are two such agencies: AGPAL (Australian General Practice Accreditation 
Limited) and GPA. (agpal.com.au and gpa.net.au) I did not meet with these agencies, but have 
reviewed AGPAL’s excellent website. 

 
Many practices are entering into their third cycle of accreditation. The accreditation is based on 
the RACGP Standards, and will change as the 3rd edition is published. Motivation for 
accreditation is “professional pride” and a signal for patients, but importantly it is also financial; 
accreditation is a requirement for access to the Australian Government’s Practice Incentive 
Program (PIP), which accounts for about 20% of GP’s income. Reaccredidation is required for 
continued participation in the PIP. Currently, about 85% of practices are accredited (from 52%in 
2000). AGPAL trains the surveyors (assessors); it had over 250 in 2000. Practices can spend 12 
months preparing for the 4 hour practice visit, which consists of interviews, direct observation of 
practice, reviewing records, documents, and patient feedback results. AGPAL has an excellent 
website with an overview of the requirements for accreditation, and many useful tools. It is also 
interactive; practices can ask questions as they go through their preparations. 5 years ago all GPs 
in Australia were given grants to computerize, so this is now standard.  

 
I was very warmly received, and spent a long day in discussions. I was very impressed especially 
with the depth of the process that they had employed in developing and then revising their 
standards; and with the engagement of the profession in the Continuous Quality Improvement 
process. The Canadian Family Practice community is a long way behind, and has a lot to learn 
from their experience, but I am hopeful that we are setting off in the right direction. 
 

Assessment of Accreditation Programs in Two Practices: An Australian and a 
New Zealand Experience – Michael Mills 
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Castle Hill Medical Centre 
Located in Castle Hill, suburb of Sydney.  Principal Dr. Steven Lee with 5 GP Practice with 
Practice Administrator.  Visited on Thursday, November 4, 2004. 
 
20 doctors representing 17 FTE, 70,000 patients on database, but practice numbers over inflated 
by one-time visitors. 
 
Accreditation done by AGPAL (Australian General Practice Accreditation Limited) 
This firm which provides quality improvement supporting Primary Care Practice Teams to 
increase efficiency reduce risk and stay current with trends and best practices. 
 
This company provides over 85% of accreditation services to GP practices in Australia. This 
company charges for their services, based on the number of practitioners in a particular practice. 
AGPAL provides templates for change management, protocols for upgrading to standards and 
personal assistance to practices engaged in the accreditation process; www.qip.com.au . 
 
The Castle Hill Medical Centre is an example of how a financial reward program can encourage 
the implementation of CarePlans (my word) directed at specific identified at-risk cohorts. These 
cohorts might include, for example, diabetics, asthmatics, and patients over the age of 75 years, 
or those patients suffering from chronic and multiple disease states. The financial rewards come 
in the form of government salary support for nurses to be trained in interview and technical skills 
which in turn allow them to conduct the intervention programs. There is also salary support for 
nurses employed to carry out the specifics of delivering the CarePlans, monitoring patient 
compliance and arranging the tracking of delinquent participants. Programs are protocol driven 
with electronic database support and are integrated into the practice Electronic Medical Record.  
 
Additional funds are available to support physician consultative input to the Care Plan Programs, 
support for technical electronics necessary for the EMR, financial support for administrative staff 
and utility overhead costs. But these additional funds are not available unless the practice 
participates in the directed CarePlans. 
 
The accreditation process is voluntary, but peer influence plays a strong role in encouraging 
participation. Patients eventually but not initially realize the value of the process. Patients are 
neither the initial driving nor supporting force for the program. There is an AGPAL web site 
which allows patients to search for an accredited practice when they are seeking a new GP. 
 
The “how to”, “help us” and “what do you do about this” assistance comes from the local GP 
division. AGPAL provides the template and direction for the accreditation assessment. 
 
Broadway Health Centre 
Located in Kaikohe, Northland, New Zealand. Prinicipal:  Dr. Shane Cross, Dr. Peter Vujcich 
6 fulltime GP, 1 physician 3/5 time.  Participating Physician in this practice November 17 2004 
to February 23 2005. 
 
Approximately 9000 patients.  90% of practice population is Maori or Pacific Island heritage 
patients.  Nearest secondary care hospital is 2 hour drive by road, 30 minute access by Ministry 
of Health helicopter. 
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The GPs of the Broadway Health Centre are the only doctors serving the population within a fifty 
mile radius of the town. They provide all GP services including night and weekend after-hours 
care as well as emergency and resuscitation intervention. Obstetrical management is provided by 
midwives. These GPs do not have any direct involvement with in-hospital care of patients. 
 
Patients are members of the Broadway Health Centre but there is no list specific to each 
physician.  The gravitate to their favourite doctor, but will see others for episodic illness. 
 
Accreditation process is in the early formulation stage and under the direction of Dr. John 
Robinson. 
 
The Broadway Health Centre GPs are overwhelmed with the organizational aspects of practice. 
Coupled with huge patient care activity and chronic manpower shortages, these GPs are finding it 
difficult to move to the next stage of creating an implementation plan to address protocols, 
standards and activity comparators. This practice is not aware of a New Zealand equivalent of 
AGPAL or any other assistance group who might help them with their accreditation process. 
 
Practice organization is disjointed and does not have the accountability in nursing or physician 
care that is required to follow through with the implementation of new ideas or protocols. 
CarePlans are administered and reminder systems are electronic based, but discontinuity of 
patient care allows reminders to go ignored and permits patients to fall through the cracks.  
 
Although there is financial help to support programmed care plans for the diabetic patients of the 
practice, the flow of this money does not come under an accreditation umbrella and is not tied to 
outcome measurements of the program. Similar funding for infant immunization and care of the 
asthmatic patient exists for example, but again without ties to a quality measurement program. 
 
The Broadway Health Centre experience provides a good example of how a busy GP practice 
cannot by itself, create, implement and evaluate an accreditation program on its own. The success 
of the accreditation process in this practice will require an outside organization to implement 
appropriate standards, producing them in a workable electronic format, supervise their 
introduction into the daily workings of the group and eventually lead the practice through the 
early assessments. This help would start the practice on to the accreditation pathway and 
eventually this activity would become inherent in the practice’s day to day activity. 

SUMMARY 
Two different types of quality programmes in family practices, Quality Team Development 
(QTD) and Quality Practice Award (QPA), developed by the Royal College of General 
Practitioners (RCGP) were visited during the site visits in the UK. Three general practices that 
have completed the QPA and are now in various stages of preparation for the next cycle were 
also visited.  
 
The Quality Team Development (QTD) as its name implies is a development process and is not 
viewed as ‘daunting’ as QPA. In addition, it is viewed as a stepping-stone to the QPA, the gold 
standard award. The preparation process for assessment brought awareness to the practices that 
initiated changes and required establishment of a governance model or system to ensure that 
standards were met. The system included education and training, clinical audits, risk 
management, communication pathways, methods of determining clinical effectiveness, and 
systematic documentation with written evidence. 
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In all cases, the “driver” for both was the training assessment for practices with students. QTD 
and QPA were viewed as the logical next step, as the learning process and skill set is similar. The 
assessment visit, with its established steps, is seen as normative, since this is not done until the 
required documentation is completed and has been assessed. All practices visited said it was 
essential to have a computerized practice to enable audits and to monitor services and procedures. 
All were initially concerned with the requirement of the patient survey, but delighted with the 
result. Following this, several practices set up patient advisory groups with representation on the 
practice committees. Both QTD and QPA promote “reflective practice” and a “culture of audit” 
with a healthy curiosity about feedback to achieve higher levels of excellence. The financial cost 
of the programmes are described as less important than the intrinsic value they provide.   
 
Preparing for the assessment was described as a “bonding experience” for the members of the 
team who remarked on having achieved vertical as well as horizontal peer cohesion. One area of 
challenge is integration and communication with allied professionals who are housed outside the 
practice and have a separate line of authority, accountability, and funding system. This is also 
recognized by the National Health Service (NHS) as a structural problem in the system. The 
second time around is described as easier because it is a familiar process, the systems are in 
place, and there is a better sense of the time it takes.  
 
General practitioners in the UK are leading the quality movement in practice with spin-offs for 
allied professionals. All members of the practice teams are pleased and proud of their 
accomplishments and the enhanced patient care they provide. Essential ingredients for uptake of 
quality programmes are: willingness to undergo the change process, on-site leadership, and good 
planning in allocation of tasks and timing. The actual award is less important than the process; in 
fact many do not know where the award is displayed. Both the process of assessment and the 
enthusiasm of the participants are hard to convey on paper. This could only be experienced 
through the “hands-on” site visits.  
 
The site visit at the Flemingdon Health Centre in Toronto gave the visiting team insight into the 
BHO process. 
 
The Australian and New Zealand site visits gave the QIFP project insight through our consultants 
personal observations.  
 
The QIFP’s various site visits have provided this project with knowledge that would not have 
been otherwise gathered.  Through the personal interviews and discussions, the QIFP project has 
an advantage of the hands-on experience for learning while creating the best programme for 
Ontario family practices. 
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SECOND STRATEGIC PLANNING/CONSULTATION 
WORKSHOP JUNE 2ND 2004 
 
BACKGROUND 
The Strategic Planning/Consultation Workshop was held on June 2nd, 2004 with the following 
mandate:  
 

1. To review and comment on work completed to date 
2. To assist in developing recommendations 
3. To review the final draft and provide feedback prior to submission of the final report 

to the Ministry of Health 

WORKSHOP ATTENDEES 
The following is a List of the Attendees at the Workshop (see Appendix 17 List of Invitees June 
2004, and Appendix 18 Letter of Invitation June 2004) 
 

Attendees                                      Organization Representative 
   
Paula Brauer Dietitians of Canada & University of Guelph,  

Department of Family Relations and Applied Nutrition 
David Brunarski Ontario Chiropractic Association 
Brenda Copps College of Physicians and Surgeons of Ontario 
Cathryn Cortissoz Canadian Standards Association 
Peter Deimling Ontario College of Family Physicians 
Mike Dodd Canadian Standards Association 
John Dorland Ontario Family Health Network 
Jeff Goodyear Ministry of Health and Long Term Care 
Daniel Klass College of Physicians and Surgeons of Ontario 
Iris Krawchenko Ontario College of Pharmacists 
Lesley Lavack University of Toronto 
Barb LeBlanc Ontario Medical Association 
Francine Lemire College of Family Physicians of Canada 
Joan Mackenzie Davies Ontario Association of Social Workers  
Beth McCracken Registered Practical Nurses Association of Ontario 
Doug Saunders Ontario Psychological Association 
Greg  Ujiye Ontario College of Pharmacists 
Sandra  Winkelbauer Ontario Pharmacists’ Association 
   
   
   
   
   
   



2 

Project Management Team & Steering Committee Members 
   
Cheryl Levitt Principal Investigator 
Janet Kasperski Co-Investigator 
David Price Co-Investigator 
Ruth Morris Co-Investigator 
Linda Hilts Co-Investigator 
Eileen  Hanna Project Manager 
Phyllis Jensen Research Associate 
Jennifer McGregor Dietitian Representative 
David  Smith Social Work Consultant 
Janie Bowles-Jordan Pharmacist Consultant 
Michael Mills Physician Consultant 
Mari  Rainer Receptionist Consultant 
Tammy Villeneuve Administrative Assistant 

AGENDA AND PROCESS OF THE STRATEGIC PLANNING/CONSULTATION 
WORKSHOP  
David Price, Chair of the Steering Committee introduced the attendees and gave a warm 
welcome, with a brief overview of the project and the schedule for the day.  (See Appendix 19 
Second Strategic Planning/Consultation Workshop Agenda; Appendix 20 Flip Chart Notes taken 
during workshop, Appendix 21 Small Group Discussion Workbooks notes, and Appendix 22 a 
copy of the Workbook used during workshop.)  

PRESENTATIONS 
To orient the group to the range of issues and programmes, Cheryl Levitt, Project Leader, 
presented Framework for Discussion, an overview of professional entry and validation in Ontario 
for individuals compared to the UK. Validation of multidisciplinary teams in UK was also 
discussed.   
 
In Ontario, entry level to the health professions is achieved through successful completion of 
professional examinations in an accredited educational programme followed by application to the 
professional college and payment of fees. Maintenance of license is through payment of annuals 
fee to the college. (47)  Maintenance of competence is demonstrated through education and self-
reflective activities. This process is similar for other health professions in Ontario. At present, 
apart from Building Healthier Organizations (BHO) there are no quality team appraisal 
programmes. In the UK, entry level is similar with licensure in a professional college upon 
application and payment of fees. However, under the new 2004 General Medicine Contract 
revalidation is required (48) with a voluntary quality and outcomes framework providing extra 
financial awards. (49)  (50)  Other voluntary assessment programmes include Fellowship by 
Assessment (FBA), Membership by Assessment of Performance (MAP), and two team 
assessment: Quality Team Development (QTD), and Quality Practice Award (QPA). (51)  None 
of the programmes subsume the others. (See Appendix 23 Framework for Discussion PowerPoint 
presentation) 
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Literature Review   
Phyllis Jensen, Research Associate, presented an overview of the literature on quality 
programmes with relevance to family practice settings. Six major areas are addressed:  

 Standards, criteria & indicators 
 Systems of assessment—individual or team 
 Programme administration/governance 
 Training of assessors 
 Nomenclature 
 Costs  (See Appendix 24 Literature Review PowerPoint presentation)   

Focus Groups    
Eileen Hanna, Project Manager, presented the findings from the community consultations, 
personal interviews and focus groups with primary care stakeholders: patients, family physicians, 
dietitians, nurses, pharmacists and social workers. (See Appendix 25 Focus Groups PowerPoint 
presentation)  

Environmental Scan/Teleconferences  
The plan was to present findings from the environmental scan and the teleconferences that are 
presently being conducted. As time was running short, attendees were directed to the hardcopy in 
their binder. (See Appendix 26 Environmental Scan PowerPoint presentation)  

Pre-Site Visit  
Cheryl Levitt, Project Manager, presented findings from her Pre-Site Visit to London to the 
Royal College of General Practitioners, and MAAG in Oxford where the complexity of the UK 
system of appraisal of general practitioners was clarified. (See Appendix 27 Pre-Site Visit 
PowerPoint presentation)  

Site Visits   
David Price, Chair of Steering Committee & Medical Advisor, and Linda Hilts, Practice Nurse 
Advisor, presented findings from the site visit to England for a QTD assessment, and Scotland 
for QPA assessment. (See Appendix 28 Site Visit PowerPoint presentation)  

INTRODUCTION OF ISSUES 

Template for Recommendations  
In preparation for small group discussions to guide the development of recommendations, Cheryl 
Levitt brought attention to the Advisory Committee members of the problem of lack of 
agreement on meaning of terms and concepts used in quality measures and appraisal.  

Nomenclature   
A listing of common terms was presented with discussion of issues around variation in meaning. 
(See Glossary of Terms Section) 

Innovations in Learning    
A central feature of some quality programmes is Continuing Quality Improvement (CQI) through 
assessment and continuing education. Cheryl Levitt provided a brief overview on Innovations in 
Learning. This includes methods, technology and collaborative learning. (See Appendix 29 
Innovations in Learning PowerPoint presentation) 
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ADVICE AND DIRECTION  
Advice and direction was sought from the Advisory Committee using a small group format with 
members of the Project Management Team facilitating, recording and reporting back to the whole 
group. Areas of discussion include the following:  

1. Governance 
2. Tools 
3. Team vs. Individual  
4. Assessor Training  
5. Nomenclature 
6. Costs 
7. Other Issues  

 
Issues Generated from Small Group Discussions (Italics denotes placement of issue in 
more than one category) 

1. Governance 
• Process may be voluntary initially, but could become mandatory after a certain time or 

a certain percent of practices are accredited 
• Focus should be educational, supportive, CQI, with the end result a positive 

experience – not punitive 
• Could follow MEPP Framework – 3 levels of assessment: 

o Self assessment/screening/CQI 
o Audit – process audit – validate level 1 
o Focused assessment – because poor practice 
o For the team, a Self-reflective team audit  

• Should be independent body with governing council represented from all disciplinary 
colleges and public advisor but not driving, coordinating or funding. (A Federation of 
all regulatory bodies; RHPA ally.) 

• P.R. in Family Practice journals, national magazines (McLean’s etc) television 
interviews to celebrate excellence in the successful family practice 

• Competence issues should be managed by the Colleges; Excellence, CQI etc are in the 
realm of the Quality project  

• Governance could follow the Independent Health Facility model 
• Participating would give credits towards discipline-specific College requirements 
• Establish an accredited standards association/organization with specialty sub-

committees 
• The governing body should be composed of Discipline-Specific representatives who 

form an Interdisciplinary Council - Not housed at any College, but perhaps the 
university to focus on the continuing learning and educational improvement 

• Set up not for profit organization – develop shared commitment and bylaws 
• The public should be part of the process but not drive the process 
• Ownership needs creditability, peer support, stakeholders agreement (Peers could be 

appointed or elected) 
• If someone is identified as not competent, they must ethically be referred to their 

licensing board 
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2. Tools 
• We should be striving to go above the standard; need best practices, bench marking, 

evidence based practice 
• Process needs to include feedback to practice and evaluators 
• Tools could include current innovations in education; for example: Portfolio 

evaluations 
• Tools should have both horizontal and vertical applications 
• Could follow MEPP Framework – 3 levels of assessment: 

o Self assessment/screening/CQI 
o Audit – process audit – validate level 1 
o Focused assessment – because poor practice 
o For the team, a Self-reflective team audit  

• Need to start by developing comfort with the audit culture which includes 
      building trust, improving communications and increasing collaboration  
• IT development is critical to the process 
• Incentive may be linked to monetary reward for team 
• Initial process develops and refines tools, and trains assessors from the steering 

committee 
• P.R. in Family Practice journals, national magazines (McLean’s etc) television 

interviews to celebrate excellence in the successful family practice 
• Focus should be educational, supportive, CQI, with the end result a positive 

experience – not punitive 
• Co-operative Learning literature helpful in addressing improving individuals in the 

team models 
• The process should be seen as an Iterative/Step wise – Continuum grounded in Self 

reflection 

3.  Team & Individual 
• Focus should be educational, supportive, CQI, with the end result a positive 

experience – not punitive 
• Incentive may be linked to monetary reward for team 
• Need to start by developing comfort with the audit culture which includes building 

trust, improving communications and increasing collaboration 
• Core team consists of family doctor(s), nurse(s), and receptionist(s). Other members 

should be referred to as Consultant(s) For example; social workers, dietitians. This 
way, even “virtual” or rural practices can be assessed by the same standard 

• Need to build on existing RHPA procedures of re-validation established by individual 
disciplines, and determine if there are common areas. Team assessment can be based 
on interpersonal work and the clinical outcome becomes the driver for the 
contribution to the organization as a whole  

• Acceptance of the “team” means equal credibility and recognition of scope of practice 
as a contribution to patient care.  Accreditation of site means validity within the team 
of knowledge level etc. 

• Trust and team building strategies are involved in collaborative learning but also 
liability accepted as joint at College levels to develop comfort as a sole practitioners 
to welcome recommendations on a multidisciplinary level even if not in same physical 
boundaries  
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• Co-operative Learning literature helpful in addressing improving individuals in the 
team models 

4.  Assessor Training 
• Initial process develops and refines tools, and trains assessors from the steering 

committee 
• Assessment team needs to be balanced with equity of discipline representatives, and 

appropriate to the type of family practice composition 

5.  Nomenclature 
• The term “accreditation” would be better understood by the public than “Assessment 
• Suggested Names: 
 Institute      
 Board      
 Family Practice Awards Programme (FPAP) 
 Council  
 Council for the Quality in Family Practices (CQFP) 
 The Quality Pyramid 
• Be careful not to create false impressions with the nomenclature 
• Provide glossaries to generate interdisciplinary understanding 

6. Cost 
• Incentive may be linked to monetary reward for team 
• Doctor/practice pays on behalf of all practitioners if there is a financial incentive in 

return 
• Money should be supplement by colleges and political bodies 
• Set up not for profit organization – develop shared commitment and bylaws 
• Public vs. Government     
• Public (Set up) vs. Private 
• Mixed – private & public  
• Bonus system/Incentive     
• Publicly funded – ICES 
• Relationship to funder needs to be transparent 

7.  Other Items: 
  1. Research Issues 

• Conduct a Survey 
Multidisciplinary groups already in existence - Hamilton HSO Nick Kates, Dr. 
Louise Nasmith, Dr. Phil Elliscre, Toronto Western, and Members of his team (not 
a FHN or FHC) 

Consult with the following Organizations/Working Groups  
Federation of RHPA (23 groups) 
Independent Groups such as CCHSA Canadian Council Health Services 
Accreditation 
Rehab Programmes 
Ministry of Health 
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Professional Associations – Educational Branch 
Independent Freestanding agencies – like ICES 
Professional input  
Non-regulatory groups 
BHO – non-profit accrediting body; funded by MOH, peer review – voluntary 
assessment 

Implementation Issues 
P.R. in Family Practice journals, national magazines (McLean’s etc) television 
interviews to celebrate excellence in the successful family practice 

WORKSHOP EVALUATION 
An evaluation form with three major questions and space for comments had a rating scale of 1 to 
4 where “1” meant “poor,” “2” meant “okay,”“3” meant “good,” and “4” meant “excellent.” 
Sixteen persons completed the evaluation. (See Appendix 30, Evaluation of Second Strategic 
Planning/Consultation Meeting PowerPoint presentation) 

First Question: I now have a clear understanding of the issues 
Three-quarters (75%) said they had a good understanding of the issues, almost a fifth (18.8%) 
said they had an excellent understanding and one person said they had an okay understanding. In 
the comments section, one participant said there were questions about the role of professional 
colleges and associations in this initiative, and another expressed concern about integration of the 
pieces. 

Second Question: Coverage of the issues was comprehensive 
Half (50%) said the coverage was excellent, and almost as many (43.8%) said it was “good,” 
while one person said it was “okay.”  Comments following the question included:  Good 
overview presentation, great balance of participation, well organized, and eventually most issues 
became clearer – but it was a very torturous route.  Two workshop process issues were raised: a 
request for references to literature (contained in package), and disappointment that there was not 
sufficient time to look at resources brought to the session.  

Third Question: Now my knowledge is comprehensive to help me make 
recommendations 
Three-quarters (75%) said that their knowledge was comprehensive, sufficient to make 
recommendations, while 12.5% said their knowledge was “excellent,” and the same number 
(12.5%) said it was “okay” or adequate. Comments included remarks about how complex the 
issues are, but felt they had been given a comprehensive overview. While it is recognized that 
this is a “great project,” concern was expressed about the challenges ahead with encouraging 
uptake. Two workshop process issues were raised with suggestions for breaking for lunch to 
reduce mental fatigue and one remarked about the length of the day.   
 
The presentations were seen as comprehensive and rated highly. Future steps include clarifying 
the role of stakeholders, integration and buy-in from professional colleges and their members. 
Process recommendations included lunch breaks and time to access resources.  
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SUMMARY 
The Second Strategic Planning/Consultation Workshop was held on June 2nd, 2004 with the 
following mandate:  

1.To review and comment on work completed to date 
     2.To assist in developing recommendations 

3.To review the final draft and provide feedback prior to submission of the final report to 
the Ministry of Health 

 
The Project Management Team presented the findings from the literature review, and the focus 
groups, which were composed of personal interviews and community consultations with patients, 
family physicians, dietitians, nurses, pharmacists and social workers. The pre-site visit in 
England, and the site visit in the U.K. were described in detail, and an overview of the 
environmental scan and proposed teleconferences were discussed. Terminology associated with 
the QIFP project was presented, and the “antibodies” that arose during meetings with various 
associations and organizations helped the participants further understand the magnitude of some 
of the issues in this project. 
 
The Advisory participants broke into three small groups and used the findings from the 
presentations to generate recommendations. After returning to the large group, the participants 
had the opportunity to brainstorm the suggested recommendations, add comments and clarify 
outstanding issues. According to the evaluations from the workshop, the majority of the 
participants believed that they had a clearer understanding of the issues in the QIFP project 
(75%), and thought that their knowledge was sufficiently comprehensive to help them make 
recommendations (75%).  
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Dr. David Price presenting to the Advisory Committee Members and 
the Steering Committee Members during the Second Strategic 

Planning/Consultation Workshop, June 2nd, 2004 

Registration for the June 2, 2004 Second Strategic Planning/Consultation 
Workshop with Tammy Villeneuve, Project Assistant 



IT SYSTEM AND WEBSITE DEVELOPMENT 
 
 
The Project Management Team met with Dr David Chan, an IT expert, on November 8, 2004 to 
discuss the pros and cons of using the following systems: 

• ZOPE – The current system the department website uses 
• PLONE – A super set of ZOPE – works with WIKI 
• WIKI – This web based program allows concurrent users to work on the same 

document 
• OSCAR – A family practice system with many dimensions  

 
Some of the items agreed to included: 

 Content management – enabling users to be identified  
 A forum – providing collaborative group discussions 
 A secure portal – facilitating tool development and feedback   
 Web pages - providing anonymous patient chart  
 Multiple levels of interaction – sharing secure information through different password 

levels 
 

For the website development, there were two major phases to consider following domain 
registration, server location and IP address: 

1.  Content management system – Open Source software program available on internet 
that promotes a collaborative working environment 
 2. Evaluation tool design system – allows researchers to design the type of system needed 

 
The project requires a system whereby the assessors can upload information with a laptop at pilot 
sites that do not have internet access.  After the assessment, they can connect to the specific pilot 
assessment information on the Quality website through a secure portal, download information 
retrieved at the pilot site to achieve synergy through the various projects. A calendaring system to 
provide the practice sites with a venue for planning and monitoring their activities was also 
suggested. Following the discussion, it became clear that one major criterion for selecting the 
pilot sites will be the necessity of having a computerized office system. 
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TOOL DEVELOPMENT WORKSHOP, DECEMBER 15, 2004 
 
 

BACKGROUND 
The Quality in Family Practice Steering Committee met on December 15, 2004 to discuss the 
activities of the research team.  Particular attention was given to the development and use of the 
interdisciplinary quality assessment tool. 

WORKSHOP ATTENDEES 
The following people were in attendance at the meeting: 
 
Cheryl Levitt, Project Leader     Janet Kasperski 
Alan Abelsohn      Michelle Martin 
Angela Barbara      Jennifer McGregor 
Janie Bowles-Jordan      Colin McMullan 
Eileen Hanna       Ruth Morris 
Carol Hayter       David Price 
Carolyn Heijm       Mari Rainer 
Linda Hilts       David Smith 
Ted Jenkins       Tammy Villeneuve 

REVIEW OF ACTIVITIES 
The Steering Committee meeting began with a review of some of the key recent activities of the 
Project Management Team (PMT) including participation in NAPCRG, WONCA, the Family 
Medicine Forum and PHCTF.  These meetings gave members of the Project Management Team 
the opportunity to inform others about the Quality in Family Practice project and provided 
valuable networking opportunities. 
 
Steering Committee members were brought up-to-date with respect to several other PMT 
activities including: 
 

• Steering Committee comments (on the draft report) were included in the Final Report for 
the Ministry of Health 

• The Quality in Family Practice website is available for previewing 
• A cost analysis of the project will take place instead of an economic assessment 
• David Price and Linda Hilts had a tour of the Flemingdon Health Centre in Toronto where 

they observed three separate interviews by the BHO team 

NEW STAFF 
The Project Management Team was excited to announce the addition of several new staff 
members to assist with meeting the project’s mandate: 

Angela Barbara, Research Assistant 
Dr. Alan Abelsohn, assist with tool development 
Colin McMullan, Research Supervisor 
Frank Ho, assisting with project cost analysis 
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REVIEW OF MISSION AND VISION STATEMENTS 
Steering Committee members were asked for their feedback with respect to the mission and 
vision statements of the project.  The Project’s Mission is: 
 

To recommend a programme in Ontario which promotes and celebrates a culture of 
quality improvement in family practice. 

 
The Steering Committee members noted that they were satisfied with the mission statement and 
no suggestions for change were made. 
 
It was suggested that the word “voluntary” be added to the Vision Statement in order to 
emphasize the fact that the programme will not be mandatory.  The Vision Statement was 
amended to read that: 
 

All family practices in Ontario will voluntarily participate in the Quality in Family 
Practice programme to demonstrate their excellence. 

REVIEW OF DRAFT RECOMMENDATIONS AND EXECUTIVE SUMMARY 
The Steering Committee participants were asked for their feedback on the recommendations and 
executive summary of the draft report.  With respect to the “Governance” section (under 
“Additional Recommendations”), it was suggested that the fifth recommendation be changed 
from: “There should be a Standards Committee and a Patient Advocacy Committee”, to “There 
should be a Quality Setting Committee and a Patient Advocacy Committee” in an effort to better 
reflect the aims and philosophy of the Quality Project. 
 
It was noted that issues for the “Quality Setting Committee” to consider could include: 
 

1) Developing and reviewing standards for access to 24-hour care; 
2) Exploring issues (e.g., disability issues) from the patient perspective and developing 

standards; 
3) A group of multi-disciplinary expert stakeholders and patients to review the standards 

of care addressed in the tool; 
4) Membership consisting of highly committed consumers of health care. 

IT SYSTEM 
Dr. David Chan described the development of the project’s IT system.  There are two major 
components to the system including: 1) the content management system, which uses an open 
source software programme available from the internet; and 2) the evaluation tool design system 
(UCLA 010) that allows researchers to essentially design the system from scratch.  He pointed 
out that while further refinement is necessary, content experts should find it relatively easy to use.  
Once completed, the website will contain a “public” section as well as a private login section for 
selected members. 

PMT TOOL DEVELOPMENT RETREAT NOV. 8, 2004 
Dr. Cheryl Levitt discussed the PMT Tool Development retreat which took place on November 8, 
2004.  Dr. Levitt highlighted the fact that the “Ontario tool” is based on four other tools from 
New Zealand, Australia and two from the UK (i.e., QTD and QPA).  To a large degree, the tool is 
based on the tool developed for New Zealand General Practitioners.  Those responsible for the 
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development of the New Zealand tool were contacted and asked for their permission to use their 
tool as a model for the development of the Ontario tool.  Their help in the creation of the Ontario 
tool has been acknowledged.  At present, Dr. Levitt noted that there are other indicators to 
consider and that many initiatives are presently underway (as part of PHCTF) to identify other 
indicators for assessing quality in Primary Care. 

CURRENT DRAFT QUALITY TOOL 
Dr. Cheryl Levitt then walked the committee through the development of the (draft) quality tool, 
including an examination of the (4) key guiding principles (the Canada Health Act, the CMA 
Code of Ethics, the Four Principles of Family Medicine and the Hippocratic Oath).  Dr. Levitt 
went on to identify a number of key issues, some of which had been addressed, as well as some 
key areas that still needed work.  Some of the issues highlighted included: 
 

• The challenge to identify and incorporate all of the information available from different 
countries and the different disciplines to be covered by the tool 

• The fact that, in Ontario, there may be laws that are applicable to some areas, but none in 
other areas (e.g., there are currently no standards for access to 24-hr care) 

• The fact that Canada does not have a patient charter and the fact that we may need to 
consider developing a charter setting committee 

• The need for assistance regarding the Tool’s Canadian content (led to the hiring of Dr. 
Alan Abelsohn) 

• Is the information that is given to patients based on ethics and patients rights? 
• The need to review the teleconferences and focus groups in an effort to uncover any other 

information (e.g., are participants getting what they had hoped to get out of the quality 
project?) 

• The need to add Bruce Bagley’s tool from the U.S. to the draft report as well as AAFP 
and HSO Mental Health 

INTERDISCIPLINARY ASPECTS OF THE QUALITY TOOL 
Linda Hilts led the group through an interdisciplinary discussion of the Quality Tool.  Focusing 
on Indicator A.1.2 (dealing with the privacy of patient information), the group was asked to 
review the indicator from their particular disciplinary/professional perspective (i.e., family 
physician/practice manager, social worker, patient, pharmacist, receptionist, dietitian) and record 
any thoughts they had relating to their roles and responsibilities.  Participants were given a few 
minutes to review the indicator.  Following this, the group reconvened and participants shared 
their thoughts about maintaining the privacy of patient information with the larger group.  Some 
of the key issues identified are listed below. 

Main Issues Identified: 

Patient Perspective 
• Patients have the right to be informed about their rights and the practice’s privacy policy 
• Patients want to know that the information they provide is secure and confidential and 

how that information is going to be used 
• Patients should have the opportunity and the ability to ask questions when things are 

unclear and feel comfortable doing so 
• Patients need to know where they can go to find out information about the practice’s 

privacy policies 
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• Patients bear some responsibility in learning about privacy issues and asking questions 

Interdisciplinary Professionals Perspective 
• Practice managers need to ensure that privacy issues are a priority in the practice and that 

all staff understand their roles and responsibilities; 
• Managers also need to ensure that patients understand their rights and whom to contact if 

they have concerns; 
• Everyone in the practice needs to be fully aware of their roles and responsibilities 

associated with maintaining client confidentiality; 
• There are issues surrounding the fact that many of the records kept are stored in open (i.e., 

unlocked) filing systems; 
• Other issues centred on privacy concerns surrounding the faxing/e-mailing of patient 

information, the level of sound-proofing within the practice so that patient/physician 
conversations cannot be heard outside of the examination room. 

Discussion Comments 
• The law assumes that nobody will look at confidential information if they do not have the 

right to look at it 
• The web version of the tool will have links to specific pieces of legislation (e.g., Bill 31, 

etc.) 
• There will also be a mentorship programme in place whereby if you cannot access the 

information you are looking for, you will be able to connect with a “mentor” to get the 
necessary information 

• Over the course of the seven months of the pilot study, the Master Assessors will try and 
put in to place the necessary methods, techniques and policies that will enable practices to 
meet the criteria 

• Practices should realize that where they will be at the time of the final assessment is not 
likely to be if they had two years to complete the programme as in the UK, Australia and 
New Zealand 

SUMMARY 
The Quality in Family Practice Steering Committee met on December 15, 2004 to discuss the 
development and use of the interdisciplinary quality assessment tool.  Together, the members of 
the Project Management Team and the Steering Committee reviewed past activities, the mission 
and vision statements of the project, along with the draft executive summary and 
recommendations for the Ministry of Health.  The development of the project’s IT System was 
described in detail as were the results of the PMT Tool Development Retreat and the draft 
version of the Quality Tool itself.  Finally, Steering Committee members were asked to consider 
a specific indicator (A.1.2), contained in the tool, from their unique disciplinary perspective and 
to share with the rest of the group their thoughts dealing with their unique roles and 
responsibilities surrounding patient privacy issues. 
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Dr. Cheryl Levitt sharing with the Steering Committee the extent of time 
and work dedicated to the Quality in Family Practice tool development. 

The Steering Committee Members working with the Quality in Family 
Practice tool during the Tool Development Workshop,  

December 15, 2004 at Rousseau House in Ancaster. 



ASSESSMENT TOOL DEVELOPMENT 
 
 
At the November 8, 2004 retreat, assessment tools from identified international quality 
programmes were examined by the Project Management Team. These tools included Aiming for 
Excellence, developed by the Royal New Zealand College of General Practitioners (RNZCGP), 
the Quality Team Development (QTD) and the Quality Practice Award (QPA) which fall under 
the umbrella of the Royal College of General Practice (RCGP) in the UK, and the Australian 
Standards for General Practices. It was decided that the QIFP assessment tool would incorporate 
all of the above tools using Aiming for Excellence as the initial framework. After considerable 
work by the Project Leader on revising the initial framework, the Steering Committee were 
updated on the tool development process and had the opportunity to practice with the tool at a 
workshop on December 15, 2004. Their feedback was very positive. On December 21 and 22, 
2004 the Project Leader, Nursing Consultant, Tool Development Consultant and Research 
Assistant reviewed the draft QIFP tool, and began to incorporate missing components from the 
other international tools.  
 
The Assessment Tool (DRAFT 1) consisted of three documents: 

• QIFP Overview of Sections, Indicators & Criteria in Assessing Family Practice 
• QIFP Assessment Tool for Practices and Assessors 
• QIFP Assessment Tool for Assessors 

 
The first draft of the QIFP Overview was sent to the Ministry and the Steering Committee on 
December 23, 2004 for review and feedback. The first draft of the QIFP Assessment Too for 
Practices was sent to the Steering Committee on the December 29, 2004.  The first draft of the 
QIFP Assessment Tool for Assessors was circulated to the Steering Committee at the workshop 
on January 26, 2005.  The feedback from the three documents was incorporated into DRAFT 2 
which was revised throughout the month of March 2005. 
 
Other quality indicators have been layered into the tool and include: BMA indicators; indicators 
from other PHCTF projects (Jan Barnsley); indicators from Manitoba (Alan Katz), and indicators 
from the IHA P4P 2004 programme.  The assessment grids have been refined for self assessment 
and external assessment purposes. 
 
We are including in our final report DRAFT 2 of Assessment Tool and these include: 

• QIFP Overview of Sections, Indicators & Criteria in Assessing Family Practice 
• QIFP Assessment Tool for Practices and Assessors 
• QIFP Assessment Tables/Grids for Practices and Assessors 
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MASTER ASSESSOR’S TRAINING WORKSHOP REPORT  
DAY 1 - JANUARY 26, 2005 
 
PURPOSE 
The purpose of the workshop was to begin the process of Master Assessor training.  This 
workshop addresses Phase I, Stage II of the Quality in Family Practice project.   
 
International Expert Facilitator: Dr. Ronald MacVicar 
 
Participants: 
 Cheryl Levitt, Project Leader   Michelle Martin, Patient rep 

Angela Barbara, Research Assistant  Jennifer McGregor, Dietitian rep 
Anne Barber, Nurse Practitioner rep  Colin McMullan, Research Associate 
Elizabeth Beader, Office Manager rep David Price, Co-investigator 
Janie Bowles-Jordan, Pharmacist rep  Mari Rainer, Receptionist rep 
Jennifer Frid, Receptionist rep  Carol Ridge, Office Manager rep 
Eileen Hanna, Project Manager  David Smith, Social Worker rep 
Linda Hilts, Co-investigator   Tammy Villeneuve, Project Assistant 
Jan Kasperski, Co-investigator  
       

Regrets:  
Carol Hayter, Patient rep    Ruth Morris, Co-investigator 

 

OVERVIEW OF THE QUALITY IN FAMILY PRACTICE (QIFP) PROGRAMME 
The workshop began with Dr. David Price presenting a brief overview of the key developments 
in the Quality in Family Practice project. 

WHAT IS QUALITY? 
Dr. Ronald MacVicar began his discussion with the question, what is quality?  He began noting 
that quality, as defined in the dictionary, refers to the standard of something when compared to 
other things like it.  It refers to a general standard of excellence.  With respect to the relationship 
between patients and their family physician, Dr. MacVicar noted that most patients would define 
a good family physician as one who is there to care for them; someone affable, available, and 
able.  Other important attributes would include a family physician who demonstrates empathy, 
caring and excellent listening skills.  The physicians general attitude and outlook, along with a 
high level of technical skills and knowledge, are other important attributes that physicians 
themselves would identify as necessary in order to provide high quality care.  Dr. MacVicar 
noted that while these attributes are difficult to measure, they are all unquestionably worthy of 
recognition and celebration. 

PHILOSOPHY OF THE QUALITY IN FAMILY PRACTICE PROGRAMME 
Dr. Cheryl Levitt then re-visited the philosophy and approach of the QIFP programme reminding 
participants that the project’s mission is: To recommend a programme in Ontario which promotes 
and celebrates a culture of quality improvement in family practice. 
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The project’s guiding vision is that:  All family practices in Ontario will voluntarily participate in 
the Quality in Family Practice programme to demonstrate their excellence. 

HIGHLIGHTS OF QIFP TOOL DEVELOPMENT 
Dr. Levitt then went on to describe the development of the QIFP tool.  The development of the 
QIFP tool resulted from background work in stage one of the project including the literature 
review, environmental scan, site visit and teleconferences.  Dr. Levitt highlighted the fact that the 
“Ontario tool” is based on four other tools from New Zealand, Australia and two from the UK 
(i.e., QTD and QPA).  To a large degree, the tool is based on the tool developed for New Zealand 
General Practitioners.  The New Zealand Tool was chosen largely because it was available and 
easy to work with.  In addition, the “star rating system” (also a feature in the QIFP tool) closely 
resembles the Family Medicine accreditation process.  Those responsible for the development of 
the New Zealand tool were contacted and asked for their permission to use their tool as a model 
for the development of the Ontario tool.  Their assistance in the creation of the Ontario tool has 
been acknowledged.   

Other developments included 
• A Steering Committee workshop held on December 15, 2004 to update the SC on the tool 

development process and to give the committee some practice in working with the tool in 
an effort to hear their feedback 

• The QIFP Project Management Team met on December 21 & 22, 2004 to review the tool 
and began layering the QIFP tool with the international tools, other local indicators, BHO, 
and other European indicators 

 
Dr. Levitt noted that the layering process was not yet complete and would continue over the next 
15 months.  The first draft of the QIFP Overview tool was sent to the MOH and the Steering 
Committee on December 23, 2004 and the first draft of the Practice Tool was sent to the Steering 
Committee on December 29, 2004.  The Steering Committee received the second draft of the 
Overview and Practice Tool, and the first draft of the Assessor’s Tool on January 26, 2005.  
Another Steering Committee workshop is scheduled for March 9, 2005.  At this meeting, final 
approval of the report on the first phase will be sought and the committee will identify the three 
pilot sites for the next phase of the project. 

TERMINOLOGY 
Angela Barbara, the project’s Research Assistant, reviewed the terminology used in the in the 
QIFP Tool with the group.  The tool consists of a series of sections, indicators, indicator groups 
and criteria.  They are defined as follows: 

• Sections: The five sections in the QIFP Assessment Tool represent the key areas in family 
practice that can assist practice teams to provide the right environment for patients. 

• Indicators: The indicators in the QIFP Assessment Tool provide markers for best 
practice.  They identify measurable elements of practice performance for which there is 
evidence or consensus that can be used to assess and produce a change in the quality of 
care provided. 

• Indicator groups: In order to organize the indicators into a framework and ensure that 
they are user friendly, logical and take into account the systems and functions in the 
practice, the indicators in the QIFP Assessment Tool are organized into five sections with 
14 indicator groups. 
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• Criteria: Criteria are the elements of care that can be counted or measured in order to 
assess an indicator.  They are discrete, definable, measurable and explicit.  A criterion is 
intended to be so clearly defined that we can easily assess whether it is present or not. 

 
Stars (i.e., the “star system”) have been used to indicate the level of applicability of the criteria: 

• 2 black stars indicate that the criteria are “required” by law 
• 1 black star indicates that the criteria are a “must” or essential for family practice 
• 1 blank white star indicates that the criteria “should” be included in any family practice 

 
Family practices will be assessed using interviews (with members of the practice team) and 
observation focusing on the practice’s facilities, processes, procedures, equipment and any 
documentation available (e.g., medical records, policies, manuals, audits, questionnaires).  Each 
criterion will be rated on a scale from 1 to 5 where 1 = not met, 3 = partially met, and 5 = met.  
This rating scale is still in draft form. 

GUIDING DOCUMENTS FOR THE DEVELOPMENT OF THE QIFP TOOL: 
Dr. Levitt identified the key documents that guided the development of the QIFP Tool including: 

• The Canada Health Act which addresses some aspects of family practice 
• The CMA Code of Ethics which includes some aspects of patient’s rights 
• The Hippocratic Oath 
• The Four Principles of Family Practice which specifically addresses aspects of family 

practice 
 
Some potential issues raised by participants included how familiar new family practice 
employees are with the above documents and the question as to whether or not there should be an 
Advocacy Committee to assist with setting standards and oversee the entire assessment process. 

AUDIT, CQI AND PDSA 
Linda Hilts, Co-Investigator, walked participants through the differences and similarities between 
audits, continuous quality improvement (CQI) and PDSA (Plan, Do, Study, Act).  Each were 
defined and differentiated as follows: 
 
Audit 

• An “audit” refers to an official examination of accounts 
• It looks at where you are at that particular moment in time 
• It is mainly retrospective, focuses on detection and is externally driven 
• An audit is a tool for CQI 

 
CQI 

• Is a planned approach to continuously improving all aspects of family practice 
• It refers to the process of getting where you want to be 
• This process is internally driven with a focus on prevention, and is mainly prospective 
• There is emphasis on teamwork 

 
Plan, Do, Study, Act (PDSA) 

• A method of using data to search for underlying causes 
• Looks at all parts of the practice 
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• Is a way of measuring care delivered 

OVERVIEW OF TOOL – SECTION SUMMARY 
Cheryl Levitt and Angela Barbara then presented the group with a brief overview of the tool and 
the sections contained within.  The tool has 5 sections:  A) Factors affecting patients; B) Physical 
factors affecting the practice; C) Practice systems; D) Practice and information management; and 
E) Quality improvement, professional development and quality of work life. 
 
Section A – Factors affecting patients 

• Legal, standard and guideline issues are contained within this section 
• Promoting patient centeredness is the key 

 
Section B – Physical factors affecting the practice 

• Barrier issues similar to those contained in Section A 
• Issues dealing with physical space and medical equipment are contained in this section 

 
Section C – Practice systems 

• This section has been found to be the most challenging 
• There will likely be significant changes to this section before it is complete 

 
Section D – Practice and patient information management 

• This section deals with record keeping and the content of records 
• The issue of electronic medical records remains a major challenge 

 
Section E – Quality improvement and professional development and quality of 
work life 

• Quality of work life was added as it is a huge priority in Canadian family practices 

FEEDBACK AND DEBRIEFING FROM PARTICIPANTS 
Key Issues Comments 
o How to help practices set priorities?   
o Show practices that they can afford to do 

this?  Relating to staff and time? 
o Top award published publicly, recognition 

provincially or federally? 
 

o In the UK a local dignitary presents the award. 
o Some practices do not display the award. 
o Need to discuss the award process. 
• Cost – how do you ‘cost’ something like this?   
o Build it into the process. 
o Volunteering participation gives pride in 

ownership in the process, the cost is not an issue. 
o Cost will be a significant issue, but will have 

incentives from the grant. 
o The interpretation was really helpful for 

understanding items within the tool. 
o Gave Eileen ‘key’ from accreditation 

training. 
o Has training in ISO audits and Canadian 

Council on Health Services Accreditation, 
CCHSA. 

o Suggests key ranking of items in tool to 
help practices stay focused 
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o Suggested that PCCCAR Basket of 
Services may help with the organization of 
Section C. 

 

o How do we know that one team views an 
issue the same as another team? 

o What if the advisor cannot always be there 
and another advisor has to take their place? 

o How do you gather the information in a 
practice?   

o Perhaps something for practices to measure 
themselves against. 

o Will there be a committee for appeals? 

o In Britain practices also have someone who helps 
them through the process; a champion. 

o USA has a similar process, they have identified a 
mentor/advisor.  

o Consistency within the assessment comes from the 
structure and refinement within the tool and 
training the assessors. 

o The intention is for the advisor to be with the same 
practice. 

o The practices need to be able to demonstrate where 
to direct their assessment. 

o Only need to show improvement to get the award. 
o Meant to be a non-threatening process. 
o Some practices may not show improvement, but 

may have plans in place for the improvement. 
o Reviewed the tool and found it very good.   
o Section C needs to be reviewed more for 

layering and language. 
o Section E regarding empowering 

groups/teams; perhaps make it essential 
from desirable. 

o We will ask the practices what they find to be 
essential and desirable. 

 

o Would like a clear definition of the role of 
the lay assessor. 

o The lay assessor’s role in the QPA is to give the 
patients’ perspective 

ROLE OF THE ASSESSOR 
Dr. MacVicar led the group through a discussion centred on the roles and responsibilities of the 
assessor.  First and foremost, Dr. MacVicar reminded the group that the assessor needs to be 
highly familiar with the tool itself.  Similarly, the assessor needs to have a good idea of what, 
specifically, is being assessed, what is important and what is unimportant.  In addition the 
assessor needs to have a solid understanding of the responsibilities of the practice as well as the 
roles and responsibilities of the assessment team.  The assessor must also be familiar with the 
process of the assessment and have clear mechanism in place for dealing with unexpected issues 
and problems that may arise. 
 
Once the evidence has been collected (through observation, documentation and interviews) it 
must be assessed in a clear, objective and reliable manner.  In terms of facilitating a culture of 
continuous quality improvement (CQI), the assessor should identify the strengths and challenges 
observed during the visit and support the development of the team.  The assessor should provide 
clear verbal and written feedback to the practice and also be open to feedback about the process 
from the practice being assessed. 
 
Dr. MacVicar reminded participants that the family practice is responsible for the collection and 
preparation of the evidence beforehand.  If the application does not meet the minimum 
requirements, it is sent back to the practice for completion before the assessment can proceed.  
Once the evidence is deemed sufficient, the assessment team (i.e., the lead assessor, the local 
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advisor, manager, nurse and a lay assessor) is formed.  The assessment team is then responsible 
for reviewing the evidence provided and to determine what specific information they will gather, 
specifically what interviews to conduct and what questions to ask during the site visit.  Feedback 
on the information provided is given to the entire practice.  Dr. MacVicar walked the participants 
through an example of a “typical day” in the life of a practice quality assessment team.  He then 
opened up the floor for discussion and fielded questions: 

Questions/Discussion 
• Is the assessment schedule negotiable? 

o Yes, however it is arranged beforehand. 
• How large are the practices that go through this assessment? 

o The sizes vary.  One practice could have 15 doctors, others may have 3 
doctors. 

• Can you accomplish all of this in one day with a practice of 15 doctors? 
o Yes, making it crucial that the evidence is gathered in advance. 

• Do you double check policies are in place? 
o Yes. 

• How often do they do patient questionnaires? 
o Some offices do them yearly, and review them with the patients. 

• Are they sent to small groups, or to all of the patients in the practice? 
o They are usually conducted in the waiting room, not by mail. 

GROUP DISCUSSION/EXERCISE 
Participants were divided into three groups (red, purple, and green) and asked to examine  
indicator E.13.3, “The practice promotes team development and team values”, more closely.  
Specifically, each group was asked to identify ‘what to look at?’ (e.g., written evidence, audits, 
questionnaires, policies, registration certificates, training records, procedures, etc.), ‘who to speak 
to’ (patients, staff, practitioners, teams, etc.) and ‘what to measure/assess’.  Each group was 
asked to try and reach a consensus regarding these questions.  The group’s thoughts regarding 
these questions were as follows: 
 

• Red Group 
o What works for one group will not necessarily work for another 
o Who to speak to? 

 Everyone (?) 
 People who attend AND those who do not attend meetings 
 Rep. From each discipline 
 Random interview 
 How to choose?  

 
o What to look at?  - Outcomes – decision 

 Action plans/minutes, “measurable” outcomes of team meetings 
 Social activities? 
 Patient survey 

 Written scheduled meetings – e.g., Log book, computer  
 Who is involved in meetings?  
 Items brought up at meeting that were addressed  
 Examples 
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 Input into policies? 
 How are decisions made?  

 
o What to measure?  - Need to manage evidence 

 What does teamwork mean to team?  
 Why is it important? 

 Size of practice matters 
 Empowerment?  

 “What motivates you to come to work?  
 E.g., 13.1.4 – Does team have save values?  

 What supports are in place? – are they “good enough” 
 How would you get support?  
 Challenge re. Ranking  

 Support from management?   
 Criteria  

 How to make objective?  
 Positive rewards?  
 Delegated person?  
 How does office operate on busy day?  

 
o How to assess? – with written evidence, happy not to interview??  

 Practice team interviews 
 Link with E indicator on CQI  

 Anonymous  
 Staff questions on team: administered 
 Before assessment visit 
 E. 13.3.1 – do staff know “mission”?  
 Open ended questions based on written evidence  
 Staff ranks themselves 
 Assessors would support those rankings  

 Prioritize!  
 Site determines level of quality that is their goal 

 
• Purple Group 

o What to look at… 
 A schedule of events  
 Agendas and minutes from meetings 
 Policy for education leave  
 Space for meetings  
 Dedicated time  
 Process for meetings  
 Who to contact for issues  

 
o Who to speak to… 

 Staff  
 Organizational chart 

 
o What to measure… 

 Change 
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 Opportunities  
 Input from staff-conversations 
 The whole process is the iterative link 

 
• The team assists and enables team members to maintain their boundaries 
• Is the Occupational Health and Safety Act posted 
• Social activities 

 
• Green Group 

o What to speak to? 
 Team members  

 
o What to measure? 

 Absents  
 EAP availability  
 Employee satisfaction guest 

 
o What to look at? 

 Office orientation  
 On-going education 
 Policy posting  
 Patient satisfaction questionnaire  
 Evidence-based practices/best practice  
 Referral practices  
 Understanding everyone’s role 

 
o What to speak to? 

 Patients  
 Team  

 
o What to measure? 

 Patient guest 
 Chart audit 
 Orientation plan 
 Budget 
 Job descriptions  

 
o What to access? 

 Changes –in place?  
 

o What to look at? 
 Referrals-internally/externally 
 Practice sizes within team 
 Sharing on-call – 24 hr care  

 
o What to speak to? 

 Patients 
 Variety of team members  
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o What to measure? 
 Chart audit 
 Absents  
 Team training-formal  
 Patient guest  
 On-call schedule  
 Team definitions  
 Waiting times  

 
o Issues 

 See if practice has morbidity and morbidity management system beyond audits 
 Verification of knowledge and understanding of process by the other health care 

providers for the event (signing off)  
 How will an issue change the practice procedures-interview 
 Team inclusion  
 More information required – evidence of changes to practice – chart review  
 Morbidity and mortality register  
 Sign-off sheet 
 Interview the team 
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Beth Beader and Janie Bowles – Jordan, Steering Committee 
Members during the Quality in Family Practice Master 

Assessor’s Workshop, January 26 & 27, 2005 

Group discussion with (Left to Right) Ms. Mari Rainer, Receptionist 
Representative, Ms. Michelle Martin, Patient Representative,  

Mr. David Smith, Social Worker Representative, and  
Dr. Ronald MacVicar, Master Assessor Trainer 

 



1 

MASTER ASSESSOR’S TRAINING WORKSHOP REPORT  
DAY 2 - JANUARY 27, 2005 
 
 
International Expert Facilitator: Dr. Ronald MacVicar 
 
Participants: 
 Cheryl Levitt, Project Leader   Jan Kasperski, Co-investigator 

Angela Barbara, Research Assistant  Michelle Martin, Patient rep 
Anne Barber, Nurse Practitioner rep  Jennifer McGregor, Dietitian rep 
Beth Beader, Office Manager rep  Colin McMullan, Research Associate 
Janie Bowles-Jordan, Pharmacist rep  David Price, Co-investigator 
Jennifer Frid, Receptionist rep  Mari Rainer, Receptionist rep 
Eileen Hanna, Project  Manager  Carol Ridge, Office Manager rep 
Carol Hayter, Patient rep   David Smith, Social Worker rep 
Linda Hilts, Co-investigator   Tammy Villeneuve, Project Assistant 
          

Regrets:  
Ruth Morris, Co-investigator 
 

ROLE PLAYING: MOCK ASSESSMENT SCENARIOS 
The second day of the assessor’s training workshop began with an introduction to a role-playing 
exercise based on the ‘Goldfish Bowl’ scenario.  The Master Assessor trainees separated into three 
groups.  Each group was given a different pre-defined scenario to discuss.  Each group was 
responsible for deciding on the practice make-up and identifying what information would be needed 
from the practice members (the role players) during the mock assessment visit.  One group (the 
“assessment team”) at a time would sit in the middle of the room with the role players (e.g., patients, 
staff, physicians, etc.) creating a mock assessment visit.  While this was taking place, the other groups 
observed the proceedings but were not permitted to comment or ask questions during the role playing 
exercise.  Following each mock assessment visit, the assessor’s had the opportunity to discuss (with 
the entire group) their experience.  After each assessor had an opportunity to comment on the 
experience, the observers were then allowed to give (honest, constructive and supportive) feedback on 
their perceptions of the mock assessment.   

Group # 1: The Green Group 
The green group was asked to build their mock assessment around the following: 
 

Section A:  Factors affecting patients, Indicator Group 2 Access and Availability 
 
Indicator A.2.5: The practice team ensures that patients are provided with information to enable them 

to make informed decisions about their care. 
 
The group was also provided with the results of a (mock) patient satisfaction questionnaire.  Together, the 
group decided to interview the entire practice team and a patient of the practice in an effort to try and gain a 
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better understanding of the information patients received, and their ability to make informed decisions 
about their care.  The feedback from the assessors was as follows: 

Feedback from Assessors 
The following documents the feedback provided by the mock assessment team: 
 

• It was difficult to find out what was really going on in the practice – they felt a sense of 
uncooperativeness 

• There seemed to be a cover-up from practice members not being forthcoming with answers  
• I am very aware how you could try to spend a whole day getting only a little information  
• As a team we could have handled the questions better 
• The process could go off track if people were not prepared to speak 
• The practice did not seem to know what was going on (the nurse was doing everything)  
• There seemed to be an immediate threatened reaction from team being assessed  
• It  would have been good to point out the positive aspects of the practice to bridge lack of 

comfort and make the assessment less confrontational  
• The practice did not appear ready to do the assessment 
• While the assessment started off positively, the assessment team quickly got into tripping the 

practice members up  
• It is important to let them answer a question before asking the next question  
• It was irritating and felt like hard work  

Feedback from Role Players 
• I felt pounced on by the assessment team 
• I felt irritation from the assessors group; felt it was uncomfortable  
• We were thrown-off by Lead Assessor’s disposition  

Key Messages 
• Irritation and frustration are potential issues to face on assessment visit 
• It is very easy to get off on the “wrong foot”  
• The lead assessor needs to be in control of whole process 
• Often, practice member’s immediate reaction are likely to be defensive (fear of being 

“evaluated”)  
• The assessors need to know how to ask questions in a productive, non-threatening manner  
• The assessors need to remember that the intent is to celebrate the accomplishments of the 

practice and not to “investigate” them 

Group # 2: The Red Group 
The red group was asked to build their mock assessment around the following: 
 

Section C:  Practice systems, Indicator Group 7, Surveillance systems, diagnosis, disease 
management and health promotion 

 
Indicator C.7.5: The practice targets patients with identified illnesses that are improved through the 

implementation of clinical guidelines widely accepted in family medicine. 
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They were provided with the results of a survey documenting the percentage of the practice’s population 
exhibiting modifiable risk factors (i.e., smoking status, alcohol consumption, BMI and blood pressure).  
Based on this information, the red group decided to interview a patient first and then the staff (i.e., 
physician, nurse and receptionist). 

Feedback from Assessors 
• Because we interviewed the patient first, we were better prepared for interview with staff  
• Found we had to be more creative about how to get information with the patient’s disability 
• Tried to let patient speak more  
• Tried to be more supportive  
• Not a lot of emotion, rather flat  
• Started to recognize conflict in practice  
• As the tension rose, each person became closed  

Feedback from Role Players 
• The Interviewers very focused on questions and did not ask about other practice 

members/patients  
• They jumped to conclusions about the needs of the patient interviewed 
• Given that the nurse and doctor did not appear to get along, it might have been better to 

interview them separately  
• It appeared that the assessment team members were not on the same path  

Key Messages 
• It is important to understand who “drives” the practice  
• It is important not overwhelm the practice with questions  
• The process can easily become prosecutorial and put the practice team on the defense  
• The anxiety of the assessment visit can manifest in different way 
• In general, open ended questions are more effective 
• It is important to maintain the distinctions between Task vs. Process (not easy) 
• The assessment team is there to help solve problems, not “blow-up” the office 
• It is not the assessor’s place to judge  
• It is important to remember that the purpose of the assessment is to celebrate outcomes 

although assessors do need to identify conflict 

Group #3: The Purple Group 
The purple group was asked to build their feedback around the following: 
 

Section E:  Indicator Group 13, Quality improvement and professional development, quality 
development and research. 

 Quality improvement and professional development and quality of work life.   
 
Indicator E.13.4: The practice has a morbidity and mortality management system to address serious or 

potentially serious problems. 
 
They were also provided with information regarding a significant event that had taken place recently within 
the practice that they were going to be assessing.  The team first decided to interview one of the doctor’s in 
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the practice (not the doctor whose patient experienced the significant event).  They subsequently decided to 
interview one of the nurses in the practice and finally, they interviewed the physician (“Dr. AA”) whose 
patient had experienced the significant event. 

Feedback from Role Players 
The first interview conducted with a doctor from the practice gave the assessment team the 
opportunity to see they were overly focused on the task vs. the process, and therefore could miss 
opportunities to see problems elsewhere.  Following the second interview with the nurse, the nurse 
informed the lead assessor (only) of a problem in the office around Dr. AA’s competency as a 
physician.  A third interview was conducted with Dr. AA himself. 

Key Messages 
• We have a legal and ethical obligation to report about any problem’s that could affect patient 

safety and quality of care 
• If this happens, you should contact CPSO; they would conduct an investigation in the 

allegations 
• This should be a non-threatening process 
• We are at more risk if we don’t disclose the problem 
• A competency issue would be addressed at the application stage of the process before 

assessment team visits the practice 
• This type of incident will be rare, more common to uncover a personal relationship between 

members of a practice  
• There should be a process in place explaining who to contact and what to do in unclear 

situations 
• If the Lead Assessor was privy to information the rest of the assessment team was not, the 

entire assessment could be jeopardized  
 

ROLE OF THE LEAD ASSESSOR: BRAINSTORMING 
Following the role playing exercise, Dr. MacVicar asked the participants to brainstorm around the 
qualities that they thought a lead assessor should have.  The participants identified a number of 
important attributes a lead assessor should have including: 
 
• Being familiar with the assessment tool 
• Possessing good organizational and facilitation skills 
• Being the assessment team member responsible for writing the report 
• Knowing the team member’s skills and delegate accordingly 
• Being the decision maker of the group 
• The ability to handle conflict with assessment team members or with practice team members 
• The understanding that they will shoulder twice the work-load and twice the responsibility 
• Providing constructive feedback 
 
During the discussion it was also observed that the Lead Assessor could not be the advisor for the 
practice, as they would be biased.  It was decided that the lead assessor could be a lay assessor.  
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ROLE OF THE LEAD ASSESSOR PRESENTATION: DR. RONALD MACVICAR 
Following the brainstorming exercise, Dr. MacVicar presented briefly on the role of the lead assessor 
in the assessment process.  First and foremost, the lead assessor must be familiar with the tool and the 
process of conducting an assessment.  Further, the lead assessor should be experienced and skillful at 
gathering evidence, assessing the evidence, facilitation and providing feedback.  In addition, the lead 
assessor is responsible for the coordination of the assessment and the management of the assessment 
process.  Similarly, the lead assessor must be adept at conflict resolution and be prepared to deal with 
unexpected situations.  The lead assessor must also keep focused on the distinctions between task and 
process. 
 
Questions 
• What qualifications do you need to be a lead assessor?  

o Lead assessors must have been through the training workshop and the QPA process 
o Lead assessors do 1 assessment per year  

• How many assessments do other team members do? 
o One every two years  

• How much time is dedicated to an assessment? 
o It is based on how much the practice needs  
o If they have a mentor or champion, they really won’t need a lot  
o It is a privilege to go into a practice, you learn a lot from doing it  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Dr. Ronald MacVicar’s presentation on the Role of the Lead 
Assessor during the Master Assessor’s Training Workshop at 
Dundurn Castle, Hamilton, Ontario, January 26 & 27, 2005 



 

COST ANALYSIS FOR ONTARIO QUALITY IN FAMILY 
PRACTICE PROGRAM 

 
 

Goal: 
Forecast the potential cost of developing an Ontario Quality in Family Practice Program. 
 
Methodology: 
From the literature review and teleconferences, there were four countries that had existing quality 
programs; New Zealand, Scotland, England and Australia.   
A list of cost analysis questions was developed and sent to the contacts in each country. These 
costs could include salary, fee for service, office supplies, training and retraining costs, catering, 
information technology etc. Once the responses were received, the information was put into a 
spread sheet to compare the different countries costs line by line. This was subsequently 
converted into Canadian dollars, which are represented by the numbers in brackets. 
 
Outcome: 
Of the four countries contacted, three responded but of those only two with suitable information.  
New Zealand and Scotland information was very useful, while Australia was very vague. 
England did not respond. 
 
New Zealand: 
Contact: M. Gillan 
The information received indicated the following costs:  travel (24,974), rent/utilities (17,839), 
software and licensing (223), training costs (22,299) and retraining and on going support 
(22,299). 
 
 
Scotland: 
Contact: Dr. W. Taylor 
The information received indicated the past three years of costs with the most recent year as the 
costliest.  Expenses incurred were consumables (11,490), Clinical Team (174,515), Office Costs 
(53,965), Staff Costs (83,792), and Publications for the first two years only.  There were no 
publication expenses in the third year. 
 
Australia: 
Contact: Ian Watts 
Information received was only comments and no costing.  The comments would be helpful, later 
in the process.  Therefore there are no dollar values for Australia. 
 
England: 
No response despite several attempts to different individuals. 
 
 
 
 In summary: 
Both Scotland and New Zealand reported spending salaries on Administrative, Clinical and 
Assessor Fees.  Some were flat rates while others were for loss of income or fee for service.  To 



 

determine Ontario’s costs for salary or Assessor Fees, we need to determine whether people will 
be paid flat rates, or reimbursed for loss of income and the number of assessors. Travel was a 
large expense in New Zealand, while none was indicated for Scotland.   
 
 
 



DISSEMINATION OF QUALITY IN FAMILY PRACTICE 
PROJECT 
 

 
NAPCRG 

• October 11 – 13, 2004 
• Displayed our “What is the Ideal Family Practice?”   
• There were primary care researchers from North America there.   
 (See Appendix 31) 

 
WONCA - David Price  

• October 13 – 15, 2004 
• Met Bruce Bagley from the American Academy of Family Physicians.  We had a 

teleconference with Bruce regarding their Quality program. He sent us websites 
for reviewing.  This information will be included in the Environmental Scan.  The 
US tool was finished in the fall of 2004. 

 
WONCA - Eileen Hanna  

• October 13 – 15, 2004 
• Eileen made a number of contacts with individuals very interested in our project 

and received a lot of good feedback. 
o A pre-conference meeting of the Quality in Family Medicine (QIFM) Working 

Group met at WONCA to discuss updates to quality programs around the 
world in family medicine.  The outgoing president of this group, Dr. Richard 
Roberts, was one of the family doctors we had contacted in our teleconference 
sessions.  He asked each member of the group to describe what had evolved 
since their last meeting.  Representatives from South Africa, the Philippines, 
Malaysia, Spain, and Canada presented information on their respective quality 
programs. 

o The presentations were more focused on how to fund quality family medicine 
education in third world countries, and how difficult it is to establish criteria 
for developing quality programs in countries like the United States where the 
health care system has multiple layers of providers. 

o Eileen presented the Quality in Family Practice project and there was great 
interest in how we had researched and developed the framework for our 
program. 

o Matthew Sylvain from the Medical Post approached Eileen to request an 
interview for an article on quality in family practice settings.  An interview 
date is being negotiated currently.  (See Appendix 32) 

 
Family Medicine Forum – Cheryl Levitt, David Price, and Eileen Hanna 

• November 25 – 27, 2004 
• We displayed our poster, “Let’s Tighten the Tartan”.   Eileen had a retired surgeon 

speak to her, he had advocated for this type of program.  Eileen received many 
questions and concerns, including incorporating CME as part of the program; Dr. 
David Dixon from London, Ontario expressed great interest in the project.  While 



at the meeting, Eileen had the opportunity to talk to Linda Jones, who has written 
extensively on collaborative interdisciplinary teams.  (See Appendix 33) 

 
PHCTF - Cheryl Levitt, David Price and Eileen Hanna  

• December 7, 2004 
• Attended PHCTF meeting in Toronto.  This meeting gave the opportunity to 

network with other recipients from the PHCTF.  (See Appendix 34) 
 

Family Health Team Action Group – Cheryl Levitt, Jan Kasperski 
• February 4, 2005  
• Presented to the Family Health Team Action Group in Toronto.  The presentation 

provided information of the many activities of the Quality in Family Practice 
project management team.  The workshops conducted, the reports, the methods, 
and the frameworks of how the Quality in Family Practice project 
recommendations have be produced for the Ministry of Health. 

 (See PowerPoint presentation Appendix 35) 
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PROJECT EVALUATION FOR THE  
QUALITY IN FAMILY PRACTICE PROJECT 
 
OVERVIEW 
Evaluations of the Quality in Family Practice programme took place throughout the project 
(formative) and a final evaluation (Reviewing Final Report) capturing the whole of Phase 1 took 
place in March 2005 (summative). Overall, feedback provided by the formation evaluations was 
positive. The Project Management Team used this feedback to fine tune the project 
implementation. Efforts were made to address all issues throughout the process. The summative 
evaluation of the project was very affirmative. The Quality in Family Practice programme is 
continuously evolving and improving. Evaluation activities will continue to help guide this 
progression. 
 
EVALUATION FOR PHASE I – STAGE ONE AND STAGE TWO 
 
The following are the formative evaluations for the first phase of the Quality in Family Practice 
programme. In Stage One, there was input from:  

• the Launch with feedback from the attendees 
• the First Strategic/Consultative Planning Workshop with an oral evaluation report 
• the Second Strategic/Consultative Planning Workshop with three major written evaluation 

questions.  
 

In Stage Two, there was input from: 
• the Tool Development Workshop with an oral evaluation report  
• the Quality in Family Practice Tool Development Workshop evaluation with a Likert 

Scale and comment section 
• the two-day Master Assessor’s Training Workshop evaluation with a Likert Scale and 

comment section 
• Choosing Pilot Practices and Assessment Teams Workshop evaluation with a Likert 

Scale and comment section. 
 
The Reviewing Final Report is the summative evaluation for Phase 1. 
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FORMATIVE EVALUATION FOR PHASE 1- STAGE ONE 
 
Launch    
Based on a previous successful experience of using a formal launch to introduce a project to 
community stakeholders, the Project Management Team and the Steering Committee held a 
launch on November 12, 2003.  

Evaluation 
Overall, the launch was well received. Lessons were learned about the launch process itself, 
perceptions of the project, and information from the attendees.  The Project Management Team 
and Steering Committee were asked to keep field notes of the launch and the evaluation report 
was derived from comments of attendees and field notes. 

Lessons Learned 
• The launch is a good way to introduce a project to key stakeholders  
• Because the project involves interdisciplinary collaboration, it will take time for potential 

participants to get used to the idea and the process  
• For collaborative projects, it is often difficult initially to communicate the concepts with 

full success 
• It is not numbers that are important at the launch, it is getting the message to the right 

people at the right time 
• More lead time for invitees and good timing may have ensured greater participation  
• Brochures and handouts can be useful, but may also flame fires of resistance 
• A central location is important  
• The end of the work day is the best time for the launch 
• A short presentation can accomplish much, leaving most of the time for asking questions 
• Face-to-face conversations with the Project management Team and Steering Committee 

members are an important vehicle  
• Name tags with role for project members, and organization for invitees are useful 
• When the group is small, each one should have the opportunity for self-introduction 
• Posted photographs of key members of the team can be useful as an ice breaker and as an 

identification resource for guests 

Perceptions of Project  
• There is high level of interest and support in the health care community about the Quality 

in Family Practice project 
• Participants agreed that it is a huge undertaking with great potential benefits 
• Many were positive in principle, but admitted they did not fully understand the concept 
• Dietitians of Canada - Ontario Region  (DC-OR) are delighted to be recognized as part of 

the family practice team, and to have a representative on the Steering Committee 
• Nurses representing College of Nurses of Ontario (CNO) were very supportive, and 

concerned about the growing negative response of executive director of the Registered 
Nurses Association of Ontario (RNAO)  

• Many participants commented that family practices are going through a lot of change and 
this project can help in finding ways to adjust to meeting new needs of patients, doctors 
and their staff  
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Information from the Attendees 
• The College of Dietitians of Ontario has a quality assurance programme with three 

components: 1) a Self-Directed Learning tool for self-assessment and professional 
development, 2) a practice assessment with a remediation and collection analysis, 3) 
dissemination of information. 

• The University of Western Ontario researchers have almost completed the lengthy 
programme evaluation of the Hamilton-Wentworth HSO Mental Health and Nutrition 
programme (Anne Marie Crustolo and Dr. Kates) 

• Dennis Timbrell (Kingston), past president of Ontario Hospital Association (OHA) has 
done work in this area 

• Doug Saunders has completed a Psychology Quality in Family Practice project 
• Dr. Brenda Copps, board member of Family Medicine Association, Hamilton (FMAH) is 

enthusiastic about the project, which she feels is different from the original proposal 
• Community Health Centres (CHC) have been doing multidisciplinary evaluations 

(Building Healthy Communities) for five years and willing to share results  
• Ontario Drug Benefits (ODB) is working on a collaborative model of consultations 

between physicians and pharmacists 
 
 
The First Strategic/Consultative Planning Workshop 
Following a series of planning meetings with the Project Management Team and the Steering 
Committee, the first Strategic/Consultative Planning Workshop was held at the Ontario College 
of Family Physicians on December 10, 2003.  

First Strategic/Consultative Planning Workshop Evaluation 
Evaluations for the day were extremely positive. Comments were solicited throughout the 
workshop and captured in the workshop report.  In addition to verbal feedback, an evaluation 
form was circulated. 
 
The participants enjoyed the small group process following the formal presentations. “It gave me 
a chance to see other professions perspectives”. “I like the idea of using a workbook”. Several 
commented that the amount of information was overwhelming, and they did not feel that they 
really understood, but were “willing to stay involved, because it is moving in a direction that we 
need to be going”. 
 
Most believed that they did not have enough understanding of the various international 
programmes to make a valid decision on where the site visit should be; however, they thought 
“choosing a site like the UK would give you the opportunity to visit more than one programme 
within easy access”. 
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The Second Strategic/Consultative Planning Workshop 
A follow up workshop was held at the Ontario College of Family Physicians on June 2, 2004 to 
present the Advisory Committee with the findings from the work done by the Project 
Management Team and Steering Committee since the previous workshop.  
 
An evaluation form was circulated with three major questions and space for comments had a 
rating scale of 1 to 4 where “1” meant “poor,” “2” meant “okay,” “3” meant “good,” and “4” 
meant “excellent.” Sixteen persons completed the evaluation.  

Second Strategic Planning Workshop Evaluation 

First Question: I now have a clear understanding of the issues 
Three-quarters (75%) said they had a good understanding of the issues; almost one-fifth (18.8%) 
said they had an excellent understanding; and one person said they had an okay understanding. In 
the comments section, one participant raised questions about the role of professional colleges and 
associations in this initiative, and another expressed concern about integration of the pieces. 

Second Question: Coverage of the issues was comprehensive 
Half (50%) said the coverage was “excellent”, and almost as many (43.8%) said it was “good,” 
while one person said it was “okay.”  Comments following the question included:  “good 
overview presentation”, “great balance of participation”, “well organized”, and “eventually 
most issues became clearer – but it was a very torturous route”.  Two workshop process issues 
were raised: a request for references to literature (contained in package), and disappointment that 
there was not sufficient time to look at resources brought to the session.  

Third Question: Now my knowledge is comprehensive to help me make recommendations 
Three-quarters (75%) said that their knowledge was “comprehensive, sufficient to make 
recommendations”, while 12.5% said their knowledge was “excellent,” and the same number 
(12.5%) said it was “okay” or “adequate”. Comments included remarks about how complex the 
issues are, but feeling that they had been given a comprehensive overview. While it was 
recognized that this is a “great project,” concern was expressed about the challenges ahead with 
encouraging uptake. Two workshop process issues were raised with suggestions for breaking for 
lunch to reduce mental fatigue and one remark about the length of the day. The presentations 
were seen as comprehensive and rated highly. Future steps included clarifying the role of 
stakeholders, integration and buy-in from professional colleges and their members.  
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FORMATIVE EVALUATION FOR PHASE I – STAGE TWO  
 
Tool Development Retreat 
The Quality in Family Practice Project Management Team met on November 8, 2004 to discuss 
the development process for the interdisciplinary quality assessment tool. 

Evaluation Comments from Retreat: 
The following comments were shared orally during the retreat:  
 
Linda Hilts, Nursing Consultant & Co-Investigator: 

 

I am energized by this; this opportunity is unique.  The last part is less clear, however  
this part is simple. 

 
David Price, Medical Consultant & Co-Investigator: 

 

I am excited about it. It has huge potential. I don’t want to lose sight of the team, and the  
professional development.  I’d like to quote the receptionist from Europe who found new  
meaning in her career because of this process.  It is huge, and it is so morale building to  
have the employees feel proud of their work.   
 
However I am a bit worried.  How are we going to get it done? And finding the time with all of 
my other projects. 
 

Eileen Hanna, Project Manager: 
 

I am concerned how a practice is going to look at this and accept it.  It’s going to have to  
take a lot of help for them to understand the benefits of it.  It’s easy to be skeptical about  
this whole process.  Once you get past the overwhelming amount of work, people that 
 have this explained properly will help them understand how valuable this is for them. 
 

To me that is the key role for the advisor also, to be a kind of “cheerleader”.  To be able  
to take them from “why do I want to do this” to saying, “what a terrific idea!” Furthermore, to be 
able to incorporate the individual and the discipline needs would be a terrific asset. 
 

Angela Barbara, Research Assistant: 
 

As a newcomer to this project, I have a lot of thoughts swimming around in my head.  I 
can tie this project in with other projects I have worked on to help the participants  to  
understand and become excited. 

 
 

Quality in Family Practice Tool Development Workshop  
The Quality in Family Practice Steering Committee met on December 15, 2004 to discuss the 
development and use of the interdisciplinary quality assessment tool. In addition, the following 
issues were discussed: 

• The Final Draft Report for the Ministry of Health which was approved by the Steering 
Committee 

• An update of the Quality in Family Practice website  
• The cost analysis for the project  
• Feedback from observing the Building Healthier Organizations (BHO) assessment 

process at Flemingdon Health Centre in Toronto  
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Evaluation of Quality in Family Practice Tool Development Workshop 
An evaluation form with a 4-point Likert Scale was circulated for completion at the end of the 
meeting. Responses were quite positive, indicating that most participants were supportive of the 
work of the Project Management Team. 

 
Summary of Evaluation Responses  

       
No. Responses  

N =12 
 

1 = Poor          4 = Excellent 

 
 

 
Statement 1 2 3 4 Mean 

1.  I understand the work the Project Management Team has  
     done to date. 

0 0 4 8 3.7 

2.  I support the Mission Statement. 0 0 2 10 3.8 
3.  I support the Vision Statement. 0 0 2 10 3.8 
4.  I understand the Draft Recommendations are a work in     
     progress, and I agree with this version. 

0 0 4 8 3.7 

6.  I understand the process for the tool development. 0 1 5 5 3.4 
7.  I have a better understanding of how we can incorporate  
     other health professions’ and patients’ requirements into  
     the tool. 

0 
 

1 6 4 3.3 

    
Explanation of Responses 

 
1.  I understand the work the Project Management Team has done to date. 

 

To say I fully understand everything not really. 
 

What a fantastic job to have worked on what must seem like the tip of a large iceberg. 
 

A lot of work has been accomplished. Tool is very detailed, easily understandable. A huge 
 undertaking – excellent foundation for Ontario standards and best practice. 

 

Complex ideas and process -- making more and more sense with time. 
 

Very helpful review of past  present  future activities. 
 
2.  I support the Mission Statement. 

 

Excellent. Clear.  
 

Like the changes. 
 
3.  I support the Vision Statement. 

 

Good – perhaps new version loses some of the human factor with multidisciplinary team. New 
draft is more succinct. 
 

Clear and concise –it seemed like a struggle at the outset, now “it has arrived”. 
 

Idealistic – that “all” will want to participate. But good goal. 
 
4.  I understand the Draft Recommendations are a work in progress, and I agree with  
     this version. 

 

Recognize ongoing work. 
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5.  Please comment on the current draft of the Executive Summary. 
 

Very detailed. Good timeline to put stages in perspective. 
 

Clear synthesis of huge volume of material! 
 

Includes all of the necessary information. 
 

More condensed version; seems easier to read. 
 

Will review again. 
 

Clear, concise, well organized, useful. 
 
6.  I understand the process for the Tool development. 

 

Next steps with deadlines could have been slightly clearer. 
 

I need further input/info – also to be able to synthesize and integrate today’s discussion. 
 

I expect this will come with time. 
 
7.  I have a better understanding of how we can incorporate other health professions’    
     and patients’ requirements into the tool. 

 

Needs work. 
 Good information sharing and idea generation. Perhaps less clear as to how all this data  
 will directly relate back to tool or will the fine points be variable because of individual assessors.  
 Continuity is goal. Perhaps not enough parameters to eliminate bias of assessor  
 variability. 
 

I think this will become more clear as the process ensues. 
 
8.  Other comments/suggestion for the tool development. 
 

Overall, very helpful and informative. 
 

I will need to review in further detail. Looking forward to getting to this. 
 

Clearly defines the levels of the tool. Layering may enable practices to achieve goals and have  
collective wisdom so practices go through process, i.e. chat room, Q & A section. 

 

Clear, easy to understand language, would appreciate appendix of acronyms. 
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Master Assessor’s Training Workshop  
The Steering Committee met on Wednesday January 26, and Thursday January 27, 2005 to be 
trained as Master Assessors.  
 
Evaluation of Master Assessor’s Training Workshop 
Evaluation forms were circulated with the materials for both days of the workshop.  The 
following are the formative evaluations from Day 1 and Day 2.  
 

Summary of Evaluation Responses 
DAY 1 – January 26, 2005 

 
No. Responses 

N = 9 
 
 

Questionnaire Item 1 
Fuzzy 

2 3 4 
Clear 

 
Mean 

1. My understanding of how the work completed in Phase 1  
    contributes to the tool development is…                  

 
0 

 
1 

 
3 

 
5 

 
3.44 

2. My understanding of how the tool was layered is…  
0 

 
0 

 
7 

 
2 

 
3.22 

3. My understanding of the Overview, Practice Tool, and  
    Assessment Tool is…                                               

 
0 

 
1 

 
8 

 
0 

 
2.89 

4. My understanding of what we mean by a “Quality”  
    assessment is…                                                         

 
0 

 
0 

 
2 

 
7 

 
3.78 

5. My understanding of the role of the assessor is…  
0 

 
1 

 
3 

 
5 

 
3.44 

 
Explanation of Responses 

 
1. My understanding of how the work completed in Phase 1 contributes to the tool 
development is…   

At the start of the day it was unclear, but now I understand it more. 
 

 New arrival to group. Still learning & reading. 
 
2. My understanding of how the tool was layered is… 

 

Disease progression needs input based on evidence-based practice guidelines to determine a quick 
checklist for fast chart review – key criteria for monitoring. 

 

 Explained well, 2 or 3 times, today. 
 

 It is a work in progress as new information gleaned. 
 

Process clear but I think there is too much overlapping. 
 
3. My understanding of the Overview, Practice Tool, and Assessment Tool is…    

 

Tool is clear on how to extract data using appropriate means of questioning contacts, but the 
evidence needs refining. 
 

Practice is necessary to build level of comfort. 
                                           
4. My understanding of what we mean by a “Quality” assessment is…      

[No comments.] 
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5. My understanding of the role of the assessor is… 
 

Role of assessor is clear – role as multidisciplinary health professional on team requires refining 
to contribute in maximum capacity. 
 

Need Terms of Reference for the team. 
 

 Need more consensus building. 
 

 Role playing tomorrow will be helpful. 
 
6. Other comments… 

 

Need to address/celebrate differences in assessor attributes – individuals need to be aware of what 
they can and cannot bring to the assessment. 

 

I do expect it will be clearer as time goes on, questions are always welcomed and answered by  
PMT [Project Management Team]. It would have been useful to have clearer definition of lay  
assessor role. 

 
Summary of Evaluation Responses 

DAY 2 – January 27, 2005 
 

No. Responses 
N = 11 

 
Questionnaire Item 

1 
Not 

Helpful 

2 3 4 
Very 

Helpful 

 
 

Mean 
1. I found the session on Simulating an Office Visit to be… 0 0 0 11 4.0 
2. The small group discussion on Gathering the Evidence     
    was…                                                                

 
0 

 
0 

 
4 

 
7 

 
3.64 

3. The discussion on Assessment Team Function was… 0 0 1 10 3.91 
4. The discussion on Experience as an Assessor was… 0 0 2 9 3.82 

 
Explanation of Responses 

 
1. I found the session on Simulating an Office Visit to be…   

The scenarios were interesting and informative. Great idea! 
 

 Best way to see potential pitfalls! Esp. how easy it is to get mired in a group interview. 
 

I found rather than jumping into an office visit, it was very helpful to be placed at a trial base. 
 

 Hearing questions asked and role playing very helpful. 
 

Very useful, interesting to have the reflection on how the group felt the dynamics were handled. 
 

Doing facilitates learning so well and offers opportunity for discussion not always available with 
other teaching methods. 

 

It was helpful to watch different approaches to the interview process and listen to the team 
feedback. 

 

 It allowed the tool to be in motion, test our assessor skills and give an ideal of  
 how/what situations might arise. 
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2. The small group discussion on Gathering the Evidence was… 
 

Helpful to discuss what might be appropriate to look at, but possibly could have been 
accomplished in the larger group in less time, since there was a lot of similarity in group results 
(then again, perhaps this was the point). 

  

The smaller group was excellent learning experience, being able to state lots of possibilities. 
 

 Brought out many points of view. 
 

Gathering evidence was useful, but I feel the ongoing challenge of task vs. process has not been 
adequately resolved, as well how to deal with defensive behaviour in light of task driven 
objectives - perhaps having Ronald as a model in some of those challenging situations would have 
helped us learn from his experiences. 

 

 The issues raised triggered interesting discussions as to relevance to task vs. process. 
 

It allowed us to test our assessor skills and give an ideal of how/what situations might arise. 
 
3. The discussion on Assessment Team Function was…   

Useful to hear about the team function & to discuss. 
 

Good synthesis of qualities important in an assessor to safeguard against pitfalls illustrated in role-
playing. 

 

 This part was very helpful. I found the most helpful. 
 

 Helped define role as assessor. 
 

 Excellent. 
 

 Safe, insightful. 
 

Found the discussions resulting from the practice/role play very enlightening. The experience 
gained in vivo which helped bring to light the tension between task & process was excellent. 

 

Verbal recognition of the open ended approach frequently became lost as we reverted to closed 
ended questions, demonstrating how strongly embedded some mechanisms are. 

 

 Good feedback really makes you think about why you say/ask. 
 
4. The discussion on Experience as an Assessor was:   

Helpful but it would have been nice to hear more, maybe some anecdotes. 
 

 I thought was explained very well to our group. 
 

 Ronald [workshop facilitator] was excellent – most helpful in all areas. 
 

 Ronald was an excellent resource – great facilitator. 
 

 Safe, insightful. 
 

 It is helpful to hear different view points. 
  
5. As a Master Assessor I feel confident to begin the pilot site assessments… 
(Please explain your answer, and tell us if there is anything else we can do to help) 
 

Yes, anticipate future SC meetings to continue moving this process forward & planning site visits. 
Other- the application of our role Day 2 very helpful; appropriate use of the day. 

 

I do feel confident because I have a great deal of trust in the “ongoing” aspect of tool development 
and assessor training. I also trust the lead assessors to keep me on track on my first time out. 
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 I feel confident, a lot of answers I had have been explained very well. 
  

 I would feel confident in assessing, but certainly not leading. 
 

Will need a lot more guidelines for document review and pre-assessment submissions if 
interviews are to be more open-ended and more discussion. 
  

I feel more confident to address problematic areas now. 
 

Almost; I would want 3-4 hours with the team for preparation -1st time jitters addressed I think… 
At a beginning level only; at this point we have a framework, as best as can be, beyond that I 
think one just has to do it with lots of support in place. 

 

We have been given comprehensive information for hypothetical situations – I look forwarding to 
practicing it! 

 

For the most part, I will be reviewing the tool in greater detail now that I can have a 
visual/practical idea of how it might work. 
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Feedback on Final Report, Choosing Pilot Practices and Assessment Teams 
Workshop 
The Steering Committee met Wednesday, March 9, 2005 to provide feedback to the Project 
Management Team on the Final Draft Report, suggest names of potential pilot practice sites, and 
determine the composition of the assessment teams. 
 
Choosing Pilot Practices and Assessment Teams Workshop Evaluation 

 
Summary of Evaluation Responses 

 
Rating scale: 1= Not useful 

2= OK, 3= Somewhat useful 
4= Excellent 

 
No. Responses  

N=10 
 
 

 1 2 3 4 Mean 
The review of the Table of Contents for the final report was… 
 

0 3 4 3 3.0 

The discussion of the final report edits was… 
 

0 2 4 4 3.2 

The discussion dealing with interdisciplinary issues; 
additional review; and the dissemination and marketing of the 
project was… 

0 0 2 8 3.8 

The brainstorming session devoted to choosing appropriate 
pilot sites was…  

0 0 2 8 3.8 

The session dealing with choosing Assessment Teams for the 
pilot sites was… 

0 1 0 8 3.8 

    
 

Additional Comments 
 

My high ratings of the first two points has more to do with the fact that I am a relatively new  
recruit. 

 

A good use of time in further moving this project along. 
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SUMMATIVE EVALUATION FOR PHASE I – STAGE ONE AND STAGE TWO 

OVERVIEW 
At the end of the workshop held on March 9, 2005, the Steering Committee was asked to 
document their thoughts on the entire process for Phase 1 – Stages One and Two. Key issues 
were assessed using a Likert Scale with ample space for comments. The mean responses 
indicated that understanding of the acquired data was very good, especially in light of the fact 
that three new members were added to the Steering Committee in January 2005. Issues that need 
to be addressed in Phase 2 included: (1) input from consumer groups, which we hope to address 
by inviting various consumer groups to comment on the Tool; and (2) concern over the 
comprehensiveness of the Tool, which one participant realised would become easier with use. 
Although one person commented that information was being repeated at the sessions, this was 
necessary in order to educate the newer members of the Steering Committee. At this time, the 
Steering Committee seems to be a more solidified group compared to when it was initially 
formed. 
 

Summary of Evaluation Responses 
 

Rating scale: 1 = Poor …..   4 = Excellent 
No. Responses  

N=9 
 

 
Phase 1: Stage One (International Review) 1 2 3 4 Mean 
I am satisfied with the literature review developed… 0 0 3 5 3.6 
I am satisfied with the environmental scan… 0 0 3 4 3.6 
I am satisfied with the focus groups… 0 0 5 3 3.4 
I am satisfied with the teleconferences… 0 0 3 2 3.4 
I am satisfied with the site visits…  0 0 2 5 3.7 
Phase 1: Stage Two (Tool Development and Master 
Assessors Workshop) 

     

I am satisfied with the Assessment Tool developed… 0 0 1 8 3.9 
Overall      
I am satisfied with the steering committee meetings… 0 0 2 5 3.7 
I am satisfied with the advisory committee meetings… 0 0 1 5 3.8 
I am confident with the direction that this project is headed… 0 0 0 9 4.0 
    

Explanation of Responses 
 
I am satisfied with the literature review developed…   

 

Very complete. 
 

Keep in mind I was only brought on in January; my entire evaluation for this evaluation is based  
on the report only (written and verbal) rather than observing process. 

 
I am satisfied with the environmental scan…     

Could there be more U.S. and European involvement? There is much UK, New Zealand, and 
Australia. 

 
I am satisfied with the focus groups…     

 

There is a lack of consumer input from groups with specific health concerns, but I am confident  
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that this will be addressed thoroughly in future. 
 

There is a lack of consumer input from groups with specific concerns, but I am confident that this  
will be addressed thoroughly in the future. 

 
I am satisfied with the teleconferences…  
 [no comments]    
 
I am satisfied with the site visits…     
 

The way you are proposing to do it for the pilot testing makes sense, would like to have discussed  
the specific roles of the rest of us at final assessment. 

 

Informative, invaluable to apply our model; good to see assessors working and the process of pre- 
submitted documentation (positives and pitfalls). Ronald MacVicar – huge asset and mentor. 

 

  Although not involved directly in these, very thorough planning went into these site visits. 
  
I am satisfied with the Assessment Tool developed…  
  

Always being refined but excellent start. 
  

 It appears comprehensive but only using it will evaluate this. 
 

 Well done! 
 

 Amazing job of pulling this together. 
        
I am satisfied with the Steering Committee meetings…  
 

I am becoming more comfortable with the terminology you all use and the shorthand in which  
you speak sometimes 

 

 I feel that the same information is covered at each meeting. Could it be briefer?   
     
I am satisfied with the Advisory Committee meetings…  
 

Meetings are purposeful. 
 
Overall, I am confident with the direction that this project is headed… 
 

Very positive, a lot of work but the direction that health care should be progressing.  
 

This seems to be an exciting project. 
      
Please provide any additional comments you may have, about Phase I of the Quality in 
Family Practice project, in the space below: 

 

Thanks for inviting me to be involved. It really is exciting! 
 
Incredible job done! It is great achievement under strong leadership. At times the  
leadership style and the pace with which things are moved could be a bit daunting.  
Especially for the longer meetings, it is important to establish adequate break periods  
and order to the work to happen optimally. 
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PROJECT EVALUATION FOR THE  
QUALITY IN FAMILY PRACTICE PROJECT 
 
OVERVIEW 
Evaluations of the Quality in Family Practice programme took place throughout the project 
(formative) and a final evaluation (Reviewing Final Report) capturing the whole of Phase 1 took 
place in March 2005 (summative). Overall, feedback provided by the formation evaluations was 
positive. The Project Management Team used this feedback to fine tune the project 
implementation. Efforts were made to address all issues throughout the process. The summative 
evaluation of the project was very affirmative. The Quality in Family Practice programme is 
continuously evolving and improving. Evaluation activities will continue to help guide this 
progression. 
 
EVALUATION FOR PHASE I – STAGE ONE AND STAGE TWO 
 
The following are the formative evaluations for the first phase of the Quality in Family Practice 
programme. In Stage One, there was input from:  

• the Launch with feedback from the attendees 
• the First Strategic/Consultative Planning Workshop with an oral evaluation report 
• the Second Strategic/Consultative Planning Workshop with three major written evaluation 

questions.  
 

In Stage Two, there was input from: 
• the Tool Development Workshop with an oral evaluation report  
• the Quality in Family Practice Tool Development Workshop evaluation with a Likert 

Scale and comment section 
• the two-day Master Assessor’s Training Workshop evaluation with a Likert Scale and 

comment section 
• Choosing Pilot Practices and Assessment Teams Workshop evaluation with a Likert 

Scale and comment section. 
 
The Reviewing Final Report is the summative evaluation for Phase 1. 
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FORMATIVE EVALUATION FOR PHASE 1- STAGE ONE 
 
Launch    
Based on a previous successful experience of using a formal launch to introduce a project to 
community stakeholders, the Project Management Team and the Steering Committee held a 
launch on November 12, 2003.  

Evaluation 
Overall, the launch was well received. Lessons were learned about the launch process itself, 
perceptions of the project, and information from the attendees.  The Project Management Team 
and Steering Committee were asked to keep field notes of the launch and the evaluation report 
was derived from comments of attendees and field notes. 

Lessons Learned 
• The launch is a good way to introduce a project to key stakeholders  
• Because the project involves interdisciplinary collaboration, it will take time for potential 

participants to get used to the idea and the process  
• For collaborative projects, it is often difficult initially to communicate the concepts with 

full success 
• It is not numbers that are important at the launch, it is getting the message to the right 

people at the right time 
• More lead time for invitees and good timing may have ensured greater participation  
• Brochures and handouts can be useful, but may also flame fires of resistance 
• A central location is important  
• The end of the work day is the best time for the launch 
• A short presentation can accomplish much, leaving most of the time for asking questions 
• Face-to-face conversations with the Project management Team and Steering Committee 

members are an important vehicle  
• Name tags with role for project members, and organization for invitees are useful 
• When the group is small, each one should have the opportunity for self-introduction 
• Posted photographs of key members of the team can be useful as an ice breaker and as an 

identification resource for guests 

Perceptions of Project  
• There is high level of interest and support in the health care community about the Quality 

in Family Practice project 
• Participants agreed that it is a huge undertaking with great potential benefits 
• Many were positive in principle, but admitted they did not fully understand the concept 
• Dietitians of Canada - Ontario Region  (DC-OR) are delighted to be recognized as part of 

the family practice team, and to have a representative on the Steering Committee 
• Nurses representing College of Nurses of Ontario (CNO) were very supportive, and 

concerned about the growing negative response of executive director of the Registered 
Nurses Association of Ontario (RNAO)  

• Many participants commented that family practices are going through a lot of change and 
this project can help in finding ways to adjust to meeting new needs of patients, doctors 
and their staff  
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Information from the Attendees 
• The College of Dietitians of Ontario has a quality assurance programme with three 

components: 1) a Self-Directed Learning tool for self-assessment and professional 
development, 2) a practice assessment with a remediation and collection analysis, 3) 
dissemination of information. 

• The University of Western Ontario researchers have almost completed the lengthy 
programme evaluation of the Hamilton-Wentworth HSO Mental Health and Nutrition 
programme (Anne Marie Crustolo and Dr. Kates) 

• Dennis Timbrell (Kingston), past president of Ontario Hospital Association (OHA) has 
done work in this area 

• Doug Saunders has completed a Psychology Quality in Family Practice project 
• Dr. Brenda Copps, board member of Family Medicine Association, Hamilton (FMAH) is 

enthusiastic about the project, which she feels is different from the original proposal 
• Community Health Centres (CHC) have been doing multidisciplinary evaluations 

(Building Healthy Communities) for five years and willing to share results  
• Ontario Drug Benefits (ODB) is working on a collaborative model of consultations 

between physicians and pharmacists 
 
 
The First Strategic/Consultative Planning Workshop 
Following a series of planning meetings with the Project Management Team and the Steering 
Committee, the first Strategic/Consultative Planning Workshop was held at the Ontario College 
of Family Physicians on December 10, 2003.  

First Strategic/Consultative Planning Workshop Evaluation 
Evaluations for the day were extremely positive. Comments were solicited throughout the 
workshop and captured in the workshop report.  In addition to verbal feedback, an evaluation 
form was circulated. 
 
The participants enjoyed the small group process following the formal presentations. “It gave me 
a chance to see other professions perspectives”. “I like the idea of using a workbook”. Several 
commented that the amount of information was overwhelming, and they did not feel that they 
really understood, but were “willing to stay involved, because it is moving in a direction that we 
need to be going”. 
 
Most believed that they did not have enough understanding of the various international 
programmes to make a valid decision on where the site visit should be; however, they thought 
“choosing a site like the UK would give you the opportunity to visit more than one programme 
within easy access”. 
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The Second Strategic/Consultative Planning Workshop 
A follow up workshop was held at the Ontario College of Family Physicians on June 2, 2004 to 
present the Advisory Committee with the findings from the work done by the Project 
Management Team and Steering Committee since the previous workshop.  
 
An evaluation form was circulated with three major questions and space for comments had a 
rating scale of 1 to 4 where “1” meant “poor,” “2” meant “okay,” “3” meant “good,” and “4” 
meant “excellent.” Sixteen persons completed the evaluation.  

Second Strategic Planning Workshop Evaluation 

First Question: I now have a clear understanding of the issues 
Three-quarters (75%) said they had a good understanding of the issues; almost one-fifth (18.8%) 
said they had an excellent understanding; and one person said they had an okay understanding. In 
the comments section, one participant raised questions about the role of professional colleges and 
associations in this initiative, and another expressed concern about integration of the pieces. 

Second Question: Coverage of the issues was comprehensive 
Half (50%) said the coverage was “excellent”, and almost as many (43.8%) said it was “good,” 
while one person said it was “okay.”  Comments following the question included:  “good 
overview presentation”, “great balance of participation”, “well organized”, and “eventually 
most issues became clearer – but it was a very torturous route”.  Two workshop process issues 
were raised: a request for references to literature (contained in package), and disappointment that 
there was not sufficient time to look at resources brought to the session.  

Third Question: Now my knowledge is comprehensive to help me make recommendations 
Three-quarters (75%) said that their knowledge was “comprehensive, sufficient to make 
recommendations”, while 12.5% said their knowledge was “excellent,” and the same number 
(12.5%) said it was “okay” or “adequate”. Comments included remarks about how complex the 
issues are, but feeling that they had been given a comprehensive overview. While it was 
recognized that this is a “great project,” concern was expressed about the challenges ahead with 
encouraging uptake. Two workshop process issues were raised with suggestions for breaking for 
lunch to reduce mental fatigue and one remark about the length of the day. The presentations 
were seen as comprehensive and rated highly. Future steps included clarifying the role of 
stakeholders, integration and buy-in from professional colleges and their members.  
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FORMATIVE EVALUATION FOR PHASE I – STAGE TWO  
 
Tool Development Retreat 
The Quality in Family Practice Project Management Team met on November 8, 2004 to discuss 
the development process for the interdisciplinary quality assessment tool. 

Evaluation Comments from Retreat: 
The following comments were shared orally during the retreat:  
 
Linda Hilts, Nursing Consultant & Co-Investigator: 

 

I am energized by this; this opportunity is unique.  The last part is less clear, however  
this part is simple. 

 
David Price, Medical Consultant & Co-Investigator: 

 

I am excited about it. It has huge potential. I don’t want to lose sight of the team, and the  
professional development.  I’d like to quote the receptionist from Europe who found new  
meaning in her career because of this process.  It is huge, and it is so morale building to  
have the employees feel proud of their work.   
 
However I am a bit worried.  How are we going to get it done? And finding the time with all of 
my other projects. 
 

Eileen Hanna, Project Manager: 
 

I am concerned how a practice is going to look at this and accept it.  It’s going to have to  
take a lot of help for them to understand the benefits of it.  It’s easy to be skeptical about  
this whole process.  Once you get past the overwhelming amount of work, people that 
 have this explained properly will help them understand how valuable this is for them. 
 

To me that is the key role for the advisor also, to be a kind of “cheerleader”.  To be able  
to take them from “why do I want to do this” to saying, “what a terrific idea!” Furthermore, to be 
able to incorporate the individual and the discipline needs would be a terrific asset. 
 

Angela Barbara, Research Assistant: 
 

As a newcomer to this project, I have a lot of thoughts swimming around in my head.  I 
can tie this project in with other projects I have worked on to help the participants  to  
understand and become excited. 

 
 

Quality in Family Practice Tool Development Workshop  
The Quality in Family Practice Steering Committee met on December 15, 2004 to discuss the 
development and use of the interdisciplinary quality assessment tool. In addition, the following 
issues were discussed: 

• The Final Draft Report for the Ministry of Health which was approved by the Steering 
Committee 

• An update of the Quality in Family Practice website  
• The cost analysis for the project  
• Feedback from observing the Building Healthier Organizations (BHO) assessment 

process at Flemingdon Health Centre in Toronto  
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Evaluation of Quality in Family Practice Tool Development Workshop 
An evaluation form with a 4-point Likert Scale was circulated for completion at the end of the 
meeting. Responses were quite positive, indicating that most participants were supportive of the 
work of the Project Management Team. 

 
Summary of Evaluation Responses  

       
No. Responses  

N =12 
 

1 = Poor          4 = Excellent 

 
 

 
Statement 1 2 3 4 Mean 

1.  I understand the work the Project Management Team has  
     done to date. 

0 0 4 8 3.7 

2.  I support the Mission Statement. 0 0 2 10 3.8 
3.  I support the Vision Statement. 0 0 2 10 3.8 
4.  I understand the Draft Recommendations are a work in     
     progress, and I agree with this version. 

0 0 4 8 3.7 

6.  I understand the process for the tool development. 0 1 5 5 3.4 
7.  I have a better understanding of how we can incorporate  
     other health professions’ and patients’ requirements into  
     the tool. 

0 
 

1 6 4 3.3 

    
Explanation of Responses 

 
1.  I understand the work the Project Management Team has done to date. 

 

To say I fully understand everything not really. 
 

What a fantastic job to have worked on what must seem like the tip of a large iceberg. 
 

A lot of work has been accomplished. Tool is very detailed, easily understandable. A huge 
 undertaking – excellent foundation for Ontario standards and best practice. 

 

Complex ideas and process -- making more and more sense with time. 
 

Very helpful review of past  present  future activities. 
 
2.  I support the Mission Statement. 

 

Excellent. Clear.  
 

Like the changes. 
 
3.  I support the Vision Statement. 

 

Good – perhaps new version loses some of the human factor with multidisciplinary team. New 
draft is more succinct. 
 

Clear and concise –it seemed like a struggle at the outset, now “it has arrived”. 
 

Idealistic – that “all” will want to participate. But good goal. 
 
4.  I understand the Draft Recommendations are a work in progress, and I agree with  
     this version. 

 

Recognize ongoing work. 
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5.  Please comment on the current draft of the Executive Summary. 
 

Very detailed. Good timeline to put stages in perspective. 
 

Clear synthesis of huge volume of material! 
 

Includes all of the necessary information. 
 

More condensed version; seems easier to read. 
 

Will review again. 
 

Clear, concise, well organized, useful. 
 
6.  I understand the process for the Tool development. 

 

Next steps with deadlines could have been slightly clearer. 
 

I need further input/info – also to be able to synthesize and integrate today’s discussion. 
 

I expect this will come with time. 
 
7.  I have a better understanding of how we can incorporate other health professions’    
     and patients’ requirements into the tool. 

 

Needs work. 
 Good information sharing and idea generation. Perhaps less clear as to how all this data  
 will directly relate back to tool or will the fine points be variable because of individual assessors.  
 Continuity is goal. Perhaps not enough parameters to eliminate bias of assessor  
 variability. 
 

I think this will become more clear as the process ensues. 
 
8.  Other comments/suggestion for the tool development. 
 

Overall, very helpful and informative. 
 

I will need to review in further detail. Looking forward to getting to this. 
 

Clearly defines the levels of the tool. Layering may enable practices to achieve goals and have  
collective wisdom so practices go through process, i.e. chat room, Q & A section. 

 

Clear, easy to understand language, would appreciate appendix of acronyms. 
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Master Assessor’s Training Workshop  
The Steering Committee met on Wednesday January 26, and Thursday January 27, 2005 to be 
trained as Master Assessors.  
 
Evaluation of Master Assessor’s Training Workshop 
Evaluation forms were circulated with the materials for both days of the workshop.  The 
following are the formative evaluations from Day 1 and Day 2.  
 

Summary of Evaluation Responses 
DAY 1 – January 26, 2005 

 
No. Responses 

N = 9 
 
 

Questionnaire Item 1 
Fuzzy 

2 3 4 
Clear 

 
Mean 

1. My understanding of how the work completed in Phase 1  
    contributes to the tool development is…                  

 
0 

 
1 

 
3 

 
5 

 
3.44 

2. My understanding of how the tool was layered is…  
0 

 
0 

 
7 

 
2 

 
3.22 

3. My understanding of the Overview, Practice Tool, and  
    Assessment Tool is…                                               

 
0 

 
1 

 
8 

 
0 

 
2.89 

4. My understanding of what we mean by a “Quality”  
    assessment is…                                                         

 
0 

 
0 

 
2 

 
7 

 
3.78 

5. My understanding of the role of the assessor is…  
0 

 
1 

 
3 

 
5 

 
3.44 

 
Explanation of Responses 

 
1. My understanding of how the work completed in Phase 1 contributes to the tool 
development is…   

At the start of the day it was unclear, but now I understand it more. 
 

 New arrival to group. Still learning & reading. 
 
2. My understanding of how the tool was layered is… 

 

Disease progression needs input based on evidence-based practice guidelines to determine a quick 
checklist for fast chart review – key criteria for monitoring. 

 

 Explained well, 2 or 3 times, today. 
 

 It is a work in progress as new information gleaned. 
 

Process clear but I think there is too much overlapping. 
 
3. My understanding of the Overview, Practice Tool, and Assessment Tool is…    

 

Tool is clear on how to extract data using appropriate means of questioning contacts, but the 
evidence needs refining. 
 

Practice is necessary to build level of comfort. 
                                           
4. My understanding of what we mean by a “Quality” assessment is…      

[No comments.] 
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5. My understanding of the role of the assessor is… 
 

Role of assessor is clear – role as multidisciplinary health professional on team requires refining 
to contribute in maximum capacity. 
 

Need Terms of Reference for the team. 
 

 Need more consensus building. 
 

 Role playing tomorrow will be helpful. 
 
6. Other comments… 

 

Need to address/celebrate differences in assessor attributes – individuals need to be aware of what 
they can and cannot bring to the assessment. 

 

I do expect it will be clearer as time goes on, questions are always welcomed and answered by  
PMT [Project Management Team]. It would have been useful to have clearer definition of lay  
assessor role. 

 
Summary of Evaluation Responses 

DAY 2 – January 27, 2005 
 

No. Responses 
N = 11 

 
Questionnaire Item 

1 
Not 

Helpful 

2 3 4 
Very 

Helpful 

 
 

Mean 
1. I found the session on Simulating an Office Visit to be… 0 0 0 11 4.0 
2. The small group discussion on Gathering the Evidence     
    was…                                                                

 
0 

 
0 

 
4 

 
7 

 
3.64 

3. The discussion on Assessment Team Function was… 0 0 1 10 3.91 
4. The discussion on Experience as an Assessor was… 0 0 2 9 3.82 

 
Explanation of Responses 

 
1. I found the session on Simulating an Office Visit to be…   

The scenarios were interesting and informative. Great idea! 
 

 Best way to see potential pitfalls! Esp. how easy it is to get mired in a group interview. 
 

I found rather than jumping into an office visit, it was very helpful to be placed at a trial base. 
 

 Hearing questions asked and role playing very helpful. 
 

Very useful, interesting to have the reflection on how the group felt the dynamics were handled. 
 

Doing facilitates learning so well and offers opportunity for discussion not always available with 
other teaching methods. 

 

It was helpful to watch different approaches to the interview process and listen to the team 
feedback. 

 

 It allowed the tool to be in motion, test our assessor skills and give an ideal of  
 how/what situations might arise. 
 
 
 



 10

2. The small group discussion on Gathering the Evidence was… 
 

Helpful to discuss what might be appropriate to look at, but possibly could have been 
accomplished in the larger group in less time, since there was a lot of similarity in group results 
(then again, perhaps this was the point). 

  

The smaller group was excellent learning experience, being able to state lots of possibilities. 
 

 Brought out many points of view. 
 

Gathering evidence was useful, but I feel the ongoing challenge of task vs. process has not been 
adequately resolved, as well how to deal with defensive behaviour in light of task driven 
objectives - perhaps having Ronald as a model in some of those challenging situations would have 
helped us learn from his experiences. 

 

 The issues raised triggered interesting discussions as to relevance to task vs. process. 
 

It allowed us to test our assessor skills and give an ideal of how/what situations might arise. 
 
3. The discussion on Assessment Team Function was…   

Useful to hear about the team function & to discuss. 
 

Good synthesis of qualities important in an assessor to safeguard against pitfalls illustrated in role-
playing. 

 

 This part was very helpful. I found the most helpful. 
 

 Helped define role as assessor. 
 

 Excellent. 
 

 Safe, insightful. 
 

Found the discussions resulting from the practice/role play very enlightening. The experience 
gained in vivo which helped bring to light the tension between task & process was excellent. 

 

Verbal recognition of the open ended approach frequently became lost as we reverted to closed 
ended questions, demonstrating how strongly embedded some mechanisms are. 

 

 Good feedback really makes you think about why you say/ask. 
 
4. The discussion on Experience as an Assessor was:   

Helpful but it would have been nice to hear more, maybe some anecdotes. 
 

 I thought was explained very well to our group. 
 

 Ronald [workshop facilitator] was excellent – most helpful in all areas. 
 

 Ronald was an excellent resource – great facilitator. 
 

 Safe, insightful. 
 

 It is helpful to hear different view points. 
  
5. As a Master Assessor I feel confident to begin the pilot site assessments… 
(Please explain your answer, and tell us if there is anything else we can do to help) 
 

Yes, anticipate future SC meetings to continue moving this process forward & planning site visits. 
Other- the application of our role Day 2 very helpful; appropriate use of the day. 

 

I do feel confident because I have a great deal of trust in the “ongoing” aspect of tool development 
and assessor training. I also trust the lead assessors to keep me on track on my first time out. 
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 I feel confident, a lot of answers I had have been explained very well. 
  

 I would feel confident in assessing, but certainly not leading. 
 

Will need a lot more guidelines for document review and pre-assessment submissions if 
interviews are to be more open-ended and more discussion. 
  

I feel more confident to address problematic areas now. 
 

Almost; I would want 3-4 hours with the team for preparation -1st time jitters addressed I think… 
At a beginning level only; at this point we have a framework, as best as can be, beyond that I 
think one just has to do it with lots of support in place. 

 

We have been given comprehensive information for hypothetical situations – I look forwarding to 
practicing it! 

 

For the most part, I will be reviewing the tool in greater detail now that I can have a 
visual/practical idea of how it might work. 
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Feedback on Final Report, Choosing Pilot Practices and Assessment Teams 
Workshop 
The Steering Committee met Wednesday, March 9, 2005 to provide feedback to the Project 
Management Team on the Final Draft Report, suggest names of potential pilot practice sites, and 
determine the composition of the assessment teams. 
 
Choosing Pilot Practices and Assessment Teams Workshop Evaluation 

 
Summary of Evaluation Responses 

 
Rating scale: 1= Not useful 

2= OK, 3= Somewhat useful 
4= Excellent 

 
No. Responses  

N=10 
 
 

 1 2 3 4 Mean 
The review of the Table of Contents for the final report was… 
 

0 3 4 3 3.0 

The discussion of the final report edits was… 
 

0 2 4 4 3.2 

The discussion dealing with interdisciplinary issues; 
additional review; and the dissemination and marketing of the 
project was… 

0 0 2 8 3.8 

The brainstorming session devoted to choosing appropriate 
pilot sites was…  

0 0 2 8 3.8 

The session dealing with choosing Assessment Teams for the 
pilot sites was… 

0 1 0 8 3.8 

    
 

Additional Comments 
 

My high ratings of the first two points has more to do with the fact that I am a relatively new  
recruit. 

 

A good use of time in further moving this project along. 
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SUMMATIVE EVALUATION FOR PHASE I – STAGE ONE AND STAGE TWO 

OVERVIEW 
At the end of the workshop held on March 9, 2005, the Steering Committee was asked to 
document their thoughts on the entire process for Phase 1 – Stages One and Two. Key issues 
were assessed using a Likert Scale with ample space for comments. The mean responses 
indicated that understanding of the acquired data was very good, especially in light of the fact 
that three new members were added to the Steering Committee in January 2005. Issues that need 
to be addressed in Phase 2 included: (1) input from consumer groups, which we hope to address 
by inviting various consumer groups to comment on the Tool; and (2) concern over the 
comprehensiveness of the Tool, which one participant realised would become easier with use. 
Although one person commented that information was being repeated at the sessions, this was 
necessary in order to educate the newer members of the Steering Committee. At this time, the 
Steering Committee seems to be a more solidified group compared to when it was initially 
formed. 
 

Summary of Evaluation Responses 
 

Rating scale: 1 = Poor …..   4 = Excellent 
No. Responses  

N=9 
 

 
Phase 1: Stage One (International Review) 1 2 3 4 Mean 
I am satisfied with the literature review developed… 0 0 3 5 3.6 
I am satisfied with the environmental scan… 0 0 3 4 3.6 
I am satisfied with the focus groups… 0 0 5 3 3.4 
I am satisfied with the teleconferences… 0 0 3 2 3.4 
I am satisfied with the site visits…  0 0 2 5 3.7 
Phase 1: Stage Two (Tool Development and Master 
Assessors Workshop) 

     

I am satisfied with the Assessment Tool developed… 0 0 1 8 3.9 
Overall      
I am satisfied with the steering committee meetings… 0 0 2 5 3.7 
I am satisfied with the advisory committee meetings… 0 0 1 5 3.8 
I am confident with the direction that this project is headed… 0 0 0 9 4.0 
    

Explanation of Responses 
 
I am satisfied with the literature review developed…   

 

Very complete. 
 

Keep in mind I was only brought on in January; my entire evaluation for this evaluation is based  
on the report only (written and verbal) rather than observing process. 

 
I am satisfied with the environmental scan…     

Could there be more U.S. and European involvement? There is much UK, New Zealand, and 
Australia. 

 
I am satisfied with the focus groups…     

 

There is a lack of consumer input from groups with specific health concerns, but I am confident  
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that this will be addressed thoroughly in future. 
 

There is a lack of consumer input from groups with specific concerns, but I am confident that this  
will be addressed thoroughly in the future. 

 
I am satisfied with the teleconferences…  
 [no comments]    
 
I am satisfied with the site visits…     
 

The way you are proposing to do it for the pilot testing makes sense, would like to have discussed  
the specific roles of the rest of us at final assessment. 

 

Informative, invaluable to apply our model; good to see assessors working and the process of pre- 
submitted documentation (positives and pitfalls). Ronald MacVicar – huge asset and mentor. 

 

  Although not involved directly in these, very thorough planning went into these site visits. 
  
I am satisfied with the Assessment Tool developed…  
  

Always being refined but excellent start. 
  

 It appears comprehensive but only using it will evaluate this. 
 

 Well done! 
 

 Amazing job of pulling this together. 
        
I am satisfied with the Steering Committee meetings…  
 

I am becoming more comfortable with the terminology you all use and the shorthand in which  
you speak sometimes 

 

 I feel that the same information is covered at each meeting. Could it be briefer?   
     
I am satisfied with the Advisory Committee meetings…  
 

Meetings are purposeful. 
 
Overall, I am confident with the direction that this project is headed… 
 

Very positive, a lot of work but the direction that health care should be progressing.  
 

This seems to be an exciting project. 
      
Please provide any additional comments you may have, about Phase I of the Quality in 
Family Practice project, in the space below: 

 

Thanks for inviting me to be involved. It really is exciting! 
 
Incredible job done! It is great achievement under strong leadership. At times the  
leadership style and the pace with which things are moved could be a bit daunting.  
Especially for the longer meetings, it is important to establish adequate break periods  
and order to the work to happen optimally. 
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APPENDIX LIST 
 

 
1. Four Principles of Family Medicine 
2. Launch Invitees List November 2003 
3. List of Invitees December 2003 
4. Letter of Invitation December 2003 
5. Strategic Consultation/Planning Workshop Agenda December 2003 
6. Brainstorming Techniques 
7. Literature Search Challenges 
8. Strategic Consultation/Planning Workshop Workbook December 2003 
9. Advice on Site Visits 
10. Minutes/Notes of Meeting for Detailed Brainstorming 
11. Quality Assessment/Voluntary Accreditation project (initial proposal to Ministry of 

Health) 
12. Information Sheet 
13. Guide for Site Visits 
14. Quality Team Development Standards and Criteria (Royal College of General 

Practitioners) 
15. Culloden Medical Practice; Practice Development Plan; Action Plan 
16. Guide for Nurses and Midwives Working Towards Quality Practice Award 
17. List of Invitees June 2004 
18. Letter of Invitation June 2004 
19. Second Strategic Planning/Consultation Meeting June 2004 Agenda 
20. Flip Chart Notes June 2004  
21. Small Group Discussion June 2004  
22. Workbooks June 2004 
23. Framework for Discussion PowerPoint Presentation June 2004  
24. Literature Review PowerPoint Presentation June 2004  
25. Focus Group PowerPoint Presentation June 2004  
26. Environmental Scan PowerPoint Presentation June 2004  
27. Pre-Site Visit PowerPoint Presentation June 2004  
28. Site Visit PowerPoint Presentation June 2004  
29. Innovations in Learning PowerPoint Presentation June 2004  
30. Evaluation of Second Strategic Planning/Consultation Meeting June 2004  
31. North American Primary Care Research Group (NAPCRG) Meeting, Orlando Fall, 

2004 
32. World Conference of Family Doctor (WONCA): Orlando, October 13 – 17, 2004 
33. Family Medicine Forum 2004: Toronto, November 25 – 27, 2004 
34. Primary Health Care Transition Fund (PHCTF) Workshop: Toronto, December 7, 

2004 
35. Family Health Team Action Group, February 4, 2005 




