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Executive Summary
Background and Rationale

Improving the quality of medical care is a major objective of an accountable public health 

care system.  Family medicine is the cornerstone of the health care system and family practices 

play a key role in providing safe, effective, patient-centered, timely, responsive and 

comprehensive primary health care.  The development and testing of a voluntary quality 

assessment programme was proposed and funded as a first step in a process that would faciltiate 

continuous quality improvement (CQI) of family practices in Ontario.  

Goals and Objectives
The purpose of Phase 2 was to set up a demonstration pilot project with the following 

objectives: 

To design and evaluate a collaborative interdisciplinary programme for achieving 

excellence in family practices 

To explore the feasibility, acceptability and affordability of the programme 

To refine and evaluate the comprehensive Assessment Tool 

To evaluate the role and facilitation of the interdisciplinary trained Assessors. 

Activities
Three practices were successfully recruited: one small urban practice, one medium rural 

practice and one medium urban practice.   

The self-assessment was undertaken by each pilot practice using the Quality Assessment 

Tool and a preliminary pre-assessment visit took place at each practice by the Advisors.   

Mid-assessment visits were undertaken in order to address any challenges, provide advice 

on the practice's progress and facilitate preparation for the final assessment visits. 

A meeting to update the Steering Committee on the progress of the project was held in 

March 2006. 

Each pre-[final assessment] planning meeting took place prior to the final assessment 

visit in order to review the practice’s self-assessment submission and plan how to 

conduct the assessment. 

The final assessment visits took place in May 2006.  The visits ended with verbal 

feedback on the highlights of the findings and preliminary recommendations.  In addition, 
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each practice received a written assessment report.  The assessment reoorts were 

independently reviewed by Health and Disability Auditing New Zealand (HDANZ).

A half-day debriefing meeting was held with pilot participants to celebrate the practices’ 

completion of the Quality assessment and share experiences. 

Formative and process evaluations were undertaken throughout the duration of the 

Quality project (i.e. following each key event).  Both quantitative (evaluation surveys, 

confidence questionnaires) and qualitative methods (interviews, focus groups, debriefing) 

were used to collect data. 

An economic assessment was completed for (1) costs incurred by the assessment teams 

and pilot practices to undertake the assessment process, and (2) costs for meetings and 

workshops.

The project has been, and will continue to be, communicated widely in various ways via 

the project website, project newsletters, and at various conferences and meetings.  

Outcomes and Key Results 
Practices and Assessors had very positive experiences. 

The pilot project pilot-tested 80 indictors and 335 criteria in three family practices.  On 

average, practices completed 90% of the criteria required by law, 69% of essential 

criteria and 70% of desirable criteria.  Overall, standards were met for 83% of the legal 

criteria completed, 74% of the essential criteria completed and 64% of the desirable 

criteria completed.

A CQI culture had developed in all three pilot practices.  Commendable practice changes 

and improvements included:  team behavior and morale; regular practice meetings; 

Human Resource policies; implementation of Bill 31 and other legal requirements; 

physical facility improvements; waiting room changes; patient surveys; patient 

information and handouts; patient access to telephone and appointments; practice audits; 

infection control; medication management and record keeping. 

The quantitative findings show that the pilot practice members reported increased 

confidence that they provide quality care (n=16, 94%) and plan to continue to improve 

the quality of its health care delivery through CQI (n=16, 94%).  Practices reported that 

the assessment was a positive experience as 16 respondents (94%) were satisfied with 

outcome. 
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Assessor confidence peaked at two points during the Quality project – following the 

Master Assessor training workshop (before the start of the demonstration pilot) and after 

the final assessment visit.  

Costs included practice costs, assessment team costs and costs of administering the 

programme.  All actual costs were recorded and costs for a field trial can be estimated.  

While we cannot yet project the ongoing costs of broad implementation, we know that 

small solo practices have significantly lower costs than large group practices, and travel 

costs and time for Assessors increase with distance traveled.   

Implications
 One of the Ontario Ministry of Health and Long Term Care’s ten primary health care renewal 

initiatives was: Develop a voluntary accreditation program for physicians and other inter-

disciplinary providers working in family health networks and other primary care models.  This 

pilot study is the first step towards the establishment of a provincial (and even a national) 

assessment/accreditation system in family medicine.  

 Key lessons learned during the demonstration pilot were: 

The Quality programme will need ongoing funding for further testing and 

implementation. 

A Phase 3 field trial of approximately 20 – 50 practices would provide additional useful 

information before implementation. 

The interdisciplinary Assessors/Advisors (including consumers) are great assets of this 

programme. 

Completing the Quality programme meets all the continuing professional development 

(CPD) requirements of the College of Family Physicians of Canada. 

Sustainability 
 Although there is a growing demand for accountability in health care, and the Quality

programme is excellent for primary health care, the programme requires further field testing/ 

validation before implementation.  The Project Management Team and the Steering Committee 

have developed significant knowledge and confidence to undertake the field trial.  This trial will 

prepare the way for implementing the programme provincially (440 practices/year).  It would be 

a great risk to future implementation if there is delay in funding the next phase of the project. 
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Background and Rationale
Improving the quality of medical care is a major objective of an accountable, public health 

care system.  Family medicine is the cornerstone of the health care system and family practices 

play a key role in providing safe, effective, patient-centered, timely, responsive and 

comprehensive primary health care.  Family practices are also undergoing a transformation into 

group practices and interdisciplinary teams in Ontario.  The development and testing of a 

voluntary quality assessment programme was proposed and funded as a first step in a process 

that would faciltiate continuous quality improvement (CQI) of family practices in Ontario.  

Details of the project and reports on Phase 1 and 2 can be accessed on the 

www.qualityinfamilypractice.com website. 

Phase 1 
In September 2003, funding was provided by the Ministry of Health and Long Term Care 

(MOHLTC) Primary Health Care Transition Fund (PHCTF) for Phase 1 of this project - 

Voluntary Quality Improvement & Accreditation Project.  The purpose of Phase 1 was to 

recommend a programme in Ontario which promotes and celebrates a culture of CQI in family 

practice.  The project was collaborative with a multidisciplinary group of key stakeholders and 

patients.  There were two stages. 

Stage One: 

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 in England and Scotland 

Teleconferences with provincial, national and international experts 

A Recommendation Report, and 

Stage Two: 

•  The first draft of the Quality in Family Practice Assessment Tool  

•  A Master Assessor’s Training Workshop 

•  An international cost analysis to inform the proposed Quality programme. 
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This information, together with an extensive Steering Committee consultation process of 

interested clinicians, staff and patients, and an Advisory Committee of key stakeholders, 

informed the development of the Quality programme.

Phase 2 
This report highlights the findings of Phase 2 - A Demonstration Pilot of three family 

practices in Ontario, circulated to MOHLTC, Advisory Committee members, and other key 

stakeholders.

Goals and Objectives
The purpose of Phase 2 was to set up a demonstration pilot project to explore the feasibility 

and affordability of the programme developed in Phase 1. 

Objectives of Quality Project 

The Phase 2 project objectives were: 

To design and evaluate the demonstration pilot of a collaborative interdisciplinary 

programme for achieving excellence in family practices 

To explore the feasibility, acceptability and affordability of the programme 

To refine and evaluate the comprehensive Assessment Tool 

To evaluate the role and facilitation of the interdisciplinary trained Assessors. 

Ontario’s Vision for the Future 

Ontario’s vision for the PHCTF is to ensure that there is flexibility in payment and delivery 

models for primary health care while ensuring that the goals of primary health care review are 

met.  The four goals of primary health care renewal are directly applicable to the Quality project. 

1. Improved access to primary health care - The Quality programme has been designed to 

assist family practices to improve and facilitate access to services.  Section A of the 

Quality Assessment Tool contains 11 indicators addressing access to primary health care, 

including: 24/7 access to essential services; systems for effectively monitoring waiting 

times for investigations and referrals to specialists; appropriate response by practice 

teams to emergencies and urgent medical conditions degree of access to the practice by 

the telephone system; and physical access to the practice premises.  
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2. Improved quality and continuity of primary health care – All indicators are designed to 

improve quality and continuity of family practice/primary health care.  Seamless care 

between hospital, long term care, home care and community is encouraged.  Management 

of emergencies, urgent patient problems, follow ups of laboratory issues, chronic disease, 

prevention and many other key issues have indicators and criteria.  Patient safety is 

supported and potential errors/risks can be corrected or prevented.  An entire indicator 

group is dedicated to the issue of improving continuity of patient care. 

3. Increased patient provider satisfaction – Quality aims to improve patient and provider 

satisfaction.  Satisfaction questionnaires for patients, health care providers and staff have 

been developed for use by participating family practice sites during the practice self-

assessment.  The Quality programme, by highlighting the quality of care and 

effectiveness of a family practice, will confer recognition and status of the practice at a 

community and provincial level.  This will improve the practice’s recruitment and 

retention of interprofessional health care providers and personnel.  The Quality

programme will also strengthen patient confidence in the quality of primary health care 

service.

4. Increased cost-effectiveness of primary health care services – CQI is cost effective.  By 

going through the Quality programme, family practices will focus on increased 

efficiency, improved practice management, work flow procedures, resource allocation, 

cost containment and effectiveness of services in family practice.  These changes may 

translate into reductions in primary care costs. 

Activities
 The Project Management Team developed a work plan with timelines for each project 

activity, reflected in the Gantt chart, which was updated to reflect the project’s four month 

extension by the MOHLTC in January 2006 (Appendix #1).

Development
Ethics Approval 

Prior to the start of the demonstration pilot, ethics approval was obtained from the McMaster 

University Research Ethics Board (REB #2005 087).  Information letters and consent forms were 
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created for Assessors, family practice members and patients being interviewed during the final 

assessment visits (Appendix #2). 

Formalizing Linkages, Planning and Recruitment 

In March 2005, the Project Management Team met with the Steering Committee to formalize 

linkages, review the project plan, develop a recruitment strategy and choose the assessment 

teams.  It was decided that the three pilot practices should include one small urban practice, one 

medium rural practice and one medium urban practice with interdisciplinary teams and 24/7 

coverage.  The assessment teams for each site were also determined (Appendix #3).  The 

inclusion and assignment of Deputy Advisors/Assessors facilitated learning and experience.

Three practices were successfully recruited that met our inclusion criteria.

Practice Orientation  

In May 2005, a workshop was held for the key members of Practice 1, the small urban 

practice and Practice 2, the medium rural practice participating in the pilot study (the third 

practice had not yet been formally recruited).  The trained Assessors were also in attendance.  

The objective of the workshop was to introduce and orient pilot participants to the Quality

project (Appendix # 4).  Practice 3, the medium urban practice, was recruited into the pilot 

project in June 2005.  The Project Leader (also the Advisor to Practice 3) and Project Manager 

visited the practice and presented a condensed version of the oral presentations given at the 

orientation workshop.

Pre-assessment
Assessment Tool Workshop 

The Quality Assessment Tools, Quality resource materials and satisfaction questionnaires 

were posted on the www.qualityinfamilypractice.com website for convenient access by the pilot 

participants.  Private folders were also made available to pilot practice teams and 

Advisors/Assessors.  In advance of the pre-assessment visits to the practice sites, the Advisor 

teams (Advisor, Deputy Advisor(s), Project Manager) met in June 2005 to familiarize themselves 

with the project website, Quality Assessment Tools and other online documents (Appendix #5).  

Self-Assessment

The pilot practices were responsible for undertaking the self-assessment using the Quality

Assessment Tool.  Mentor support, guidance and encouragement were provided to the practice 
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members by the Advisor and Project Manager throughout the self-assessment process.  Advisors 

also provided formative feedback on the practice’s written work on the Assessment Tool.

Pre-Assessment Site Visits 

The three Advisor teams each had a preliminary pre-assessment visit with their assigned pilot 

practice at the family practice site.  A summary report of each pre-assessment visit was prepared 

by the respective Advisor and sent to the respective practice (Appendix #6).

The recruitment of the three practices as pilot sites was slower and more challenging than 

anticipated due to competing opportunities, such as the Family Health Teams (FHTs) 

announcement.  Therefore, the pre-assessment visits were delayed.  

Assessment Preparation 
Additional Advisor Visits 

A number of additional Advisor team visits were made to the pilot practices from September 

to November 2005.  Summaries of the visit outcomes were provided to practice members.  

Mid-Assessment Site Visits 

 In February and March 2006, the Advisor teams visited the pilot practices one last time 

before the final assessments in order to address any questions or challenges, provide feedback 

and advice on the practice's progress, and facilitate preparation for the final assessment visits 

(Appendix #7). 

Steering Committee Update Meeting 

 A meeting to update the Steering Committee on the progress of the project was held in March 

2006.  Members of two pilot practices also attended (Appendix 8). 

Final Practice Assessments 
Dates for the final assessment visits were set as far in advance as possible (i.e. by the mid-

assessment visits).  Deadlines for initial and revised submissions of the practice’s self-

assessment and accompanying evidence were set as well.  The due dates allowed enough time for 

the Lead Assessor to review and assess the submission for major issues still to be addressed, as 

well as allowing for the assessment team and reviewers to go over the entire self-assessment 

prior to the pre-visit meeting.  A calendar displaying all the final assessment activities was 

created and circulated to all participants in March 2006.

Assessor Preparation and Pre-[final assessment] Planning Meetings 
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An Assessor preparation meeting for the assessment team members and reviewers took place 

before the pre-[final assessment] planning meetings.  The purpose of the Assessor preparation 

meeting was to review, as a group, the content in the Guide to the Quality Assessment Process

(Appendix #9), self-assessment review process, final assessment agendas, report writing, awards 

process and evaluation of the final assessments in preparation for the final assessment process. 

 The pre-[final assessment] planning meeting for each practice took place one or two days 

prior the final assessment visit.  There were two major components to this meeting: reviewing 

the practice’s submission of the completed self-assessment tables/grids and written evidence, and 

planning how to conduct the assessment. 

Final Assessment Visits 

The purpose of the final assessment visit was to determine whether the written evidence 

provided by the pilot practices met the ranking requirements of the criteria.  Many criteria could 

be ranked through the evidence provided on paper in advance (at the pre-visit meeting).  Where 

there was ambiguity, members of the assessment team discussed the criteria and interpretations 

with key individuals, or the family practice team as a group, or through on-site observation.   

Every effort was made to reinforce the CQI process by allowing for non-threatening direct 

constructive feedback and validation of the practice’s views and accomplishments.  The visit 

ended with an oral summary report of the highlights of the findings and preliminary 

recommendations, and was celebratory, with printed certificates awarded to the practice team.  

Assessment Reports

In addition to the verbal feedback given to the practice team at the end of the assessment day, 

the Lead Assessor compiled a draft report which was reviewed and endorsed by the other 

assessment team members and submitted to the practice for further feedback.  The written 

reports were similar to the verbal feedback, with strengths and areas for improvement identified.  

The Assessment report for Practice 2 also contained a “criterion by criterion” evaluation of the 

practice’s self-assessment and rankings by the Assessors.  These reports were then sent to Health 

and Disability Auditing New Zealand (HDANZ) for external independent review.  HDANZ 

reviews and audits all the accreditation reports arising from the Royal New Zealand College of 

General Practitioner’s Cornerstone  programme. 

Jim DuRose, a quality expert and Director at HDANZ  in New Zealand came to Hamilton to 

work with the Project Management Team and Assessors in planning and undertaking the final 
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assessments.  Mr. DuRose attended two pre-visit meetings and all three final assessments as an 

observer and expert consultant.  A report was prepared of his observations, feedback, 

comparisons with the Cornerstone accreditation programme, and suggestions for consideration 

for the next phase of the Quality project (Appendix #10).

Debriefing Meeting 

A half-day debriefing meeting was held with pilot participants to celebrate completion of the 

Quality assessment by the three family practice sites and to allow attendees to share their 

experiences with other demonstration pilot practices and the larger Steering Committee group 

(Appendix #11). 

Evaluation Activities 
 Formative and process evaluations were undertaken throughout the duration of the Quality

project (i.e. following each key event).

 Evaluation Forms – Evaluation forms (process and summative) were completed by 

participants throughout the project in order to uncover perceptions and experiences at particular 

points in time, e.g. following workshops/meetings and all pre-arranged visits between the 

assessment teams and pilot practice members.  

Confidence Questionnaires - At various times during the project, practice team members and 

Advisors/Assessors were asked to rank how confident they would feel in dealing with a series of 

potential situations that could arise during the course of the assessment process.  The aim was to 

look at confidence levels throughout the course of the project. 

Interviews and Focus Groups - Telephone interviews were conducted with key pilot 

participants following the Advisor visits and mid-assessment visits for process and content 

evaluation.  Practice team members were asked their overall perceptions of the visits, assessment 

process and tool; what they were learning and implementing as a result of their involvement with 

the programme; and any challenges they had encountered.  Advisors were also asked to comment 

on their perceptions of the site visits, process and content of the Assessment Tool, as well as 

perceived progress by the practices.  Formal feedback about the measurement indices and 

content of each indicator and criteria in the tool was difficult to obtain as participants grappled 

with the complexity and range of issues, website, etc.

 Following the final assessment visits, one focus group was conducted at each pilot site with 

the practice team (n=22).  Two focus groups (n=7) and two individual interviews were set up 
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with the assessment team members.  Focus group discussion focused on perceptions and 

impressions of the final assessment visit and participation in the overall programme, and how the 

programme could be improved and/or changed (Appendix #12).  All interviews and focus groups 

were tape-recorded, transcribed and analyzed thematically using NVivo (qualitative data analysis 

software program). 

Debriefing - Following each practice visit, practice members were asked informally of their 

perceptions of the site visit.  Off-site, usually on the long ride home, the assessment team 

debriefed and discussed the site visit.  These discussions were documented. 

Diaries – Participants were given black notebooks and asked to record their thoughts, ideas, 

impressions and perceptions throughout the duration of the pilot study.  The diaries were 

collected following the final assessments. This strategy was unsuccessful for obtaining 

feedback.  Despite frequent reminders, very few participants actually used the diaries as directed.

Economic Assessment Report 

 The evaluation included an assessment of the financial resources required for carrying out the 

Quality programme.  The economic evaluation would help guide projections of the costs of a 

field trial and wide implementation of the programme in Ontario in the future.  Throughout the 

duration of Phase 2, activity-based cost information was collected for (1) costs incurred by the 

assessment teams and pilot practices to undertake the assessment process, and (2) costs for 

meetings and workshops.  

Dissemination
 The project has been communicated widely in various ways as it has progressed.  The Phase 

1 report has been posted on the project website, which is linked to the websites of the Ontario 

College of Family Physicians and the Department of Family Medicine at McMaster University.   

The report has been disseminated (via the project website) to the Steering Committee, Advisory 

Committee, professional Colleges and experts.  Meetings have been held with a number of 

regulatory Colleges.  Three editions of the project newsletters (September 2005, November 

2005, April 2006) were printed, circulated and posted on the project website.  Another edition is 

currently in preparation.  Photo collages of each of the practice’s final assessments were 

developed and duplicates given to each practice - large copies for framing and displaying, and 

small copies for practice members.  Certificates of completion were created and presented to 

each practice for display.  T-shirts with the Quality logo were also circulated to the pilot 
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practices and Steering Committee.  A number of events were filmed and a short promotional 

video is being produced.  The project has been presented, and will continue to be presented, at 

international, national and provincial conferences and meetings (Appendix #13).

Outcomes and Key Results 
Description of pilot practices 
 Three Ontario family practices participated in the demonstration pilot.  They are all fully 

computerized and have all become FHTs during course of the study.  

 Practice 1 - the team at the solo practice consists of a family doctor, receptionist /office 

manager, two clinical assistants and a secretary.  About 2,650 of its 2,800 patients are currently 

rostered in a Primary Care Network (has recently become an FHT) with a total of 22 physicians.  

 Practice 2 - the medium sized rural practice is made up of six family doctors (one off-site), 

four nurses, nurse practitioner, nurse practitioner in training, social worker, three receptionists, 

medical secretary, executive secretary and part-time pharmacist.  It serves a population of 

approximately 11,000 people.  The clinic was started in 2002 when five of the six doctors moved 

from solo practices into a group practice.  The clinic maintains separate practices in pods. 

 Practice 3 - the medium sized urban practice includes six physicians (one part-time), four 

nurses, five social workers (2.0 FTE), dietitians (1.0 FTE), clinical pharmacist, administrative 

coordinator and four front office staff.  The practice has about 12,000 rostered patients.

Results of Final Assessments
The pilot project tested 80 indictors and 335 criteria in three family practices. Each criteria is 

ranked according to a star system ( Legal and Safety: required by law; Essential:  a 

“Must” for family practice; Desirable: a “Should” for family practice).  Each criterion is 

scored on a modified Likert scale from 1 (not met) to 5 (fully met).  

On average, practices completed 90% of the criteria required by law, 69% of essential 

criteria, and 70% of desirable criteria.  Overall, standards were met for 83% of the legal criteria 

completed, 74% of the essential criteria completed, and 64% of the desirable criteria completed 

(Appendix #14).  Although we cannot interpret the value of the assessment scores at this early 

phase of the programme, within practice and across practice comparisons provide a baseline to 
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measure how well a practice is performing.  The findings confirm the tool as a useful basis for 

ongoing awareness and discussion of issues that are pertinent to providing quality care.

A CQI culture had developed in all three pilot practices.  Commendable practice changes and 

improvements included: team behavior and morale; regular practice meetings; Human Resource 

policies; implementation of Bill 31 and other legal requirements; physical facility improvements; 

waiting room changes; patient surveys; patient information and handouts; patient access to 

telephone and appointments; practice audits; infection control; medication management and 

record keeping. 

Results of the Quantitative Evaluations
Questionnaires 

The quantitative findings on the evaluation questionnaires following the final assessment 

visits confirmed that the Quality programme can be directly applied to family practices in 

Ontario (Appendix #15).  Most of the pilot practice members reported increased confidence that 

they provide quality care (n=16, 94%) and would continue to improve the quality of its health 

care delivery through CQI (n=16, 94%).  Practices reported that the assessment was a positive 

experience –16 (94%) were satisfied with outcome.  The debriefing session was identified as 

highlight of the assessment visit.

 Almost all the Assessors (n=11, 92%) felt that the training they received was useful and 

sufficient.  The assessment teams were relatively comfortable carrying out the assessment.  They 

appreciated the receptiveness and cooperation of the practice teams on the day of the final 

assessment.  Assessors identified experience as a factor that would improve their roles in the 

assessment.  

The results of the evaluation questionnaires following the other Quality events have been 

appended to the summary report of the specific workshop/meeting (Appendices in this report).

Confidence Evaluations 

 Assessor confidence peaked at two points during the Quality project – following the Master 

Assessor training workshop (before the start of the demonstration pilot) and after the final 

assessment visit, when average total confidence scores were highest (Appendix #16). 

 Confidence questionnaires were not administered to the Lead Assessors/Lead Advisors 

during the assessment process and, therefore, cannot be reported on.  This data would be 

collected in future phases of the project.
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Results of the Qualitative Evaluations
General

Overall, the perceptions of the Quality programme became more positive as the project 

progressed and individuals became more comfortable with the process.  Many participants went 

from initial feelings of being overwhelmed and intimidated to feeling that the project was 

manageable and relatively ‘user friendly’.  Members of the assessment teams and pilot practices 

had generally very positive experiences with the programme (Appendix #17).   

Many of the practice team members, especially those taking a lead role in the Quality

programme, said that going through the process was beneficial as it confirmed that they were 

meeting current (high) standards in family medicine.  Their participation encouraged them to 

look at their practices in a systematic way and identify any shortcomings or potential areas of 

improvement.  Upon completion of the programme, the practices felt an enormous sense of 

accomplishment and satisfaction.   

Although the respondents had mainly good things to say about the Quality programme, they 

did highlight challenges.  For some, the workload, at times, seemed to be quite onerous, 

particularly during the time leading up to the final assessment.  Some felt that they had little time 

left to put towards the programme in the face of other pressing issues and commitments such as 

patient care and matters relating to setting up the FHT.

Evaluation of the assessment process

 Programme support was identified as a key strength of Quality.   The Project Manager was 

very helpful to each practice. The practice members perceived the Advisor team visits as being 

relatively informal and non-threatening.  The visits tended to help to motivate the practices, keep 

them connected to the project and gain a better understanding of the Assessment Tool.  Input 

from the Advisors was seen to be helpful and timely, giving the practices more confidence to 

engage in the process and work with the tool.  Early on, the practice administrators/managers 

tended to be the main persons involved in the project.  Therefore, by this period, most of the 

practices had progressed relatively slowly as, in most cases, only Sections A (Factors affecting 

patients) and B (Physical factors affecting the practice) were tackled.  During the assessment 

preparation stage, the practices appeared to be in the process of trying to get the physicians on 

board, scheduling meetings and delegating parts of the tool to specific individuals.  There was 

some evidence that CQI activities were also being initiated at this time.  
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 Positive comments were made regarding the mid-assessment visits, which were perceived by 

the practices to be very informative.  Discussions centered on clarifying expectations and 

providing advice for the final assessment.  Clear progress had been achieved by this time. 

Practices had begun to work on the more “difficult” sections – C (Clinical practice systems), D 

(Practice and patient information management) and E (CQI and CPD and quality of work life).

Two practices had also held several meetings to discuss the tool and divide up responsibility for 

various sections amongst the practice team members, including physicians.  The Advisors noted 

that there was improvement since the previous visits, in that the practices had begun to take more 

charge of the process.

During the final assessment period, although the skills of all Assessors improved over the 

time of the three assessments, some of the Assessors had initial feelings of not being prepared, 

but typically felt much more confident following the pre-[final assessment] planning visit 

meeting or at the assessment.  The pre-visit planning meeting was used to carefully identify and 

sort out what each assessment team member was going to do on the day of the final visit. 

Assessors mentioned that there was a lot of material to review in a short period of time (before 

the meeting) and that the process was very time consuming.  There was concern that due to long 

period between the Master Assessor training workshop (January 2005) and the final assessments 

(May 2006), acquired skills might have been lost.  However, this was not the case, as the 

usefulness and applicability of the training was especially realized at the assessment, having 

retained more learning than expected. 

The vast majority of respondents made positive comments about the final assessment day 

itself.  The assessment team noted that, despite the large workload and short timelines, 

everything worked out well because of two factors – (1) their preparation and (2) the support 

from the practices on the day of the visit.  Some Assessors offered comments about refining the 

schedule of the assessment process and making it less intrusive (which we attempted over the 

following visits).  The practices themselves had largely positive things to say about the final 

assessment visit. 

Evaluation of the Assessment Tool

Many participants viewed the Quality Assessment Tool as very comprehensive and thorough 

- covering all of the important aspects of family practice.  Many thought it was well-organized 

and the sections were very appropriate.  The administrative sections (A, B, E) were considered to 
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be the easiest and took the least time to complete because most of the requisite information was 

already in existence in the practice.  In addition, those with administrative roles in the practices 

were often closest to the project in each practice, so these sections, not surprisingly, were often 

undertaken first.  The tool was particularly useful because all three practices were transitioning 

to FHTs.  The tool acted as a guide and helped to create a structure for the FHT transformation 

and Human Resource issues and challenges, by encouraging the formation of policies and 

protocols, especially in cases where the practices used informal approaches.  

Because of the tool’s comprehensive and complex nature, it took time for some individuals in 

the practices to understand and feel comfortable working with the tool.  Some participants 

suggested that the practices could be presented with the tool one module at a time, with timelines 

to guide completion.  In addition, some redundancies in the tool were noted, particularly in 

Sections B and D (Appendix #18).  Section C was somewhat neglected because of the lack of 

full participation from physicians in some instances and challenges with electronic access to 

patient data.  By the time of assessment, there was some effort to undertake indicators and 

criteria from Section C. 

Evaluation of Team Functioning

By the mid-assessment period, the practices had progressed to a point where the leaders of 

the programme had started to delegate parts of the tool to other practice members.  These 

individuals were mostly assigned to tasks relating to their own role in the practice.  One practice 

had scheduled regular Quality meetings.  As a result, practice members were encouraged to work 

together to complete certain parts of the tool.  In fact, one of the commonly reported benefits of 

the programme was that it promoted teamwork within the practices as they worked towards a 

common goal.  This was seen in two of the three practices.  In the other practice, teamwork was 

not as evident because of the lack of full practice involvement. 

Results of the Economic Evaluation
The economic evaluation outlined the demonstration pilot costs for two components of the 

Quality programme: the assessment process and workshops/meetings (Appendix #19).  The total 

cost to undertake the three assessments was $66, 1940.20.  $35,859.27 of this amount was spent 

by the practices.  The reported actual expenditure by each practice was: $8, 828.14 for Practice 

1; $10, 593.55 for Practice 2; and $16,437.58 for Practice 3 (mean = $11,953.09/practice).  As 

per available project funding, each pilot practice was given $18,000 (paid in four instalments) for 
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participating in the Quality project.  $30,334.93 was incurred by the three assessment teams 

(mean = $10,112.63/assessment).  A total of $31,449.67 was incurred for the Assessor training 

workshop, pilot orientation workshop, Assessment Tool workshop, Assessor preparation meeting 

and regular Lead Advisor/Lead Assessor meeting times.  These meeting events are important 

ongoing elements of the overall programme.  The cost analysis will help in planning budgetary 

costs for a larger study and programme implementation. 

Implications
 One of the Ontario MOHLTC’s ten primary health care renewal initiatives was: Develop a 

voluntary accreditation program for physician and other inter-disciplinary providers working in 

family health networks and other primary care models. This pilot study is the first step towards 

the establishment of a provincial (and even a national) assessment/accreditation system in family 

medicine.  It has provided a wealth of direct experiential learning and information to help shape 

the future development of this programme.  The implementation of the Quality programme 

would have major implications, including improvements in: standards of care; guidelines for 

clinical audits; accountability to the general public; patient and provider/staff safety; 

improvements in workplace morale and retention; and health care spending.  Ultimately, the 

existence of this programme would allow us to monitor improvements within practices and 

across practices in Ontario; compare family medicine here with other provinces in Canada; and 

compare Canada to other countries with well-established accreditation programmes. 

Planned Dissemination Activities 

 The project findings will continue to be disseminated in a variety of ways at various venues 

beyond the PHCTF timeframe.  The following activities are being planned: circulation of 

resources (this Phase 2 report, revised Assessment Tool for ongoing use by family practices, 

another edition of the Quality project newsletter, others) in hardcopy and electronically via the 

Quality project website; Public Relations events to celebrate the completion of the Quality

programme at each pilot site; production and circulation of a 10-15 minute promotional 

video/film; Advisor feedback meeting to update all stakeholders; oral and poster presentations at 

provincial, national and international meetings/conferences; and a Quality conference hosted by 

the project. 
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 The Quality programme has been an opportunity for all involved to share information 

regarding quality practice.  For example, while assessing the pilot sites, the Assessors discovered 

methods for improving their own practices.  Efforts to continue this sharing and learning include 

a discussion board on the project website, informal networking between individuals, and a 

formal process for sharing information between practices. 

Lessons Learned For Future Programme Planning 

 Lessons learned during the demonstration pilot have informed the evolution of the Quality

programme for future testing and implementation.  

The Quality programme is acceptable, feasible and affordable in the three demonstration 

practices.

The programme will need funding for further testing and implementation. 

Small and large, solo and group, urban and rural practices would all benefit from this 

programme. 

A Phase 3 field trial of approximately 20 – 50 practices would provide additional useful 

information before implementation (Appendix #20). 

Field testing should include development of the governance system and the standing 

committees.  

Additional partnering with regulated professional Colleges will help streamline the 

credits for CPD. 

‘Getting started’ strategies for engaging the entire family practice early on in the Quality

process, including change management workshops, should be considered in the future 

planning of the project. 

Two interactive workshops should be held for the family practice members responsible 

for coordinating the Quality assessment in their practices (i.e. office 

managers/administrators).  These workshops will focus on completing the practice self-

assessment online and preparing the written evidence.  The first workshop will be 

scheduled early in the process.  The second will be a follow-up workshop mid-way 

through the assessment process.  A model for the preparing the package of accompanying 

evidence may be helpful.  

Section C of the Assessment Tool requires that the practice have the facility to generate 

reports and monitor how they doing.  At present, very few practices have this facility.
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The United Kingdom (UK) has many of these clinical features, and practices benefit by 

getting financial rewards.  Philosophically, we are not sure that financial reward is the 

best CQI approach. Much work needs to be done, in the future field trial, to assess which 

methods work long-term and successfully incorporate the clinical audits.  Practices will 

require additional assistance for: undertaking the audits of clinical systems for Section C; 

accessing the data from electronic medical records; reviewing the guidelines; and setting 

the practice aspirations, standards and rewards for excellent accomplishments and 

deliverables.

The main challenge was the timeline, which was too short.  Pilot practices had about nine 

months to complete the assessment process.  In the UK, Australia and New Zealand, 

participants needed about two years to get started, implement changes and undergo an 

assessment.  In addition, in the UK and Australia, where some practices have been 

through the process two or three times, there is some evidence that they require less 

preparation or, conversely, even slipping back to previous poorer standards.

The Advisor programme and interdisciplinary Assessors (including consumers) are great 

assets of this programme. 

Throughout the pilot study, members of the Project Management Team worked with IT 

experts to convert the Assessment Tool (originally created in Microsoft Word 

documents) into an online interactive version which will enable practices and 

Advisors/Assessors to complete the assessment via the Internet.  This online module will 

be available for future phases of the Quality project.  Training and support will also be 

provided for Quality participants. 

Costs include practice costs, assessment team costs and costs of administering the 

programme.  All actual costs were recorded and costs for a field trial can be estimated.   

While we cannot yet project the ongoing costs of broad implementation, we know that 

small solo practices have significantly lower costs that large group practices, and travel 

costs and time for Assessors increased with distance traveled.   
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Sustainability 
Funding Quality

 There is a growing demand for quality in health care and a mechanism, such as the Quality

programme, that can promote and maintain it.  The Quality programme supports primary care 

reform and improves the quality of how primary care services are managed.  However, the 

programme will not occur without further field testing/validation trials and assignment of 

significant resources for implementation.  The cost-benefit of implementing such a programme is 

self evident, as this programme will improve patient access, safety, clinical care, practice work 

policies and morale - all desperately needed in an accountable, public health system. 

 Canada is at least ten years behind other countries (such as New Zealand, Australia, UK) that 

have taken a lead role in developing quality assessment programmes.  It will be a number of 

years before the Quality programme can be fully implemented provincially and nationally.

However, we can benefit from what has been learned from the international programmes.  In 

order to roll out the programme in Ontario, we must progress from a demonstration pilot project 

to a field/validation trial.  This plan will enable us to perform the preparatory work for 

implementing the programme provincially (440 practices/year). 

Maintaining the Project Management Team 

 The greatest threat to the sustainability of this project is delay in funding the next Phase 3, 

the field trial.  Funding the Project Management Team and Steering Committee to move forward 

with the knowledge and experience acquired in Phase 1 and 2 is an essential requirement for 

successful implementation of the field trial.  The threat of losing the team developed is very 

grave.

Quality Assessment Tool Revisions 

 The feedback and information gathered during the pilot has reinforced our belief that the 

Quality Assessment Tool is very valuable and the general suggested changes will be used to 

guide revisions.  However, this revised version merits a formal indicator/criteria detailed review 

of its structure and content in the future.  While the demonstration pilot findings suggest the face 

validity of the tool (i.e. seems to measure what it is expected to), a more rigorous project is 

required to assess content validity, construct validity and reliability.  A larger field trial of more 

diverse family practices would allow us to collect data provincially for refinement of the 
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indicators and criteria.  In addition, as findings from other PHCTF indicator projects become 

accessible, we can confirm that all relevant indicators from these projects have been included in 

the Assessment Tool.  

Linking Quality to Credentials and Licenses

Completing the Quality assessment programme has been evaluated as being equivalent to 

meeting all the Maintenance of Competence and Maintenance of Certification requirements of 

the College of Family Physicians of Canada.  Therefore, any family practice completing this 

programme should meet all the requirements of the credentials and license requirements of the 

College of Physicians and Surgeons and, we hope, of all other professional regulating bodies, for 

all active professional participants.  Ensuring that other disciplines in family practices who 

successfully undertake the Quality programme in the future will be given appropriate recognition 

and credentials will be challenging.  It is important that the Quality programme is integrated with 

CPD, maintenance of certification, re-licensure and revalidation.

Most regulatory Colleges have been receptive to this project, with the exception of the 

Registered Nurses Association of Ontario (RNAO).  The absence of support from nursing has 

been challenging.  Our vision is that all regulated Colleges will be involved in the Quality

programme.  The role of these professional bodies will be explored and defined as we develop 

the governance model.  

Early Adopters 

 The demonstration pilot practices are considered the early adopters.  They are well organized 

practices with enthusiastic leadership, who are eager to be involved in the process and have 

become cheerleaders for the programme.  For them, Quality has been an external validation of 

their achievements in providing quality patient care.  The assessment process provides guidance 

and direction for ongoing CQI and future development.  It is expected that these three practices 

differ from practices who will undertake Quality in the future (i.e. middle and late adopters).  As 

the project progresses, the programme should be organized to work with and provide the 

appropriate incentives or “carrots” for these different types of family practices.  

Trained Assessors 

A pool of interdisciplinary and lay Assessors for the Quality programme has been established 

during the first two Phases of this project.  A working team of project investigators has been 

founded who are committed to working on Phase 3 of the Quality project.
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Conclusion
 This pilot demonstrates that the Quality programme is acceptable, feasible and affordable to 

the three practices involved.  The initiative has provided the Project Management Team and 

interdisciplinary Steering Committee with the knowledge and skills to proactively implement an 

assessment programme which if broadly implemented will achieve positive outcomes in the 

quality of primary health care in Ontario.  

PHCTF Program Objectives Checklist 
Project
Number:

G03-05566

Project
Title:

Quality in Family Practice – Phase 2: A Demonstration Pilot Project 

SECTION A:  PHCTF COMMON OBJECTIVES 

PHCTF objective Check if 
applicable

If yes, please explain 

Increase the proportion of the 
population having access to 
Primary Health Care (PHC) 
facilities accountable for the 
planned provision of a defined 
set of comprehensive services to 
a defined population 

X The Quality programme has been designed 
to assist family practices to improve and 
facilitate access to services.  Section A of 
the Quality Assessment Tool contains 11 
indicators addressing access to primary 
health care, including: 24/7 access to 
essential services, systems for effectively 
monitoring waiting times for investigations 
and referrals to specialists, appropriate 
response by practice teams to emergencies 
and urgent medical conditions, degree of 
access to the practice by the telephone 
system, and physical access to the practice 
premises.

Increase emphasis on health 
promotion, disease and injury 
prevention, and management of 
chronic diseases 

X The Quality programme addresses the 
provision of comprehensive primary health 
services.  Section C of the Assessment Tool 
focuses on screening, surveillance and 
implementation of clinical practice 
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guidelines for the identification and 
management of patients at risk of 
preventable diseases and with chronic 
diseases.  There is also a specific indicator 
regarding the practice’s provision of 
information and support regarding health 
promotion and disease prevention to 
patients.

Expand 24/7 access to essential 
services

X Section A of the Quality Assessment Tool 
contains 11 indicators addressing access to 
primary health care, including: 24/7 access 
to essential services, systems for effectively 
monitoring waiting times for investigations 
and referrals to specialists, appropriate 
response by practice teams to emergencies 
and urgent medical conditions, degree of 
access to the practice by the telephone 
system, and physical access to the practice 
premises.

Establish interdisciplinary 
primary health care teams of 
providers, so that the most 
appropriate care is provided by 
the most appropriate provider 

X The programme is interdisciplinary in 
nature and promotes team functioning and 
opportunities for maximizing professional 
satisfaction within the respective scopes of 
practice.

Facilitate coordination and 
integration with other health 
services, e.g. in institutions and 
in communities 

X Many indicators are designed to improve 
continuity of family practice/primary health 
care.  Seamless care between hospital, long 
term care, home care and community is 
encouraged.  Management of emergencies, 
urgent patient problems, follow ups of 
laboratory issues, chronic disease, 
prevention and many other key issues have 
indicators and criteria.  All indicators in 
Section C include criteria for linkages with 
the community. 
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Appendix 2: 
Information Letters and Letters of Consent
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June 27, 2005 

Assessors: Information Letter and Letter of Consent 
Quality in Family Practice Project: Phase II - A Demonstration Pilot Project

Principal Investigator:  Dr.  Cheryl Levitt 
    Department of Family Medicine 
    McMaster University  
    Hamilton, Ontario, Canada 
    (905) 525-2100 ext. 76195;  

Research Sponsor: Ministry of Health and Long Term Care (MOHLTC) 

Purpose of the Study
Family practitioners, primary health care professionals and other family practice staff strive to deliver 
quality care to their patients.  However, there is currently no yardstick for a practice to measure how 
effectively they are performing this task. As the health care system and the healthcare needs of patients 
increase in complexity, a framework that supports achieving the best possible care in this challenging 
environment is vital. 

The Quality in Family Practice (Quality) project is an exploratory study designed to recommend an 
interdisciplinary assessment programme for family practices in Ontario. Phase I of the Quality project 
reviewed the national and international literature, conducted focus group interviews, environmental scans, 
and teleconferences with patients and practitioners, and visited sites in the United Kingdom (UK) that 
operate quality programmes. This information, together with input from a Steering Committee composed of 
primary care providers, administrative staff and consumers, and an Advisory Committee of key 
stakeholders, has provided the basis for developing a process for achieving excellence in Ontario family 
practice settings.  To this end, an assessment process and tool have been developed to aid family practice 
teams in measuring the quality of the care they provide. 

Phase II of the project (for which ethics approval is being sought) centres on a demonstration pilot program 
whereby three family practices will apply (pilot) the Assessment Tool developed in stage 1 of the project.  
This process (i.e., the self assessment) will be evaluated by the research team.  While the focus of the 
evaluation centres on the process of applying the assessment tool, we are also interested in documenting 
any outcomes to result from the assessment.  In particular, we are interested in identifying if and how the 
assessment process has changed the way care is delivered in the participating practices.This evaluation is 
the focus of phase II of the project. 

Three separate cycles comprise the demonstration pilot phase of the programme: the pre-assessment 
(June/July 2005), the mid-assessment (October/November 2005) and the final assessment 
(January/February 2005.  The pre-assessment is the preliminary assessment of the practice and it is 
expected that most family practices will be unable to fully meet many of the criteria.  The mid-assessment 
will appraise how the practice is moving through the process, while the final assessment will allow the 
prctice to demonstrate what steps are being taken to demonstrate a continuous quality improvement (CQI) 
process. 
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It important to note that this project is being undertaken within the philosophy of CQI.  The process is 
intended to celebrate those aspects of a practice that are working well while potentially highlighting areas 
that may need improvement (as identified by the practice team themselves).  It is not intended to be a 
punitive or judgemental process, but rather, a positive and supportive one. 

Procedures Involved in the Research 
By signing this letter, you have agreed to complete a short questionnaire and/or participate in a face-to-face 
interview asking you about your experiences and perceptions of the Quality self-assessment process 
(following the pre, mid and final assessment stages).  We are very interested in hearing you thoughts so we 
can improve the assessment process in the future.   Specifically, you will be asked questions regarding the 
process of the assessment (e.g., How do you feel the assessment process unfolded?  How confident did you 
feel undertaking the assessment? How well did the assessment team work together?), the assessment tool 
(e.g., How useful was the assessment tool in guiding the assessment process? Were the criteria easy to 
interpret and apply? How might the assessment tool be improved?) and about any outcomes (e.g., Do you 
think that the self-assessment process helped initiate changes to the delivery of patient care in the practice?)  
that have resulted from the visit. 

Assessors are also asked to capture their thoughts about the assessment process in diaries.  These thoughts 
will be submitted to the research team on a weekly basis.  Similarly, participants are asked to track their 
time and expenses resulting from their participation.   

Potential Harm, Risks or Discomfort: 
Psychological 
Psychological harm might occur if you experience an unexpected disclosure or event during the 
assessment.  It is unlikely that there will be any psychological harm or discomfort associated with 
participating in the assessment.  However, uncomfortable situations may occasionally arise.  As an 
Assessor, you have been specifically trained to handle any challenges that may arise.  Further, the primary 
intent of the evaluation is to focus on, and celebrate, the positive aspects of the practice.  The process is not 
intended to be judgmental or punitive in any way.   

Social 
It is unlikely that there will be any social harm arising from this project.  Social harm could arise if the 
assessor feels that there might be public disclosure of events identified in the assessment. This will not 
happen for two reasons: 1) The project is a self evaluative one, designed to highlight the successes; and 2) 
The assessment team are sworn to confidentiality and will not disclose any occurrence without prior 
consent of the practice.  

Regardless, you may find that you are psychologically or socially stressed by certain unexpected events 
that occur during the assessment.  Therefore, be assured that you do not need to answer questions that make 
you uncomfortable or that you do not want to answer. You may defer any issues to the Master assessor at 
any time.  You may refuse to participate in the pilot project at any time.  If you choose to withdraw from 
the study, any information you have provided up to that point will not be used. 

Potential Benefits  
In order to ultimately improve patient care, family physicians require a tool and process that allows them to 
assess the quality of care being provided and that encourages family practices to improve the current level 
of care that they are providing.  At present, no such tool exists in Canada.  This project represents a 
significant step towards achieving this goal. 

Payment or Reimbursement: 
Stipends will be provided in an effort to compensate you for your time and any expenses you may incur.  

Confidentiality: 
Anything that you say or do in the study will not be told to anyone else.  Anything that we find out about 
you that could identify you will not be published or disclosed, unless we get your permission.  Your 
privacy will be respected. We will not be asking you to provide your name or any personal information.    
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The information obtained will be kept in a locked cabinet at the research office (75 Frid Street).  All of the 
information provided will be treated as subject to researcher-participant privilege.  The tapes/transcripts 
will be only available to the researchers involved in the project.  The information will be destroyed within 
three years of the release of the final report.  

Participation: 
Your participation in this study is completely voluntary.  If you decide to participate, you can withdraw at 
any time, even after signing the consent form.  Should you decide to withdraw from the project, any data 
provided by you will be destroyed immediately and will not be used in the project in any way.  

Information About the Study Results: 
You will be able to view and provide feedback on any written reports that are prepared during the course of 
the project.  All participants will receive a copy of the final report.

If you have questions or require more information about the study itself, please contact: 

Dr.  Cheryl Levitt, Principal Investigator 
    Department of Family Medicine 
    McMaster University  
    Hamilton, Ontario, Canada 
    (905) 525-2100 ext. 76195  

Dr. Colin McMullan, Research Associate 
    Department of Family Medicine 
    McMaster University 
    Hamilton, Ontario, Canada 
    905-525-9140 ext. 27931 
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Consent 
I have read the information letter about the Quality in Family Practice Project: Phase II – A Demonstration 
Pilot Project, being conducted by Dr. Cheryl Levitt of McMaster University.  I have had the opportunity to 
ask questions about my involvement in this study and to receive any additional details I wanted to know 
about the study.  I understand that I may withdraw from the study at any time.  I agree to participate in this 
study. 

___________________________________________________ 

Name of Participant

In my opinion, the person who has signed above has agreed to participate in this study voluntarily, and 
understands the nature of the study and the consequences of participating in it. 

____________________________________________________ 

Witness 
[While it may be preferable to have the researcher, an assistant, or a witness attest to the signature by the 
participant, it is not always appropriate, or possible.]  
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June 27, 2005 

Family Practices: Information Letter and Letter of Consent for Each of the Members of the Family 
Practice Participating in the Pilot Project. 

Quality in Family Practice Project: Phase II - A Demonstration Pilot Project

Principal Investigator:  Dr.  Cheryl Levitt 
    Department of Family Medicine 
    McMaster University  
    Hamilton, Ontario, Canada 
    (905) 525-2100 ext. 76195;  

Research Sponsor: Ministry of Health and Long Term Care (MOHLTC) 

Purpose of the Study
Family practitioners, primary health care professionals and other family practice staff strive to deliver 
quality care to their patients.  However, there is currently no yardstick for a practice to measure how 
effectively they are performing this task. As the health care system and the healthcare needs of patients 
increase in complexity, a framework that supports achieving the best possible care in this challenging 
environment is vital. 

The Quality in Family Practice (Quality) project is an exploratory study designed to recommend an 
interdisciplinary self-assessment programme for family practices in Ontario. Phase I of the Quality project 
reviewed the national and international literature, conducted focus group interviews, environmental scans, 
and teleconferences with patients and practitioners, and visited sites in the United Kingdom (UK) that 
operate quality programmes. This information, together with input from a Steering Committee composed of 
primary care providers, administrative staff and consumers, and an Advisory Committee of key 
stakeholders, has provided the basis for developing a process for achieving excellence in Ontario family 
practice settings.  To this end, an assessment process and tool have been developed to aid family practice 
teams in measuring the quality of the care they provide. 

Phase II of the project centres on a demonstration pilot program whereby three family practices will apply 
the self-assessment tool developed in stage 1 of the project.  This process (i.e., the self assessment) will 
subsequently be evaluated by the research team.  While the focus of the evaluation centres on the process of 
applying the assessment tool, we are also interested in documenting any outcomes to result from the 
assessment.  In particular, we are interested in identifying if and how the assessment process has changed 
the way care is delivered in the participating practices.   

Three separate cycles comprise the demonstration pilot phase of the programme: the pre-assessment 
(June/July 2005), the mid-assessment (October/November 2005) and the final assessment 
(January/February 2005.  The pre-assessment is the preliminary assessment of the practice and it is 
expected that most family practices will be unable to fully meet many of the criteria.  The mid-assessment 
will appraise how the practice is moving through the process, while the final assessment will allow the 
prctice to demonstrate what steps are being taken to demonstrate a continuous quality improvement (CQI) 
process. 

It important to note that this project is being undertaken within the philosophy of CQI.  The process is 
intended to celebrate those aspects of a practice that are working well as well as potentially highlighting 
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areas that may need improvement (as identified by the practice team themselves).  It is not intended to be a 
punitive or judgemental process, but rather, a positive and supportive one. 

Procedures Involved in the Research 
By signing this letter, you have agreed to participate in the assessment process.  As part of your 
participation, you may be asked to complete short questionnaires evaluating each stage of the Pilot Project 
and/or participate in a face-to-face interview asking you about your experiences and perceptions of the 
QIFP self-assessment process (following the pre, mid and final assessment stages).  We are very interested 
in hearing your thoughts so we may improve the assessment process in the future. Specifically, you will be 
asked questions regarding the process of the assessment (e.g., describe how your practice went about 
conducting the self-assessment? What did you learn through undertaking the assessment process? How 
could the process be improved? How would you rate the performance of the Assessors?), the Assessment 
Tool (e.g., is there anything you would change about the Assessment Tool? How useful was the 
Assessment Tool? Were the indicators and criteria relevant?) and about any outcomes (e.g., what specific 
changes have you instituted into your practice as a result of the self assessment process?) that have resulted 
from the visit.  

Practice team participants are also asked to capture their thoughts about the assessment process in diaries.  
These thoughts will be submitted to the research team on a weekly basis.  Similarly, participants are asked 
to track their time and expenses resulting from their participation.   

Potential Harm, Risks or Discomfort:  
Psychological 
Psychological harm might occur if you experience an unexpected disclosure or event during the 
assessment.  It is unlikely that there will be any psychological harm or discomfort associated with 
participating in the assessment process.  However, should such situations arise, it is important to know that 
each of the Master Assessors have been trained to handle these challenges.  Further, the primary intent of 
the evaluation is to focus on, and celebrate, the positive aspects of the practice.  The process is not intended 
to be judgmental or punitive in any way. From time to time unexpected situations might arise which might 
make members of the practice feel uncomfortable or stressed.  If these situations arise, individual members  
are encouraged to disclose their concerns. 

Regardless, you do not need to answer questions that make you uncomfortable or that you do not want to 
answer. You may refuse to participate at any time.  If you choose to withdraw from the study, any 
information you have provided up to that point will not be used and will be destroyed. 

Social 
It is unlikely that there will be any social harm arising from this project.  Social harm could arise if the 
practice members feel that there might be public disclosure of events identified in the assessment. This will 
not happen for two reasons: 1) The project is a self evaluation one, designed to highlight the successes; and  
2) The assessment team are sworn to confidentiality and will not disclose any occurrence without prior 
consent of the practice.  

Regardless, you may find that you are psychologically or socially stressed by certain unexpected events 
that occur during the assessment.  Therefore, be assured that you do not need to answer questions that make 
you uncomfortable or that you do not want to answer.  If you choose to withdraw from the study, any 
information you have provided up to that point will not be used. 

Potential Benefits  
In order to ultimately improve patient care, family physicians require a tool and process that allows them to 
assess the quality of care being provided and that encourages family practices to improve the current level 
of care that they are providing.  At present, no such tool exists in Canada.  This project represents a 
significant step towards achieving this goal. 

Payment or Reimbursement: 
The practices will receive a stipend for their participation as outlined in the MOU.   
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Confidentiality: 
Anything that you say or do in the study will not be told to anyone else.   Anything that we find out about 
you that could identify you will not be published or disclosed, unless we get your permission.  Your 
privacy will be respected.  We will not be asking you to provide your name or any personal information.    

The information obtained will be kept in a locked cabinet at the research office (75 Frid Street, Hamilton, 
Ontario).  All of the information provided will be treated as subject to researcher-participant privilege.  The 
tapes/transcripts will only be available to the researchers involved in the project.  The information will be 
destroyed within three years of the release of the final report.  

Participation: 
Your participation in this study is completely voluntary.  If you decide to participate, you can withdraw at 
any time, even after signing the consent form.  Should you decide to withdraw from the project, any data 
provided by you will be destroyed immediately and will not be used in the project in any way.  

Information About the Study Results: 
You will be able to view and provide feedback on any written reports that are prepared during the course of 
the project.  All participants will receive a copy of the final report.

If you have questions or require more information about the study itself, please contact: 

Dr.  Cheryl Levitt, Principal Investigator 
    Department of Family Medicine 
    McMaster University  
    Hamilton, Ontario, Canada 
    (905) 525-2100 ext. 76195  

Dr. Colin McMullan, Research Associate 
    Department of Family Medicine 
    McMaster University 
    Hamilton, Ontario, Canada 
    905-525-9140 ext. 27931 
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Consent 
I have read the information letter about the Quality in Family Practice Project: Phase II – A Demonstration 
Pilot Project, being conducted by Dr. Cheryl Levitt of McMaster University.  I have had the opportunity to 
ask questions about my involvement in this study and to receive any additional details I wanted to know 
about the study.  I understand that I may withdraw from the study at any time.  I agree to participate in this 
study. 

___________________________________________________ 

Name of Participant

In my opinion, the person who has signed above has agreed to participate in this study voluntarily, and 
understands the nature of the study and the consequences of participating in it. 

____________________________________________________ 

Witness 
[While it may be preferable to have the researcher, an assistant, or a witness attest to the signature by the 
participant, it is not always appropriate, or possible.]  
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May 2006 

Patients: Information Letter and Letter of Consent 
Quality in Family Practice Project: Phase II - A Demonstration Pilot Project

Principal Investigator:  Dr.  Cheryl Levitt 
    Department of Family Medicine 
    McMaster University  
    Hamilton, Ontario, Canada 
    (905) 525-2100 ext. 76195  

Research Sponsor: Ministry of Health and Long Term Care (MOHLTC) 

Purpose of the Study
Your health care provider and family practice team are taking part in an assessment of the quality of care 
they provide. This assessment is being carried out by the Quality in Family Practice project based out of the 
Department of Family Medicine at McMaster University. The Quality project is an exploratory study 
designed to recommend an interdisciplinary self-assessment programme for family practices in Ontario.   

Phase I of the Quality project reviewed the national and international literature, conducted focus group 
interviews, environmental scans, and teleconferences with patients and practitioners, and visited sites in the 
United Kingdom (UK) that operate quality programmes. This information, together with input from 
committees made up of primary care providers, administrative staff ,consumers, and key stakeholders, has 
provided the basis for developing a process for achieving excellence in Ontario family practice settings.  To 
this end, an assessment process and tool have been developed to help family practice teams in measuring 
the quality of the care they provide. 

Phase II of the project is a demonstration pilot programme whereby three family practices will apply  the 
Assessment Tool developed in Phase 1 of the project.  Your family practice has volunteered to be one of 
the pilot practices.  The assessment process will be evaluated by our research team.  While the primary 
focus of the evaluation centres on the process of applying the Assessment Tool, we are also interested in 
documenting any outcomes resulting from the assessment.  In particular, we are interested in identifying if 
and how the assessment process has changed the way care is delivered in the participating practices.   

It important to note that this project is being undertaken within the philosophy of Continuous Quality 
Improvement (CQI).  The process is intended to celebrate those aspects of a family practice that are 
working well while potentially highlighting areas that may need improvement (as identified by the practice 
team themselves) and developing actions to improve the areas.  It is not intended to be a punitive or 
judgemental process, but rather, a positive and supportive one. 

Procedures Involved in the Research 
By signing this letter, you will have agreed to participate in the assessment process.  As a participant in this 
process, you will be interviewed by a Quality Assessor so that they may better understand your (the 
patients’) perspective.  Specifically, you will be asked for your thoughts about the practice and the health 
care you have received. 

Potential Harm, Risks or Discomfort: 
We encourage you to be honest and open about your experiences with the family practice.  It is unlikely 
that there will be any psychological harm or discomfort associated with participating in the interview.  
However, uncomfortable situations may surface occasionally.  It is important to recognize that each of the 
Assessors has been trained to handle any challenges or uncomfortable situations that may arise.  It is also 
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important to note that the primary intent of the evaluation is to focus on, and celebrate, the positive aspects 
of the practice undergoing the assessment.  The process is not intended to be negative or judgmental or 
punitive in any way.   

Regardless, you do not need to answer questions that make you uncomfortable or that you do not want to 
answer. You may refuse to participate at any time.  If you choose to withdraw from the study, any 
information you have provided up to that point will not be used and will be destroyed.  If you feel 
uncomfortable, you can discuss your concerns with the Assessor or your health care provider at any time.  
Your participation in this study will not affect your primary care in any way. 

Potential Benefits  
Family doctors primary health care professionals and other family practice staff strive to deliver quality 
care to their patients.  This project is testing a tool that will enable family practices to celebrate their 
excellence and continuously improve the care they provide to their patients.  At present, no such tool exists 
in Canada.  This project represents a significant step towards achieving this goal. 

Payment or Reimbursement: 
Participants will not be reimbursed.   

Confidentiality: 
Anything that you say or do in the study will not be told to anyone else.   Anything that we find out about 
you that could identify you will not be published or disclosed.  Your privacy will be respected. We will not 
be asking you to provide your name or any personal information.    

The information obtained will be kept in a locked cabinet at the research office (75 Frid Street, Hamilton 
Ontario).  All of the information provided will be treated as subject to researcher-participant privilege.  
Information will only be available to the researchers involved in the project.  The information will be 
destroyed within three years of the release of the final report.  

Participation: 
Your participation in this study is completely voluntary.  If you decide to participate, you can withdraw at 
any time, even after signing the consent form.  Should you decide to withdraw from the project, any data 
provided by you will be destroyed immediately and will not be used in the project in any way.  

Information about the Study Results: 
You will be able to view and provide feedback on any written reports that are prepared during the course of 
the project.

If you have questions or require more information about the study itself, please contact: 

Dr.  Cheryl Levitt, Principal Investigator 
    Department of Family Medicine 
    McMaster University  
    Hamilton, Ontario, Canada 
    (905) 525-2100 ext. 76195  

Angela Barbara, Project Manager 
    Department of Family Medicine 
    McMaster University 
    Hamilton, Ontario,  Canada 
    905-525-9140 ext. 27766 
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Consent 

I have read the information letter about the Quality in Family Practice Project: Phase II – A Demonstration 
Pilot Project, being conducted by Dr. Cheryl Levitt of McMaster University.  I have had the opportunity to 
ask questions about my involvement in this study and to receive any additional details I wanted to know 
about the study.  I understand that I may withdraw from the study at any time.  I agree to participate in this 
study. 

___________________________________________________ 
Signature of Participant

In my opinion, the person who has signed above has agreed to participate in this study voluntarily, and 
understands the nature of the study and the consequences of participating in it. 

____________________________________________________ 
Witness 

[While it may be preferable to have the researcher, an assistant, or a witness attest to the signature by the 
participant, it is not always appropriate, or possible.]  
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June 27, 2005 

Assessors: Information Letter and Letter of Consent 
Quality in Family Practice Project: Phase II - A Demonstration Pilot Project

Principal Investigator:  Dr.  Cheryl Levitt 
    Department of Family Medicine 
    McMaster University  
    Hamilton, Ontario, Canada 
    (905) 525-2100 ext. 76195;  

Research Sponsor: Ministry of Health and Long Term Care (MOHLTC) 

Purpose of the Study
Family practitioners, primary health care professionals and other family practice staff strive to deliver 
quality care to their patients.  However, there is currently no yardstick for a practice to measure how 
effectively they are performing this task. As the health care system and the healthcare needs of patients 
increase in complexity, a framework that supports achieving the best possible care in this challenging 
environment is vital. 

The Quality in Family Practice (Quality) project is an exploratory study designed to recommend an 
interdisciplinary assessment programme for family practices in Ontario. Phase I of the Quality project 
reviewed the national and international literature, conducted focus group interviews, environmental scans, 
and teleconferences with patients and practitioners, and visited sites in the United Kingdom (UK) that 
operate quality programmes. This information, together with input from a Steering Committee composed of 
primary care providers, administrative staff and consumers, and an Advisory Committee of key 
stakeholders, has provided the basis for developing a process for achieving excellence in Ontario family 
practice settings.  To this end, an assessment process and tool have been developed to aid family practice 
teams in measuring the quality of the care they provide. 

Phase II of the project (for which ethics approval is being sought) centres on a demonstration pilot program 
whereby three family practices will apply (pilot) the Assessment Tool developed in stage 1 of the project.  
This process (i.e., the self assessment) will be evaluated by the research team.  While the focus of the 
evaluation centres on the process of applying the assessment tool, we are also interested in documenting 
any outcomes to result from the assessment.  In particular, we are interested in identifying if and how the 
assessment process has changed the way care is delivered in the participating practices.This evaluation is 
the focus of phase II of the project. 

Three separate cycles comprise the demonstration pilot phase of the programme: the pre-assessment 
(June/July 2005), the mid-assessment (October/November 2005) and the final assessment 
(January/February 2005.  The pre-assessment is the preliminary assessment of the practice and it is 
expected that most family practices will be unable to fully meet many of the criteria.  The mid-assessment 
will appraise how the practice is moving through the process, while the final assessment will allow the 
prctice to demonstrate what steps are being taken to demonstrate a continuous quality improvement (CQI) 
process. 
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Appendix 3: 
Final Report Review and Choosing Pilot Practices &

Assessment Teams Workshop
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FINAL REPORT REVIEW AND  
CHOOSING PILOT PRACTICES & ASSESSMENT TEAMS WORKSHOP

Summary 
Wednesday, March 9th, 2005; 1 pm – 5 pm 

Liuna Station, Hamilton 

Attendees: Cheryl Levitt, Project Leader   Michelle Martin, Patient rep 
 Angela Barbara, Research Assistant  Jennifer McGregor, Dietitian rep 

Anne Barber, Nurse Practitioner 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 
Carol Hayter, Patient rep   Tammy Villeneuve, Project Assistant 
Linda Hilts, Co-investigator   Kathy White, Cost Analyst 
Janet Kasperski, Co-investigator     

Regrets: Elizabeth Beader, Office Manager rep 
Colin McMullan, Research Associate 

  Ruth Morris, Co-investigator 

Section A: Reviewing Final Report

1. Welcome and Introductions 

2. Reviewed the Agenda of the meeting and package of information handed out. 
Phase 1 Final Report: In 3 weeks, the Phase 1 report will be completed and posted 
on the website.  We will not circulate hard copies of the final report. 

3. Table of Contents Review and Final Report edits, comments/suggestions 
discussion

Table of Contents reflects the sections of the final report: 
o Executive Summary – a work in progress.  This document covers each section 

in the final report. 
o Draft Recommendations – a work in progress.  Cost analysis report may 

change section of recommendations for costs. 
o Introduction.  PMT is cleaning up redundancies and adding information for 

the end of Phase 1. 
o Committee & Committee Structures – it was suggested that SCM members 

review their biographies for accuracy and to add any further information that 
may reflect their knowledge and experiences. 

o IT System & Website Development – the project website has been set up.
There are User Manuals available for doing reviews on line.  The tool will be 
posted on the website for practices to access for more information and for 
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editing.  There will be a chat room for practices to post comments about an 
assessment.  Other practices can access and learn from the information.  There 
will also be an accounting auditing tool for practices to monitor costs. 

o Assessment Tool Development – this section is an overview of how the tool 
was created.  Currently, the PMT is adding the edits received from the SCM.  
The 3 assessment tool documents will be posted on the website. 

o Master Assessor’s Training reports are well done and part of the packages for 
review.

o Cost Analysis – a work in progress.  Expecting a report by the end of March 
2005 that will be sent out with the final report.

4. Interdisciplinary Key Issues Discussion 
The Steering Committee represents a broad spectrum of disciplines.  It is 
imperative that all of the disciplines represented on the Steering Committee are 
also represented in the final report.  This project is not only about doctors, it is 
about everyone working in a family practice providing the best care for patients.
All family practices involve teams, including small solo practices.  
Glossary of Terms – definition added for family practice with interdisciplinary 
and staff included as the team in the family practice in the tool. 

Discussion: 
Report found to be seamless, without specific focus across the disciplines 
incorporating everyone. 
“Team” found in report.  There was some concern about the pharmacist section, 
which will be reviewed.  (The tool is still a work in progress.  Incorporating all 
disciplines without making the tool too big is a challenge.) 

5. Additional review by Advisory Committee and other experts 
Final report will be sent to Advisory Committee, other stakeholders, participants 
from the Launch, and Teleconferences. 
A letter will be sent to the above group with the website for access to 
downloadable documents, and a request for any comments or feedback. 
Who shouldn’t we forget?  List will be circulated for review . 
Objective is to find interested organizations and provide input for tool 
development 
o Colleges and professional Associations 
o Canadian Nurse Practitioner Initiative – Jane Saunders 
o Resident groups – PAIRO, OCFP 
o Other student groups 

RNAO – Nurse practitioner, family practice, FPN, NPAO 
Pharmacist – University of Toronto 

o Dietitians – Paula Brauer 
o Family Medicine has many associations  
o Advocacy group associated with Speech pathologist  
o Seniors Advocacy group for medications  
o Social Work – Ontario Association 
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o Reception – Medical Secretary Association 
o Political groups and Associations 
o Patient Advocacy groups 
o Ontario Public Health Association – many Associations are represented 

during regular meetings – discussed giving a presentation to group – wide 
dissemination 
Alzeheimer  
Diabetes
Heart & Stroke 
Mental Health 
Association for 
Community living 
CNIB
Hearing Society 
Multiple Sclerosis 

ALS
Cerebral Palsy 
Kidney Foundation 
Muscular Dystrophy 
Immigrant and Refugee 
Aboriginal 
Addictions
Epilepsy

o Marketing
Newsletter 
Articles in Association journals 
Mass email 
Presentations 

CPSO
OMA
Public Health – Carolyn 
Bennet
Family Physician Network  

National College of Family Physicians 
MOH – Jim McLean 
Federal government, quality has currently 
been listed as their top priority 

Media
o Should consider conferences, workshops for presenting 

Posters
Abstracts

o Not good enough just to send out the website and ask for comments 

Discussion
There are no standards for how a family practice should respond to special needs of 
patients 
To ensure involvement from groups in a Standards Advocacy Committee – send them 
information, or present to them? 
Suggestion that SCM members present to their discipline committees; each discipline 
will have interest in the sections which are relevant to them 
It may be too early to involve more than the professional Colleges and Associations 
Soliciting interest involves: 1. sending out information with website and getting a 
response, 2. going to consumer groups and accessing any issues that may come up, 
and 3. get buy in of the process to keep it going and bring change to family practice. 
Consumer groups will need to volunteer to be part of our Standards Advocacy 
Committee; we need some type of vetting process. 
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Section B: Choosing Pilot Practices & Assessment Teams

1. Create a list of practices to approach for pilot demonstration.
Assessments will be: 

Pre – assessment = April/May 2005  
Mid – assessment = October 2005  
Final assessment = March 2006  

Criteria from PMT for how to pick a practice: 
Within 1 hour from Hamilton 
Computerized 
Very keen leadership 
Interdisciplinary 
Not on Steering Committee – arms length 

Additional Criteria from SCM: 
Not academic practice, too big, too complex 
Not teaching units, having residents is fine 
Computer system must have a billing and an appointment system; the ability to 
pull patient information when required during assessment 
Interdisciplinary – tool is designed to assess the relationship with the teams within 
the practice as well as virtual teams 
Comprehensive care – palliative care, hospital care, obstetric, etc. 

Discussion: 
PMT is considering approaching the MOH for an extension of another year for 
completing the project.  8 months to assess a practice and expect major changes is 
not enough time.  The UK, New Zealand, and Australia all take 18 – 24 months. 
Three pilot practices: small urban practice, medium urban, medium rural practice. 
Developed list of practices to contact for possible demonstration pilot site. 

2. Choose Assessment Teams 
Each practice will have a lead Assessor and an Advisor. 
Cheryl Levitt, David Price and Linda Hilts will be the Advisors and Lead 
Assessors conducting 4 assessments each 
Deputy Advisors: 

o Small urban practice - Janie Bowles-Jordan 
o Medium urban practice – Jennifer McGregor 
o Medium rural practice – David Smith 

Deputy Advisors will do 2 assessments each 
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Small Urban 
Practice

Medium Urban 
Practice

Medium Rural 
Practice

Advisor David Price Linda Hilts Cheryl Levitt 
Deputy Advisor Janie Bowles-Jordan Jennifer McGregor David Smith 
Lead Assessor Cheryl Levitt David Price Linda Hilts 

All other SCM members will be involved in final assessments 
Initial contact with practices will be through Eileen and Angela, then Advisors, 
Deputy Advisors and SCM 
Choosing who will attend assessments: 

o Advisors have to be there 
o Others bring experience and knowledge 
o No doubling up of disciplines on assessment teams 

Note: All members of the Steering Committee are welcome to attend any assessment 
Meetings:

May 4th Orientation workshop - full day with most SCM members and pilot practices, 
specifics have not been finalized.
After Pre assessment SCM meeting - late June 2005 (2 hours) 
After Mid assessment SCM meeting – November 2005 (2 hours) 
Preparation for Final assessment SCM meeting – January 2006 (2 hours) 
Review of Final Assessments report SCM meeting - March 2006 (1/2 day) 

Evaluation Section

March 9th Evaluations: 
1)   Workshop  

o To capture how SCM feels about the workshop today assess Quality process to 
date

2) Phase I Evaluations: 
o Logic Model is a model that will help to evaluate the project 
o Assessment teams and pilot practices will be asked to keep a diary of how they 

feel about the process
o Chris Woodward has provided a lot of information for the project’s final 

evaluation to Eileen, Angela and Colin

Cost Analysis 
o Practices will keep a diary of how much it costs to do the assessments 
o During Orientation workshop this information will be provided to pilot practices 

Other issues: 
March 30th workshop will be a 2 hour meeting (2 pm – 4 pm) celebrating the final 
report and the end of Phase 1.
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Dr. Alan Abelsohn, Australian visit, and Dr. Mike Mills, New Zealand visit, will 
present their experiences.    
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Evaluations following the Workshop 

Overall (Phase 1) Evaluations 

Ratings of Items (n =9) 

1 Strongly Disagree 
2 Disagree
3 Agree
4 Strongly Agree 

No. Responses 

Phase 1: Stage 1 (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 

No. Responses 
Phase 1: Stage 2 (Tool Development and Master Assessors 
Workshop) 1 2 3 4 Mean 
I am satisfied with the Assessment Tool developed… 0 0 1 8 3.9 

No. Responses 

Overall 1 2 3 4 Mean 
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 

Comments 

I am satisfied with the literature review developed…   
- Very complete 
- Keep in mind only brought on in January; entire evaluation for this evaluation based on report 
only (written & verbal) rather than observing process. 
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I am satisfied with the environmental scan…     
- Perhaps more U.S. and European involvement – much UK, NZ, Australia, etc. 
- Report. 

I am satisfied with the focus groups…     
- There is, as Cheryl said, a lack of consumer input from groups with specific concerns but I am 
confident that this will be addressed thoroughly in future. 
- Focus groups were good; however, % input into total project was questionable. 
- Discussed concern re. 1 aspect with Tammy. 

I am satisfied with the teleconferences…  
- N/A – cannot rank.    

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 directing in these, very thorough planning went into these site visits.
I am satisfied with the Assessment Tool developed… 
- Always being refined but excellent start. 
- Well done!
- It appears comprehensive but only using it will evaluate this. 
- 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. 
- Have not been to one. 
- I feel that the same information is covered at each meeting. Could it be briefer, i.e. we have 
changed this to _______ . 

I am satisfied with the advisory committee meetings…
- N/A. 
- n/a.  
- N/A. 
- Meetings are purposeful. A couple of late cancellations have minor scheduling implications for 
me, but not a big deal overall.   

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. 
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- 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.

Workshop Evaluations

Ratings of Items (n =10) 
1 Not useful 
2 OK
3 Somewhat useful 
4 Very useful 

No. Responses 

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 ratings of the first 2 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. 

- More input from Executive regarding practices for pilot sites. 



QUALITY in Family Practice—Appendix : Practice Orientation Workshop 57

Appendix 4: 
Practice Orientation Workshop
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QUALITY IN FAMILY PRACTICE  
ORIENTATION WORKSHOP

MAY 17, 2005 

PURPOSE
The Quality in Family Practice (Quality) project management team (PMT) held this one-day 
workshop to bring together the Steering Committee and the members of the two family practices 
recruited for the demonstration pilot (phase 2) of the Quality project (see Appendix A for list of 
attendees).  Members of the PMT and Steering Committee (SC) were formally trained as Master 
Assessors in January 2005 and make up the assessment teams for the demonstration pilot.  The 
purpose of the workshop was to orient the practice members on the Quality project, Assessment 
Tools, and assessment process. 

Workshop Aims 
To introduce members of the pilot practices to the Quality Assessors
To allow practice team members to discuss concerns, ideas and ask questions about the 
demonstration pilot  
To help practice team members understand how to use the Assessment Tools  
To review the Quality assessment process with the pilot practices and Assessors 
To identify how the PMT will support the pilot practices throughout the demonstration pilot  

ORGANIZATION OF THE WORKSHOP
The agenda for the workshop is outlined in Appendix B.  Primary presentations focused on the 
Quality Assessment Tool, assessment process and evaluation plan.   

Group Exercise 
The purpose of the exercise was to translate learning into practice by allowing practice members 
to use the Assessment Tool.  Participants were divided into two groups for a “goldfish bowl” 
exercise.  The practice members, the practice’s Advisor and the Deputy Advisor sat at a table in 
the middle of the group.  The SC and PMT members sat around the table and took part as 
observers.  Indicators from the Assessment Tool were used to focus on three issues: privacy, 
rubella, and team functioning.  The following indicators (and criterion) were utilized: 

Indicator A.1.2:  The practice maintains the privacy of patient information in  
accordance with Bill 31  

Indicator C.9.2:  The practice has an effective system to identify and record  
childhood and adolescent immunisations  

Indicator C.9.3:  The practice has and effective system to identify and record adult  
immunisations, including flu vaccine 
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Criterion C.9.7.4:  The percentage of women of childbearing age rubella immune  
status is recorded 

Indicator D.13.3:  The practice continuously improves team functioning 

The Assessment Tool excerpts and Self-Assessment grids were handed out.  Hard copies of the 
internet resources listed at the end of the indicators were also available.  The practice members 
began assessing their own practice by working through the indicators with the Advisor and 
Deputy Advisor.

A larger group discussion followed the exercise.  There was general agreement that practical 
application of the Assessment Tool made it easier to understand and less overwhelming.  
Participants also noted that, while the Assessment Tool may appear challenging initially; its 
implementation is valuable and attainable.  Participants appreciated the opportunity to discuss 
the Assessment Tool in detail.  They appreciated the constructive and creative feedback.

The exercise highlighted many of the practices’ strengths and those systems already in place to 
successfully meet the criteria for Indicator A.1.2.  Practice members shared that sometimes 
people do not realize how well they are doing until “someone from the outside comes along and 
looks at it”. 

It was suggested that sharing information between practices will be helpful.  Similar systems 
(e.g. Mac Medical) will allow practices to relate to one another and share examples of how to 
make changes more efficiently. 

WORKSHOP EVALUATION
Participants in the orientation workshop were asked to complete an evaluation questionnaire 
following the workshop sessions.  The evaluation contained nine questions and participants were 
asked to evaluate the various components of the workshop based on the following scale: 

1 = Useless 
2 = Not very helpful 
3 = OK 
4 = Quite helpful 
5 = Very helpful 

Twelve people in total completed the evaluation, including 9 Assessors and 3 practice team 
members (see Table 1). 

Overall, the workshop appears to have been quite successful in achieving its objectives. 
Respondents reported that, overall, the workshop was ‘quite’ (n=6) or ‘very’ (n=6) helpful.
With respect to the open-ended comments provided, participants expressed that they felt the 
workshop was quite helpful in giving them a clearer picture of the process of actually conducting 
the quality assessment in their own practices.  Most participants appreciated the opportunity for 
hands-on application of the Assessment Tool in the small group exercise. One Assessor 
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remarked: “Seeing the project start to be applied to pilot sites was invaluable.” One practice team 
member reinforced the importance of including all of the practice staff in the assessment process. 

Amongst the Assessors, it was noted that even further clarification surrounding the roles of 
Deputy Advisors was still necessary (e.g., timelines and expected commitments).  As a result of 
this feedback, memorandums were prepared for the Deputy Advisors outlining these items.   

Table 1: Workshop Evaluation Results - All Responses 

RESPONSES TO CONFIDENCE QUESTIONNAIRES
Following the workshop, participants were asked to complete a confidence questionnaire.  The 
confidence questionnaire presented participants (both Assessors and practice team members) 
with a number of possible scenarios that could arise during the assessment process.  Participants 
were asked to identify their level of confidence in dealing with a number of potential situations 
based on a 5-point Likert scale where 1 = “not confident” and 5 = “confident”. 

Assessor Confidence to Undertake the Quality Assessment
To discover Assessors’ level of confidence in dealing with certain situations they could 
encounter during an assessment visit, Assessors were asked to complete a 12-item questionnaire 
following the workshop. Completed questionnaires were received from nine Assessors who 
participated in workshop (see Table 2).  In general, most Assessors felt neutral or fairly confident 
in responding to the 12 potential situations. 

No.  selecting each rating 
Questionnaire Item 

1 2 3 4 5 
1. ‘Brainstorming expectations’ exercise. (mean = 3.45) 

0 1 5 4 1
2. Presentation of the ‘Quality Star’. (mean = 3.50) 

0 0 7 4 1
3. Explanation of sections indicators and criteria. (mean = 4.08)   

0 0 3 5 4
4. Quality in chocolate exercise. (mean = 4.25)                             

0 0 3 3 6
5. Presentation of the Assessment Tool contents. (mean = 4.17)  

0 0 2 6 4
6. Description of the roles of the assessment team. (mean = 
4.00) 0 0 5 2 5

7. Working with the assessment tool using the indicators and 
self-assessment grids. (mean = 4.36) 0 0 1 5 5

8. Review of the ‘Guide to Assessment’ process. (mean = 4.09) 
0 0 3 4 4

9. Overall Workshop. (mean = 4.50) 
0 0 0 6 6
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Table 2: Confidence questionnaire results following the workshop – Assessors 

No.  selecting each rating 

Questionnaire Item 1 2 3 4 5 

1. There is an atmosphere of conflict and/or low morale in the 
practice. (mean = 3.44) 0 0 5 4 0

2. Some in the practice team do not agree with the tool indicators and 
criteria. (mean = 3.44) 0 0 5 4 0

3. Some of the practice members did not know you were coming until 
the day before. (mean = 4.11)                                   0 0 1 6 2

4. There is a low level of compliance with legal requirements of an 
Ontario practice – WSIB, Canada Health Act, Bill 31, CMA Code of 
Ethics, etc. (mean = 3.67) 

0 1 3 3 2

5. There is a low level of compliance with safety requirements – 
infection control, sterilization, disposal of contaminated materials, 
Cold Chain, etc.  (mean = 3.56)                                          

0 1 3 4 1

6. The team is concerned that they are not fulfilling all of the criteria 
of the tool. (mean = 4.00) 0 1 1 4 3

7. Some of the staff confides that one provider is incompetent, 
dishonest and/or immoral. (mean = 3.22) 1 0 4 4 0

8. The practice team has no idea of their performance in health 
promotion/disease prevention issues; such as: immunizations, cervical 
smears or diabetic management. (mean=3.44) 

1 0 2 6 0

9. The patient questionnaires report that it is difficult to access the 
clinic by telephone. (mean = 3.38) 0 1 3 4 0

10. The nurses believe their scope of practice is under-utilized. (mean 
= 3.78) 0 0 3 5 1

11. Your assessment of many criteria differ significantly from the 
scores given by others on your team. (mean = 3.56) 0 1 3 4 1

12. There are large gaps in the patient notes; for example, family 
history, smoking and alcohol history, allergies, medications, blood 
pressure readings. (mean = 3.44) 

0 1 3 5 0
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Practice Confidence to Undertake the Self-Assessment  
To discover the level of confidence among practice team members in dealing with certain 
situations they could encounter during the self-assessment process, individuals were asked to 
complete an 11-item questionnaire following the workshop. Completed questionnaires were 
received from all five members of the pilot practices (see Table 4).  Practice members were fairly 
confident in addressing situations where the practice team do not agree with the Assessment Tool 
content or feel they are not fulfilling all of the Assessment Tool criteria.  

Confidence levels will continue to be monitored throughout the assessment process.  Responses 
will help to identify areas where practice members feel less confident and alert the Advisors to 
address these issues during the assessment process.
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Table 4: Confidence questionnaire results – Practice team members 

No.  selecting each rating 

Questionnaire Item 1 2 3 4 5 

1. There is an atmosphere of conflict and/or low morale in the 
practice. (mean = 3.80) 0 0 2 2 1

2. Some in the practice team do not agree with the tool indicators and 
criteria in the Quality Assessment Tool. (mean = 4.20) 0 0 0 4 1

3. Some of the practice members have failed to engage in the 
assessment process. (mean = 3.20)                                   0 0 4 1 0

4. There is a low level of compliance with legal requirements of an 
Ontario practice – WSIB, Canada Health Act, Bill 31, CMA Code of 
Ethics, etc. (mean = 3.80) 

0 0 2 2 1

5. There is a low level of compliance with safety requirements – 
infection control, sterilization, disposal of contaminated materials, 
Cold Chain, etc.  (mean = 3.56)                                                        

0 0 2 3 0

6. The team is concerned that they are not fulfilling all of the criteria 
in the Quality Assessment Tool. (mean = 4.00) 0 0 1 3 1

7. The practice team has no idea how to undertake an audit. (mean = 
3.60) 0 1 0 4 0

8. The patient questionnaires report that it is difficult to access the 
practice by telephone. (mean = 3.40) 0 0 3 2 0

9. The nurses believe their scope of practice is under-utilized. (mean = 
3.78) 0 0 1 3 1

10. Your assessment of many criteria differs significantly from the 
scores given by others in the practice. (mean = 3.60) 0 0 2 3 0

11. There are large gaps in the patient notes; for example, family 
history, smoking and alcohol history, allergies, medications, blood 
pressure readings. (mean = 3.60) 

0 1 1 2 1
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APPENDIX A:  LIST OF ATTENDEES 

Project Management Team Members:
Cheryl Levitt, Principal Investigator & Project Leader    
David Price, Medical Consultant & Co-Investigator 
Linda Hilts, Nurse Consultant & Co-Investigator    
Angela Barbara, Project Manager & Researcher 
Colin McMullan, Research Supervisor   
Tammy Villeneuve, Administrative Assistant 

Steering Committee Members:
Anne Barber, Nurse Practitioner Representative    
Beth Beader, Executive Director of North Hamilton Community Health Centre   
Janie Bowles-Jordan, Pharmacist Representative  
Jennifer Frid, Receptionist Representative    
Carol Hayter, Patient Representative    
Michelle Martin, Patient Representative, 
Jennifer McGregor, Dietitian Representative 
Ruth Morris, Family Physician Consultant 
Mari Rainer, Receptionist Consultant  
Carol Ridge, Office Manager Consultant 

Pilot Practice Team Members:
Pilot Practice #1: Family Physician    

Office Manager 

Pilot Practice #2: Family Physician    
Administrative Assistant 
Office Manager 
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APPENDIX B:  WORKSHOP AGENDA 

8:30–9:00 Welcome and introductions (Cheryl Levitt) 
Solving Chinese puzzles
Review workshop agenda
Description of workshop folders and content

9:00–10:00 Brainstorming expectations (Linda Hilts)  
What do participants hope to learn? 
Concerns? 
Brainstorm list of expectations 

   
Introduction to the Quality (Angela Barbara & David Price)

Overview of Quality website – www.qualityinfamilypractice.com
Quality Star – conceptual overview of the Assessment Tool: five sections of 
the tool, surrounded by five values: CQI/PDSA, self-reflection, voluntary 
process, patient/consumer involvement, interdisciplinary teams 
Begin Quality in Chocolate (taste testing) presentation/evaluation 

Introduction to the Assessment Tool (Angela Barbara)
Quality Vision statement 
Sections, Indicators and Criteria 
CQI and PDSA 

10:00–10:15 Break 

10:15–12:30 Introduction to the Assessment Guide (Angela Barbara) 
Guide to Quality in Family Practice Assessment Process – brief overview 

Who’s who (David Price) 
Assessment Teams (Advisor, Deputy Advisor, Lead Assessor) for each pilot 
practice

Orientation to the Tool (Angela Barbara)
Summary of Sections and Indicators

Working with the Tool (David Price and Linda Hilts) 
“Goldfish Bowl” exercise in two groups 
Using Assessment Tool indicators relating to privacy issues, rubella, and team 
functioning
Self-assessment grids for practices 

Follow up expectations (David Price and Linda Hilts) 
Discussion of expectations and concerns following the exercise 

12:30–13:30   Lunch 
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13:30–14:30 Practice preparation (Angela Barbara) 
Guide to Quality in Family Practice Assessment Process – detailed review 

 
Evaluation process (Colin McMullan) 

Interviews, evaluation forms, journals 

Workshop evaluation
Evaluation forms 
“Further Thoughts” forms 
Confidence Questionnaires 
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APPENDIX C:  ASSESSOR CONFIDENCE RATINGS OVER TIME - STATISTICAL 
ANALYSIS   

Assessors had also completed the confidence questionnaires before and after the two-day Master 
Assessors Training Workshop in January 2005.  Table 3 presents the mean ratings for each item 
at each administration of the confidence questionnaire to date:  

Time 1: January 26, 2005 – before the start of the Master Assessors Training Workshop  
Time 2: January 27, 2005 – following the Master Assessors Training Workshop 
Time 3: May 17, 2005 - following the Pilot Orientation Workshop. 

Paired samples t-tests were used to test if the means of the pre-workshop (time 1) and post-
workshop (time 2) ratings of confidence questionnaire items differed significantly. The Master 
Assessor’s Training Workshop significantly increased (p < .05) the Assessors confidence to 
address 10 of the 12 potential situations.

Mean confidence ratings were lower following the Pilot Orientation Workshop (time 3)
compared to the post-workshop in January (time 2).  This decrease was significant (at the .05 
level) for 4 of the 12 questionnaire items.  Also, mean ratings for 10 questionnaire items did not 
drop below the means for time 1.  For 4 items, there was a significant increase (p<.05) in 
confidence at time 3 versus time 1.

There are limitations with respect to this preliminary analysis that may affect the accuracy of the 
results.  The sample is particularly small.  Statistical tests normally require a larger sample size 
to justify that the effect did not just happened by chance alone.

The second day of the Master Assessor’s Training Workshop included role-playing exercises.  
Trainees were divided into three groups.  Each group was given a pre-designed scenario (based 
on a Quality indicator) and assigned to work as an assessment team to undertake the external 
assessment visit.  Role-playing was a very effective training method.  Assessors reported that the 
role-playing exercises were helpful, informative, and motivating.  It has been difficult to sustain 
the level of confidence that was gained after the January workshop and this may account for the 
drop in confidence ratings at the Pilot Orientation Workshop.   

These questionnaires will continue to be administered during and after the demonstration pilot to 
assess confidence over time.  Of particular interest is the level of Assessor confidence before and 
after undertaking the external assessment, as well as Advisor confidence before the pre-
assessment visit and following the final (external) assessment.  It is expected that confidence will 
increase with time.  Also, these responses identify areas where Assessors feel less confident and 
this information will be used to improve the content of future training workshops for Quality
Assessors and Advisors. 
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 Table 3: Confidence questionnaire results over time– Assessors 

* Time 1 vs. time 2 – significant increase, p<.05 
** Time 2 vs. time 3 – significant decrease, p<.05 
+ Time 1 vs. time 3 – significant increase, p<.05 

Mean Rating  
Questionnaire Item 

Time 1 
Jan 26:  Pre-

workshop

Time 2 
Jan 27: Post 
workshop

Time 3 
May 17: Post 

workshop
1. There is an atmosphere of conflict and/or low morale in the 
practice.  3.1 4.1* 3.4**

2. Some in the practice team do not agree with the tool indicators 
and criteria. 2.6 3.9* 3.4

3. Some of the practice members did not know you were coming 
until the day before.  3.5 4.4* 4.3+

4. There is a low level of compliance with legal requirements of an 
Ontario practice – WSIB, Canada Health Act, Bill 31, CMA Code 
of Ethics, etc.  

2.4 4.1* 3.4+

5. There is a low level of compliance with safety requirements – 
infection control, sterilization, disposal of contaminated materials, 
Cold Chain, etc.                                          

2.9 4.4* 3.3**

6. The team is concerned that they are not fulfilling all of the 
criteria of the tool.  3.1 3.5 3.9

7. Some of the staff confides that one provider is incompetent, 
dishonest and/or immoral.  3.1 4.0* 3.1

8. The practice team has no idea of their performance in health 
promotion/disease prevention issues; such as: immunizations, 
cervical smears or diabetic management.  

2.9 4.3* 3.3**

9. The patient questionnaires report that it is difficult to access the 
clinic by telephone.  3.5 4.6* 3.3**

10. The nurses believe their scope of practice is under-utilized.  
3.5 4.1 3.9

11. Your assessment of many criteria differ significantly from the 
scores given by others on your team.  2.9 3.8* 3.4+

12. There are large gaps in the patient notes; for example, family 
history, smoking and alcohol history, allergies, medications, blood 
pressure readings.  

2.5 4.0* 3.4+
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Appendix 5: 
Assessment Tool Workshop
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QUALITY IN FAMILY PRACTICE                              
ASSESSMENT TOOL WORKSHOP

JUNE 22, 2005 

PURPOSE
This hands-on workshop was held to guide the Quality in Family Practice assessment team 
members (see Appendix A for list of attendees) through the project website and help them to 
utilize the assessment tools and documents that are available online.  

Workshop Aims 
To allow the Advisors and Deputy Advisors to meet before the pre-assessment visits 
To review the website and online documents as a group 
To familiarize participants with the Assessment Tool documents. 

ORGANIZATION OF THE WORKSHOP
The agenda for the workshop is outlined in Appendix B.  The workshop was held in the 
Community Room of the Stonechurch Family Health Centre.  The facility allowed for online 
instruction and was set up with individual laptop PC or Macintosh computers for participants and 
a PC for the facilitators for which the screen display was projected onto a large, central screen 
using a Proxima.  

The first segment of the workshop consisted of discussion and review of the materials in the 
workshop folders.  These included a Memorandum delineating the purpose of the Deputy 
Advisor role (see Appendix C) and the plan for the pre-assessments (see Appendix D).    

The main focus of the workshop was the hands-on portion.  Participants were instructed on how 
to navigate the Quality project website, download and upload files, and manage the sections of 
the Assessment Tool. 

WORKSHOP EVALUATION
At the end of the workshop, participants were asked for feedback on the workshop.  There was 
general agreement that the workshop was useful.  One Advisor commented that if was “good to 
sit down and look at the website”.  A Deputy Advisor remarked that it was fortuitous to 
encounter glitches during the session, as it allowed for troubleshooting as a group.  Another 
Deputy Advisor felt the workshop was helpful in preparing her for the demonstration pilot.

Participants were also asked to complete an evaluation questionnaire following the workshop.
The Co-Advisor and Deputy Advisors (n=5) completed the evaluation (see Table 1).  The results 
confirmed that the workshop was worthwhile.  Therefore, it is recommended that aspects of the 
workshop should be incorporated into future training of Assessors and Advisors.  
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APPENDIX A:  LIST OF ATTENDEES 

Cheryl Levitt, Advisor & Lead Assessor     
David Price, Advisor & Lead Assessor
Angela Barbara, Project Manager

Janie Bowles-Jordan, Deputy Advisor   
Jennifer McGregor, Deputy Advisor 
Ruth Morris, Co-Advisor & Assessor 
Carol Ridge, Deputy Advisor 
David Smith, Deputy Advisor 
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APPENDIX B:  WORKSHOP AGENDA 

13:00-13:30    Lunch 

Welcome (Angela Barbara) 
Informal welcomes  
Update on the project 
Recruitment of third practice 

13:30–14:00 Role of the Deputy Advisor (Angela Barbara)  
Memorandum to Deputy Advisors 

   
Pre-Assessment Visits (Angela Barbara)

Dates and times for pre-assessment visits 
Arranging transport to the practice 

Practice Preparation (Angela Barbara)
Correspondence with practices in preparation for the pre-assessment visit 
Suggestions to review Quality materials – Practice Summary, Assessment 
Tool and Tables, Assessment Guide 
Setting the Agenda for the site visit 

Pre-Assessment Outline (Angela Barbara) 
Review of activities before, during and following the site visit 
Review of objectives for the pre-assessment visit 

13:30–14:00 QIFP Website (Cheryl Levitt & Angela Barbara)  
How to log on to the website 
Uploading and downloading files from the website 
Personal folders 
Discussion board 

Working with the Assessment Tool (Cheryl Levitt)  
Downloading Assessment Tool sections 
Assessment Tool contents 
Accessing Internet links within the Assessment Tool 
Assessment Tables  

Advising the Practices - Filter or Direct Contact? (Cheryl Levitt) 
Advisor to have direct contact with practice 
Project Manager to capture all interaction  
Project Manager to develop working style/relationship with each Advisor 

Workshop evaluation (Angela Barbara)
Workshop debriefing 
Evaluation forms 
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APPENDIX C:  MEMORANDUM 

To:  Deputy Advisors 

From: Angela Barbara 

The position of Deputy Advisor was created for the Quality in Family Practice demonstration 
pilot in order to provide new Assessors with practical experience and preparation for roles as 
Advisors in future.  

All Deputy Advisors will be paired with an experienced Advisor who will take on the role of “Lead 
Advisor”.  In some situations, a Deputy Advisor will be appointed to assist the practice in order 
to provide additional multidisciplinary support to the practice.  The Advisor and the Deputy 
Advisor will work together throughout the assessment process.

Involvement as a Deputy Advisor includes: 
 Participating in the Orientation Workshop, Assessment Tool Workshop, and other meetings 
 Giving due diligence to the Quality assessment process 
 Attending the pre-assessment, mid-assessment and final assessment visit 
 Providing feedback during the evaluation process 
 Keeping records of assessment activities, time spent and Assessor costs 

Contact Information 

Angela Barbara, Project Manager  
Department of Family Medicine 
McMaster University 
75 Frid Street, Building T30 
Hamilton, ON, L8P 4M3 

Telephone 905-525-9140 ext. 27766  
Fax 905-523-6752 
barbara@mcmaster.ca
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APPENDIX D:  PRE-ASSESSMENT OUTLINE 

Before the Pre-Assessment 
Set date for visit. 
Coordinate travel to the practice. 
Guidelines will be sent to practices on how to prepare/get going: 

o Set agenda for the visit 
o Review the website 
o Prepare (draft) Practice Summary 
o Review the Assessment Tool and work with it a bit (send example of completed 

grid for Criterion A.1.1) 

Pre-Assessment Visit (Objectives) 
See the practice facilities. 
Meet with practice lead. 
Meet the practice team – the practice can determine the best way to do this, e.g. 
individually, as a group, etc. 
Obtain a list of team members, their specialty practice, and areas of CQI interest (can be 
prepared in advance). 
Review their work to date with the tool. 
Review the website and how to complete tools on the website. 
Use the assessment tool online. 
Address questions, concerns, and team development/progress. 
Identify areas of interest (areas to be expanded/developed during the assessment). 
Debrief with the practice: 

o Reinforce strengths 
o Offer support 
o Informal evaluation of the visit.  

Advisors will leave with: 
o Completed list of team and interests 
o Draft of Practice Summary 
o List of concerns 
o List of practice strengths 
o Next contact date 
o Section C indicators that practice has identified for audit. 

After the Pre-Assessment 
Debrief with assessment team. 
Record thoughts/experiences. 
Contribute to and review Pre-Assessment Report. 
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Table 1: Workshop Evaluation Results 

Responses(n=5)

Strongly 
Disagree

1

Disagree

2

Neutral

3

Agree

4

Strongly 
Agree

5
Mean

1. The workshop increased my understanding of the  
    pre-assessment process.  

0 0 0 3 2 4.4

2. I comprehend my role as a Deputy Advisor.  0 0 0 2 2 4.5

3. The workshop increased my familiarity with the  
    Assessment Tool contents.   

0 0 0 3 2 4.4

4. The review of the Summary of Sections and  
    Indicators was helpful. 

0 1 0 4 0 3.6

5. Working with the Assessment Tool online was  
    useful.

0 0 0 1 4 4.8

6. It was constructive to go through the indicators  
     as a group. 

0 0 2 3 0 3.6

7. I feel able to manage the sections of the  
    Assessment Tool.     

0 0 0 5 0 4.0

8. I understand how to use the Assessment Tables/  
    Grids to assess the Family Practice. 

0 0 0 4 1 4.2

9. The workshop met my expectations. 0 0 0 3 2 4.4
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Appendix 6: 
Pre-Assessment Report
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QUALITY IN FAMILY PRACTICE:
PRE-ASSESSMENT REPORT 

PURPOSE
Each of the three pilot practice sites was visited by their assigned Advisor team to 
undergo the preliminary assessment. Each team consisted of the Advisor and Deputy 
Advisor(s). The Project Manager was also in attendance to administer consent forms and 
facilitate the pre-assessment evaluations. 

Objectives of the Pre-Assessment Visits 
See the practice facilities 
Consult with practice lead 
Meet the practice team 
Establish rapport between assessment team and practice members 
Obtain a list of team members, their specialty practice, and areas of CQI interest
Review the practice’s work on the Assessment Tool 
Review the website and how to complete the Assessment Tool on the website 
Use the Assessment Tool online 
Address questions, concerns, and team development/progress 
Identify areas of interest (areas to be expanded/developed during the assessment). 

ORGANIZATION OF THE PRE-ASSESSMENT VISITS  
While an agenda was prepared to accomplish each of the above objectives, the pre-
assessment visits were organized to suit the specific needs/preferences of each family 
practice site.  

PRE-ASSESSMENT EVALUATION
At each pre-assessment visit, practice members were asked to provide oral feedback 
about the project. The medium-size practices are currently Family Health Networks 
(FHNs). Both are preparing applications to become Family Health Teams (FHTs). 
Members of both practices expressed the expectation that some of the work required for 
Quality Assessment Tool and Tables can be used for the required FHT documentation.  

Practice members felt that the Assessment Tool provided an overview and reminder of all 
that goes on in a family practice. One practice member commented that the practice does 
a lot of things ad hoc and, therefore, they don’t have a lot of policies. Another practice 
member felt that completing the Assessment Tool would be a good way to formalize 
those things that the practice really should be doing, including creating policies. Mount 
New residents could be involved in Section C of the Assessment Tool (the medical audit 
portion). Clarity on how much detail to provide in the Assessment Tables was requested. 
Practices felt that Advisor feedback is helpful. 
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Evaluation forms were left with the practices to be completed by those involved in the 
pre-assessment visit. One practice chose to complete the evaluation form as a group (see 
Appendices A, B and C). Overall, the members of the three practice teams were 
comfortable meeting the assessment team, the performance of the Advisors and the 
debriefing session. On average, the pre-assessment visits were scored as somewhat 
efficient, somewhat effective, somewhat non-threatening and somewhat non-disruptive. 
Most respondents believed that their practice would likely improve its quality of care as a 
result of its involvement in the Quality project. 

The Advisors and Deputy Advisors also completed individual evaluation forms following 
the pre-assessment visit. Overall, the members of the three Advisor teams were 
comfortable visiting the practice facilities, meeting the practice teams, working with their 
team and debriefing with the practice (see Appendices D, E and F).

ISSUES FOR FOLLOW-UP 
A number of issues arose following the pre-assessment visits, which the Project 
Management Team will be considering and addressing as the demonstration pilot 
progresses. These issues include: 

the appropriate number of people who should attend the mid-assessment visits. The 
size of the practice and the number of practice members meeting with the assessment 
group must be taken into consideration. A large number of visitors does not allow for 
an intimate working relationship to be fostered between the Advisor(s) and the pilot 
practice.
scheduling the mid-assessment visits. At the next Steering Committee meeting, the 
Advisor teams should be able to report on the mid-assessment visits. Therefore, the 
site visits should be scheduled before the fall Steering Committee meeting. 
challenges related to practice staff changes, i.e. if the administrate staff person who 
has been assigned to coordinate the work on the Quality project leaves that position 
and a new staff person takes over, how is the new staff person oriented to the project 
and assessment process? 
challenges related to data collection at the pilot practice, i.e. collecting evaluation 
forms, information for the cost analysis/economic evaluation and other data from 
practice members and the assessment team in a timely and consistent manner.  
the practice members’ ratings on the confidence questionnaires, i.e. how should the 
results be addressed? 
organizing the final assessment visits: 

o which members of the Steering Committee/Master Assessors should 
attend the final assessment visits? 

o finding a space for the assessment teams to meet on the night before the 
final assessments 

o travel plans  
o scheduling the final assessments - must take place before the dates of 

project meetings (final Steering Committee meeting and debriefing 
meeting); must consider the fact that Advisors/Lead Assessors will be 
attending final assessment visits at two pilot practices.  
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 APPENDIX A 

Practice Team #1 Evaluations 

Questionnaire Item 
Very uncomfortable            Very comfortable 

1. How acceptable were the following? 1 2 3 4 5 6 Mean
a. Preparation for the pre-assessment visit    1  1 5 

b. Correspondence with the Advisor before the pre-
assessment visit 

  1   1 4.5

c. Introductions on the day of the visit     1 1 5.5

d. The performance of the Advisors      1 1 5.5

e. The debriefing session    1  1 5 

Not at all                                          Very much 
2. Perceptions of the practice visit: 1 2 3 4 5 6 Mean
a. How efficient (use of time, resources, process) 
did you perceive the visit? 

   1  1 5 

b. How useful (guidance, advice, information) did 
you perceive the visit? 

   1 1  4.5

c. How threatening did you perceive the visit? 1    1  3 

d. How disruptive did you perceive the visit?  2     2 

Not at all                                          Very much 
1 2 3 4 5 6 Mean

3. Do you believe that the practice is likely to 
improve its quality of care as a result of its 
involvement in the project? 

  1  1  4 

How could the practice visit be improved? 
Makes one aware of our habits and possible deficiencies. 
Give us more information on sight on what could be worked on or improved. 
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APPENDIX B 

Practice Team #2 Evaluation 

Questionnaire Item 
Very                                              Very 
uncomfortable                       comfortable 1. How acceptable were the following? 

1 2 3 4 5 6
a. Preparation for the pre-assessment visit    X   

b. Correspondence with the Advisor before the pre-
assessment visit 

      

c. Introductions on the day of the visit      X 

d. The performance of the Advisors       X 

e. The debriefing session      X 

Not at all                                     Very much 
2. Perceptions of the practice visit: 1 2 3 4 5 6
a. How efficient (use of time, resources, process) did 
you perceive the visit? 

   X   

b. How useful (guidance, advice, information) did you 
perceive the visit? 

    X  

c. How threatening did you perceive the visit? X      

d. How disruptive did you perceive the visit? X      

Not at all                                     Very much 
1 2 3 4 5 6

3. Do you believe that the practice is likely to improve 
its quality of care as a result of its involvement in the 
project? 

     X 

How could the practice visit be improved? 
No improvement needed. We needed the time to exchange information with each other in a 
relaxed atmosphere. This helped to relieve any anxiety that we may be feeling. I am sure we can 
work together to achieve our goal (a quality practice) using the Quality tool.
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APPENDIX C 

Practice Team #3 Evaluations 

Questionnaire Item 
Very uncomfortable            Very comfortable 

1. How acceptable were the following? 1 2 3 4 5 6 Mean
a. Preparation for the pre-assessment visit   2 1 4  4.3

b. Correspondence with the Advisor before the pre-
assessment visit 

  3 2 2  3.9

c. Introductions on the day of the visit     4 3 5.4

d. The performance of the Advisors      5 2 5.3

e. The debriefing session     5  5.2

Not at all                                          Very much 
2. Perceptions of the practice visit: 1 2 3 4 5 6 Mean
a. How efficient (use of time, resources, process) 
did you perceive the visit? 

   3 5  4.6

b. How useful (guidance, advice, information) did 
you perceive the visit? 

  1 2 5  4.5

c. How threatening did you perceive the visit? 5 3     1.4

d. How disruptive did you perceive the visit? 1 3 2 2   2.6

Not at all                                         Very much 
1 2 3 4 5 6 Mean

3. Do you believe that the practice is likely to 
improve its quality of care as a result of its 
involvement in the project? 

   1 2 5 5.5

How could the practice visit be improved? 
Assign defined tasks & work on 2 or 3 as an example. 
Reflection on improvements, formalizing what we do, delegation and responsibility. 
It would have been better to have had more time, i.e. when a full office wasn’t booked, i.e. 
Wednesday afternoon only 1 doctor in. 
Should be done at a time when patients are not being seen. 
Time set aside for vist when no patients are being seen so that all team members can fully 
participate. 

Are there any other comments that you can provide will be useful to help us evaluate the 
pre-assessment? 

Add a 1 hour “workshop” to lead with 1 or 2 issues of importance. 
Look forward to the next installment. 
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APPENDIX D 

Assessment Team #1 Evaluations 

Questionnaire Item 
Very uncomfortable            Very comfortable 

1. How comfortable did you feel: 1 2 3 4 5 6 Mean
a. Visiting the practice facilities?      2 6 

b. Meeting the practice team?      2 6 

c. Working with the Assessment Team?      1 6 

d. Debriefing with the practice?      5  5 

Very inefficient                            Very efficient 
1 2 3 4 5 6 Mean

2. How efficient (use of time, resources, process) 
was the pre-assessment visit? 

    1 1 5.5

Very ineffective                          Very effective 
1 2 3 4 5 6 Mean

3. Do you believe the pre-assessment visit was 
effective?

   1 1  4.5

Do you have any comments on your own involvement at the pre-assessment visit (how did 
it work for you)? 

As Deputy Advisor -> gave me additional insight into this advisory role. The visit of the 
physical facilities and personnel/team will help me to visualize the practice as I read the 
Practice Summary as well as help to form a platform on which to pose additional questions 
to the team in order to be helpful/to help them with the CQI/quality process. 

Do you have any comments about the pre-assessment process from an Advisor’s point of 
view (e.g. is there something that needs to change? Do you have any suggestions for 
improvement?)  

- In the future - ?who arranges the pre-assessment visit ?the advisor – just imagining 
thoughts as opposed to a change/suggestion for improvement.  
- Also - ?adviosry role re. confidentiality, agreements, consent, etc. 
- Also - ?will there always be a Deputy Advisor in addition to Advisor or just Advisor? 

Are there any other comments that you can provide that will be useful to help us evaluate 
the pre-assessment? 

Practice had already done an amazing amount of work. Now need time to review what they 
have done. 
- The visit was effective because it opened communication and established rapport with the 
site.  
- In general, a good use of time. Seemed to go smoothly today. 
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APPENDIX E 

Assessment Team # 2 Evaluations 

Questionnaire Item 
Very uncomfortable            Very comfortable 

1. How comfortable did you feel: 1 2 3 4 5 6 Mean
a. Visiting the practice facilities?     2 1 5.3

b. Meeting the practice team?     2 1 5.3

c. Working with the Assessment Team?     2 1 5.3

d. Debriefing with the practice?     1  1 5 

Very inefficient                            Very efficient 
1 2 3 4 5 6 Mean

2. How efficient (use of time, resources, process) 
was the pre-assessment visit? 

  2   1 4 

Very ineffective                          Very effective 
1 2 3 4 5 6 Mean

3. Do you believe the pre-assessment visit was 
effective?

  2   1 4 

How efficient (use of time, resources, process) was the pre-assessment visit? 
Visit was useful for us to get to know site. Whole team did not need to be present. Site not at 
level expected on visit many questions not formulated yet. Teams not established. 

Do you believe the pre-assessment visit was effective? 
Effective for the assessment team to get an idea of the progress and team identify not as 
effective as a resource for the site as they were not at that phase yet. 

Do you have any comments on your own involvement at the pre-assessment visit (how did 
it work for you)? 

As the leader for the visit, I tried to include the other Assessors, but ended up doing most of 
the questions & interaction – not sure how was for others. 
- I think the first assessment can be done by the Lead Advisor, to get an understanding of 
the practice. At this meeting, the team can be guided as to the best utilization of the tools, 
forms could be explained and initial questions addressed. This would save costs to the final 
program. 
- I did appreciate the opportunity to meet the staff and see the site and dialogue with some of 

the interdisciplinary group that may not be available at future visits. Perhaps for non-research 
models, video, digital pictures and/or teleconference would give a similar familiarity for long 
distance locations without incurring the travel costs and time. 
- Good learning experience for Deputies at this time. 
- Deputies not needed at pre-assessment visit. 

Do you have any comments about the pre-assessment process from an Advisor’s point of 
view (e.g. is there something that needs to change? Do you have any suggestions for 
improvement?)  



QUALITY in Family Practice—Appendix : Pre-Assessment Report88

Concerned about #s of people for pre-assessment – less intimacy and ability to “know each 
other better”. 
- It may be useful to give a rough idea to the site as to what is expected at each visit. This 
will help them work toward a goal and make each meeting productive. It is understandable 
that each site will work on different issues and timelines but general organizational plans 
should be established and reviewed with the advisor to ensure positive movement and the 
direction is clear. 
- It was challenging in this meeting to offer advice when all the review team had not even 

been selected or advised of the project. We seem to be pushing the deadlines sooner than 
the group with limitations of vacations and staff shortages. 
- One of the assessment questions should be the sites understanding of the amount of work 
required of the project and staff resources. This will get a better picture of their plans, 
schedules and realistic view of the tasks. 

Are there any other comments that you can provide that will be useful to help us evaluate 
the pre-assessment? 

The site should be the main source of information. Did they find it useful, how would they do 
things differently? Would they change the format? 
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APPENDIX F 
Assessment Team #3 Evaluations 

Questionnaire Item 
Very uncomfortable            Very comfortable 

1. How comfortable did you feel: 1 2 3 4 5 6 Mean
a. Visiting the practice facilities?     2  5 

b. Meeting the practice team?     2  5 

c. Working with the Assessment Team?     2  5 

d. Debriefing with the practice?      2  5 

Very inefficient                            Very efficient 
1 2 3 4 5 6 Mean

2. How efficient (use of time, resources, process) 
was the pre-assessment visit? 

   1 1  4.5

Very ineffective                          Very effective 
1 2 3 4 5 6 Mean

3. Do you believe the pre-assessment visit was 
effective?

  1 1  4.5

Do you have any comments on your own involvement at the pre-assessment visit (how did 
it work for you)? 

It worked as well as can be expected. A bit like starting an engine with many gears – low 
gear very slow to start & move & we are still in low gear. But well oiled! 
- Found modelling by more experienced Advisor helpful with learning. 
- Flexibility re. Being able to prarticiplate/ then sit back where appropriate. 
- Aware of needing more intimate knowledge of the tool! 

Do you have any comments about the pre-assessment process from an Advisor’s point of 
view (e.g. is there something that needs to change? Do you have any suggestions for 
improvement?)  

I think we were impressed that the whole practice turned up for initial time, very keen & 
interested. Have done good work. Required some motivators regarding how next to 
organize. 
Need to be very familiar with the tool and the criteria for which the tool is based. 

Are there any other comments that you can provide that will be useful to help us evaluate 
the pre-assessment? 

I like the schedule we did. Could probably be less directive & more facilitating. But in general 
it was good! 
More opportunity to debrief as a large group focusing on interpretation of process issues and 
content (tool) might be helpful for purpose of greater learning. 
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Appendix 7: 
Mid-Assessment Report



QUALITY in Family Practice—Appendix : Mid-Assessment Report 93

 Quality in Family Practice: 
Mid-Assessment Report

March 2006 

PURPOSE
Each of the three pilot practice sites was visited by their assigned Advisor team to go through the 
mid-assessment. The purpose of the mid-assessment visits was that the Advisors make 
themselves available in person to address any questions or challenges that the family practice 
group may have about the Assessment Tool, process or project; provide formative feedback on 
the practice's progress; and facilitate preparation for the final assessment. 

Objectives of the Mid-Assessment Visits 
Continue to establish rapport between Advisor team and practice members 
Follow-up to Advisor visit(s) 
Review the practice’s work on the Assessment Tool 
Address questions, concerns, and team development/progress 
Discuss the status of the cost analysis 
Review the next steps in preparation for the final external assessments 
Provide project updates. 

ORGANIZATION OF THE MID-ASSESSMENT VISITS  
The site visits took place in February and March 2006. The mid-assessment visits were 
organized to suit the specific needs/preferences of each family practice site.  

MID-ASSESSMENT EVALUATIONS
As part of the mid assessment evaluation, all participating members of both the practice and 
Advisor teams were asked to complete evaluation forms in an effort to assess both groups’ 
perceptions of the mid-assessment visits. The results are shown in Appendices A and B. Overall, 
the practices found the mid-assessment visit to be efficient and useful. Most members of the pilot 
sites believed that they were improving the quality of care delivery as a result of participating in 
the Quality project. While the Advisors continued to feel comfortable with the practice team, this 
was less so for one Deputy Advisor.  

In addition, 5 practice team members, 2 Advisors and 1 Deputy Advisor were interviewed 
regarding their perceptions of the mid-assessment visits. The interviews took place immediately 
following the mid-assessments and were designed to examine, in a more in-depth fashion, the 
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perceptions of the project participants at the mid-assessment stage of the pilot project.  
Specifically, practice team members were asked to comment on their overall perceptions of the 
mid-assessment visit, what kinds of things they are learning and implementing as a result of 
participating in the programme, as well as their perceptions of the assessment process and 
Assessment Tool, and any problems or challenges they have experienced to date. Similarly, the 
Advisors were asked to comment on their perceptions of the visit, process and tool, as well as 
their perceptions of the progress achieved by practices they are working with. All of the 
interviews were tape recorded, transcribed and have been entered into NVivo (a qualitative data 
analysis software program). 

Below is a summary of the qualitative findings: 

1. Perceptions of the Visit 
Perceptions of the mid-assessment visits were generally very positive.  The visits were regarded 
as being informative, and non-threatening. The positive reactions were mainly a result of the 
discussions that were generated during the visits. These discussions were seen as being very 
useful to the practices as Advisors clarified what the expectations were and provided helpful 
advice.

Overall, the visits went better than expected to the point where one Advisor felt very confident 
about the practice’s preparation for the final assessment: 

Following this meeting, I am less worried about the practice’s preparation for the final 
assessment. 

Another Advisor was impressed with the practice’s initiative during the visit: 
We were impressed with the way the practice organized this meeting for the first time, so 
that it was in fact their meeting, not ours… 

Differences between mid-assessment and Advisor visits were also noted during the interviews. 
For example, the mid-assessment visit was described as being more thorough than the previous 
Advisor visits. From both the practice and Advisor perspectives, practices were seen as gaining a 
better understanding of the process. One Advisor felt that the practice was becoming more 
comfortable with him/her. Another Advisor also noted a change from the previous visit, 
acknowledging the fact that the practice had done a lot of work since then. Most importantly, 
comparing to the previous visit, the practice had started to take more control over/responsibility 
of the process; this was especially evident at the visit:  

I thought it went better then I had expected based on how the initial assessment had gone 
and based on some conversations I had had with ____ and _______.  You know my sense 
was that they had dug in a bit more; they had done some work, that …certainly the office 
managers seemed more tuned into the process of what was happening.  And more than 
anything I felt there had been a shift in terms of the practices seeing that they were doing 
this for themselves as opposed to accommodating someone else… 
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2. Progress 
There is some indication that the practices have begun to work on sections C, D and E. In one 
particular practice, Section C has been assigned to the physicians and Section D is the 
responsibility of the administrator. Another practice has been working on these sections as well, 
formulating a plan of action. They have chosen certain indicators that they know physicians will 
not feel threatened by.

It appears that the practices have had several meetings to discuss the various sections in the 
Quality tool. There has been good attendance at the meetings; even the physicians have agreed to 
have them regularly. It has given them a chance to go through the indicators, and get input from 
physicians.

The Advisors have noticed what seemed to be a mind shift in the practices in that the have begun 
to take ownership of the programme. They were quite impressed with the work that various 
members of the practice team have done, namely the administrators. They also acknowledged the 
commitment of the lead physicians and mentioned that they are the driving force behind the 
programme. The leaders of the programme have asked practice members to participate and 
gotten a good response from them. They have also encouraged members to choose topics they 
are interested in or in some cases, have delegated certain parts of the tool to them. This increased 
involvement has led to team work and leadership in the practices:

I think the project became, not just my project anymore, but the others bought into it, and 
that was a big plus, we learned that. 

From the perspective of the Advisors, it appears that the practices have progressed since the last 
visit and are taking the process more seriously now. One Advisor stated that they feel that the 
practices have accomplished more than what has been presented in their submissions. Even the 
practice members have acknowledged their own improvement but have also realized that there is 
still much to be accomplished. They have become more receptive of feedback regarding their 
practices. One practice member even alluded to the idea that this was a long term process, and 
that their engagement in the process would go beyond the final assessment.  

There is a sense that the practices have implemented a number of changes as a result of working 
through the tool. There have been some changes with respect to clinical aspects of the practice.
One Advisor mentioned how a practice member stated that this programme has made them see 
things from a preventive perspective. Quality has forced him to re-evaluate how he is doing 
chronic disease management. An Advisor mentioned how they were impressed with the diabetic 
audit conducted by the practice. Furthermore, practices have also addressed some issues relating 
to the physical environment such as making the building more accessible for the handicapped 
and elderly and making the waiting room safer for seniors and children. Several examples of 
practice member education and professional development were reported including: developing a 
professional log book to document seminars attended, and holding a course on CPR to retrain 
staff. Some practices also have plans of implementing CQI activities in the future such as: a 
patient satisfaction survey and developing PowerPoint presentations for patient education.
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3. Factors That Must be Present to Facilitate Process 
A number of facilitating factors were identified.  It was suggested that practice members have to 
be committed to the process and in order to increase involvement, there needs to a few 
champions within the practice. Furthermore, having a leader in the practice who can motivate 
others to get involved, review the practice’s process periodically and keep the process running, 
appears to be beneficial: 

Well I think that you have to have a leader, and it has to be someone who has the ability 
to influence or persuade other people to do work that they’re not necessarily willing to 
take on… 
And I suppose having somebody, probably the project leader, do some sort of regular 
review of where things are… 

Some practice members mentioned the importance of dividing the work among the practice 
team.  This is crucial element as the process can be quite time consuming.   

In order to achieve the goals of Quality, the practice has to have adequate human and financial 
resources.  Furthermore, it was suggested that the Advisors bring resources with them to help 
rectify practice deficiencies that are identified during the process: 

Because you know it is one thing to say, you know there are deficiencies here, here and 
here and then we talk about how are we going to make some changes and then the 
changes come to pass, I mean we make plans for the changes, but you know if the 
changes are going to be very, very onerous…if the person who is in charge of your 
quality comes up and says, here is a reference list where you can get this off the internet 
or where you can get this off, wherever you can get this off.   Look through those and see, 
it is still going to be onerous to go through three, four, five PowerPoint presentations, 
download them on your [inaudible], and then you know modify them to suit your 
practice, you know, that is a lot of time.

A few other facilitators for the process were mentioned including:  the importance of regular 
meetings, continuous commitment, incentives to motivate practice members, a structure or plan 
to guide practices along the process, and external support (both emotional and online). 

4. Perceived Benefits 
One of the benefits of engaging in this process was that it gave the practice more structure, 
through the development of policies, procedures and protocols. Respondents mentioned that this 
would, in turn, make their practices more productive and efficient.

There appears to be significant overlap between this project and what is required to set up a FHT. 
Several respondents stated that their practice was using the Quality programme to organize the 
FHT.

Being involved in the Quality assessment programme allows practices to confirm that they are 
up-to-date and are meeting the standards that are expected of family practices today.  In this way, 
the programme celebrates what the practices have done and reassures practice members that they 
are on the right track in terms of running a quality practice: 



QUALITY in Family Practice—Appendix : Mid-Assessment Report 97

Quality is a programme that celebrates the practice’s successes. It is also about having 
an ear to listen and really appreciate what the practice has done. 
It has re-confirmed for him that he has a good quality practice that is meeting most, if not 
all, of currently accepted standards.

5. Problems/Difficulties/Challenges 
Respondents identified a number of barriers and challenges to undertaking the Quality
programme.  Challenges relating to large practices were identified.   In such practices, it can be 
more difficult to standardize practices because there are more people to deal with: 

I think it has more challenges because it has more people to deal with.  In a small 
practice, where there is only one or two people, you are sitting side-by-side to talk to 
each other and say “yes, that is the way we’re doing it”.  Here if I try to do a policy and I 
have maybe four nurses telling me, well one says “I don’t think that will work” and 
another one says “well I do it this way”.  And they do all do it differently, and the 
standardizing is the hard part, because they all came from different places, they all did 
almost everything totally differently.

Except for the lead physician, in most cases there seems to be a lack of physician involvement.  
On several accounts it was stated that out of all practice members, the doctors seem to be the 
worst at committing to this process.  This was mainly due to time and the fact that they don’t see 
it as a priority.

Lack of time, in general, and other commitments were often reported as barriers to engaging in 
this onerous process.  For example, the implementation of FHTs and other changes took up much 
time and energy, particularly during the initial stages of the project.  This made it more difficult 
for the practices to devote all of their energies to the Quality programme: 

…we have got a lot of irons in the fire in terms of our family health team and moving 
ahead with that, so it is taking a lot of our meeting time. 

A few problems with the tool were also mentioned.  First of all, the complexity and volume of 
the tool can make it time consuming. Secondly, people seem to be encountering difficulties with 
the electronic version of the tool.  For instance, problems with saving and downloading 
information were reported.  

6. Suggestions for Improvement
Several respondents mentioned that a longer term for the project was needed.  Most mentioned 
that two or three years would be sufficient.  However, one practice member stated that one year 
was better than two, because if the project was extended for too long, then the practice may 
never reach their goals.   

A few other suggestions for improvement were made. To foster an improved understanding of 
the process, more sessions/visits with the Advisors were suggested.  Furthermore, one 
respondent suggested that the tool be broken into sections.  This practice member suggested that 
each visit should focus on two or three sections per visit, instead of looking at the entire practice.
Lastly, it was also mentioned that somehow the process of saving material entered onto the 
website should be made easier.   
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ISSUES FOR FOLLOW-UP 
A number of issues arose following the mid-assessment visits, which the Project Management 
Team will be considering and addressing as the demonstration pilot progresses. These issues 
include: 

Addressing how best to deal with scheduling challenges and conflicts around the site 
visits
How to provide useful feedback to practices regarding their self-assessment (e.g. creating 
a guide sheet for advisor feedback) 
How to make the site visits most efficient  
Helping the practices understand that the site visits are for their benefit and should be 
coordinated by them to meet their needs, rather than to meet the Advisor’s expectations 
Practice members need to understand earlier in the process the difference between an 
Advisor and an Assessor. 
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APPENDIX A:  Practice Member Evaluations 

How could the mid-assessment visit be improved? 
For us, improvement would involve more staff or physicians.  If we had known earlier on 
that detailed information was required for “explanation,” would have been helpful to us.
Would benefit from more physician participation. 
Provide mid practice assessment prior to mid visit.
The mid assessment was fine.  No improvement necessary. 
More concrete suggestions re: improvements needed. 

Are there any other comments that you can provide will be useful to help us evaluate the 
mid-assessment?

Your ongoing feedback & keeping us on track has been most helpful.  The new 
spreadsheets/tables are great to help us go back and add/make changes to indicators.
Spreadsheets that were provided at this assessment are an excellent resource and would 
have been very useful earlier in the process.  
Appropriate ongoing interest & work.
Good flow of information to and fro.  Some guidance and help in improving quality useful.

Questionnaire Item  
Not at all                              Very much 

1. Perceptions of the mid-assessment 
visit:

1 2 3 4 5 6 Mean

a) How efficient (use of time, 
resources, process) did you perceive 
the visit? 

    1 4 5.0 

b) How useful (in terms of guidance, 
advice, information, etc.) was the 
visit?

     5 6 

c) How threatening was the visit? 2 1   1 1 2.6 
d) How disruptive was the visit? 3    1 1 2.8 
2. Do you believe that the practice is 
improving its quality of care delivery 
as a result of its involvement in the 
project? 

   1 1 3 5.4 
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APPENDIX B: Advisor Evaluations 

Questionnaire Items  
Very uncomfortable                                    Very comfortable 
1 2 3 4 5 6 Mean 

1. How comfortable did you 
feel meeting the practice team?

   1  3 5.5 

Very inefficient                                                   Very efficient 
1 2 3 4 5 6 Mean 

2. How efficient (use of time, 
resources, process) was the mid-
assessment visit?

   2 1 1 4.75 

Totally ineffective                   Extremely effective 
1 2 3 4 5 6 Mean 

3. Do you believe the mid-
assessment visit was effective?

   1 3  4.75 

Do you have any comments about the mid-assessment (e.g., Is there something that needs to 
change?  Do you have any suggestions for improvement?) 

Huge change since last visit: a) physician meetings, b) Admin coordinator’s organization.  
Both positive.  
Continued work on tool. Start to attach evidence. More “team” discussion. 

Are there any other comments that you can provide that would be useful to help us 
evaluate the mid-assessment?  

Need to arrange computer expertise to assist with audit.
It is good to have a reference time that forces everyone to meet a deadline. 
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 Quality in Family Practice: 
Mid-Assessment Report

March 2006 

PURPOSE
Each of the three pilot practice sites was visited by their assigned Advisor team to go through the 
mid-assessment. The purpose of the mid-assessment visits was that the Advisors make 
themselves available in person to address any questions or challenges that the family practice 
group may have about the Assessment Tool, process or project; provide formative feedback on 
the practice's progress; and facilitate preparation for the final assessment. 

Objectives of the Mid-Assessment Visits 
Continue to establish rapport between Advisor team and practice members 
Follow-up to Advisor visit(s) 
Review the practice’s work on the Assessment Tool 
Address questions, concerns, and team development/progress 
Discuss the status of the cost analysis 
Review the next steps in preparation for the final external assessments 
Provide project updates. 

ORGANIZATION OF THE MID-ASSESSMENT VISITS  
The site visits took place in February and March 2006. The mid-assessment visits were 
organized to suit the specific needs/preferences of each family practice site.  

MID-ASSESSMENT EVALUATIONS
As part of the mid assessment evaluation, all participating members of both the practice and 
Advisor teams were asked to complete evaluation forms in an effort to assess both groups’ 
perceptions of the mid-assessment visits. The results are shown in Appendices A and B. Overall, 
the practices found the mid-assessment visit to be efficient and useful. Most members of the pilot 
sites believed that they were improving the quality of care delivery as a result of participating in 
the Quality project. While the Advisors continued to feel comfortable with the practice team, this 
was less so for one Deputy Advisor.  

In addition, 5 practice team members, 2 Advisors and 1 Deputy Advisor were interviewed 
regarding their perceptions of the mid-assessment visits. The interviews took place immediately 
following the mid-assessments and were designed to examine, in a more in-depth fashion, the 
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Appendix 8: 
Steering Committee Meeting
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Quality in Family Practice: 
Steering Committee Meeting 

Liuna Station, Hamilton 
Wednesday, March 8, 2006 

Summary Report 

PURPOSE
The Quality in Family Practice project management team (PMT) held a lunch meeting on 
March 8, 2006 to bring together the Steering Committee (SC) and members of the family 
practice pilot sites (see Appendix A for list of attendees). The purpose of the meeting was 
to provide updates on the demonstration pilot progress and re-engage members of the SC 
in the project.  

Meeting Aims 
To introduce members of the Practice 3 to the SC, PMT and members of Practice 
To provide a status report of the project and provide updates 
To describe the components that will make up the final project report for the Ministry 
of Health and Long Term Care (MOHLTC) 
To share the final assessment calendar, outlining dates and activities for each practice   
To invite SC members to participate in the pre-planning visits
To encourage SC members to arrange presentations/meetings with their licensing 
Colleges
To invite the pilot sites to describe their practices  
To allow the pilot sites to share their experiences with the Quality demonstration pilot 
to date 
To capture the meeting on film for use in the development of promotional materials. 

ORGANIZATION OF THE MEETING
A film and sound crew was asked to attend the meeting and film the event. The PMT 
would like to use video/film in the development of Quality programme, specifically for 
knowledge transfer, promotional materials, programme recruitment and orientation 
workshops. Informed consent to be included in video/film reproductions was obtained by 
meeting attendees in written form.   

The agenda items covered during the workshop are outlined in Appendix B.  Primary 
presentations focused on project updates (see Appendix C), the content of the final 
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project report to the MOHLTC, organization and planning of final assessments, and 
linkages with licensing Colleges. 

Group Participation 
All the pilot site teams were invited to attend the meeting.  Two sites were able to 
participate.   

Practice 3 was recruited after the Pilot Orientation Workshop in May 2005. This meeting 
was an opportunity for practice members to meet the other players in the Quality project 
and vice versa.

The lead physicians and other practice members of the two pilot sites attended the 
meeting, were asked to describe their individual practices and to share their experience 
with the assessment process and Assessment Tool to date. The value of the Quality
assessment for the practices themselves was identified. This was reflected in the 
following comment: 

“It is a valuable tool and process. After thirty-three years in practice, it is valuable to 
look at your practice and, in a very non-threatening way, apply some measuring stick to 
see how you stack up against a high quality practice. As well as a great opportunity to 
see what deficiencies there are and implement, as much as you can, changes that will 
address those.” 

Individuals agreed that the task and Assessment Tool itself seemed daunting at the start. 
However, once they were oriented to the process and went through some of the 
Assessment Tool, it became much more manageable and they were able to plow through 
the tool. Improvements to the practice were also identified, e.g. assigning a Privacy 
Commissioner in the practice; planning how to familiarize health care providers and staff 
with the Code of Ethics and Bill 31. 

Members of the Practice 2 were unable to attend the meeting. The Advisor for the 
practice described the practice. She also provided a synopsis of the processes taken by the 
practice as a Quality pilot site.  

A recommendation for the ideal times for a practice to undergo the Quality programme 
was made: (1) five or ten years into practice, when you are still developing the quality of 
your practice – that is when you will make major changes; (2) after thirty or more years 
into practice, when you can assess your practice and reflect on what you have 
accomplished.  

Deputy Advisors also told the group about their experience as part of an Assessment 
Team and participation in the practice visits. 

The meeting ended with a short discussion regarding the involvement of the SC in the 
project. One SC member commented that the Assessor Training Workshop was very 
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impressive and helpful. However, she was concerned about the length of time that has 
passed since that workshop. If she was to be involved in the final assessment, she would 
want some type of refresher or update regarding the process. The PMT shared the fact 
that the question of how to involve the trained Assessors in the pilot project has been 
challenging. One issue is that of bringing a group of observers into a pilot site that is 
larger than practice group itself and overwhelming the practice. In the advisory stages of 
the project and the final assessment visit, it is important that the process be non-
threatening to the practice. The PMT’s compromise at this stage has been to involve as 
many trained Assessors as possible in the meetings prior to the final assessments. The 
PMT is aware of the issue of re-training of Advisors and Assessors.

WORKSHOP EVALUATION
The SC and pilot practice members were asked to complete an evaluation form at the 
conclusion of the meeting. The evaluation contained four questions. Twelve people in 
total completed the evaluation (see Appendix D for full responses). 

Satisfaction was high, with respondents reporting that they ‘agreed’ (n=6) or ‘strongly 
agreed’ (n=6) that, overall, they were satisfied with the meeting. Open-ended responses 
confirmed that the meeting was well received and worthwhile. Therefore, it is 
recommended that meetings of this nature be incorporated in future planning of the 
Quality project.
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Quality in Family Practice- Appendix 8: Steering Committee Meeting

APPENDIX A:  LIST OF ATTENDEES 

Project Management Team Members:
Cheryl Levitt, Principal Investigator & Project Leader    
Angela Barbara, Project Manager & Researcher 
David Price, Medical Consultant & Co-Investigator 
Linda Hilts, Nurse Consultant & Co-Investigator    
Colin McMullan, Research Supervisor   
Sabrena Dorris, Administrative Assistant 

Steering Committee Members:
Anne Barber, Nurse Practitioner Representative    
Janie Bowles-Jordan, Pharmacist Representative  
Jennifer Frid, Receptionist Representative    
Carol Hayter, Patient Representative    
Jan Kasperski, Ontario College of Family Physicians (OCFP) Representative 
Michelle Martin, Patient Representative 
Jennifer McGregor, Dietitian Representative 
Carol Ridge, Office Manager Consultant 

Steering Committee Regrets:
Mari Rainer, Receptionist Consultant  
David Smith, Social Worker Representative  

Pilot Practice Team Members:
Practice 1: Family Physician    

Office Manager 

Practice 3: Lead Family Physician    
Administrative Coordinator 
Registered Nurse 
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APPENDIX B:  MEETING AGENDA ITEMS 

Lunch    

Welcome (David Price)  

Purpose of Today’s Meeting (Angela Barbara)  
Gathering of SC, pilot practices and PMT 
Introduction of New Vision to SC and PMT 
Provide project updates
Outline final external assessments 
Invite SC participation 

   
Round Table Introductions (All)

Description of pilot practice sites 

Quality Project Updates (Angela Barbara)  
Time extension 
Mid-Assessments (completed) 
Final assessments: establishment of Assessment Teams; confirmation of dates for 
May 2006
Involvement of HDANZ  
Quality presentations/meetings  
Future/planned presentations/meetings 
Newsletters: two edition 
Pamphlet aimed at family doctors 
Pandemic planning proposal 
Next steps: preliminary field test proposal 

Experiences of international quality/accreditation programs (Angela Barbara, Cheryl 
Levitt)

Australia
New Zealand
United Kingdom 

Quality Final Report Elements (Angela Barbara)  
Pre-Assessment 
Mid-Assessment  
Final Assessment  
Final External Assessment 
Evaluation: program evaluation; cost analysis 
Dissemination 

Anticipated Outcomes (Angela Barbara) 
Identification of improvements, gaps, actions plans 
Refined Assessment Tool and process 
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Calculation of programme costs 
Trained future interdisciplinary Advisors & Assessors 
Linkages with Licensing Colleges 
Applied research to practice (continuous quality improvement) 
Assessment of practice & Assessor/Advisor satisfaction 
Inter-professional education (IPE) 

Final Assessments (Angela Barbara)  
Final Assessment calendar 
Self-assessment submissions 
Pre-planning meetings 
Final Assessments  
Invitation and sign-up of SC (those who are not Assessors) in one of the pre-
planning meetings to review practice self-assessment and accompanying evidence  

Coffee/Dessert Break    

Experiences as Pilot Sites in the Quality Project (Cheryl Levitt) 

Experiences as Deputy Advisors in the Quality Project (Cheryl Levitt) 

Linkages with Colleges (Angela Barbara)  
Correspondence with organizations originally contact to participate in Quality
project launch and/or Advisory Committee Strategic Consultation/Planning 
Workshops
Future presentations/meetings with regulated health professionals’ Colleges: 
facilitation requested of SC 

Meeting Evaluation (Angela Barbara)  
Evaluation forms 

Closing (Cheryl Levitt, Angela Barbara) 
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APPENDIX C: PROJECT UPDATES (HANDOUT) 

Official confirmation was received from the Ministry of Health and Long Term Care 
(MOHLTC) that the project has been extended for 4 months until July 31, 2006. 

The mid-assessments were conducted at each of the three pilot practice sites in 
February/March 2006. Evaluations are currently underway. 

Assessment Teams (Lead Assessor, Deputy Assessors) have established for each of the 
pilot practices. 

The finals assessments have been booked and will take place in May 2006. 

Jim DuRose, a quality expert from Health and Disability Auditing New Zealand 
(HDANZ) will be coming to Ontario to work with the project management team and 
Assessors in May 2006 in planning and undertaking the final assessments. HDANZ also 
will be providing an independent review of the Quality final assessment reports. 

The Quality project was presented at various meetings, including:  
MOHLTC
Ontario College of Family Physicians 
Annual Scientific Assembly 2005 
Family Medicine Forum 2005  
College of Physiotherapists of Ontario. 

Future presentations and submissions are being prepared for the following: 
Trillium Primary Care Research Forum 2006 
Family Medicine Forum 2006 
North American Primary Care Research Group (NAPCRG) Annual Meeting 2006 
Royal New Zealand College of General Practitioners (RNZCGP) Conference 
2006
Annual Scientific Assembly 2006. 

The second edition of the Quality Newsletter was printed and posted on the project 
website.

We have developed a proposal to develop a pandemic and disaster crisis plan at the grass 
roots level in family practices using the Quality Assessment Tool indicators. We are 
meeting with provincial and national government, Public Health and other experts to 
explain our project and seek support.

Upon request of the MOHLTC, we have submitted a preliminary proposal for subsequent 
steps in the Quality project. The next phase will be fielding testing the Quality
programme using a stepwise approach.
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APPENDIX D: EVALUATION FORM RESPONSES 

Evaluation form item Strongly 
Disagree

Disagree Neutral Agree Strongly 
Agree

1. The purpose of the meeting was clear. 0 0 0 6(50%) 6 (50) 

2. Overall, I was satisfied with the meeting. 0 0 0 6(50) 6 (50) 

3. Do you have any suggestions for future meetings? 

It was nice to be involved and to meet other participants (group of Assessors and team 
members of Quality in Family Practice).  

A bit more opportunity for round table discussion.

No, excellent meeting.  Lunch was great.  

No, it will be interesting to hear about the sites and their progress as they continue to 
work through the process.

Very helpful and fulfilling to hear from staff actually going through assessments.  The 
good food is much appreciated. 

It was a well done meeting except I did not like being filmed.

I would be interested to know as it gets closer to final assessment time, how each practice 
is planning to collect patient feedback/conduct patient interviews; and afterwards to 
know how useful it was and how you feel it could improve. 

This was a good opportunity to meet members of project team and others family practice 
sites.  Further sharing of some of approaches to some of the tools would be good.

One of the best meetings attended in terms of bringing all parties involved up to speed 
with activities to date.  Very good use of time I felt. 

4. Do you have any suggestions for the Project Management Team? 

No, very comfortable with the process of Quality in Family Practice.  

Involve practice reps in the evaluation process for practices.  Thank you for keeping us 
involved.  
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I do appreciate that those of us who are not currently assessors seem to have some 
flexibility regarding our degree of involvement at each stage of this process.

In terms of further promoting this project within my own profession, I would be happy to 
do so.  If the Quality team would like to do a presentation with CDO (regulatory body) 
and or DC (professional org) together I would be happy to help facilitate and or 
participate; also there may be a means to disseminate in professional newsletters, 
conferences etc.  Also, at some point Quality may also wish to promote more directly to 
family practitioners and may wish to consider presenting to the Stoney Creek group 
where I work as well and the team of docs here.
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Appendix 9:  
Guide to the Quality in Family Practice Assessment Process
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Introduction

Overview of the Quality in Family Practice Programme

The Quality in Family Practice (Quality) programme is designed to help practice teams work together 
to identify improvements, plan changes and take action as they move forward. Incremental change 
improves systems over time. 

The practice assessment process is a journey that requires involvement and actions by the whole 
team to prepare for the assessment visit and successfully complete the Quality programme.  

Practices who have decided to participate in the Quality programme and have agreed to undertake an 
assessment visit will undertake a self-assessment process and will arrange an external assessment to 
review their progress.   

The practice will assess ‘where they are now’, and identify ‘where they want to be’ and ‘how to get 
there’,  - this is the change process. The external assessments will validate the progress made. 

Quality in Family Practice Programme

Continuous Quality Improvement Cycle –  
PLAN, DO, STUDY, ACT

Self-Assessment
against Quality 
Assessment Tool  
by the practice  

Gaps identified 
and actions taken 
by the practice – 
improvements 
made 

Record changes 
made as a result 
of improvement  

External
Assessment – 
practice visited by 
Quality Assessors 

Endorsement of 
Quality
assessments and 
reports

Success depends on: 
Working together as a team 
Having good systems in place  
Being organised 

This means  
‘Buy in’ from the whole team 
Effective clinical practice 
Effective management 
Demonstrating to others that you are providing good care 
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Assessment Tables for Family Practices & Assessors 
The Quality in Family Practice Assessment Tables/Grids for Family Practices & Assessors contain 
tables designed to assist the practices and the Assessors to conduct the self-assessment and external 
assessment of the family practice. The practices will complete the tables as part of their self-
assessment and review them on an on-going basis to demonstrate what they have accomplished. The 
practices will also be able to measure their improvement over time. The Assessment Tables contain 
all of the indicators and criteria found in the Quality Assessment Tool. The tables are designed to rank 
each criterion on a Likert scale from 1 (Not met) to 5 (Fully met). The practice can supply additional 
evidence to substantiate its adherence to each criterion, and what systems are in place to ensure 
consistent adherence to those criteria. This evidence might be in a number of forms, such as a 
descriptive report, a summary of an audit, a patient questionnaire, etc. If the practice does not have 
a system in place to ensure the criterion will be consistently maintained, the practice should consider 
what action is needed to rectify this.  

Demonstration Pilot Study of the Quality Programme 
For the demonstration pilot phase of the programme, there will be 3 assessment cycles. The pre-
assessment will be the preliminary assessment of the practice. It is expected that most family 
practices will be unable to fully meet many of the criteria on the pre-assessment. The mid-
assessment will be an appraisal of how the practice is proceeding through the process. The final 
assessment will allow the practice to demonstrate what steps are being taken and what systems and 
procedures are being implemented in order to demonstrate quality improvement. The focus will be a 
continuous quality improvement (CQI) process. 
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Guidance for Assessors & Advisors 

The Assessment Team 
The external assessment team will usually consist of 3 members. Each assessment team must have a 
Lead Assessor and an Advisor. An assessment team can also have a Deputy Advisor and other 
Assessors. Assessors will be recruited to the practice assessment team by the Project Management 
Team (PMT).  

Assessors will be trained to undertake the assessment process. Assessors must: 

Be familiar with the Quality Assessment Tools.

Understand the indicators.

Be able to interpret the criteria.

Manage the sections of the Assessment Tool.

Be familiar with the assessment process.

Be able to liaise with practice staff.

Be able to organize the material for the assessment visit.

Be able to gather and assess the evidence.

Have good interviewing skills.

Use observational techniques.

Use unobtrusive methods of collecting data.

Know how to review documents.

Feel comfortable and confident about assessing the practice. 

Work as a team during the assessment visit.

Work with the practice team. 

Provide feedback to the practice.

Be able to use email and computer files.

The Role of the Lead Assessor  
In order to undertake the assessment of the practice, the Lead Assessor must: 

Be familiar with the principles of CQI.  

Understand the assessment process. 

Be familiar with the Quality Assessment Tools. 

Be able to evaluate reliably, fairly and accurately whether the practice meets the 
Quality criteria. 

Understand how to use the practice assessment information to improve quality in that 
practice. 

Have organizational and facilitation skills. 

Manage the assessment process. 

Plan the assessment visit. 
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Know assessment team members’ skills and delegate accordingly. 

Be the decision maker for the assessment team. 

Handle conflict with the assessment team members or with practice team members. 

Facilitate the practice feedback session. 

Be able to evaluate the assessment process. 

Have the knowledge and skills to give useful oral feedback to the practice. 

Be able to produce a written report outlining the findings and recommendations to the 
practice. 

The practices will be required to submit the self-assessment well in advance of the final assessment 
date. The Lead Assessor will review and ensure that the practice profile submission and self-
assessment are complete. If the Lead Assessor feels they are incomplete, this will be fed back to the 
practice at the earliest opportunity allowing sufficient time to re-submit any further material. The 
Lead Assessor will lead the Assessors in reviewing and checking the written evidence submitted by 
the practice. The Assessors will look for areas where the practice could develop. The Assessors should 
also note areas where the practice shows strengths so it can be congratulated.  A full report will be 
written by the Lead Assessor and submitted to Health & Disability Auditing New Zealand (HDANZ) for 
an external review of the practice assessments.  

Performance Standards for Lead Assessors 
Key Performance Indicators Key Tasks Outcomes 

A. Quality Assessment Tool 

Understand the purpose of the 
practice assessment process. 

Familiarity with the use of the Quality
Assessment Tool 

Facilitate a practice assessment that 
incorporates a CQI process. 

Can use the Assessment Tool 
to identify the quality of care 
provided by the practice. 

Familiar with the layout of the sections 
in the Assessment Tool. 

Plan the visit. 

Ability to review a large number of 
indicators and criteria reasonably 
quickly and decide which are the 
core issues.  

B. The practice assessment process 

Apply basic CQI concepts to 
the assessment process. 

Appraise practice facilities and 
organisation. 

Identify opportunities for 
improvement in the practice. 

To organize the practice 
assessment process. 

Manage the practice assessment 
process within the planned timeframe. 

Assessment visits are completed 
within the set timeframe. 

To facilitate the practice 
assessment visit. 

Listening, interviewing, reviewing and 
observation are used to assess the 
criteria described in the Assessment 
Tool.

Conduct structured interviews with 
staff to establish qualitative 
compliance with criteria. 

Establish where the practice is 
against the indicators and criteria 
described in the Assessment Tool. 

Manage the feedback session 
with the practice staff. 

Facilitate the dynamics of a complex 
practice group. 

Know when to guide discussion or 
seek consensus. 

Understand how the quality cycle 
works.

Adequate understanding of the blocks 
to CQI in order to assess these within 
general practice dynamics. 

Report back to the practice on the 
findings of the practice assessment 
visit. 

Manage group dynamics and 
behaviour. 

Use the CQI process to manage 
barriers to quality. 

Use effective tools in the feedback 
session. 
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Provide written feedback 
on the findings of the visit 
to the practice  

Use the standard report format to 
provide written feedback to the 
practice on their performance. 

Develop an action plan for the 
practice based on the deliberations of 
the practice team. 

The written report to be sent back to the 
practice within one week of the 
assessment visit. 

(Note: No information about practices is 
retained by Assessors. All written 
information is sent back to Quality.)

The Role of the Advisor 
The role of the Advisor is similar to that of a 'mentor' used in educational and supportive initiatives. 
The Advisor will mentor support to a family practice undertaking Quality. He/she is there to advise 
when required on any questions the practice may have about the Assessment Tool, process or 
project. The Advisor will also work with the practice to encourage a team approach to working 
towards the assessment; however, it is important that the Advisor is not drawn into the practice's 
plan for processing the criteria. It is recognised that some practices will require more support and 
advice than others, and this is acceptable. 

It is recommended that the Advisor contacts the lead person at the practice to arrange an 
introductory meeting with as many of the practice team members as possible. 

The Advisor may suggest regular meetings with the practice to promote, encourage and monitor the 
practice's progress towards compiling the written evidence. The method of this contact is at the 
discretion of the Advisor. This will encourage the practice to stay on-target, and meet deadlines. It is 
an advantage to see examples of the practice's written work as it progresses in order to provide 
formative feedback. This can usually be done electronically by posting documents on Quality website 
folders. 

One of the main ways in which an Advisor may be asked to help a practice is in interpreting the 
criteria and how they relate to the practice’s own circumstances. Some guidance is provided in the 
Quality Assessment Tool itself, but if more clarification is required, the Advisor should contact the 
Project Manager for further guidance or consult with the other Advisors. During the final assessment 
visit, the Advisor should act mainly as a facilitator.  

The Advisor should ensure that the practice has details of how and when he/she may be contacted. 

The Role of the Deputy Advisor 
The position of Deputy Advisor was created for the Quality demonstration pilot in order to provide 
practical experience and preparation for those individuals who will take on the role of Advisor in the 
future.

All Deputy Advisors will be paired with an Advisor who will take on the role of “Lead Advisor”.  In 
some situations, the Deputy Advisor will be appointed to assist the practice in order to provide 
additional multidisciplinary support to the practice. The Advisor and the Deputy Advisor will work 
together throughout the assessment process.  

Involvement as a Deputy Advisor includes: 

Participating in training workshops and other meetings.  

Giving due diligence to the Quality assessment process. 

Attending the pre-assessment, mid-assessment and other Advisor visits to the practice. 

Keeping records of assessment activities. 
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The Role of the Project Manager 
The Quality Manager will be responsible for the overall management of the implementation of the 
programme. This includes ongoing evaluation and development of Quality, the process, support for 
the assessment teams, and resources. The Project Manager will be responsible for the management 
of the data, information and trends arising from practice assessments. She will also monitor, review 
and develop the Assessment Tool indicators and criteria.  

The Role of the Quality Steering Committee 
The interdisciplinary members of the Steering Committee have been trained as Master Assessors. 
Their role is to provide strategic advice about the delivery of the assessment process, bringing in their 
discipline expertise.  

Preparing for the Assessment Visit 
The practice is responsible for undertaking the self-assessment and preparing the written evidence 
before the assessment visit. The Advisor should expect to see examples of the practice’s written 
evidence as it progresses through the self-assessment to provide formative feedback. The Advisor 
should view the majority of the written evidence prior to the practice’s submission to the Lead 
Assessor to ensure its completeness. Where the evidence for a criterion appears to be absent, 
insufficient or unclear, the Advisor will seek clarification before the visit to minimize the time spent on 
this task on the day of the final assessment. If further evidence is required, the practice will make this 
available to the assessment team. 

Pre-Visit Meeting 
A meeting of the practice assessment team should be held immediately prior to the visit. This is 
usually the key to a smooth-running visit. The meeting would normally occur on the afternoon before 
the visit and all the members of the assessment team should be present. The PMT staff will book a 
mutually acceptable time for all team members and confirm the agenda, location and time with them. 
This meeting will give the team the opportunity to get to know each other and review how they plan 
to conduct the assessment the next day. 

The assessment team will review the practice’s submission of the completed self-assessment 
tables/grids and written evidence. 

In normal circumstances, the Lead Assessor will chair this meeting. Firstly, it should be ascertained 
whether any of the Assessors have any major problems relating to the submission and these should 
be dealt with. The assessment team will identify those criteria for which clarification is being sought. 
It should then be ascertained whether any of the Assessors have any questions about the process or 
about how the interviews should be conducted. The timetable should be reviewed and the roles of 
each Assessor in each interview decided. Often one Assessor should be lead, one deputy, one 
timekeeper, and one note taker in each interview. It should also be decided who is to deliver the 
verbal feedback. The Lead Assessor will usually lead the feedback but he/she may wish to delegate 
some of the sections. Areas of priority should be identified, as it will be impossible to cover all areas 
during the visit, and attempts to work sequentially through the document will not be beneficial. As far 
as possible, an agenda should then be built up for each interview with each Assessor aware of which 
area he/she will cover. Attention should be paid to strengths, weaknesses and any themes running 
through the submission. Some flexibility will be required depending upon what is identified at the 
visit. 
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The Assessment Visit 
A full day visit will be arranged with the family practice. It is expected that the assessment team will 
arrive promptly for the visit. The assessment team will be required to sign a Confidentiality 
Statement, which remains in the practice (see Appendix A). A copy of the Confidentiality and Quality 
Assessments document (see Appendix B) will have been sent to the practice by the Quality office and 
should be openly on display within the practice. The practice would normally identify a room that the 
assessment team can use during the visit. 

The purpose of the assessment visit is to ensure the written evidence provides an accurate 
representation of the practice; to assess those criteria which can only be assessed by discussions with 
the family practice team; to maximize the educational and developmental aspects of Quality by 
allowing for direct constructive feedback and comment through an independent peer review system. 

The assessment team will follow a programme similar to that found in Appendix C. The assessment 
visit includes: 

a. A short meeting with the practice team at the beginning of the visit to confirm the 
timetable for the day.  

b. Interviews with designated practice team members.  
c. Observation of practice facilities and processes. 
d. Review of records and practice equipment.  

The visit will follow the previously agreed format, but can be altered if the Assessors need to ensure 
that the assessment is complete. The assessment tables/grids will be reviewed. During the interviews 
with the health care providers and their staff, it is important that the agenda is clear and that probing 
occurs in a professional manner. Care must be taken not to discriminate in any way. Skills used in the 
consulting room or during appraisals can be utilised, such as open questioning, reflection and 
awareness of body language. Difficult areas need to be tackled and not avoided but dealt with in a 
sensitive manner. If, during an interview, it is discovered that a criterion may not have been met, 
then the Assessors may find it helpful to temporarily halt the interview so that they can gather their 
thoughts. If necessary, an Assessor may withdraw from an interview to check other areas within the 
practice, but then should be absent for the remainder of the interview. 

On the day of the visit, the practice will also identify three patients who are willing to talk to the 
Assessors. One of the patients should be pre-selected and the other two can be selected on the day. 
At the start of the day the practice should be reminded of this so appropriate arrangements can be 
made. Guidance on the questions likely to be asked can be found in Appendix D.  

Feedback and Reporting 
At the end of the visit, the assessment team will offer the whole practice team verbal feedback, in 
particular those aspects of the practice with which the visitors have been most impressed. Feedback 
will also include comments and suggestions on how the practice might improve its performance.  

The assessment team should meet with as many of the practice team members as are available to 
deliver feedback on their impression of the visit. The Lead Assessor can deliver the feedback totally or 
parts can be delegated.  

Information gathered during the assessment is used to help the practice team lead the identification 
and development of processes to implement change. The Assessors should assist the practice to:

Identify the aim or underlying issue. 

Identify component problems. 

Brainstorm options for solutions. 

Critically appraise options and choose the best ones. 
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Identify the barriers to these chosen options and how to overcome them. 

Establish the person/s responsible for implementing changes and a timeline. 

Set a review date. 

The strengths of the practice should be highlighted and the areas of improvement identified. This can 
be done as a whole for all the practice, but it is often done per group in the sequence by which they 
were interviewed. The delivery should be positive and diplomatic. The end of the feedback should 
leave the practice on a high and should be mostly congratulatory. The Lead Assessor should thank 
the practice for its hospitality.  

The feedback can be relatively easy. Regardless of the further work to be done, the positive features 
can still be emphasised and the level achieved so far can be congratulated. If possible, resources to 
help the practice should be identified.  

At the end of the visit, time should be set for the Assessment Team to debrief. The Lead Assessor will 
receive any verbal/written feedback about the visit from the assessment team. All notes taken before 
and during the visit should be handed to the Lead Assessor and the Quality Project Manager. 

Following the final assessment, it is the responsibility of the Lead Assessor to compile a draft report 
which should then be agreed by the other assessment team members before being submitted to the 
practice. The format of the report should be similar to the verbal feedback, with strengths and areas 
for improvement identified. It should be stated that these conclusions are drawn from the written 
submission and visit to the practice, which represents a snap shot of the practice. The suggested 
areas of improvement and how to tackle these should be stated as options that the practice may 
consider. 

Writing the Report on the Findings of the Assessment 
1.  Format/presentation 
The practice that was visited is identified and date of visit noted. 
All members of the assessment team are identified. 
It contains a summary on the front page with the main findings, including key strengths and 
recommendations. 
The report is written in an objective way. 
There is a profile of the practice: 
 – Confirms the type of practice. 
 – Provides a context. 
 – Brief description. 
Observations and comments are separated out with headings. 
There is an overall recommendation. 

2. Content 
The report is comprehensive (covers all sections). 
The report identifies individual indicators and criteria, not met/met (tables were used). 
Information in the tables relates to the information in the written sections (interpretation of data). 
The report is clear and useful (headings used, easy to read). 
The report includes suggestions and recommendations (the report has used commend/ 
recommend appropriately). 
The report is encouraging and supportive. 
The report has identified opportunities for improvement: 
 – Identifying the barriers as seen by (first) the practice (who needs to own the problem if it is  
  to do anything about it). 
 – Then (if necessary) as seen by the Assessors. 
 – It therefore identifies: 

A – what is good. 



QUALITY in Family Practice—Appendix : Guide to the Assessment Process 127

B – minimum standards which still need to be met. 
C – options for quality improvement towards outstanding excellence. 

The report provides examples of barriers that were identified. 
The report provides an action plan that lists the options for overcoming barriers that were discussed, 
or may suggest new options (though there will be less ownership of these by the practice). 
The report outlines an action plan that lists individuals who suggested they would take responsibility 
for championing or creating change/improvement processes. 
The report outlines processes that could be set in place to make improvements. 
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Assessor Preparations and Planning 

CHECKLIST – Lead Assessor/Project Manager to ensure all points are progressed:

Confirming dates and materials needed for the visit 
1. Date and time of visit is confirmed with practice and assessment team members. 

2.  Assessors have access to the practice self-assessment submission.

3. Assessors have a copy of the practice profile.

4.  The Agenda has been negotiated with the practice’s lead physician; including time for introductions at 
beginning of the visit, meeting time and room/location with all members of the practice team at the end of 
the assessment.

5. Arrange room/space for Assessors to meet and work during the Assessment visit. 

6. Arrange lunch for the Assessors on the day of the visit.

7. Prepare certificates for family physician(s) who will obtain recognition for Mainpro-C credits.

Planning the tasks for the visit – at the pre-visit meeting 
8.  Assessors identify and allocate which criteria they will assess.  

9.   Each Assessor signs the Confidentiality Statement. 

10.   Find out how to get to the practice – maps, directions, travel plans.

11.   Arrange transport so that Assessors arrive on time.

The day of the visit 
12. What to take: Confidentiality Statement, Assessor sheets, name badges, list of practice members, black 

book, pens, highlighters, clipboards, Quality certificates, patient consent forms, practice evaluation forms, 
confidence forms, champagne, crackers, plastic glasses, dictaphone.

13. Introductory meeting -  discuss confidentiality, set expectation for day, set up/confirm interviews.

14. Debriefing meeting – practice feedback on strengths and areas of improvement, Assessor feedback, 
celebration and handing out certificates

15. Celebration – Lead Assessor hands out certificates.

After the visit 
16. The Written Report is prepared by the Lead Assessor and circulated to the other Assessors for feedback 

and input.

17. Once the draft report is complete, it should send to the practice for review.

18. The final written report is sent to the practice in  hardcopy. 
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Plan for Assessing Criteria at the Assessment Visit 

Criterion/a to be assessed Assessor Plan Notes
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Individual Assessor Plan for Assessing Criteria at the 
Assessment Visit  

Assessor:

Criterion/a to be assessed Plan Notes 
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Planning the Feedback Session 

Highlighting strengths of the practice with the practice team
At the feedback session with the whole practice team, areas in which the practice has demonstrated 
excellence are emphasized. 
Discussion of observations made during the visit: 

Discussion of findings 
What the team is doing well 

Strengths of the practice 

Action plan for problem solving with the practice team
The feedback session with the whole practice team uses a problem solving approach that is useful for 
identifying ongoing improvement. 
Discussion of observations made during the visit: 

Identify areas for improvement 
Planning for change – use the Action Plan below 
Identify who will take responsibility for change 
Monitor process

The problem 

The goal 

The options 

The best option 

The barriers Beating the barriers 
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Tasks  
Who  When  

Review date 
Who  When 



QUALITY in Family Practice—Appendix : Guide to the Assessment Process 133

Quality Assessment of the Practice  

Scoring System to Assess the Practice for Quality  
The following scoring system will be used by the assessment team to assess the practice for the final 
assessment and by the practices for the self-assessments. The Quality Assessment Tool provides 
guidance for interpreting each of the criteria. However, the evidence required for scoring each criteria 
is intentionally flexible and to be established by the practices. Therefore, an explanation of how the 
criterion was scored should be provided.   

Rating Score Explanation 
5 Fully met 

(Exemplary 
practice)

4
3 Partially met 
2
1 Not met 

For each score, you will be expected to explain what you found and 
how the practice meets the criterion.  

Review of practice self-assessment by Quality Advisors 
The Quality Advisors will review the practice’s self-assessment during the pre-assessment and mid-
assessment cycles and provide recommendations. The following guide may be used by the Advisors 
to provide specific feedback.    

Reviewer Feedback Directions for Practices

Expand The practice’s explanation for the criterion’s self rating and/or 
actions require further detail or clarification. For example, the 
practice has not provided the Advisor with sufficient evidence in 
writing to explicate the rating. If the practice has included an 
explanation and/or actions, a rating on the Likert scale has not been 
chosen.  
The practice should provide more information and/or choose a 
rating.

Satisfactory  The practice has scored themselves as 4 out of 5 or less on the 
criterion. The explanation and actions provided are acceptable and 
the Advisor agrees with this score.  

Fully met The practice has scored themselves as 5 out of 5 on the criterion. 
The explanation and actions provided are acceptable and the 
Advisor agrees with this score.  
Well done.

Explain  The practice has not filled in the Assessment Table for the criterion. 
The Advisor is unable to gauge the reason for missing data.  
The practice should specify why this criterion is incomplete (e.g. not 
applicable) or complete the Assessment Table (if overlooked).
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Method of Verification for Assessors 
The Quality Assessors may use one or both of the following methods to provide evidence of how the 
practice met the criteria during the external assessment visit.   

Evaluation of criteria Verification 

Observe Check or study a situation or environment e.g. practice facilities, 
waiting room, processes, equipment. Review written evidence, e.g. 
documents, policies, procedures, information resources, medical 
records, manuals, audits, questionnaires. 

Interview  Interview patients and/or members of the practice team.  

Practice Assessment Report 

Principles for Reviewing the Practice Assessment Report 
HDANZ will provide an independent external review of the Assessor reports and provide feedback on 
the efficacy of the report, depth of information, alignment with Quality indicators and criteria, and 
overall quality of presentation. HDANZ will use principles established in 1998 by the Goodfellow Unit 
and endorsed by the Royal New Zealand College of General Practitioners. 

Principle Context for Reviewing Reports 
Clarity How understandable is the report – does the evidence make 

sense?  

Relevance Is the information provided and methods of assessment 
pertinent and logical for the indicators and criteria?  

Validity How well does the evidence in the report align with the stated 
indicator and criteria?  

Data 
availability 

Are the sources of evidence appropriate to the indicators and 
criteria?  

The report review process aims to: 
Allow HDANZ to independently review the report. 
See that the process and information gathered by the Assessors aligns with the indicators and 
criteria of Quality in Family Practice.
Provide for appropriate evidence (see method of scoring and verification boxes above) to issue a 
decision to Quality regarding the achievement of the assessment process.  

This means that well written reports is an expectation of the Quality programme and for the purpose 
of reviewing the reports, HDANZ would expect to see a statement of evidence against all the criteria. 
They would also expect to see the summary information that is likely to be provided to a practice as 
part of their report. 
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Guidance for Family Practices 

Preparing for the Assessment Visit 
The practice is responsible for undertaking the self-assessment and preparing the written evidence 
before the assessment visit. It is intended that this should be a team exercise involving as many 
practice members as possible. This provides a good vehicle for team development reflecting the 
multidisciplinary nature of family practice.  

Practice Self-Assessment  
It is expected that the family practice will review all the Quality indicators and criteria before deciding 
which areas to focus improvement activities on. Between the pre-assessment and final assessment, 
practices should strive to achieve improvements in those areas they identify as relevant and 
important for the services they provide. 

Performance Standards for Self-Assessment 
Key Performance Indicators Key Tasks Outcomes 

A. Quality Assessment Tool 

Understand the purpose of the 
practice assessment process. 

Familiar with the use of the 
Quality Assessment Tool 

Conduct a self-assessment that 
incorporates a CQI process. 

Can use the Assessment Tool to 
identify the quality of care 
provided by the practice. 

Familiar with the layout of the 
sections in the Assessment 
Tool. 

Prepare for the visit. 

Ability to review a large number of 
indicators and criteria reasonably quickly 
and decide which are the core issues.  

B. The practice self-assessment process 

Apply basic CQI concepts to the 
assessment process. 

Appraise practice facilities and 
organisation. 

Identify opportunities for improvement in 
the practice. 

Organize the self-assessment 
process. 

Manage the self-assessment 
process within the planned 
timeframe. 

The self-assessment is completed within 
the set timeframe. 

Participate in the practice 
assessment visit. 

Participate in structured 
interviews facilitated by 
Assessors. 

Establish where the practice is against 
the indicators and criteria described in 
the Assessment Tool. 

Determine which areas will be 
the focus for improvement. 

Understand how the quality 
cycle works. 

Develop an action plan based 
on feedback on the findings of 
the assessment visit 

Use resources for implementing 
CQI. 

Use the CQI process to manage barriers 
to quality. 

Demonstrate CQI as the practice moves 
through the assessment process. 
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Practice Process for Preparation of the Quality
Assessment
The Quality assessment process is based on an improvement process that measures (audits) the 
performance of the practice against indicators and criteria in the Quality in Family Practice 
Assessment Tool. It is a whole practice team activity.  

– The process 

1.
Topic 

A practice assessment  
Decision by the practice to undertake the practice assessment (the process of audit and 
improvement) 

Information gathered during the audit will help the practice team identify the gaps, develop 
an action plan, allocate tasks and then prepare for the external assessment.  

Self-Assessment phase 
Allocate tasks
To prepare for an external assessment visit, the practice must undertake a self-assessment 
against the measures in Quality in Family Practice.

Action: 
Who will take responsibility for the overall process and making sure the practice 
team are on track
When and how often the team will meet 
Define the reporting plan – what, who, when 

Appoint one member of the team to take overall responsibility and coordinate the process.  

Name:_______________________________________________ 

Arrange a meeting with all the members of the practice to plan a self-assessment of the 
practice. 

Members of the practice team identify which criteria they will take responsibility for measuring 
and report back on progress. 

2.
Plan

Plan and book regular meetings for reporting back on progress. 
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Sample Action Plan: 
Preparing the practice for Quality Assessment 
Meeting time: Tuesday 9am – 9.30am 
Participants: All members of the practice  

Date Agreed
tasks 

Actions  Person 
responsible

Review 
by

Complete
by

20/6/05 Prepare 
privacy policy 

Identify sample 
privacy policy  

Alan 13/7/05 20/7/05 

20/6/05 Appoint 
privacy 
officer

Plan Team 
meeting to discuss 
and finalise 

Claire 22/6/04 24/6/05 

The Audit 
Measure: What information needs to be collected? 

Identify who will be responsible for collecting the results of each Section, indicator, or 
criterion (Met, partially met, not met). 

Section/Indicator/Criteria:_____________________________________________
Name/s: __________________________________________________________

Section/Indicator/Criteria:_____________________________________________  
Name/s:__________________________________________________________

Section/Indicator/Criteria:_____________________________________________  
Name/s:___________________________________________________________

Allocate roles and timeframes for data collection

There are two processes for data collection and recording: 

Collect practice data from the sources identified in the Quality Assessment Tool. 

Record data on the online Quality Assessment Tool Sections. Each criterion has an 
interpretation.  

3. Do 

Important: 
Measure the practice against all the indicators and criteria in Quality in Family 
Practice.

Record findings (Met, Partially Met or Not Met) on the Assessment Tables/Grids. 

Some criteria in Quality in Family Practice identify different areas of responsibility in 
the practice. For example, those that are measured specifically by a family doctor, 
nurse, practice manager or other practice member.  



QUALITY in Family Practice—Appendix : Guide to the Assessment Process140

The Improvement process 

What were the results of the audit? 
Assess the results of the self-assessment. How well does the practice compare against the 
expectations in Quality in Family Practice?

Arrange a team meeting 

CHECKLIST 

Undertake a gap analysis and review of the audit results.  

Identify whether all legislative criteria were met. 

Identify whether all essential criteria were met. 

How well did the practice score against desirable criteria. 

How did the practice compare overall. 

4.
Study

Identify what information or resources were identified as barriers to achieving 
goals. 

Record the barriers in the action plan.  

What changes can be made to close the gaps? 
Identify resources needed to overcome barriers and achieve goals (people, funding, time, 
other)

Action: 
Identify which changes you can make 
Identify who needs to be involved 
Identify actions 
Allocate tasks 
Set timelines

Does the practice need extra help to assist with meeting criterion requirements? 

There are a number of sources that practices can go to for extra assistance:
Quality in Family Practice identifies a range of sources that provide links to extra 
information

Is the practice ready for an assessment visit? 
First: Meet with the practice team 

CHECKLIST

5. Act

Has the practice reviewed the Quality Assessment Tool?
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Has the practice reviewed the Quality Assessment Tables/Grids?

Are all the resources needed for the visit available?

Have criteria been allocated to practice members so Quality  Assessors can  
interview that person?

Has the practice agreed on a date for an assessment visit?

Do all members of the practice team understand what will be required on the day?

 Has the practice self-assessment been completed?
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External assessment of the practice by Quality Assessors 
- An assessment visit can take up to 6 hours to complete

Action Plan 
Now that the practice is ready for an external assessment 

CHECKLIST 

Book the date for the visit with the Quality programme. 

Meet with the practice team and confirm the date and time for the visit. 

Ensure all members of the practice have put the date in their diary and are  
aware of the assessment visit. 
Confirm that Assessors are acceptable to the practice. 

There will be at least three members of the Assessment Team visiting the practice.  

The Lead Assessor (and/or Practice Manager) will be the contact person for the 
practice coordinator. 

Confirm assessment schedule and timelines with the Lead Assessor (and/or Practice 
Manager). 

Confirm that Assessment Team has contact details, address and directions to the 
practice. 

Identify which members of the practice team the Assessors will interview.  

All members of the practice team should be prepared to meet with the Assessors on 
the day of the visit.  

10 – 15 minutes at the beginning of the visit – introductions 
1 hour at the end of the interviews

Plan

External assessment by Quality Assessors  

CHECKLIST 
Introductory meeting with all members of the practice team (10 – 15 minutes).  

This provides an opportunity for the Assessors to meet the 
practice team, and establish the purpose and process for the visit.

Assessor interviews with members of the practice team. 
 Prepare a list of names and times for the Assessors to interview members of the 

practice team who have assessed the practice in the self-assessment phase. 

There will be times when the Assessors will require a group discussion with the 
practice team. The practice should nominate people who are willing to be 
interviewed. 

Ensure all members of the team understand the purpose of the visit and are well 
prepared. 

Do 

Interview times – book in advance so it does not interfere with booked patient 
consultations. 
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In the introductory meeting, discuss and agree on the time frames and introduce 
Assessors to those they will meet with. 

Provide a layout of the practice for Assessors.

Prepare a file with all the policies or other material that Assessors will need to sight for 
verification. 

Assessor evaluation of practice findings 

The assessors will use a range of methods to assess the practice against Quality:
Information gathering 
Interview 
Observation 
Discussion
Sight – Verification of documents 
Assessment of results 

Study Debrief/summary meeting with the practice team 
Overview of the process
Findings
Structured feedback – what is working well, which areas need improvement
Identify what the practice wants to achieve
Problem solving – what are the barriers to change, what are the solutions
Identify what the practice can achieve
Set markers for improvement
How to action an area that the team chooses for further development or improvement.

After the assessment visit 
Once the assessment visit is complete the practice will need to:

Complete the evaluation forms. 

Arrange for evaluation interviews with the Quality researchers. 

Provide a record of practice costs related to the external assessment to the Quality
Project Manager. 

Act 

Report to practice for verification (following final assessment)
The Lead Assessor submits the report to the practice for clarification before final version is 
sent to HDANZ.
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APPENDIX A 

Quality in Family Practice

CONFIDENTIALITY STATEMENT 

Assessment visit to the practice of: 

We, the undersigned, confirm that we will not disclose any information obtained about 
patients, staff, or any other practice matters during the course of the visit or at any time 
during the assessment process. 

Lead Assessor  …………………………………………………………. 

Advisor   …………………………………………………………. 

Assessor   …………………………………………………………. 

Assessor   …………………………………………………………. 

Other (specified)  …………………………………………………………. 

Date    …………………………………………………………. 
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APPENDIX B 

Confidentiality and Quality Assessments

Your health care provider and family practice team are taking part in an assessment of the 
quality of care they provide. This assessment is being carried out by Quality in Family 
Practice programme. An assessment team will visit the practice. The team will consist of a 
family doctor, nurse and other/or family practice providers or staff. As part of the assessment, 
the members of the assessment team may look at a sample of patients’ reocrds in order to 
assess the quality of patient care. All members of the assessment team have a duty of 
confidentiality and no personal information will be passed on to any other person by any 
member of the assessment team. 

You have a right to object. If you wish to do so, you should tell any member of the practice 
staff. Your objection will be respected and the care that you receive will not be affected in 
any way by your objection.  

Access to patient records 

Access will only be made in accordance with the following principles: 

All health care providers have a duty to respect and protect cofidential information 
given to them by their patients. 
All patient information recorded for the purposes of the Quality assessments must be 
fully anonymised. 

During the Assessment 

Patients must have access to written material explaining that: 

their records may be disclosed to assessors; 
the purpose of this disclosure is an assessment of the quality of care provided by 
their provider and/or the practice team; 
all those given access to records will be subject to a duty of confidentiality; 
they have a right to object to such a process, and any objection will be respected 
and will in no way affect the care they are given. 
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APPENDIX C 

Assessment Visit Programme (Example)

0815 – 0915 Introductory meeting      All 
   
  Tour of premises       All 

Observation of facilities/reception/waiting room  Assessors 

0915 – 1000 Interview with practice manager    All 

1000 – 1045  Interview with family physicians    All 

1045 – 1130 Scrutiny of computer, health & safety, etc.   Lead Assessor 

Interview with reception staff     Assessor 

Interview with practice nurse(s)    Assessor 

1130 – 1230 Interviews with (pre-selected) patients   Assessors 

  Talking to other patients in waiting room   Lead Assessor 

1230 – 1330 Lunch

1330 – 1445  Interview with other practice staff    Assessor 

  Interview with allied health professional   Assessor 

  Interview with allied health professional   Lead Assessor  

1445 – 1600 Assessor meeting      All 

1600 – 1700 Feedback to entire practice team    All 

1700  Assessor debriefing      All 

This is an example only and would be tailored to the requirements of the Assessors and the practice. 
It is important that Assessors try to see all members of the practice team during the visit. 
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APPENDIX D 

Patient Interview Questions

A. (1) Can you recall why you chose this family practice? 

 (2) What do you like about the practice? 

 (3) What do you like about your health care provider? (followed by probes) 
   Does she/he spend enough time with you? 
   Does she/he explain your illness/injury thoroughly? 
   Does she/he explain your treatment choices? 
   Does she/he answer your questions well? 
   Does she/he tell you how you will find out the results of your medical tests? 
   Does she/he arrange appointments with other specialists when necessary? 
   Does she/he talk to you about preventative care? 
   Does she/he ask you about prescription medicine you may be taking? 
   Does she/he provide you with reports, files, or copies of letters when asked? 

 (4) What do you like about the staff? (followed by probes) 
   Are they respectful of patients? 
   Do they work well together? 

 (5) Can you think of anything that could be done to improve the waiting area or  
  examination rooms? (followed by probes) 
   Is the practice easy to get around in? 
   Is there adequate privacy in the examination rooms? 

 (6) When did you make today’s appointment? 

 (7) Have you had difficulty in making appointments? 

 (8)  Are you able to contact the practice by telephone? (followed by probes) 
   Are you able to leave telephone messages? 
   Are you messages returned? 

 (9) Do you normally try to see the same doctor? 

 (10) If you could change only one thing in the practice, what would that be? 

 (11) Do you get repeat prescriptions? 
   
  If yes: (a)  How do you go about getting them? 

   (b)  How long does it take to get them? 

B. Possible areas of questioning based on documentation

 (1) Practice Leaflet 
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   (a)  Do you have an up-to-date practice leaflet? 

   (b)  Discuss the content 

 (2)  Out of Hours 

   (a)  How do you contact a provider out of hours? 

 (3)  Team Members 

   (a)  Do you know if you can get an appointment to see a nurse/social  
         worker/dietitian without seeing a doctor first? 

 (4)  Compliments and Complaints 

   (a)  Do you know how to make compliments or complaints about your family  
         doctor, nurse, other health care provider or the practice? 
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Appendix 10: 
HDANZ Report
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QUALITY IN FAMILY PRACTICE PILOT PROJECT REPORT

BY: Jim DuRose HDANZ 21 June 2006

1.0 INTRODUCTION

It was a privilege to visit and participate in the Quality pilot project from 8 - 25 May 2006.  

What follows is a report of observations, feedback, comparisons with the Royal New 

Cornerstone accreditation 

programme, and some suggestions for consideration with the next phase of the project 

intended with 20 Ontario family practices.   

2.0 EXECUTIVE SUMMARY

The Quality pilot project conducted external assessment visits with its 3 pilot family 

practices in the month of May resulting in an achievement of participation being awarded 

to each practice.  These assessments were the result of about 12 months work by the 

practices in reviewing and making improvements to their way of working based on the 

indicators and criteria in the Quality Assessment Tool.  This pilot has provided the project 

team with significant insight into the trials and tribulations of setting up and undertaking a 

planned and demonstrated very good participation by the team members of all three 

practices.  This was also a reflection of the preparation, support and leadership provided by 

the project manager and project team.  The pr

of international approaches in assessment of family practice environments was evident in 

the methodology and approach that involved; an Advisor to work with the practice, self-

assessment, and the preparation and external assessment by an interdisciplinary team.

Cornerstone accreditation 

programme, a comparative analysis provides QIFP with several areas for reflection.  These 

include the Advisor role, ratings systems, and reporting.  It is understood the project is 

completing a thorough evaluation that is likely to consider these and many other aspects 
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of the pilot.  Subject to funding from the Ontario Ministry of Health, the next phase of the 

programme is to conduct a field test with 20 family practices.  It is suggested that the aims 

and objectives of this next phase could potentially result in establishing the structure, 

systems and processes required to resource and manage a large scale assessment 

a higher degree of robustness overall than a 

3.0 THE ASSESSMENT TOOL

The Quality in Family Practice assessment tool (standards) represents the foundation for 

any potential assessment programme with Ontario family practices and as such also 

provides a good beginning to this report.  As intended, the three pilot visits showed that the 

Quality Assessment Tool can be directly applied with family practices.   

One key observation is identified regarding the tension between the criteria which are 

being assessed and the interpretation information that accompanies each criterion.  

Experience with assessing standards shows that it is important to remember that it is the 

criterion being assessed and the interpretation provides the guidance.  Achievement of the 

criterion can therefore be done by a service/practice demonstrating that they meet some 

of the interpretation or perhaps they do things differently and still achieve the criterion.  At 

the same time however, interpretation can provide guidance on the evidence expected to 

be seen by assessors to achieve a criterion.  There may be no hard and fast rules but this 

tension between criterion and interpretation highlights the significance of assessor 

knowledge, skills and competency.  Furthermore, if any interpretative statements are 

expected or required then they could perhaps be better placed as a criterion within the 

structure of the Quality Assessment Tool. 

4.0 FEEDBACK ON THE PILOT ASSESSMENTS

In accompanying the assessment teams as an independent observer, the overall feedback 

on the pilot assessments includes the following comments: 

1. The Quality Assessment teams were well prepared, positive and helpful. 

2. The family practices were cooperative and a pleasure to meet and be with.

3. These visits provided excellent opportunit

approach.
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4. The assessors (and the project) gained valuable insight into the demands and 

expectations of on-site visits for workin

needs that particular day, information gathering within the time available, preparing 

and delivering feedback, and time management. 

HDANZ uses a process evaluation methodology that is designed to assist in observing 

assessment visits and reviewing that corresponding process.  This requires the role of an 

independent observer who needs to be a very experienced Lead Assessor to accompany 

the team.  This framework was used by the HDANZ observer in these pilot assessments 

with the following observations. 

4.1 Scope and Observations:

Section Scope Criteria Overview (definitions) HDANZ Feedback

1 Assessment 
Visit
Introductory
Meeting

The introductory meeting of an on-
site visit provides the opportunity 
to clearly establish the purpose 
and methods for the visit and to 
clarify anything from the 
person(s)/service being assessed. 

1. Excellent introductions by all Lead Assessors.  
Congratulated the practice on their preparation and set 
expectations for the visit. 

2. Visit schedules were agreed beforehand. 

3. Signed confidentiality statements given from 
assessment team, noting that confidentiality could also 
be further explained/reinforced verbally. 

4. Role of the advisor in a visit will need to be determined 
as they acted in an assessor capacity at times. 

2 Information 
Gathering and 
Observations 

Information at an assessment is 
gathered by several means 
throughout the visit including 
documentation, interviews, the 
environment and observations. 

1. Pre-visit preparation meeting confirmed review of the 
documented practice self-assessment and evidence. 

2. Interview discussions held with members of the practice 
teams and included social workers, dieticians. 

3. Patient interviews conducted and having the Lead 
Assessor sit in the waiting room helps obtain a good 
overview of the practice setting. 

4. Tour provided of each practice with associated 
discussions in specific areas. 

5. Assessors had defined and agreed areas to cover with 
the Quality assessment tool. 

6. The degree of evidential information is an area for 
further reflection.  For example, should fire extinguishers 
be sighted and should implementation be confirmed 
such as seeing completed staff appraisals.  This is also 
in the context of the self-assessment methodology.  Also, 
no review of patient records was done though the project 
is considering a self-assessment approach beforehand. 

3 Feedback 
/Summary
Meeting

The feedback/summary meeting 
of an assessment provides a 
mechanism for structured 
feedback of the findings and will 
generally include what is working 
well as well as those areas that 

1. The teams discussed and reviewed information gathered 
from the visit in preparation for the feedback to the 
practice.

2. Feedback was delivered by the Lead Assessor and 
identified areas working well and aspects from the 
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need further development or 
improvement. 

Quality Tool the practice is encouraged to further 
develop. 

3. In future, another approach could be to have each 
assessor give some feedback with the Lead Assessor 
facilitating the discussion.  This helps to develop 
assessor skills. 

4. The conclusion of this session provides an opportunity to 
explain the reporting process and intended timeframes. 

4 Report The report completes the 
assessment process from the on-
site visit. It needs to accurately 
reflect the findings from the 
feedback/summary meeting and 
be delivered in a timely manner.   

1. The reporting structure was the least developed part of 
the pilot assessment process.  The pilot is being used to 
work through the possible types/styles of reporting.  

2. HDANZ is engaged to review and provide feedback on 
these pilot reports. 

Following each pilot visit the assessors debriefed and discussed the lessons learned that 

day.  The project manager documented these lessons and they supported the importance 

of the skills, knowledge and experience required of assessors as well as associated 

implications of the methodology used. 

5.0 COMPARISON OF QUALITY WITH CORNERSTONE

The first-hand experience of observing the pilot assessments provides an excellent 

opportunity to show some comparisons between Quality in Ontario and Cornerstone in New 

Zealand.  However, in making these comparisons it is important to remember that it took 

Cornerstone several years to develop into a full-scale accreditation programme and Quality

has now completed its initial pilot with 3 family practices. 

Programme
Characteristics

QIFP Cornerstone Comments

The Standards
/Tools

Quality Assessment Tool 
noting that a software 
platform is under 
development. 

Aiming for Excellence and use a software 
platform for assessors/reports. 

There is a natural similarity 
between these tools that one 
would expect since the Quality
tool used Aiming for Excellence as 
its model. 

Practice
Preparation

A Practice Advisor Role is 
appointed to help facilitate 
the practice to complete the 
areas needed to meet the 
requirements of the Quality
Assessment Tool. 

There are three phases of 
support to prepare with the 
tool:  An Initial self-
assessment, mid-assessment 
and final self-assessment. 

provided at acceptance of registration for the 
programme.

Workshops that include introduction to the 
programme, software and the assessment 
process.  Also, include a change 
management/team facilitator who runs a 
session for the practice team on How to 
Begin.

Recent appointment of an advisor to make 
contact before a visit that the practice is 
ready and for follow-up after the visit if they 
have any queries on possible work to 
complete.

eventual positioning, QIFP may 
need to consider how it will keeps 
the advisor role distinct from the 

also wish to explore the use of a 
change management/team 
builder expert presenter at its 
practice workshops. 
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Assessor
Teams/Roles

3 person interdisciplinary 
teams of assessors that also 
include lay assessors. 

2 person teams that always have a Family 
Practitioner (GP) and either a Practice Nurse 
or a Practice Manager. 

Each programme has defined 
assessment teams that align with 
their practice environments.  For 
QIFP these are interdisciplinary 
family practice teams.  It could 
consider the systematic process 
of having a lay assessor on every 
assessment team. 

Assessment
methodology

A Likert Ratings scale of 1-5 
is used and documented 
evidence comes with the self-
assessment.

Four ratings are used: Exemplary, Met, 
Partially Met and Not Met. Self-assessment is 
not reviewed by the assessment team. 

QIFP is likely to evaluate its rating 
system as it seems to overlap with 
criteria that are also defined as 
essential versus desirable. 

Assessment
Visit Process

A standard assessment visit 
process that also includes: 
Interviews with 2 patients 
and also talks with some 
patients in the waiting room. 

A standard assessment visit process that also 
includes:  CQI feedback session is deliberately 
facilitated with the practice team.  This is then 
included in the report.  A self-assessment is 
done by each doctor of patient records. 

The assessors take lap-tops to record 
information in the software.

QIFP will need to determine the 

on-site assessors to verify versus 
self-assessment documentation.
It may also wish to test out a CQI 
feedback process and self-
assessment methodology of a 
sample of patient clinical records. 

Reporting Most of the responsibility is 
done by the Lead Assessor 
but they are reviewing and 
refining their reporting 
process and format. 

Each assessor completes their responsibilities 
from the assessment visit and Aiming for 
Excellence.   The practice has to meet all the 
legislative and essential criteria to achieve 
accreditation.

QIFP has opportunity to trial 
different reporting requirements 
by assessors.  Reporting skills 
could be part of assessor 
competencies.  

Awarding
Certificates

For the 3 pilots they received 
a certificate acknowledging 
their participation.  HDANZ is 
to review the reports. 

An external agency, HDANZ, reviews each 
report and issues the RNZCGP a 
recommendation for practice accreditation.  
Signed certificates include both organisations 

These quality assessment 
programmes usually have some 
form of report review and this can 
be either internal or external. 

6.0 PREPARING FOR THE NEXT PHASE WITH 20 FAMILY PRACTICES

The pilot project has provided the QIFP team with a wealth of direct experiential learning 

and information to help shape the future development of the programme.  It is understood 

that the next phase requires funding from the Ontario Ministry of Health to test the Quality

Assessment Tool and processes with 20 Ontario Family Practices. 

The testing with 20 family practices provides the project with a significant strategic 

opportunity to fully determine the foundational infrastructure requirements to eventually 

establish this Quality programme across all family practices in Ontario and perhaps 

elsewhere in Canada.

The writer suggests that the ultimate aim for 

be carefully considered as what the programme aims to be will influence the extent of its 

internal and external requirements.  For example, there is a significant difference between 

the expectations and requirements to operat
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Toolkit for Accreditation programs 

ssessment and improvement processes 1
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1
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internationally, the next phase of testing with 20 family practices will need to carefully 

consider its aims and objectives as these will influence the design of this test phase.  If the 

primary aim is to use this next phase as a launching pad for a full scale assessment 

programme in Ontario then consideration to the following example objectives are 

suggested, and at the conclusion of a 20 practice field test QIFP will have: 

1. Fine-tuned the Quality Assessment tool (standards) including any legal and 

stakeholder consultation. 

2. Spread the word far and wide about the benefits and success stories of participating 

in this programme. 

3. Determined its best option for structure and governance of an ongoing programme. 

4. Further tested the assessment process, reporting structures/expectations to set the 

infrastructural foundation for a full-scale programme.  This includes the design and 

process platform to resource and roll out such a quality assessment/improvement 

programme.  Therefore, the operational policy, procedures, processes and system 

requirements will all have been tested and established for potential to deliver cost-

effective high volumes of annual assessments. 

5. Established the assessor workforce requirements, training and competencies so 

that further recruitment and selection can readily dovetail into full scale 

implementation.

6. Established a strategic plan to proceed to where it sees the positioning of the 

The next phase of field testing with 20 practices will be both exciting and challenging as 

whatever objectives are adopted they will be inter-related and need thoughtful 

management.  Also, experience suggests that the project should beware of 

underestimating the operational detail and efficiency needed in design to deliver reliable 

and effective assessment process/outcomes. 

7.0 ON LUSION

The completion of its Quality pilot project with 3 family practices has given the QIFP team 

the catalyst it needs to smoothly proceed into the next phase of testing intended with 20 
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Ontario family practices.

Ministry of Health. 
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Appendix 1: Assessor Competencies (ISO 19011)
The following table summarises assessor competencies noting that the terminology for audit has been 
replaced with the term assessment. 

Competencies

A: General knowledge and skills of assessment team leaders to:

1. Plan the assessment and make effective use of resources during the assessment, 

2. Represent the assessment team (where there is a team) in communication with the organisation being assessed, 

3. Organise and direct assessment team members (where there is a team), 

4. Provide direction and guidance to assessors-in-training, 

5. Lead the assessment/team to reach the assessment conclusions, 

6. Prevent and resolve conflicts, and  

7. Coordinate, prepare and complete the assessment report. 

B: Knowledge and skills of assessment principles, procedures and techniques to:

1. Plan and organise work effectively, 

2. Conduct the assessment within the agreed time schedule, 

3. Priorities and focus on matters of significance, 

4. Collect information through effective interviewing, listening, observing, reviewing document, records and data, 

5. Understand the appropriateness and consequences of using sampling techniques for assessing, 

6. 6. Verify the accuracy of collected information. 

7. Confirm the sufficiency and appropriateness of assessment evidence to support the findings and conclusions, 

8. Assess those factors that can affect the reliability of assessment findings and conclusions, 

9. Use work documents to record assessment activities, 

10.

11. Maintain confidentiality and security of information, and 

12. Communicate effectively, either through personal linguistic skills or an interpreter. 

C: Knowledge and skills of management systems and reference documents for:

1. The application of management systems of different organisations, 

2. Interaction between the components of the management system, 

3. The ability to interpret the setting with respect to the Quality systems/standards, being assessed. 

4. Recognising the difference between the priority of the reference documents, 

5. Application of the reference documents to different assessment situations, and  

6. Information systems and technology, for authorisation, security, distribution and control of documents and records. 

D: Knowledge and skills of organisational situations for:

1. Organisational size, structure, functions and relationships, 

2. General business processes and related terminology, and 

3. Cultural and social customs of the organisation being assessed. 

E: Knowledge of Applicable laws and other requirements related to the discipline.
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Appendix 11: 
Debriefing Meeting Summary Report
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Quality in Family Practice Project 
Debriefing Meeting 

Cedarbrook Farms, Flamborough 
Wednesday, June 21, 2006 

Summary Report 

PURPOSE
The Quality in Family Practice project management team (PMT) held an afternoon meeting on 
June 21, 2006 to bring together the Steering Committee (SC) and members of the family practice 
pilot sites (see Appendix A for list of attendees). The purpose of the meeting was to debrief with 
key individuals following the completion of the Quality demonstration pilot project. 

Meeting Aims 
To celebrate the pilot practices’ participation in the Quality demonstration pilot 
To allow the pilot sites and Assessors to share their experiences with the Quality
demonstration pilot as a larger group 
To obtain feedback from participants that will inform further development and planning for 
the Quality project 
To attain input from pilot practices regarding Public Relations planning for the Quality
demonstration pilot 
To capture the meeting on film for use in the development of promotional materials. 

ORGANIZATION OF THE MEETING
A film and sound crew was requested to attend the meeting and film the event. The PMT has 
been exploring the use of video/film for the Quality programme, specifically for knowledge 
transfer, promotional materials, future recruitment of family practices, and workshops. All 
meeting participants provided written informed consent to be included in video/film 
reproductions either previously or on-site.

The agenda items covered during the workshop are outlined in Appendix B.

Celebrations
Each pilot practice was presented with a poster-size collage of photos taken during the practice’s 
final assessment. Members of the practice were asked to stand beside their poster and talk about 
what the posters represented for them. Practices were also given 11x17 prints as a gift for 
participating in the project. 
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Small Group Sessions 
Attendees were divided into four groups: each practice group and an Assessors group. The 
groups discussed the highlights and challenges of the assessment process, including those 
associated with getting started on the project, the role of the Advisor(s), the final assessment 
visits, the assessment tool and the pre-visit Assessor meetings. One person from each of the 
practice groups reported back to the larger group. See Appendices C and D for the small group 
worksheet responses. 

What the pilot practice members like best about the assessment process included: 
Feedback at each assessment stage (pre-assessment, Advisor visit, mid-assessment, final 
assessment) 
Knowing where we are, where we want to go and how to get there – growth process 
Process was outlined well 
Support and availability (e.g. prompt responses to emails and phone calls) 
The final assessment visit did not interrupt with the operation of the clinic 
Private interviews at the final assessment 
Educational aspect of the final assessment 
Opportunity to look at your own practice and how you measure against standards  
(introspection)
Positive changes and improvements suggested throughout the process. 

Suggestions for changes to the assessment process included: 
How to manage the timeline and avoid procrastination, e.g. not leaving the bulk of the 
work until later in the process 
How to include more practice staff early on in the process 
Setting the agenda well in advance of the final assessment day, so that all practice 
members (especially the lead physician) can be present 
Further development, training and practice support for accessing/using the online 
assessment tool and web-site early on in the process 
Structure of the assessment tool for easier management, i.e. modules, timelines for 
sections.

Practice members were very supportive of the idea of having “Getting Started” workshops that 
focus on change management for participating practices.  

Large Group Discussions 
There was a short Power-Point presentation on the overall plan for the Quality project, including 
Phases 1 and 2 (completed), Phase 3 (in preparation) and beyond (provincial and national 
implementation). The plan for Phase 3 is to field testing the Quality program in 20 family 
practices in Ontario. The audience was asked for their ideas for recruitment of practices for the 
field test.

Suggestions included: 
holding a Quality conference,
publishing summaries and testimonials in journals,  
linking with professional associations,
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advertising on the website, and
focusing recruitment on the Family Health Teams.  

It was very clear that participants felt that it would not be problematic to enroll 20 practices in 
the project. 

In advance of the meeting, pilot practice members were asked to think about what they want in 
terms of Public Relations to celebrate the successful undertaking of the Quality process. The lead 
physician from each practice shared his practices’ preferences for type of event, form of media, 
involvement of politicians and timing (follow-up required).  

The Quality project is coordinating two different workshops for November 2006: the Family 
Medicine Forum in Quebec City and the Annual Scientific Assembly in Toronto. The PMT 
requested input and involvement by attendees (follow-up required). 

WORKSHOP EVALUATION
The SC and pilot practice members were asked to complete an evaluation form at the conclusion 
of the meeting. The evaluation contained four questions. Thirteen people in total completed the 
evaluation (see Appendix E for full responses). 

Satisfaction was high, with the majority of respondents reporting that they ‘agreed’ (n=4) or 
‘strongly agreed’ (n=8) that, overall, they were satisfied with the meeting. Open-ended responses 
confirmed that the meeting was well received and worthwhile.
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APPENDIX A:  LIST OF ATTENDEES 

Project Management Team Members:
Cheryl Levitt, Principal Investigator & Lead Assessor    
Angela Barbara, Project Manager
David Price, Medical Consultant & Lead Assessor 
Linda Hilts, Nurse Consultant & Lead Assessor    
Carol Lane, Administrative Assistant 
Colin McMullan, Research Supervisor 
Harpreet Thind, Research Assistant 
Vicky Greer, Special Projects Assistant 

Steering Committee Members:
Anne Barber, Nurse Practitioner Representative & Deputy Assessor    
Janie Bowles-Jordan, Pharmacist Representative& Deputy Assessor  
Jennifer McGregor, Dietitian Representative & Deputy Assessor 
Mari Rainer, Receptionist Consultant & Deputy Assessor  
Carol Ridge, Office Manager Consultant & Deputy Assessor 

Steering Committee Regrets:
Jennifer Frid, Receptionist Representative    
Carol Hayter, Patient Representative & Assessment Submission Reviewer   
Jan Kasperski, Ontario College of Family Physicians (OCFP) Representative 
Michelle Martin, Patient Representative & Assessment Submission Reviewer 
David Smith, Social Worker Representative & Deputy Assessor 

Pilot Practice Team Members:
Practice #1: Family Physician    

Office Manager 

Practice #2: Lead Family Physician 
Office Manager 
Executive Secretary 

Practice #3: Lead Family Physician    
Administrative Coordinator 
Registered Nurse 
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APPENDIX B:  MEETING AGENDA ITEMS 

12:00 – 13:30 Lunch    

13:30 – 14:00 Welcome & Celebrations 

14:00 – 15:30 Review of Agenda

Small Group Sessions

Large Group Feedback

15:30-15:45 Refreshment/Snack Break    

15:45 – 16:15 Next Steps for the Quality Project

16:15 – 16:45 Feedback by Practices on Public Relations 

16:45 – 16:55 Upcoming Workshops

16:55 – 17:00 Meeting Evaluation
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APPENDIX C: SUMMARY OF PRACTICE GROUP SESSIONS 

Getting Started

HIGHLIGHTS
- Going through the Assessment Tool and realizing what the practice is already doing a 

good job at 
- Completing a section of the Assessment Tool and knowing we met the criteria was very 

rewarding
- Good support 
- Very timely and provided a lot of insights into areas that the practice was struggling with, 

e.g. team building. 

CHALLENGES 
- Organization of time-line 
- Some practice members perceived it as threatening 
- Difficult to engage and energize practice members who did not attend the orientation 

workshop.

Role of the Advisor

HIGHLIGHTS
- Constructive feedback 
- Availability, encouragement and reassurance 
- Non-threatening, engaging, professional, friendly
- Miscommunications handled well 
- Valuable

CHALLENGES 
- Practice did not access the Advisors enough 
- Getting the practice team together for Advisor visits 

The Assessment Tool

HIGHLIGHTS
- Getting to the final self-assessment submission 
- Comprehensive 
- Allows practice to assess what you are doing, why you are doing it and how you are 

doing it 
- Well organized 
- Resources were very helpful 

CHALLENGES 
- Some wording of the indicators/criteria 
- Section C is challenging 
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- Size (i.e. big) and wealth of information can be overwhelming 
- Depth and breadth 
- Getting enough input from providers and staff
- Lack of Human Resources to work on the tool 
- Some indicators/criteria do not apply to small practices 
- Repetitive in places 

Final Assessment Visit

HIGHLIGHTS
- Finding out we were as good as we thought 
- Lead Assessor put her heart into it 
- Gratifying, i.e. practice members were happy and proud that they were doing the right 

thing (and someone was not going to tell them to do things differently)  
- Feedback session with the practice 
- Practice members felt comfortable during the visit 
- Supportive and responsive Assessors 

CHALLENGES 
- Getting the practice members together for the full day  
- The number of Assessment Team visitors to the practice 
- Getting practice members to relax when preparing for the visits and dispelling any fears 

earlier in the process 
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APPENDIX D: ASSESSOR GROUP SESSION SUMMARY  

The Assessment Tool

HIGHLIGHTS
- Detailed and thorough; do not need to look for other references/support 
- Well laid out; sections are logical 
- Completing the tool is a validating experience for practices and assessors 
- Learning tool; combines multiple tasks in one – where you are and where you should go 

CHALLENGES 
- Tool might be adapted for smaller vs. larger practice 
- The volume and detail of tool was overwhelming - create a timeline for the sections for a 

less overwhelming effect 
- Difficulty identifying tool responses/comments by advisors vs. practice 
- Want to have the evidence in place at appropriate criteria in the tool 
- The absence of section C- reflection of time 

Final Assessment Visit

HIGHLIGHTS
- Practices were very welcoming, pleasant, and receptive 
- The work the practice put in was impressive – showed through their commitment and 

preparation - demonstrated that they really wanted to be involved
- The celebratory aspect of it was important 
- Informal chats with patients in waiting room went well 
- Taking back all the CQI ideas, incorporation in to your own practice 

CHALLENGES 
- Not all staff available at the end of the day 
- Should advisor be there (+/-) for all aspects
- Scheduled time for patient interviews and random visits – not clear what amount of time 

was to be spent with patients 
- Renegotiate with team as to what will work in terms of agenda 
- Assessors should have time to go off and have time on one’s own 

Role of the Assessors

HIGHLIGHTS
- Great opportunity for the development and integration of multi-disciplinary- good 

foresight
- Good idea to have overlap with some things because different people give different 

perspective
- Worked better when everyone broke into smaller groups right from the beginning of the 

assessment visits 



QUALITY in Family Practice—Appendix : Debriefing Meeting Summary Report 171

CHALLENGES 
- Doing everything as a group; would have been better to have time solo, to reflect, to 

gather data that you were intended to collect 
- Being an effective data collector without being too intrusive (lack of structure re: visit 

potentially could have been a factor) 
- Physical layout of offices 
- Number of assessors and/or advisors 
- Lack of pre-negotiated agenda with both parties, i.e. assessors and practice - vice versa 

was a positive 
- Rules of conduct would be helpful 

Pre-visit Meeting

HIGHLIGHTS
- Having the sections and responsibilities divided up
- Invaluable for preparation of visit 
- Consolidates everyone’s input and perspective 
- Having everyone start at different sections - fresh ideas and perspective 
- Helps with writing the report  

CHALLENGES 
- Not having the evidence readily available/organized 
- Not enough time to be fully prepared for pre-visit meeting 
- Getting through the volume of tool before the pre-visit meeting – more  
- It would be beneficial to have a summary of everyone’s (assessors) comments circulated 

before pre-visit meeting 

Role of the Deputy Advisor

COMMENTS
- Did not feel very strongly involved 
- Advisors should be someone in a practice – physician, nurse 
- Require additional exposure to some of the issues that surface in the process 
- Section C required someone very attuned to the practice site 
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APPENDIX E:  EVALUATION FORM RESPONSES (n=13) 

Evaluation form item Strongly 
Disagree

Disagree Neutral Agree Strongly 
Agree

1. The purpose of the meeting was clear. 0 0 0 4 (31%) 9 (69) 

2. Overall, I was satisfied with the 
meeting.

0 0 1 (7.5) 4 (31) 8 (61.5) 

3. What did you like most about the meeting? 

Hearing from other practices- comparing “results” 
Overall was successful for all 3 
Many same comments- mostly good from everyone. 

Interesting to hear input from practices re: process pros and cons 
More comfort level as a group- conversation more open compared to other meetings 
Nice to regroup, conclude process, debrief plan next steps.  Teams felt more consolidated. 
Good idea generation, free flowing thoughts. 

Sharing experiences. 

Was good to hear back from the practices from the perspective that feedback for project but I 
also think the practices benefited hugely from hearing the other testimonials 
I thought as one of the assessors it would also be good to be in one group discussing the process. 

Sharing of information, closing the project phase and future directions. 

Loved the posters! Way to go Angela! 
Interesting to hear different peoples feedback 
Good ideas brought to the table. 

Hearing from other practices- how they felt about the project and the challenges they faced 
Getting ideas from the group as to how to improve project 
Feedback is very important and verifies that this project is very non-threatening. 

I most liked the informal setting of the meeting
Relaxed and non-threatening 
Meeting of the 3 other project sites and comparing experiences of how they found the whole 
project.
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Poster - collage was a great treat 
Opportunity to participate further in our own team Quality process 
Generating ideas to participate further as program unfolds. 

The interaction between each practice. The opportunity to share information.

Sharing comments, experiences and ideas with others who have completed this program. 

Adequate time 
Well organized 
Good opportunity to be involved. 

Gained enthusiasm for follow-up projects. 

4. Do you have any other suggestions for the Project Management Team? 

One “more pre-assessment” meeting would have been helpful. 

Meeting time could have been consolidated for efficiency.

Practice recruitment- video testimonials from 3 demos - interviews separately for each practice, 
include lead physician & practice manager- so someone visiting website can click and view 3 
 - Put videos on Quality web page 
 - Use at presentations 
 - Much Music?? CBC, Global, in-person, talk shows - who in department has contacts with 
media?

Time efficiency, i.e. could eat/talk so that stayed on time and there was enough time to go 
through agenda 
Perhaps assessors group and practice group could have been separated for part of it, not always 
relevant for both!

I think you were able to collect a good deal of invaluable feedback from each of these practice 
teams today. 

Having meetings or conferences will be very important in maintaining the practice to keep going 
(for future pilot sites). 

Keep up the good work, ideas and energy. 

No, I think you’ve covered everything. 
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Appendix 12: 
Final Assessment Focus Group Question Guide
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Final Assessment Focus Group Question Guide 

Pilot Practice Teams

Tell me about your experience as a member of a practice going through the Quality
programme. 

Let’s talk about the final assessment visit:  
What was it like? 
What aspects were challenging/difficult? 
What aspects were useful/not useful? 
What should be changed? 

Let’s talk about the Assessment Tool:  
What was it like working with it? 

 What should be changed/added/removed? 

How might the assessment process be improved? 
 What suggestions do you have for future practices that will go through this? 
 How could we make it more attractive for practices to participate? 

How useful were the diaries? 
 Did you fill them out?/Why?/Why not? 

Assessment Teams 

Let’s talk about the final assessment visit:  
What was it like? 
What was easy/difficult? 
What worked/what didn’t? 
What should be changed? 

Let’s talk about the Assessment Tool:  
What was it like working with it? 

 What should be changed?/added/removed? 

How might the assessment process be improved? 

Do you have any suggestions for training future Quality Assessors/Advisors? 
 Can you identify any gaps/issues that need to be addressed with respect to future 
 assessor training? 
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Appendix 13: 
Oral and Poster Presentations
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Oral and Poster Presentations  

Levitt C. Barbara AM, Price D, Hilts L, Cescon, M. Workshop: Quality matters in 
chocolate – Why not in family practice? Family Medicine Forum, Quebec City 
Convention Centre, Quebec City, November 2006. 

Levitt CA, Barbara AM, Price D, Hilts L, McMullan C, Kasperski, MJ. 
Development of a voluntary assessment program for interprofessional family 
practices in Ontario. North American Primary Care Research Group (NAPCRG) 
Annual Meeting, Hilton El Conquistador Gold and Tennis Resort, Tuscon, 
Arizona, October 2006. Poster.

Levitt CA, Barbara AM, Price D, Hilts L, McMullan C. Improving Safety in Family 
Practices. Halifax 6: The Canadian Healthcare Safety Symposium, The Sheraton 
Wall Centre, Vancouver, October 2006. Poster. 

Levitt CA, Barbara AM, Price D, Hilts L. Quality in Family Practice. The Ontario 
Health Quality Council Meeting, Ramada Plaza Hotel, Hamilton, Ontario, October 
2006.

Levitt CA, Barbara AM, Price D, Hilts L, McMullan C, Kasperski, MJ. Innovative 
model for improving quality in family practices. Canadian Health Services 
Research Foundation (CHSRF) Primary Healthcare Network Symposium, Four 
Seasons Hotel, Vancouver, September 2006. 

Levitt C, Barbara AM, Hilts L, Price D, McMullan C. Kasperski, MJ. Quality in 
Family Practice – Phase 2: A demonstration pilot. Primary Health Care Transition 
Fund (PHCTF) Summit 2006, Sheraton Centre Toronto Hotel, Toronto, August 
2006.

Levitt C, Barbara AM, Price D, Hilts L, McMullan C. Kasperski MJ. Quality in 
Family Practice – Phase 2: A demonstration pilot. Primary Health Care Transition 
Fund (PHCTF) Summit 2006, Sheraton Centre Toronto Hotel, Toronto, August 
2006. Poster. 

Levitt CA, Barbara AM, Price D, Hilts L. Quality matters in chocolate – Why not in 
family practice? Trillium Primary Care Research Forum, Royal Botanical 
Gardens, Burlington, Ontario, June 2006. 

Levitt C, Barbara AM, Hilts L, Price D, McMullan C. Development of a voluntary 
program for interprofessional family practices in Ontario. Trillium Primary Care 
Research Forum, Royal Botanical Gardens, Burlington, June 2006. 

Levitt CA, Barbara AM, Price D, Hilts L, McMullan C. Quality Star: A Conceptual 
Framework for the Quality in Family Practice Assessment Tool. Trillium Primary 
Care Research Forum, Royal Botanical Gardens, Burlington, June 2006. Poster. 
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Levitt CA, Barbara AM, Price D, Hilts L, McMullan C. Improving Safety in Family 
Practices. Trillium Primary Care Research Forum, Royal Botanical Gardens, 
Burlington, June 2006. Poster. 

Levitt CA, Barbara AM, Hilts L, Price D. Quality of care: Thinking big. McMaster 
University Department of Family Medicine Annual Resident’s Research Day, 
Hamilton Scottish Rite, Hamilton, May 2006. 

Levitt CA, Barbara AM, Price D, Hilts L, McMullan C. Improving Safety in Family 
Practices. Health & Safety Canada 2006 Industrial Accident Prevention 
Association (IAPA) Conference & Trade Show, Metro Toronto Convention 
Centre, Toronto, May 2006. Poster. 

Levitt CA, Barbara AM, Price D, Hilts L. Review of the Quality project. Meeting 
with the Ontario College of Pharmacists, McMaster University, Hamilton, April 
2006.

Levitt CA, Barbara AM, Price D, Hilts L, McMullan C.Quality Star: A Conceptual 
Framework for the Quality in Family Practice Assessment Tool. Celebrating 
Innovations in Health Care Expo, Metro Toronto Convention Centre, Toronto, 
April 2006. Poster. 

Levitt CA, Barbara AM, Price D, Hilts L.Planning for a pandemic: A proposal for 
the development of Quality disaster planning indicators in family practice. 
McMaster University, Hamilton, March 2006. 

Levitt CA, Barbara AM, Price D, Hilts L. Quality in Family Practice: Proposal for 
pandemic planning. Ontario College of Family Physicians, Toronto, February 
2006.

Levitt CA, Barbara AM, Price D, Hilts L. Review of the Quality in Family Practice 
project. College of Physiotherapists of Ontario, Toronto, December 2005. 

Levitt CA, Barbara AM, Price D, Hilts L Quality Star: A Conceptual Framework for 
the Quality in Family Practice Assessment Tool. Family Medicine Forum 2005. 
Vancouver Convention and Exhibition Centre, Vancouver, December 2005. 

Levitt CA, Barbara AM, Price D, Hilts L Quality in Family Practice: Project 
highlights. Members Forum, The Annual Scientific Assembly of the Ontario 
College of Family Physicians. Toronto Marriott Eaton Centre, Toronto, November 
2005.

Levitt CA, Barbara AM, Price D, Hilts L, Kasperski MJ. The Quality in Family 
Practice project. College of Physicians and Surgeons of Ontario, Toronto, April 
2005.
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Appendix 14: 
Self-Assessment Scores
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Quality in Family Practice: 
Final Self-Assessment Scores 

Self-Assessment Results Summary for Practice #1

Practice #1 completed:

80 (100%) criteria of Section A
57 (100%) criteria of Section B
121 (100%) criteria of Section C
53 (100%) criteria of section D 
24 (100%) criteria of Section E

In summary:
53/53 (100%) criteria completed, 43/53 (81%) met standards (4 or 5/5)
109/109 (100%) criteria completed, 88/109 (81%) met standards (4 or 5/5)
173/173 (100%) criteria completed, 113/173 (65%) met standards (4 or 5/5)

Overall
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

38 15 53
57 52 109
52 121 173

Section A
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

11 8 19
6 15 21
11 29 40

Section B
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

22 6 28
12 2 14
9 6 15

Section C
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

27 25 52
24 45 69



QUALITY in Family Practice—Appendix : Self-Assessment Scores186

Section D
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

5 0 6
12 9 21
5 21 26

Section E
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

0 1 1
3 20 23

# Criteria Completed by Practice = 335
Practice Total Self-Assessment Score = 1,356.5
Highest Score for 335 Criteria = 1,675
Total # Criteria in Tool = 335
Highest Potential Score - all Criteria completed = 1,675

The practice’s total self- assessment score on the Quality Assessment Tool was 1,356.5 based on the 335
criteria completed by the practice. The potential highest score for 335 criteria is 1,675. The maximum
score for completing the entire Assessment Tool (335 criteria) is 1,675. 

Self-Assessment Results Summary for Practice #2

Practice #2 completed:

57 (71%) criteria of Section A
41 (72%) criteria of Section B
14 (12%) criteria of Section C
15 (28%) criteria of section D 
19 (79%) criteria of Section E

In summary:
41/53 (77%) criteria completed, 34/41 (83%) met standards (4 or 5/5)
35/109 (32%) criteria completed, 25/35 (71%) met standards (4 or 5/5)
70/173 (40%) criteria completed, 45/70 (64%) met standards (4 or 5/5)

Overall
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

30 11 53
19 16 109
35 35 173
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Section A
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

15 2 19
12 3 21
19 6 40

Section B
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

10 9 28
5 6 14
5 6 15

Section C
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

1 6 52
1 6 69

Section D
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

5 0 6
1 0 21
5 4 26

Section E
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

0 1 1
5 13 23

# Criteria Completed by Practice = 146
Practice Total Self-Assessment Score = 585
Highest Score for 146 Criteria = 730
Total # Criteria in Tool = 335
Highest Potential Score - all Criteria completed = 1,675

The practice’s total self- assessment score on the Quality Assessment Tool was 585 based on the 146
criteria completed by the practice. The potential highest score for 146 criteria is 730. The maximum score
for completing the entire Assessment Tool (335 criteria) is 1,675. 

Self-Assessment Results Summary for Practice #1

Practice #3 completed:

79 (99%) criteria of Section A
49 (86%) criteria of Section B
45 (37%) criteria of Section C
53 (100%) criteria of section D
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24 (100%) criteria of Section E

In summary:
49/53 (92%) criteria completed, 40/49 (82%) met standards (4 or 5/5)
80/109 (73%) criteria completed, 56/80 (70%) met standards (4 or 5/5)
121/173 (70%) criteria completed, 75/121 (62%) met standards (4 or 5/5)

Overall
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

32 17 53
34 46 109
39 82 173

Section A
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

9 10 19
11 10 21
17 22 40

Section B
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

17 7 28
10 3 14
7 5 15

Section C
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

7 17 52
3 18 69

Section D
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

6 0 6
6 15 21
4 22 26

Section E
Category # Criteria Fully Met # Not Fully Met # Criteria in Tool

0 0 0
0 1 1
8 15 23
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# Criteria Completed by Practice = 250 
Practice Total Self-Assessment Score = 968
Highest Score for 250 Criteria = 1,250
Total # Criteria in Tool = 335
Highest Potential Score - all Criteria completed = 1,675

The practice’s total self- assessment score on the Quality Assessment Tool was 968 based on the 250
criteria completed by the practice. The potential highest score for 250 criteria is 968. The maximum score
for completing the entire Assessment Tool (335 criteria) is 1,675.
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Appendix 15: 
Appendix 15: Final-Assessment Evaluations: Summary
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Quality in Family Practice Final-Assessment Visit 
Practice Team Evaluations 

A. Preparation for the practice (external) assessment 

RankingsQuestionnaire Item 
1  2  3  4  5 6 

Mean

1. Was the support provided by the Project 
Management Team helpful in preparing the 
self-assessment submission for the 
Assessors?  

2 1 5 5 5.00 

2. Comments: 
Unfortunately some of the Team had to pursue other interest and the project was left to one 
person.  Would have been helpful to extend timeframe.
I’m not sure the project management team could have helped anymore than they did.  Our 
biggest obstacle was not being able to access the QIFP website sooner.  It caused some 
duplication of data entry. 
I wasn’t involved in this.
Angela was a great help to our practice 

RankingsQuestionnaire Item 
1  2  3  4  5 6 

Mean

3. Was the practice provided with adequate 
information about the final assessment visit?  

1  2 1 1 10 5.07 

4. Comments: 
Little disorganization on who was in charge 
It would have been easier to schedule our day if we had the agenda a month prior to the 
assessment  
Unable to comment
I wasn’t aware of any information so perhaps it was lack of communication within clinic? 
Angela gave us all the information we needed 
Helpful for professional staff to have idea of the questions the team would like to discuss ahead 
of time.

5. Can you suggest any changes to improve the preparation of the self-assessment submission?  
Time management 
Time is the only factor.  Guidelines from QIFP would be helpful to manage time.
To be able to go onto a website and just enter info and uploading and downloading etc.  Or a 
website more user friendly.  
It would have been easier to schedule our day if we had the agenda a month prior to the 
assessment  
No
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To feed us the tables in smaller sections.  Give the group bi-weekly tables to complete.  It would 
help keep on schedule.   
Divide into separate modules

6. Can you suggest any changes to improve the Assessment Tool?  
Wording of indicators can sometimes be confusing.  Time-line huge factor. 
The assessment tool as is, is very overwhelming.  Suggest breaking it down into its 5 sections 
and have separate sessions for each section with feedback sessions before moving forward with 
next section. 
Perhaps, as suggested, break it into smaller parts, and provide a suggested time line.
Make it simpler – not too wordy.  Less binders. 
Lead people better to answer. 
If there was any way to combine the information into one book it would have been easier.  I 
would frequently get confused by which book I wanted to look in. 
No
As above [divide into separate modules] 

7. Can you suggest how we can improve the “Further Information” (website links) contained in the 
Assessment Tool? 

Have not used it. 
The websites were easy to access and very helpful.  It was unfortunate we could not use your
website sooner.
I only used the tables, did not see website links.   
Not used 

B. The final assessment visit 

RankingsQuestionnaire Item 
1  2  3  4  5 6 

Mean

8. Did you feel that your practice was prepared for 
the assessment visit?  

1 2 6 10 5.32 

9. How would you rank the following: 
a) Introduction to the assessment visit. 

1 2 2 3 11 5.11 

b) Process of data collection by the 
Assessors (interviews, observation, etc). 

1  7 12 5.50 

c) The practice feedback session at the end 
of the visit. 

 1 5 11 5.59 

d) The duration of the visit. 1 1 7 11 5.40 

e) The number of Assessors at the visit. 2 4 5 10 5.10 

f) Overall agenda for the assessment visit.  1 8 9 5.44 
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10. What aspects of the assessment visit were most useful?   
Feedback was most useful! 
Feedback at the end 
Feedback session as to improvements. 
Feedback session at end of the assessment – helpful to have our practice reviewed by “outside 
eyes” and gave us an objective view of what we do well and some areas we need to focus on. 
Feedback session and subsequent written report. 
Feedback
Just the de-briefing, as no info was shared through out the day. 
Feedback session 
Questions asked by assessors gave staff and physicians something to think about and having 
our outside source do the assessment enforced what I have been trying to tell them (staff and 
physicians).  Sometimes we need to be challenged by other than our own internal group to 
identify and acknowledge areas that need reviewed.   
The practice feedback at the end of the visit 
Very thorough, multidisciplinary
I was only involved in an interview which I found helpful 
Feedback was helpful 
Conversation about what we do- exchange of ideas with gentleman from New Zealand 
Feedback
Improvement areas. 
Suggestions on how to improve our quality of care for patients. 

11. Can you suggest any changes to improve the assessment visit?  
A shorter visit if possible would have disrupted the office less. 
Number of assessors 
In an office as large as us, it was hard to keep everyone around for the feedback session when 
they had early (day) interviews. 
Well organized, well done. 
Written summative – strengths/weaknesses 
With nothing to compare it too, I still feel it went well.  Your cooperation was great, perhaps 
more cooperation on clinics and regarding time would be beneficial, and more support from the 
physician.
Eventually ability to compare against other practices (to stimulate change if needed and inspire 
change in areas not yet addressed) 
I believe that the assessment visit went smoothly.  The staff were not intimidated in any way by 
the visit and they thought they would be.  I believe they were surprised by how well they did.   
No
More communication among staff in clinic, more promotion of visit as it felt sprung on me.
Less people assessing  
Send agenda with sample questions fro all staff ahead of time; do not expect a “working office” 
visit, since too intrusive to normal functioning.  Interview with me could have been longer.  Too 
many assessors for the size of our office.  Unclear re all of this agenda.  
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C. Outcomes of the Quality programme 

RankingsQuestionnaire Item 
1  2  3  4  5 6 

Mean

12. Were you satisfied with the outcome of 
the final assessment visit?  

 1  6 10 5.47 

13. Having undertaken the Quality process, 
are you more confident that your practice is 
successful in providing quality care?  

 1  5 11 5.53 

14. Do you believe that, as a consequence of 
the Quality assessment, the practice team will 
be able to continue to improve the quality of 
its health care delivery?  

  1 6 10 5.53 

D. Overall Quality programme 

RankingsQuestionnaire Item 
1  2  3  4  5 6 

Mean

15. Has participating in the Quality
programme benefited your practice?  

  1 8 7 5.38 

16. Has participating in the Quality
programme promoted team work?

1 1 1 8 5 4.94 

17. How can the overall programme be improved?  
Time management 
The first assessment with advisors  allowing enough time to better understand tools, website 
and the process of this project. 
Excellent process – formalizes many things we do well, and directs us too 
Not sure 
It would have been better to have a longer period of time to review and implement changes in 
the indicators.
More communication between staff about projects, outcomes etc.  
More time or designated person to do project/oversee it 
Package in modules.  Website very unfriendly when tried to used 3 months ago. 

18. Any other further comments: 
It’s been a delight! 
Time line was tight, but we started late, and had other projects ie. compete, re-location, 
FHN FHT on the go, too. 
It was a wonderful experience 
I am looking forward to your comments.  The feedback on the first two sections of indicators 
was very helpful.  We can only improve if we know what needs improvement.
No
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Quality in Family Practice Final-Assessment Visit 
Assessment Team Evaluation 

A. Preparation for the practice (external) assessment 

RankingsQuestionnaire Item 
1  2  3  4  5 6 

Mean

Was the Assessor meeting (on May 3, 2006) 
helpful in preparing you for the assessment 
visit?

1 2 5 4 5.00 

Was the pre-visit meeting useful in preparing 
you for the assessment visit? 

  4 8 5.67 

Did you feel comfortable leading the pre-visit 
meeting? (For lead assessor only)

  1 2 5.67 

Were you satisfied with the pre-visit 
meeting? (For lead assessor only)

 1 1 1 5.00 

Did you find the training you received as an 
Assessor/Lead Assessor useful?

1 6 5 5.33 

Did you find the training you received as an 
Assessor/Lead Assessor sufficient?

 1 6 5 5.33 

Were you satisfied with the information 
about the Assessor/Lead Assessor role prior 
to the assessment visit (e.g. Guide to the 
Assessment Process, meetings, memos, etc.)? 

 1 5 6 5.42 

Can you suggest any changes to improve preparation of Assessors for the assessment visit? 
The meeting/workshop in January could have been more tailored to those who had 
experience interviewing patients and working as HCP and those who did not have that 
experience.
I think for the first go at the assessment tool, using it in action it went well, the more you use it 
the more comfortable you feel.  It is important I think to review the tool as a group (assessors) 
as well as difficult people will offer different view points.  Someone who is very familiar with 
the tool should be present. 
Lead time for review of tool and review of practice evidence. 
Deputy advisors would need more training prior to becoming full advisors.  I don’t feel I had 
much input into the advising process so would need more training.  Assessing was fine.  
Pre-visit meeting could be longer, especially for new assessors: 2 -3 hour meetings. 



QUALITY in Family Practice—Appendix : Final-Assessment Evaluations: Summary198

B. The final assessment visit 

RankingsQuestionnaire Item 
1  2  3  4  5 6 

Mean

How comfortable did you feel: 
a) Working with the Assessment 
Tool?

 2 1 4 5 5.00 

b) Collecting the data (interviews, 
observation, etc)? 

2 5 5 5.25 

c) Working with the other members 
of the assessment team? 

6 6 5.50 

d) Leading the debriefing session at 
the end of the visit? (For lead 
assessor only)

1  2 5.33 

How acceptable were the following: 
a) The duration of the assessment 
visit.

   3 3 6 5.25 

b) The number of Assessors at the 
visit.

  1 4 3 4 4.83 

c) Overall agenda for the visit.   2 5 5 5.25 
Was the time used efficiently during the 
assessment visit? 

  5 4 3 4.83 

 What aspects of the assessment visit went smoothly?   
Introductions were excellent 

 Summary went really well 
The use of summary sheets was helpful. 
Planning in advance worked well 
People were very co-operative and willing to talk.  
Clear delegation of tasks for the day by lead assessor for the (other) assessors. 
Well time managed. [Lead assessor’s] preparation and focus on specific indicators was 
excellent.  Really facilitated the day.
Orderly but flexible to accommodate the office work 
Just about everything I think. 
Team approach 
Genuine interest shown by office (all staff) 
Openness of staff 
Enthusiasm
Planned time with different staff/groups 
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Can you suggest any changes to improve the assessment visit?  
 Boundary between Advisor and Assessor challenging? 
 Focus more on the criteria less on the gestalt of the program 

Can day be shortened/streamlined? 
Interviewing of patients, clinic manager present at other interview in retrospect was not 
ideal.  I am not sure of the impact of having the advisor there as well, it might have 
been better if they were not there, just the assessors. 
Organizing lunch for assessors- should be our responsibility.  Lead physician should NOT be 
on call.   
Be more flexible with timetable during day.  
Try to have more physicians involved in the project and/or other nurses within the practice.  
What will help me is time/experience 
I think it is important (somehow) that the practice be better prepared and receive us 
All/more people/staff present would have improved visit.
Less people 

 Small office – very crowded, assessors out numbered staff 
Time for assessors to work individually for a bit, time alone to observe, think, assess 

Can you suggest any changes to improve the Assessment Tool?  
 Yes, we need a self assessment audit process 

I think the tool is very relevant to Ontario setting and reflects appropriate quality indicators.  
I think it is bulky and could be pared down with the [research].  This would involve an 
indicator by indicator review.
It needs to be shortened – get rid of redundancy- criteria should be ways of fulfilling the 
indicators- not every one should have to be done or commented on.  
Model for small and large practice 
Many items too detailed for small site ie. P +P 
Review rankings & required areas based on above 

 It’s good but large.  Perhaps practices and assessors can work on one section at a time. 

C. Report writing (For lead assessor only)

What aspects of writing the assessment report went smoothly? 
The summary was easy.  The lengthy criteria took a lot of time.   
Pulling together the information first- both at the pre-assessment visit and during the visit 

How can the process of report writing be improved? 
Experience
Decide on format to use as a template. 
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D. Overall Quality programme 

RankingsQuestionnaire Item 
1  2  3  4  5 6 

Mean

Was your workload as an Assessor/Lead 
Assessor manageable?  

 1 3 1 4 2 4.27 

Was your workload as an Advisor
manageable? (For lead assessor only)

   3   4.00 

Do you feel you made a positive contribution 
within the assessment team? (Not including 
lead assessor) 

   2 6 1 4.89 

Do you feel your experience as an 
Assessor/Lead Assessor has been beneficial 
to your personal/professional development?  

   2 5 5 5.25 

Do you feel your experience as an Advisor 
has been beneficial to your 
personal/professional development? (For
lead assessor only)

   1 1 1 5.00 

How can the overall programme be improved?  
Experience! 
Lot’s more experience 
Audit process and Section C need to be worked on 
Just need more time although I realize that this was pilot and time was compressed. 
Experience! 
See prior comment re: lead time for review of materials.  
It was not reasonable to do 2 assessments with one week – bad planning on our part.   
More planning ahead with respect to reports and evidence 
Practices did not seem engaged in some areas. Breaking sections into tasks with respect to due 
dates set by the practice can help meet endpoints sooner.

Any other further comments:
1 Quality in 2 years max any professional can take out of job as an assessor. 
The distance was not very manageable.  
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Appendix 16: 
Summary of Confidence Evaluations
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Quality in Family Practice 

Summary of Confidence Evaluations 

As part of the evaluation of the Quality programme during the demonstration pilot phase, we 
assessed confidence in both trained Advisors/Assessors and members of the pilot practice teams. 
An important element of training Quality Assessors was ensuring that they were confident to 
undertake the assessment. We were also interested in how confident the family practice members 
were to undertake the self-assessment and external assessment of their practice.  

Following key events during the Quality project, members of the assessment teams and of the 
pilot practice sites were asked to complete a confidence questionnaire. The confidence 
questionnaire presented participants with a number of possible scenarios that could arise during 
the assessment process. Participants were asked to identify their level of confidence in dealing 
with these potential situations based on a 5-point Likert scale where 1 = “not confident” and 5 = 
“confident”. These questionnaires were developed by the project management team in order to 
assess confidence levels throughout the assessment process.

The findings and observations summarized below will be used to plan and refine the Assessor 
training programme and the orientation workshop for participating family practices. 

Advisor/Assessor Confidence to Undertake the Quality Assessment
The following are potential scenarios that may be encountered by Advisors and Assessors in 
undertaking the Quality assessment: 

1. There is an atmosphere of conflict and/or low morale in the practice. 
2. Some in the practice team do not agree with the tool indicators and criteria. 
3. Some of the practice members did not know you were coming until the day before. 
4. There is a low level of compliance with the legal requirements of an Ontario practice – 

WSIB, Canada Health Act, Bill 31, CMA Code of Ethics, etc. 
5. There is a low level of compliance with safety requirements – infection control, 

sterilization, disposal of contaminated materials, Cold Chain, etc. 
6. The team is concerned that they are not fulfilling all of the criteria in the tool. 
7. Some of the staff confides that one provider is incompetent, dishonest, and/or immoral. 
8. The practice team has no idea of their performance in health promotion/disease 

prevention issues; such as: immunizations, cervical smears, or diabetic management. 
9. The patient questionnaires report that it is difficult to access the clinic by telephone. 
10. The nurses believe their scope of practice is under-utilized.
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11. Your assessment of many criteria differs significantly from the scores given by others on 
your team. 

12. There are large gaps in the patient notes; for example, family history, smoking and 
alcohol history, allergies, medications, blood pressure readings. 

The 11 interprofessional members of the Steering Committee, 5 members of Project 
Management Team, and 2 project staff were trained as Master Assessors. To discover their level 
of confidence in dealing with the above 12 situations, the Steering Committee Assessors were 
asked to complete the confidence questionnaire at key points during training and orientation. 
Members of this group acted as Deputy Advisors and Assessors during the assessment process. 
This subgroup also completed the same questionnaires before and after the final assessment 
visits.

Confidence was assessed at the following times: 

Time 1: January 26, 2005 – before the start of the Master Assessors Training Workshop  
Time 2: January 27, 2005 – following the Master Assessors Training Workshop 
Time 3: May 17, 2005 - following the Pilot Orientation Workshop (note: one individual, who 
did not attend the orientation, completed the questionnaire following a site visit) 
Time 4: May 3, 2006 – following the Assessor Preparation meeting (before the pre-visit 
planning meeting and final assessment visit) 
Time 5: May 2006 – following the final assessment visit to the practice. 

Total scores were calculated for each completed questionnaire, where the lowest possible score 
was 12 and the highest possible total score was 60. The mean total scores over time for all 
completed confidence questionnaires are shown in Figure 1. Overall confidence scores were 
lowest (n=8, mean = 36, s.d. = 9.77) before the training workshop in January 2006. Following a 
very successful two-day training workshop, Assessor confidence rose (n=9, mean = 49, s.d. = 
4.53). Mean confidence ratings decreased following the orientation workshop (n=10, mean = 
42.5, s.d. = 6.54) and did not change following the Assessor preparation meeting approximately 
one year later (n=6, mean = 43.67, s.d. = 9.03). Assessor confidence peaked following the final 
assessment visit (n=6, mean = 51.17, s.d. = 6.59).  

Five trained Assessors completed the confidence questionnaire at each of the 5 points in time. 
The mean scores over time for these 5 Assessors are plotted in Figure 2. A cubic relationship 
between time and assessor confidence was observed. Confidence scores were lowest (mean = 36, 
s.d. = 12.51) before the training workshop and increased following the workshop (mean = 49, 
s.d. = 6.12). Mean confidence had decreased following the orientation workshop (mean = 42.0, 
s.d. = 7.97) and did not change significantly following the Assessor preparation meeting (mean = 
44.60, s.d. = 9.76). Assessor confidence was at its highest following the final assessment visit 
(mean = 51.00, s.d. = 7.34).  
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Figure 1: Assessor Scores Over Time
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Figure 2: Assessor Scores Over Time (n=5)
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Average rankings for individual questionnaire items over time are displayed in Table 1. The 
number of Assessors who ranked 4 or 5 (i.e. confident in responding to the situation) on 
individual questionnaire items is shown in Table 2.  

Table 1: Confidence questionnaire results over time - Assessors 

Rating  
Mean (Standard Deviation)Questionnaire Item 

Time 1 
n=9

Time 2 
n=9

Time 3 
n=10

Time 4 
n=6

Time 5 
n=6

1. There is an atmosphere of conflict and/or low morale in the 
practice.  3.13

(.99)
4.11
(.33)

3.50
(.53)

3.83
(.98)

4.17
(.41)

2. Some in the practice team do not agree with the tool indicators 
and criteria. 2.63

(.92)
3.89
(.60)

3.50
(.53)

3.67
(1.03)

3.83
(.41)

3. Some of the practice members did not know you were coming 
until the day before.  3.50

(.76)
4.44
(.73)

4.10
(.57)

3.83
(.41)

4.50
(.55)

4. There is a low level of compliance with legal requirements of an 
Ontario practice – WSIB, Canada Health Act, Bill 31, CMA Code 
of Ethics, etc.  

2.38
(.92)

4.11
(.60)

3.50
(1.08)

3.00
(1.10)

4.17
(.75)

5. There is a low level of compliance with safety requirements – 
infection control, sterilization, disposal of contaminated materials, 
Cold Chain, etc.    

2.88
(1.25)

4.33
(.50)

3.40
(.97)

3.17
(.75)

4.17
(.75)

6. The team is concerned that they are not fulfilling all of the 
criteria of the tool.  3.13

(1.25)
3.56
(.73)

4.00
(.94)

4.00
(.63)

4.67
(.52)

7. Some of the staff confides that one provider is incompetent, 
dishonest and/or immoral.  3.13

(1.13)
4.00
(.71)

3.20
(.92)

3.17
(1.17)

3.67
(.52)

8. The practice team has no idea of their performance in health 
promotion/disease prevention issues; such as: immunizations, 
cervical smears or diabetic management.  

2.88
(1.13)

4.11
(.78)

3.30
(1.06)

3.67
(1.03)

4.33
(.82)

9. The patient questionnaires report that it is difficult to access the 
clinic by telephone.  3.50

(1.31)
4.56
(.53)

3.33
(.70)

4.17
(.75)

4.67
(.52)

10. The nurses believe their scope of practice is under-utilized.  
3.50

(1.41)
4.11
(.61)

3.70
(.67)

3.83
(.98)

4.50
(.84)

11. Your assessment of many criteria differ significantly from the 
scores given by others on your team.  2.88

(1.13)
3.78
(.67)

3.50
(.85)

3.83
(.98)

4.17
(.75)

12. There are large gaps in the patient notes; for example, family 
history, smoking and alcohol history, allergies, medications, blood 
pressure readings.  

2.50
(1.07)

4.00
(.50)

3.40
(.70)

3.50
(1.04)

4.33
(.82)
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Table 2: Number of Assessors reporting confidence for each potential situation 

Number (Percentage) Reporting Confidence – 
Ranking of 4 or 5 Questionnaire Item 

Time 1 
n=8

Time 2 
n=9

Time 3 
n=10

Time 4 
n=6

Time 5 
n=6

1. There is an atmosphere of conflict and/or low morale in the 
practice.  3 (37.5) 9 (100) 5 (50) 5 (83.3) 6 (100) 

2. Some in the practice team do not agree with the tool indicators 
and criteria. 1 (12.5) 7 (77.8) 5 (50) 4 (66.7) 5 (83.3) 

3. Some of the practice members did not know you were coming 
until the day before.  5 (62.5) 8 (88.9) 9 (90) 5 (83.3) 6 (100) 

4. There is a low level of compliance with legal requirements of an 
Ontario practice – WSIB, Canada Health Act, Bill 31, CMA Code 
of Ethics, etc.  

1 (12.5) 8 (88.9) 5 (50) 3 (50) 5 (83.3) 

5. There is a low level of compliance with safety requirements – 
infection control, sterilization, disposal of contaminated materials, 
Cold Chain, etc.    

3 (37.5) 9 (100) 5 (50) 2 (33.3) 5 (83.3) 

6. The team is concerned that they are not fulfilling all of the 
criteria of the tool.  3 (37.5) 6 (66.7) 8 (80) 5 (83.3) 6 (100) 

7. Some of the staff confides that one provider is incompetent, 
dishonest and/or immoral.  4 (50) 7 (77.8) 4 (40) 3 (50) 4 (66.7) 

8. The practice team has no idea of their performance in health 
promotion/disease prevention issues; such as: immunizations, 
cervical smears or diabetic management.  

3 (37.5) 7 (77.7) 6 (60) 4 (66.7) 5 (83.3) 

9. The patient questionnaires report that it is difficult to access the 
clinic by telephone.  4 (50) 9 (100) 4 (40) 5 (83.3) 6 (100) 

10. The nurses believe their scope of practice is under-utilized.  
5 (62.5) 8 (88.9) 6 (60) 3 (50) 5 (83.3) 

11. Your assessment of many criteria differ significantly from the 
scores given by others on your team.  3 (37.5) 6 (66.7) 5 (50) 3 (50) 5 (83.3) 

12. There are large gaps in the patient notes; for example, family 
history, smoking and alcohol history, allergies, medications, blood 
pressure readings.  

2 (25) 8 (88.9) 5 (50) 3 (50) 5 (83.3) 
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Practice Confidence to Undertake the Quality Assessment
The following are potential scenarios that may be encountered by the practice in undertaking the 
Quality assessment: 

1. There is an atmosphere of conflict and/or low morale in the practice. 
2. Some in the practice team do not agree with the indicators and criteria in the Quality

Assessment Tool. 
3. Some of the practice members have failed to engage in the assessment process. 
4. There is a low level of compliance with the legal requirements of an Ontario practice – 

WSIB, Canada Health Act, Bill 31, CMA Code of Ethics, etc.
5. There is a low level of compliance with safety requirements – infection control, 

sterilization, disposal of contaminated materials, Cold Chain, etc. 
6. The practice is concerned that they are not fulfilling all of the criteria in the Quality

Assessment Tool. 
7. The practice team has no idea of how to undertake an audit. 
8. The patient questionnaires report that it is difficult to access the practice by telephone. 
9. The nurses believe their scope of practice is under-utilized.
10. Your assessment of many criteria differs significantly from the scores given by others in 

the practice. 
11. There are large gaps in the patient notes; for example, family history, smoking and 

alcohol history, allergies, medications, blood pressure readings. 

To discover the level of confidence among practice team members in dealing with the above 
situations assessment process, individuals were asked to complete the11-item questionnaire 
following the orientation workshop and throughout the process as follows: 

Time 1: Summer 2005 - following the Pilot Orientation  
Time 2: Fall 2005 – following a site visit by the Advisors 
Time 3: February 2006 – following the mid-assessment site visit by the Advisors 
Time 4: May 2006 – following the final assessment visit to the practice. 

Total scores were calculated for each completed questionnaires (lowest possible score = 11 and 
highest possible total score = 55). The mean total scores over time are displayed in Figure 2. 
Average confidence scores rose incrementally during the first three intervals: 39.21 (s.d. = 9.24) 
following the orientation to the pilot project; 41.83 (s.d. = 4.17) following the Advisor visit in 
fall 2005; and 46.75 (s.d. = 3.09) following the mid-assessment. The lowest overall score was 
reported following the final assessment at the practice (mean = 37.32).  

It should be noted that at Time 3, only four individuals completed the evaluation questionnaires. 
These are the key members from each of the three practices who were most involved in the 
Quality project. Following the final assessments, all members of the practices were asked to fill 
out the questionnaires. Some of these practice members had been only peripherally involved in 
the project up to that point.
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Figure 3: Practice Scores Over Time
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The practice members’ mean rankings for individual questionnaire items over time are displayed 
in Table 3. The number of practice respondents who ranked 4 or 5 (i.e. confident in responding 
to the situation) on individual questionnaire items is shown in Table 4. Responses identify 
situation in which participants feel less confident and suggest areas that the Project Management 
will address in future phases of the project.

Table 3: Confidence questionnaire results over time – Practice team members 

Rating  
Mean (Standard Deviation) Questionnaire Item 

Time 1 
n=14

Time 2 
n=6

Time 3 
n=4

Time 4 
n=11

1. There is an atmosphere of conflict and/or low morale in the 
practice.  3.29

(.99)
3.83
(.41)

4.75
(.50)

3.82
(.1.54)

2. Some in the practice team do not agree with the tool indicators and 
criteria in the Quality Assessment Tool.  3.79

(.89)
3.50
(.84)

4.00
(.82)

3.36
(1.36)

3. Some of the practice members have failed to engage in the 
assessment process.  3.07

(1.07)
4.17
1.17)

4.25
(.50)

3.55
(1.51)

4. There is a low level of compliance with legal requirements of an 
Ontario practice – WSIB, Canada Health Act, Bill 31, CMA Code of 
Ethics, etc.  

3.93
(1.07)

3.80
(1.79)

4.00
(1.15)

3.45
(1.97)
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5. There is a low level of compliance with safety requirements – 
infection control, sterilization, disposal of contaminated materials, 
Cold Chain, etc.   

3.57
(1.02)

4.80
(.45)

4.50
(.58)

3.55
(2.02)

6. The team is concerned that they are not fulfilling all of the criteria 
in the Quality Assessment Tool 3.57

(1.16)
3.17
(.41)

4.00
(0)

3.45
(1.81)

7. The practice team has no idea how to undertake an audit.  
3.36

(1.34)
3.67
(.52)

4.00
(0)

3.18
(1.83)

8. The patient questionnaires report that it is difficult to access the 
practice by telephone.  3.50

(.94)
3.50
(.58)

4.25
(.50)

3.05
(1.19)

9. The nurses believe their scope of practice is under-utilized.  
3.86
(.95)

4.17
(.41)

4.25
(.50)

3.55
(1.75)

10. Your assessment of many criteria differs significantly from the 
scores given by others in the practice.  3.64

(1.15)
3.83
(.75)

4.25
(.50)

3.27
(1.84)

11. There are large gaps in the patient notes; for example, family 
history, smoking and alcohol history, allergies, medications, blood 
pressure readings.  

3.64
(1.15)

3.67
(.82)

4.50
(.58)

3.09
(1.76)
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Table 3: Number of practice respondents reporting confidence for each situation

* missing value(s) for questionnaire item 

Number (Percentage) Reporting 
Confidence – Ranking of 4 or 5 Questionnaire Item 

Time 1 
n=14

Time 2 
n=6

Time 3 
n=4

Time 4 
n=11

1. There is an atmosphere of conflict and/or low morale in the 
practice.  6 (42.9) 5 (83.3) 4 (100) 7 (63.6) 

2. Some in the practice team do not agree with the tool indicators and 
criteria in the Quality Assessment Tool.  9 (64.3) 4 (66.7) 3 (75) 7 (63.6) 

3. Some of the practice members have failed to engage in the 
assessment process.  4 (28.6) 5 (83.3) 4 (100) 7 (63.6) 

4. There is a low level of compliance with legal requirements of an 
Ontario practice – WSIB, Canada Health Act, Bill 31, CMA Code of 
Ethics, etc.  

11 (78.6) 3 (60)* 2 (50) 7 (63.6) 

5. There is a low level of compliance with safety requirements – 
infection control, sterilization, disposal of contaminated materials, 
Cold Chain, etc.   

8 (57.1) 5 (100)* 4 (100) 7 (63.6) 

6. The team is concerned that they are not fulfilling all of the criteria 
in the Quality Assessment Tool 8 (57.1) 1 (16.7) 4 (100) 7 (63.6) 

7. The practice team has no idea how to undertake an audit.  
9 (64.3) 4 (66.7) 4 (100) 6 (54.5) 

8. The patient questionnaires report that it is difficult to access the 
practice by telephone.  8 (57.1) 2 (50)* 4 (100) 3 (27.3) 

9. The nurses believe their scope of practice is under-utilized.  
9 (64.3) 6 (100) 4 (100) 7 (63.6) 

10. Your assessment of many criteria differs significantly from the 
scores given by others in the practice.  9 (64.3) 4 (66.7) 4 (100) 7 (63.6) 

11. There are large gaps in the patient notes; for example, family 
history, smoking and alcohol history, allergies, medications, blood 
pressure readings.  

9 (64.3) 3 (50) 4 (100) 6 (54.5) 
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Appendix 17: 
Qualitative Evaluation Report
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Qualitative Evaluations:  
Summary of Findings 

The main findings from the qualitative analysis of the focus group and interview data are 
presented below. Eight key themes were identified:  

1) Overall Assessment Process  
2) Working with the Assessment Tool  
3) Final Assessment Preparation  
4) Final Assessment Visit  
5) Challenges
7) Perceived Benefits 
8) Attracting Practices to Quality

Overall Assessment Process  

Most respondents perceived the assessment process as a positive experience: 

… it was a very good positive experience, and we have a very positive assessment that 
shows others in the practice had a positive experience. I think we’re looking forward to 
knowing where our weaknesses are and we were told where we can improve things and I 
think that’s the whole idea there. And where our priorities are. 

The assessment process proved to be an excellent guide that was often used to develop policies 
in the practices.  It was sometimes challenging; however, the practices’ perceptions became more 
positive as they became more familiar with the process.  One practice commented that they 
performed very well and were proud of their accomplishments.  Overall, it appears that the 
practices enjoyed engaging in the process. 

Negative perceptions were also mentioned.  For some whose practices were already extremely 
busy, the assessment process was perceived as overwhelming.  Because they wanted to do a 
satisfactory job, they felt that they needed additional time.   

Working with the Assessment Tool  

The sections of the Assessment Tool that focus on ‘administrative’ issues (sections A, B and E) 
were regarding as the easiest and least time consuming to complete for the practices.  One 
practice member said that this was because they already had this information on hand and it was 
simply a matter of pulling it together.  Also, the administrative staff was largely responsible for 
undertaking much of the self-assessment.
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One practice member was concerned with the workload associated with working with the tool.  
Initially, most of the Assessors found the tool overwhelming.  However, over time, practice team 
members became more comfortable using the tool:  

I think they got more comfortable with some of it. They could express that once they 
started to work with it, it wasn’t that bad.

From both the practice members’ and Assessors’ perspectives, we got a sense of the way that the 
tool was used by the practices.  Practices clearly wanted guidance on how to tackle Section C 
(clinical practice systems and audits).  In this case, the Advisors facilitated the process by going 
through practice audits with the lead physicians: 

…because you want to do it well, you don’t want to just put anything down, which is what 
they ended up doing. 

The practices were encouraged to tackle the various criteria in Section C.  However, on the 
whole, section C seemed to be neglected by most of the practices. 

Several practice members reported that the web links in the tool were very useful resources: 

I was immensely impressed with how much background resources you had available, 
because for me that made me understand that it wasn’t just random questions, it was all 
based for the most part on good evidence. 

While working with the tool, Assessors were able to identify redundancies.

Final Assessment Preparation

In general, most of the Assessors expressed the fact that they felt somewhat nervous before the 
pre-visit meeting and upon receiving the practice’s final self-assessment.  Feeling unprepared 
was the result of several factors, including that the Master Assessors training session occurred 
more than a year before the actual final assessment visits; the comprehensiveness of the 
assessment process and tool; and not knowing what to expect.  Despite this initial apprehension, 
by the start of the final assessment visit, most of the Assessors felt well prepared.  This was 
largely due to the preparation prior to the visit.

I think having the pre-visit meeting certainly made us comfortable with what each of us 
was suppose to do. 

During the pre-visit meetings, it was important that the Lead Assessor used the time efficiently.  
The Lead Assessor was responsible for determining the focus of each member of the assessment 
team during the visit: 

Part of the goal for me in chairing that meeting was to make sure that everybody was 
comfortable with the information. And really had a good understanding of what they 
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were suppose to be looking for the next day. And I think we did that by the end of the day. 
And everybody was pretty comfortable. 

Most had positive comments about the Master Assessors training workshop held in January 
2005.  The usefulness of the training was especially realized at the final assessment.  Contrary to 
what they initially believed, the Assessors recalled more that expected and were able to apply the 
acquired knowledge and appropriate skills. 

Some Assessors relied on their previous involvement with accreditations and reviews, both from 
the receiving and giving ends.  One Assessor, with limited experience, noted that she would have 
liked more opportunity to learn from people with previous assessment experience during the 
training session.  Another Assessor with less experience reported the positive impact of working 
with those with more experience than herself:     

For myself I also felt a certain comfort level also being that ______was there, who had 
previous experience. For my role it helped tremendously, to have experienced people 
with me. 

Some negative aspects to the preparation were mentioned, including the fact that there was a lot 
of material to review before the final assessment.  Although Assessors reported that the training 
was useful for the final assessment, some mentioned that working with the tool helped them the 
most in the end.  Another Assessor added that the scenarios presented during the training session 
were of little use as they represented extreme situations that one was unlikely to encounter.   

One common issue for the Assessors was that the preparation for the final assessment visit was 
very time consuming.  It was a suggested that there needs to be more preparation time available 
before the final assessment visit.  

Final Assessment Visit

When asked about their perceptions of the final assessment visit, most Assessors were very 
pleased with the events of the day.  Some said that the day went very well because their prior 
preparation gave them a good sense of what was going to take place at the visit.  The assessment 
team also reported that everything went well because the practices were generally very 
supportive, accommodating and helpful.  The cooperation they received from the practices made 
their job easier.  One Assessor mentioned that the visit went especially well because of the 
practice’s extensive involvement with quality:  

I thought it went well because the practice is so involved with quality anyway. It was a 
really good practice to start with and because of their motivation and energy.

A few Assessors had some negative things to say about one assessment visit.  They felt they 
were being a bit intrusive; they found it a little difficult considering they had never been to the 
practice; and they felt that time was wasted because everything was done as a group. 



QUALITY in Family Practice—Appendix : Qualitative Evaluation Report218

As for the practices, they also reported overall positive perceptions of the visit.  One practice felt 
that the visit went fairly smoothly because they made only same day appointments.  Others felt 
the following aspects contributed to their positive experiences: the agenda, organization of the 
day, and the fact that they didn’t feel like they were being ‘tested’.  The Assessors noticed that 
one of the practice teams was nervous about visit, but became increasingly comfortable as day 
progressed.

Various aspects of the final assessment visit were highlighted by the assessment team members.  
They were quite content with the organization of the assessment and the flexible agenda.  Data 
collection was efficient as the Assessors individually gathered data, observed and interviewed 
practice providers and staff.  The practice members agreed with this.  Assessment team members  
had positive things to say about the introduction, discussion, and feedback session:

Good early discussion around triaging and who was working on things.

Very good intro with family physicians on feedback of the Quality journey, what was 
accomplished and how.

The feedback session was very well done by the Lead Assessor. 

There were several comments about the functioning of the assessment teams.  From the 
perspective of the practices, the Assessors worked well as a team and appeared well prepared for 
the visit.  The Assessors also worked well independently, as they had determined their 
responsibilities from the pre-visit meeting and had their own agenda.  The Lead Assessor had the 
job of coordinating the events and making sure the others were completing their assigned tasks. 
The Assessors also talked about having opportunities to work as a group.  They were in 
agreement with the practices as they also thought they worked well together.  This was mainly 
due to prior meetings where they became more comfortable with each other and began to 
understand what was expected of them:     

Interviewer: Did you feel like a team? Did things work well?   

Respondent: Most definitely, and I suppose that is partly to do with working with the 
people prior to the assessment meetings, because then you know each other, some of it is 
personalities, but definitely that works very well.  Everyone in the assessment group 
listened, heard each other out, was open to ideas, all that kind of stuff. They were 
awesome!

One common concern among both the assessment and practice teams was that the number of 
Assessors sometimes out-numbered the number of providers/staff at the practice.  Several 
respondents commented on the differences between conducting assessments in smaller versus 
larger practices.  Following final assessment visit at the solo practice, some Assessors felt the 
visit was a little disruptive because of the small physical space.   

There just wasn’t the meeting space for that style of assessment that we had. There 
would not be the physical facility to be able to do it, with that number of assessors, unless 
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they clearly, kind of, divided everybody out and assessors were in different rooms doing 
different things, but it would be more challenging.

One Assessor highlighted the need to start thinking about small practices differently:

Maybe we have to look at dividing the way we work in a practice, as well as what we 
expect from a practice, through the tool, by making some sort of arbitrary decision:
practices under three will be looked at in this direction, and practices over three plus will 
be looked at this way.

Challenges  

One of the biggest challenges of the programme was the feeling of being overwhelmed.  Many 
respondents mentioned that this was greatest at the beginning of the project.  This was due to 
several reasons, such as the variety of people involved, the size of the project, the comprehensive 
nature of the tool, and the expectations of the practices.

Both the assessment team and practice members found the workload to be substantial.  Some of 
the Advisors felt that this amount of work would not be feasible in the future.  One Assessor 
described the workload during the final assessment period and the report writing stages: 

I think that the work load is huge. And to expect anyone, unless it’s a job, to do more than 
one assessment in, realistically, a year, optimistically, twice a year, is totally 
unreasonable.

Some practice members said that their workload did increase significantly during this period, 
while others said that it was not that much of a burden. Leaving it to the last minute was the 
problem.  

Another common issue, especially for the practice members, centered on the lack of time 
devoted the project.  The practices often did not have enough time to devote to the project, 
because of other commitments.  The practices were busy completing tasks for the Family Health 
Team (FHT).  A number of physicians reported that they had limited time owing to the ongoing 
demands associated with patient care.  

In general, it was difficult to get the practices moving following the orientation workshop.  It 
took some time before people started getting involved.  In one practice, this was especially 
problematic.  By the final assessment day, it was evident that the family doctors were not on 
board and had not completely bought into the process. 

Several members of the practices had difficulty using the project website.  Some respondents 
reported that they are not familiar with the internet or computers in general, and preferred not 
using the website to download the files. Others mentioned that they only realized how to use the 
website towards the end of the project and wished they had been introduced to the online 
applications earlier. 
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Some Assessors found that the period just prior to the final assessment visits was quite 
challenging.  This three week period was particularly difficult for those who were both Advisors 
and Lead Assessors at two different practices.  Some felt there was not enough time discuss 
everything during the pre-visit meeting.  The fact that the visit was the day following the pre-
visit meeting also made the experience quite overwhelming for some. 

The Assessors had some concerns about the final assessment day.  Problems with the 
interviewing process were mentioned.  In one practice, people entered and left the room while 
group interviews were being conducted.  Some did not like the schedule at one assessment visit, 
because they interviewed all day long without having enough time to go off on their own.  One 
Assessor felt she was disrupting patients during the process of getting their input and would have 
liked further guidance.

There were some issues regarding the physicians and practice participation.  In general, the 
family doctors had the least flexible schedules and, thus, were not always present during both the 
interviewing and feedback sessions.  There were also situations during the final assessments 
where the whole practice did not participate or members of the team were not present: 

Not all of the practice team was present, which made some of it a bit awkward in terms of 
asking other people about other peoples’ jobs. 

When asked about the diaries that were to be used during the project, most practice members 
said they were of limited or no use.  They did not feel the need to record their perceptions in their 
black book, as they felt that they had communicated their thoughts and concerns to the project 
management team on various occasions.   

Both the assessment team and practice members had concerns about the Quality Assessment 
Tool.  They both agreed that there was too much information included in the tool binder, and 
some sections were particularly voluminous.  As such, it took participants some time to become 
comfortable with it:  

It took me a long time looking at the whole tool to figure out what the hell is this all 
about, and what are we doing and how do we do it.  It wasn’t until we actually sat down 
and started working through some of the pages, that it started to gel as to what are we 
getting at. 

Some Assessors commented that the Assessment Tool was filled with several redundancies, 
particularly in Sections B and D.  Some thought that there was too much detail in some areas and 
not enough in others.  One Assessor commented that there should be fewer criteria for each 
indicator.  It was also suggested that the tool may not be practical for smaller practices:  

…the tool doesn’t match the reality of life. That it’s not practical, nor likely that any 
single or dual position combinations are going to have written policies and training 
manuals and all of the paraphernalia that you need to operate a bigger human resource 
group. Therefore, because the tool is worded as it is, we ended up looking at things that 
we probably didn’t need to look at. We end up scoring them differently than if we didn’t 
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have to look out for the word for word thing about written policy versus practice. So 
those were things that were frustrating to work with in the confines of the small practice. 

Perceived Benefits  

One of the clear benefits of the Quality programme was that it helped to promote teamwork 
amongst practice members: 

That was a group effort from the entire staff, the nurses and the front staff. It wasn’t just 
something that I did up and said ‘ok this is how it is going to be.’  We all, as a group, 
decided on ‘this is the best way to do it’ and so now we all do it the same way.  Definitely 
team work was a big part of that, to get those things in place. 

Several respondents also mentioned that the programme helped to create structure in their 
practices.  This benefit seemed to apply to practices in the process of becoming FHTs.  For one 
practice, their involvement in Quality helped to guide them as they began the transition to a FHT.
Practices also reported that they already had much of the information required to complete the 
self-assessment, but were using the Quality programme to help them create more formalized 
structures and procedures within their practices:  

The assessment got us, in a structured and formalised way, to work through all of the 
processes in our office, between governance right through to databases and patient 
privacy.

Quality helps to look at the things we think we are doing well, and are we really doing 
them well? How can we formalise them so that we can continue doing them well? 

Some practice members indicated that they felt reassured about their delivery of patient care after 
going through the assessment and receiving feedback.  One practice member knew they were on 
the right track because the Assessors did not suggest drastic changes; while another’s 
reassurance was based on their ability to meet several criteria in the tool.   

Reflection was another beneficial outcome of the Quality assessment. The programme 
encouraged practice teams to look at their practice in a systematic way: 

The whole issue is that it does make you, in a very systematic way, look at your practice. 
We have doctor’s bag issues and other people may have sterilization issues or whatever. 
It makes you look introspectively at your practice. And I think most of us will want to do 
the right thing.

Practice members were given ideas that they hadn’t even considered or were considering but 
hadn’t really implemented.  
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Attracting Practices to Quality

The importance of successfully ‘marketing’ the project was a recurrent theme.  Several ideas 
were suggested by both the practice and assessment team members, including: sending out 
questionnaires to practices in Ontario and prompting them to think about quality and 
encouraging participation; giving a Quality certificate to successful participating practices as a 
form of recognition; recruiting a high-profile individual to hand out the Quality award; and 
highlighting the accomplishments of the Quality practices on the project website.  Highlighting 
the continuous quality improvement (CQI) orientation and self-reflective nature of the project 
would keep it non-intrusive and non-threatening, and would likely increase the chances of more 
family practices getting involved. 

The Lead Assessors also discussed holding a ‘getting started’ workshop at the beginning of the 
process to get the practice, as a whole, to think about change management and obtain a high 
degree of buy-in and commitment that is required for the Quality programme.
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Appendix 18: 
Revision of the Quality Assessment Tool 

Based on the Pilot Evaluation
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Revision of the Quality Assessment Tool
Based on the Pilot Evaluation 

Feedback on the Quality in Family Practice Assessment Tool was gathered throughout the 
Quality demonstration pilot.  The quantitative and qualitative feedback was based on the actual 
use of the tool during the assessment process and is summarized in this report.  This preliminary 
appraisal will inform the revision and enhancement of the Assessment Tool in preparation for the 
next phase of the project.

Assessment Tool - Overall 

Participating participants (Advisors, Assessors, practice members) require hands-on training 
and practice to understand the Assessment Tool components, how to access them, and how 
to use them effectively 

The hardcopy of the Assessment Tool is perceived as overwhelming in size, i.e. too big 

The hardcopy should be integrated into one package (instead of multiple binders) 

Various aspects of the tool were misinterpreted and require clearer (more basic, less wordy) 
phrasing and explanation, including:

o instructions/guidance on using the Assessment Tool, e.g. how much detail to 
provide in the self-assessment; what should be included in the final self-
assessment submission  

o classification of criteria using the star system 
o ranking scale (1 to 5) used in the Assessment Tables 
o wording of specific indicators, criteria and interpretation (see below for specific 

comments)
o some terminology, e.g. audit  

There are redundancies/duplications in the Assessment Tool which should removed or 
condensed

Consider adding “not applicable” as an option to the ranking scale in the Assessment Tables 

Consider self-assessment scoring by indicator, rather than by criteria 

The ranking scale may be inappropriate for the legal ( ) criteria; dichotomous scale 
(“met” or “not met”) may be more suitable  

Refine Assessment Tables (worksheets) for Assessors conducting the final external practice 
assessment, e.g. add additional fields, such as self-assessment score, Assessor score, general 
comments, method of verification, comments from the practice, suggestions 

Consider adapting the Assessment Tool for smaller practice settings (versus larger group 
family practices) 
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Indicators from other PHCTF projects will be reviewed to ensure that they have been 
incorporated into the Quality Assessment Tool   

Consider revising the order of the Sections, e.g. ordered by the areas that will be assessed by 
the Assessors during the final assessment (reception and administration; allied health 
professionals, especially nursing; record maintenance – physicians) 

The Assessment Tool must be further refined for the Canadian context 

The “online” version of the Assessment Tool will continue to be fully developed and tested, 
while the paper copy will also be available as an alternative if requested. 

Assessment Tool - Sections 

Section A
Criterion A.1.2.3: confusing, revise for clarity 
Criterion A.2.5.2: wording is poor, revise for clarity 
Criterion A.2.5.6: remove, redundant with criterion A.1.1.2; requires practice team to be 
familiar with Professional Code of Ethics, which is covered in criterion A.1.1.2 
Criterion A.2.5.7: revise for clarity
Criterion A.2.7.2: interpretation does not fit with criterion, requires revision; check whether 
applicable in Canada. 

Section B
Sections B and D have duplications, which should be integrated 
Criterion B.5.3.2: add further information/website link for current information on 
antibacterial soap 
Criteria B.5.2.4: consider whether this is redundant and should be removed 
Indicator B.5.7 (The practice demonstrates a commitment to the Workplace Safety and 
Insurance Act 1997): add criterion on returning to work. 

Section C
This overall Section was challenging for the pilot practices 
Consider providing resources to assist practices in conducting the Section C audits 
Consider including indicators for rehabilitation, muscular skeletal problems, osteoarthritis 
Criterion C.8.7.4: change “mental health disorders” to ““mental health problems”, make 
consistent with wording in other criteria in Indicator C.8.7. 

Section D
There are redundancies in Sections B and D, e.g. privacy around pharmaceuticals and 
privacy around charting
Criterion D.11.1.1: consider whether this is redundant and should be removed. 
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Section E
Indicator E.15.3: do not use the following language: “morbidity and mortality management 
system”; change language from “morbidity and mortality” to “near misses”  
Criterion E.15.3.4 (The practice has a policy regarding the disaster plan): consider moving 
this to Section D 
Criterion E.15.4.2 (The range of journals and resources are accessible to all practice 
members): consider whether this is redundant or should be interchanged with criterion 
E.15.4.3 (Internet access is available in the practice to access reference material)
Criterion E.15.5.1: consider moving to Section A 
Criterion E.15.7.1: consider revising the wording to make it clearer. 
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Appendix 19: 
Economic Evaluation Report
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Quality in Family Practice 
Economic Evaluation Report 

September 13, 2006 

PURPOSE

In Phase 1 of the Quality project, to forecast the potential cost of developing an Ontario-wide 
programme, data was extracted on the costs of existing international and local quality 
programmes and used to project costs. Although very little hard data was obtained from the 
international sites, we were able to project costs using international costing categories and our 
knowledge of local costs and expenses to make an initial projection. In Phase 2, we collected 
data of some of the actual costs of the programme during the pilot phase to provide further 
information and refine our projections. 

This report outlines the data collection methods and analysis of financial costs for the following 
components of the Quality programme during the demonstration pilot: (1) the assessment process 
and (2) meetings and workshops. 

METHODOLOGY

A series of meetings and discussions were held with members of the Quality project management 
team and consultants to develop the cost analysis plan, including data collection and data 
management. A number of issues associated with data collection were considered. Each of these 
is discussed below. 

What Data to Collect? 

During Phase 1 of the Quality project, a cost model was developed. This model outlined the 
individual cost elements for the establishment and implementation of the Quality programme, 
including projected capital and operating, central administration, liaisons, and completion of the 
assessment process costs for 440 assessments per year.  The total projected costs for programme 
(based on 440 assessments per year) was $18,460,120. The predicted average cost per Quality
assessment at each individual practice was $41,971. 

An important component of the cost model was the costs associated with the Quality assessment 
process. During the pilot project, there were opportunities to undertake an analysis of the costs 
for the assessment. These costs give some indication of what might be anticipated in the future 
when undertaking a field trial or implementing a broader programme province-wide. 
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During Phase 2, we anticipated challenges associated with recruitment and built in an incentive 
payment for the pilot practices of $15,000 per practice.  During the extension of the project, we 
offered an additional $3,000 per practice. In addition, we projected costs for the administration 
and personnel (Assessors) in our grant. We were keen to determine whether the payment 
projected were equivalent to the costs incurred during the pilot phase. 

To guide the allocation of time and costs to appropriate categories, line item details were listed 
for each cost component. As data collection progressed, any identified costs that were not 
considered at the start of the demonstration pilot, such as administration costs on the part of the 
practice, and personnel time for implementing practice improvements, were subsequently 
included in this list (see Appendix A). 

Assessment Process 
The Quality project management team implemented a systematic approach to measuring the 
costs of the assessment process. The assessment process includes: 

Costs incurred by the assessment teams, composed of Advisor(s), Lead Assessor, 
Assessors (see Appendix B for composition of assessment teams)  
Costs incurred by the family practices to undergo the assessment process. 

The project plan and timeline of activities for the demonstration pilot project was used to identify 
associated costs for each group. The level of detail for data collection was also considered.  

Personnel Costs
It was predicted that labour/personnel costs would represent the most significant cost for both the 
assessment and practice teams. These costs are, of course, primarily dependent on professional 
standing, position held, salary/payment and time spent by individual participants working on the 
Quality process. Therefore, it was decided that time spent working on the Quality programme 
should be collected per individual (professional or staff) and costs calculated based on provincial 
benchmarks (i.e. average salary rates in Ontario).  

Time Spent on the Assessment 
It was important for future planning and evaluation that, in addition to the amount of time spent, 
data should also be collected on: 

The types of activities the assessment teams and practice members were spending their 
time on   
The specific dates when time was spent working on the project. 

This data is also important in separating early development one time costs from ongoing costs. 

Other Expenses
Material costs and out-of-pocket expenditures were also tracked, including office supplies, long 
distance telephone calls, refreshments and use of the fax machine. For members of the 
assessment teams, travel expenses incurred during site visits were also included.  
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Workshops and Meetings 
A number of workshops and preparatory meetings were held during the demonstration pilot. 
These are likely to be essential on-going components of the Quality programme. It was decided 
that the costs for these events would be calculated separately from the assessment process. 
During the demonstration pilot, the following workshops were held:  

Two-day Master Assessor training workshop 
Pilot orientation workshop 
Assessment Tool workshop for Advisors and Deputy Advisors 
Assessor preparation workshop. 

Additional meetings included:  

Regular project management team meeting times used to discuss Advisor/Assessor issues 
Individual face-to-face meetings with the Project Manager. 

Expenses for workshops and meetings included venue costs, food and refreshments, 
workshop/meeting materials, travel and remuneration/payment to participants. 

Evaluation Costs 
The purpose of the demonstration pilot was to evaluate the Quality Assessment Tools and 
assessment process. Feedback on all aspects of Quality was collected in various ways – 
questionnaires, interviews, focus groups, debriefing sessions. The time and costs included in the 
cost analysis represent those associated with the Quality assessment processes and do not reflect 
those costs related to the programme evaluation. Therefore, activities such as the completion of 
evaluation forms and participation in interviews or focus groups were not including in the cost 
analysis. However, we anticipate that there will/should always be some form of evaluation 
occurring in this programme so that Quality participants inform the continual advancement and 
improvement of the assessment process. These will be elements of the Quality programme’s 
Research Division.

How to Collect Data? 

A plan was developed for collecting the costing data efficiently, effectively and with minimal 
imposition to the Quality participants.

Data collection forms were created for the assessment and practice teams. The forms were pre-
tested with a small number of participants. The forms were then revised and distributed with 
specific instructions (see Appendices C and D). Assessment team members were asked to submit 
completed forms following each site visit. One person (main practice contact) at each of the 
practice sites was made responsible for collecting the costing information for all the members of 
the practice. This person was asked to submit completed forms on an ongoing regular (weekly) 
basis.

The Project Manager was responsible for collecting the costing data and maintaining the 
database. This role was assigned to the Project Manager for the following reasons: 



QUALITY in Family Practice—Appendix : Economic Evaluation Report234

She had a good working relationships with the main practice contacts and assessment 
team members 
She had ongoing contact with each of the Quality participants and could easily remind 
them to document costing information 
She was responsible for overseeing and monitoring project activities on a regular basis
She knew the nuances of the project and could probe appropriately when data was 
missing (or needed verification). 

The costing data were entered into three separate Microsoft Excel databases – one per practice 
site. Each database contained two spreadsheets – one sheet for the practice team members and 
another sheet for the assessment team members assigned to that practice. 

The three Lead Assessors for the demonstration pilot were also members of the project 
management team. The Project Manager maintained a database for entering the amount of time 
that each Lead Assessor spent at each project meeting. She also recorded the proportion of the 
meeting times that were utilized as Quality Advisors and Lead Assessors. 

RESULTS

Assessment Process 

The table in Appendix E displays the total amount of time spent on each activity by all the 
practice members in each of the three pilot sites. Practices spent most of their time undertaking 
the self-assessment and participation in the site visits.  

In each of the pilot practice sites, there was a core group of practice members who took on the 
responsibility for carrying out the Quality project in their practice. These individuals did the 
majority of the work on the self-assessment and oversaw the involvement and participation of the 
rest of their practice team. At Dr. Les Solomon’s office, this core group consisted of the office 
manager and family physician. At Mount Forest, it was the office manager, Family Health 
Network (FHN) Administrator and the lead physician. At New Vision, the administrative 
coordinator, one of the registered nurses and the lead physician made up this group. The total 
number of hours spent on the Quality programme by all practice members by discipline is 
indicated in the table in Appendix F. This table also displays costs for personnel time based on 
provincial average salary rates. Out of pocket expenses reported by pilot site are shown in 
Appendix G. 

The table in Appendix H illustrates the amount of time spent by the Advisor/assessment teams at 
each family practice by activity. Since the Advisors/Assessors were based in Hamilton (or the 
surrounding area), there was a big difference in travel time and costs (see Appendix I) for the 
family practice located in Hamilton (Dr. Les Solomon) compared to the other two practices 
situated outside of the city. Human Resources were also less costly for the solo practitioner’s 
assessment team compared to the teams assigned to the group practices (see Appendix J). Other 
between-practice variability in times and expenses deserve further investigation and discussion. 
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The total costs for the assessment process for the three demonstration pilot sites are outlined in 
Appendix K. For the small urban practice (Dr. Les Solomon), costs were $14, 728.22. Costs for 
medium-sized rural practice (Claire Stewart) were $21,354.78 and costs for the medium-sized 
urban practice (New Vision) were $30,111.20.

Meetings & Workshops 

During the demonstration pilot of the Quality project, a total of $31,449.67 was spent on 
meetings and workshops. Costs for the Quality Advisors and Lead Assessors to use time during 
regular project team meetings to discuss assessment-related issues are presented in Appendix L. 
Expenses for the four workshops are presented in Appendix M.

DISCUSSION 

In Phase 1, we predicted that the assessment process would cost $37,200 per family practice - 
$30,000 for family practice expenses and $7,200 for assessment team costs. This was based on 
costing for a two-year assessment period, as recommended by assessment programmes in 
Australia, the United Kingdom and New Zealand. 

Costs for the Assessment Process 
The average cost for the assessment process per practice (costs to the family practice plus costs 
to the assessment team) during the demonstration pilot was $22,064.73. This is approximately 
$15,000 less than we had projected in Phase 1. We would expect that, if the Quality programme 
was implemented throughout Ontario, practices would take about two years to go through the 
programme, so these figures might be low. 

Assessors
The average cost per assessment team for the demonstration pilot was almost $3,000 higher than 
was originally predicted - $10,112.09. This was likely the result of a number of factors unique to 
the demonstration pilot project.  Because one of the main objectives of the pilot project was the 
training of interdisciplinary Advisors and Assessors, the role of Deputy Advisor was created in 
order that individuals receive hands-on experience. This position will not exist when the Quality
programme is implemented. Also, for the purposes of learning and practice, assessment teams 
were larger during the pilot than is expected in the future. These factors may account for the 
higher costs incurred by the assessment teams. 

Practice Teams
Each pilot practice was given $18,000 (paid in four instalments) for participating in the Quality
project. The participating practices had only nine to twelve months (depending on when they 
were recruited) to go through assessment process. The mean assessment cost for the family 
practice sites was $11,953.09. This figure is based on all reported costs. Although we attempted 
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to capture all expenses, it is likely that some activities or costs may not have been accounted for 
by the pilot sites.
Because project activities and personnel time were monitored and recorded, the detailed cost 
analysis also provides us with a better understanding out each of the steps taken in each of the 
family practice sites. This will improve our understanding of the Quality programme’s 
operations and assist in making future recommendations. The project management team will also 
be able to review and substantiate the draft recommendations for the project regarding cost (as 
reported in the Phase 1 Report). The cost analysis will also inform future decisions, such as:  

Should resources be allocated according to the size of the family practice or the degree of 
rurality?  
What is advisable for reimbursing Quality Advisors and Assessors (to cover work time and 
expenses)?
What does it cost a practice to effectively engage in the Quality assessment process within 
their practice?
What further recommendations can be made to the Ministry of Health and Long Term Care 
regarding the affordability of this programme?   

It should also be noted that some of the Quality costs may be considered high. This is largely due 
to the fact that this was a demonstration pilot project and includes developmental and 
experiential costs.  Once we have become more efficient at operating the Quality programme, 
these costs may be reduced substantially.  We also believe that the first time a practice goes 
through this programme, the costs will be higher, but will come down with subsequent 
participation. We hope to continue with this cost analysis in these three practices and others if we 
are able to obtain further funding for a larger field trial. 
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APPENDIX A: COST CATEGORIES  

FAMILY PRACTICE COSTS 
These are the costs to the family practices for undertaking the Quality programme. 

Activities

Correspondence
This includes correspondence with Assessment Team and Project Manager via e-mail and 
telephone, including correspondence to schedule site visits.

Administration 
This includes scheduling and coordinating practice team meetings; preparing memos and 
agendas; photocopying materials for self-assessment; creating binders for self-assessment.  

Reviewing Assessment Tool 
This includes reading and reviewing the Assessment Tool, Assessment Tables, Guide to 
Assessment Process, website, questionnaires, and other project materials.  

Self-assessment - individual 
This includes individual work on the self-assessment, e.g. completing the Assessment Tables, 
putting together documentation, preparing the Practice Summary. 

Self-assessment - team 
This includes team meetings to discuss the self-assessment and team work to prepare the self-
assessment. 

Pre-assessment visit 
This includes the time that the practice members spend with Advisor, Deputy Advisor(s) and 
Project Manager during the pre-assessment site visit. 

Advisor visit 
This includes the time that the practice members spend with the Advisor (and Deputy Advisor) 
during a site visit. 

Implementing Quality improvements 
This includes making practice changes/improvements as a result of participating in the project, as 
well as planning what to implement, e.g. putting a suggestion box in the waiting room, creating a 
log book. 

Expenses

Telephone
This includes long distance expenses for telephone calls to the Advisor and Project Manager. 
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Office supplies 
This includes costs for paper, binders, printing, photocopying, binding, etc. 

Office supplies 
This includes costs for paper, binders, printing, photocopying, binding, etc. 

Refreshments
This includes costs for food and drinks at meetings. 

ASSESSMENT TEAM COSTS 
These are the costs to the Advisors, Deputy Advisors, Lead Assessors and Deputy Master 
Assessors for their involvement in the Quality programme. 

Activities

Correspondence
This includes correspondence with the practice, other Assessment Team members and the 
Project Manager via e-mail and telephone, including correspondence to schedule site visits, 
arrange travel plans to practice, answer questions.  

Planning practice visit 
This includes planning the actual visit to the practice, preparing the agenda. 

Reviewing Assessment Tool 
This includes reading and reviewing the Assessment Tool, Assessment Tables, Guide to the 
Assessment Process, website, and other project materials.  

Travel
This includes time spent traveling to and from practice sites and/or pre-planning meetings. 
Advisor Team debriefing may occur during travel. 

Pre-assessment visit 
This includes the time that the Advisor and Deputy Advisor(s) spend visiting the practice for the 
pre-assessment. 

Mid-assessment visit 
This includes the time that the Advisor and Deputy Advisor(s) spend visiting the practice for the 
mid-assessment. 

Assessment team debriefing 
This includes the time that the Assessment team members spend debriefing with one another 
(usually following a site visit). 
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Preparing summary 
This includes the time spent on writing/dictating/reviewing/contributing to the summary report 
of an Advisor site visit. 

Reviewing practice’s self-assessment - individual 
This includes individually reviewing the practice’s work on the Assessment Tool and providing 
feedback.

Reviewing practice’s self-assessment - team 
This includes reviewing the practice’s work on the Assessment Tool as team. 

Advisor visit 
This includes the time that the Advisor (and Deputy Advisor) spends with practice members 
during a site visit. 

Organizing practice materials 
This includes the time spent organizing materials submitted by the practice to the Assessment 
Team (i.e. filing, putting into binders). 

Pre-planning meetings 
This includes participation in the pre-planning meetings to prepare for the Final Assessment 
visit.

Report writing 
This includes the time spent on writing/dictating/reviewing/contributing to the Final Assessment 
report that is submitted to the practice. 

Expenses

Mileage 
These costs are calculated at a rate of $.37 per km (as per McMaster University’s allowable 
mileage claim).  

Refreshments
This includes costs for food and drinks at meetings.
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APPENDIX B: ADVISOR AND ASSESSMENT TEAMS BY PILOT SITE  

Practice New Vision 
Kitchener

Les Solomon 
Hamilton

Claire Stewart 
Mount Forest 

Lead Assessor David Price 
Family Physician 

Linda Hilts 
Family Practice Nurse 

Cheryl Levitt 
Family Physician  

(Lead) Advisor Cheryl Levitt   
Family Physician 

David Price  
Family Physician   

Linda Hilts  
Family Practice Nurse 

Co-Advisor - - Ruth Morris 
Family Physician 

Deputy 
Advisor(s)

David Smith 
Social Worker 

Jennifer McGregor 
Dietitian

Janie Bowles-Jordan 
Pharmacist 

Carol Ridge 
Practice Manger 

Assessors

Anne Barber 
Nurse Practitioner 

Carol Ridge 
Practice Manager 

Mari Rainer 
Receptionist 

Janie Bowles-Jordan 
Pharmacist 

Jennifer McGregor 
Dietitian

David Smith 
Social Worker 
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APPENDIX C:  DATA COLLECTION FORM FOR ASSESSMENT TEAM MEMBERS 

Assessors & Advisors 
Time & Costs 

Name:

Week of: 

Please complete this form on a weekly basis and return to Angela Barbara (Fax: 905-
523-6752; E-mail: barbara@mcmaster. ca) 

1 Please list all activities related to the Quality project and the time spent for each 
(including activities related to the site visits, preparation for the site visit(s), 
browsing the Quality website, reviewing the Assessment Tool and project 
materials, e-mail and telephone correspondence, travel, debriefing after the site 
visit(s), review of the practice’s work on the Assessment Tool, preparing report(s) 
of the site visit(s), other). 

Date     Activity                  Time spent 
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2 Please list out-of-pocket expenses related to the Quality project (mileage, office 
supplies, refreshments, long distance telephone calls, other). 

Date   Expense Detail              Amount 

3 Are there any other comments that you can provide will be useful to help us 
evaluate the costs of the Quality assessment?

Thank you for taking the time to complete this questionnaire.  
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APPENDIX D:  DATA COLLECTION FORM FOR PRACTICE TEAMS 

Practice Information
Time & Costs 

Practice Name: 

Week of: 

Please complete this form on a weekly basis and return to Angela Barbara (Fax: 905-
523-6752; E-mail: barbara@mcmaster. ca) 

1 Please list all activities related to the Quality project and the time spent for each 
(including activities related to e-mail and telephone correspondence with Advisors 
or Practice Manager, browsing the Quality website, reviewing the Assessment 
Tool and project materials, participating in the site visits by the Advisor(s), 
individual and team work on the self-assessment, completing the Assessment 
Tables, implementing improvements to the practice, other). 

Date            Activity             Practice members involved            Time spent
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2
Please list out-of-pocket expenses related to the Quality project (mileage, 
refreshments, equipment, long distance telephone calls, office supplies, other). 

Date  Expense Detail              Amount 

3 Please list any expenses related to implementing practice changes/improvements 
as a result of participating in the Quality assessment. 

Date  Practice Improvement             Amount 

4 Are there any other comments that you can provide will be useful to help us 
evaluate the costs of the Quality assessment?

Thank you for taking the time to complete this questionnaire.  
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APPENDIX E:  Itemized Time for All Practice Members by Pilot Site  

Les
Solomon Claire Stewart New VisionActivity

Time (hours) 

Correspondence 17.65 3.26 5.58

Administration 2.75 7.17 10.5

Reviewing Assessment Tool 4 16.75 23.75

Self-assessment – team 96 51 127

Self-assessment – individual 48 130 24.25

Pre-assessment Visit 4 6 29.5

Mid-assessment Visit 1.5 6.5 32

Advisor visit 2 13.5 9.75

Final Assessment Visit 13.65 27 38.25

Implementing Quality improvements missing 16.5 12.5

TOTAL 189.55 277.68 313.08
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APPENDIX F:  Personnel Costs for Practice Members by Pilot Site  

New Vision  Les Solomon Claire Stewart 
Rate* Discipline # Hours Total # Hours Total # Hours Total
$96.15 Lead Physician 38.5834 $3,709.79 37.9 $3,644.09 21.7 $2,086.46
$96.15 Physician 53.25 $5,119.99 0 $0.00 19 $1826.85
$27.47 Medical student 4 $109.88 0 $0.00 0 $0.00
$29.21 Office Manager 0 $0.00 77.5 $2,263.78 123.63 $3,611.23

$24.80
Administrative 
Coordinator 98.2434 $2,436.44 0 $0.00 0 $0.00

$20.92 Clinical Assistant 0 $0.00 26.5 $554.38 0 $0.00
$19.92 FHN Administrator 0 $0.00 0 $0.00 59.1 $1,177.27
$14.41 Receptionist 6.25 $90.06 0 $0.00 1.5 $21.62
$19.92 Secretary 0 $0.00 14.15 $281.87 0 $0.00
$21.23 Medical Secretary 3.0 $63.69 0 $0.00 2.25 $47.77
$19.92 Medical Records 0 $0.00 0 $0.00 1.5 $29.88
$24.73 Laboratory Technician 0 $0.00 0 $0.00 1 $24.73
$52.19 Nurse Practitioner 0 $0.00 12 $626.28 2.25 $117.43

$37.71
Nurse Practitioner 
student 5 $188.55 0 $0.00 0 $0.00

$39.33 Nurse 94.75 $3,726.52 0 $0.00 8.25 $324.47

$22.73
Registered Practice 
Nurse 0 $0.00 0 $0.00 8.75 $198.89

$32.20 Consultant 3.5 $112.70 0 $0.00 0 $0.00
$34.00 Dietitian 2 $68.00 0 $0.00 0 $0.00
$32.20 Social Worker 4.5 $144.90 13.5 $434.70 28.75 $925.75
$115.38 Psychiatrist 0 $0.00 8 $923.04 0 $0.00

Total Hours/Dollars 313.0768 $15,770.52 189.6 $8,728.14 277.68 $10,392.35

* Average salary rate per hour in Ontario
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APPENDIX G:  Itemized Material Costs for All Practice Members by Pilot Site  

Les
Solomon Claire Stewart New VisionOut of Pocket Expenses  

Amount (Canadian dollars) 

Refreshments    .00                    137.58              453.03 

Telephone .00 12.50 4.75

Mailing .00 .00 15.00

Office supplies              100.00                 63.62               214.03

TOTAL $100.00 $201.20              $667.06 
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APPENDIX H:  Itemized Time for Advisor/Assessment Teams by Practice Site  

Les
Solomon

Claire
Stewart

New
VisionActivity

Time (hours) 

Correspondence 4.7 4.92 4.83

Planning practice visit 5.75 8.5 7.33

Reviewing Assessment Tool 2 1.5 2.65

Travel 7.25 34 25

Pre-assessment Visit 3 13.5 7

Preparing summary 1.95 4.42 0.5

Reviewing practice's self-assessment - 
individual 32.2 51.5 72.25

Reviewing practice's self-assessment -team 3.33 0 0

Advisor visit 4.5 7 3.25

Assessment team debriefing 6.07 4 0.83

Mid-assessment Visit 1.5 3.2 8

Organizing practice materials 0 2.75 0

Pre-visit meeting 16.09 15.67 16.5

Final Assessment Visit 19 24.75 36

Report writing 9 12.5 4

TOTAL 116.34 188.21 188.14
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APPENDIX I:  Itemized Costs for Advisor/Assessment Teams by Practice Site  

Les
Solomon

Claire
Stewart

New
VisionOut of Pocket Expenses 

Amount (Canadian dollars) 

Mileage $72.24 $378.88 $159.10

Refreshments $103.00 $91.00 $180.50

TOTAL $175.24 $469.88 $339.60

APPENDIX J:  Personnel Costs for Advisor/Assessment Teams by Pilot Site  

 New Vision Les Solomon Claire Stewart 
Rate* Discipline # Hours Total # Hours Total # Hours Total 
$96.15 Physician 66.16 $10,166.90 26.3 $2,528.75 57.92 $5,569.01
$32.20 Social Worker  17.92 $577.02 0 $0.00 30.42 $979.52
$52.19 Nurse Practitioner  30.75 $1,604.84 0 $0.00 0 $0.00
$29.21 Practice Manager  33.73 $985.25 0 $0.00 8.67 $253.25
$34.00 Dietitian  0 $0.00 11.13 $378.42 32.92 $1,119.28
$39.33 Nurse  0 $0.00 38.99 $1,533.48 50.2 $1,974.37
$49.00 Pharmacist  0 $0.00 20.5 $1,004.50 8.08 $395.92
$14.41 Receptionist  0 $0.00 19.41 $279.70 0 $0.00

Total Hours/Dollars 188.14 $13,334.02 116.3 $5,724.84 188.21 $10,291.35

* Average salary rate per hour in Ontario

APPENDIX K:  Total Costs for Assessment Process by Pilot Site  

Les Solomon Claire Stewart New Vision
Amount (Canadian dollars) 

Family Practice  8,828.14 10,593.55 16,437.58

Assessment Team 5,900.08 10,761.23 13,673.62

Total $14,728.22 $21,354.78 $30,111.20
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APPENDIX L:  Meeting Times used as Lead Advisors/Lead Assessors

Time (hours) 

Meeting 
 Cheryl Levitt 

Family Physician 
David Price 

Family Physician 
Linda Hilts 

Family Practice Nurse 

Project Management Team (PMT) 14.267 11.28 11.28

Meeting with Project Manager  7.8217 0.617 1.3667

Total 22.0887 11.897 12.6467

Rate of Pay $96.15 $96.15 $39.33

Personnel Costs $2,123.83 $1,143.90 $497.39
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APPENDIX M:  Costs for Quality Workshops 

Master Assessor Training Item Costs Subtotals

Expert Facilitator $4,000.00

Human Resources – Honoraria (n=15) 12,080.00

Venue & Food/Refreshments 1,864.93

Printing/Photocopying 589.61

Travel 1,300.00 19,834.54

Pilot Orientation 

Human Resources – Honoraria (n=15) 4,274.50

Venue & Food/Refreshments 805.00

Printing/Photocopying 44.66

Travel 53.85 5,232.76

Assessment Tool 

Human Resources – Honoraria (n=7) 1,276.00

AV Setup / Computer Support 150.00

Food/Refreshments 172.25

Printing 10.00 1,608.25

Assessor Preparation 

Human Resources – Honoraria  944.00

Printing 10.00

Food/Refreshments 55.00 1,009.00

TOTAL WORKSHOP COSTS $27,684.55
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Appendix 20: 
Proposal for the Field Test: Phase 3, Step 1 and 2
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Description of Proposed Project

Quality in Family Practice: A Field Test, Phase 3: Stages 1 - 2 

Working with the Department of Family Medicine at McMaster University, in Phase 3, 
Stages 1-2, we propose to set up a field testing project to explore the feasibility, validity 
(acceptability), and affordability of the Quality program and Assessment Tools 
developed in Phase 1 and Phase 2. 

Objectives of Phase 3
Ensure that the Quality assessment process developed in Phases 1 and 2 is 
streamlined/standardised and tested 
Develop an Assessor training manual and workshop for the field trial 
Establish a standardised process for broad implementation of future Quality
assessments
Ensure that the assessment process fosters the voluntary continuing quality 
improvement (CQI) process in family practice 
Collect data for the purposes of further validating the Quality Assessment Tool 
criteria
Refine the assessment programme, including reporting mechanisms and 
coordinate feedback to practices 
Confirm that the Assessment Tool indicators are credible and acceptable to primary 
care organizations, health professional Colleges, and other stakeholders 
Further develop the governance model for the Quality programme
Establish the cost of implementing the Quality programme. 
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QUALITY IN FAMILY PRACTICE
PHASE 3: A FIELD TEST PROJECT

Introduction
Quality programs have been developed in Canada and internationally for family/general 
practitioners. Today, many Ontario family practices are interdisciplinary in nature, 
evolving in their composition beyond family physicians, to include a wider range of 
primary care providers, such as; nurse practitioners, nurses, licensed practical nurses, 
social workers, dietitians, pharmacists and other allied professionals. This Quality in
Family Practice project is unique in that it strives to facilitate achieving quality by all 
members of the healthcare team in Ontario family practice settings.  

Goal
The goal of the proposed Quality in Family Practice project - Phase 3, A Field Test - is 
to explore the feasibility, validity (acceptability), sustainability, and affordability of the 
Quality programme and Assessment Tools developed in Phases 1 and 2 by a larger 
group of interdisciplinary Advisors/Assessors and family practices in Ontario.

Objectives of Phase 3
Ensure that the Quality assessment process developed in Phases 1 and 2 is 
streamlined/standardised and tested 
Develop an Assessor training manual and workshop for the field trial 
Establish a standardised process for broad implementation of future Quality
assessments
Ensure that the assessment process fosters the voluntary continuing quality 
improvement (CQI) process in family practice 
Collect data for the purposes of further validating the Quality Assessment Tool 
criteria
Refine the assessment programme, including reporting mechanisms and 
coordinate feedback to practices 
Confirm that the Assessment Tool indicators are credible and acceptable to primary 
care organizations, health professional Colleges, and other stakeholders 
Establish the cost of implementing the Quality programme. 

Stage 1: Pre-planning:   Timeline September 1, 2006 – September 31, 2006 
 Develop an action plan for Stage 1 
 Establish the Project Management Team  
 Formalise links, roles and responsibilities and ‘letters of understanding’ with 

Project Management Team 
 Pre-planning meeting with the Project Management Team
 Begin to recruit human resource personnel 
 Review and begin to implement actions and enhancements recommended in 

Phase 2 
 Begin to update and revise project resources, including the Assessment Tools 

and website. 
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The Project Leader and Project Manager will develop the action plan in the first week of 
September 2006. 

A half-day meeting of the Project Management Team will be held in mid September 
2006 to confirm roles and responsibilities, and to discuss the planning and development 
phase of the field test (Stage 2). 

A report of the pre-planning stage will be prepared and submitted to the MOHLTC at the 
end of September 2006. 

Stage 2:  Planning & Development:  Timeline October 1, 2006 – March 31, 2007 
 Develop an action plan for Stage 2 
 Formalise links, roles and responsibilities and ‘letters of understanding’ with 

Steering Committee and Advisory Committee  
 Revise and update the Quality Assessment Tool 
 Recruit 20 family practices across Ontario for participation in the field test 
 Plan training workshop for Quality Advisors and Assessors 
 Plan orientation workshop for participating family practice members 
 Prepare and circulate the winter edition of the Quality project newsletter 
 Prepare a plan for evaluation 
 Prepare a plan for collecting economic assessment/cost analysis 
 Develop project plan for next stages of the field test. 

The Project Management Team will develop an action plan for Stage 2 in October 2006. 

A half-day meeting of the Steering Committee will be held in October/November 2006 to 
develop their roles and responsibilities required for the field test. The Steering 
Committee will review drafts of the revised Assessment Tools, assist in recruiting field 
test sites, participate as Advisors/Assessors and assist in planning the field test.

A second half-day meeting of the Steering Committee will be held in January/February 
2007 to report back on progress.

A one-day workshop will be held in October/November 2006 to review, revise and 
update the Quality Assessment Tool. Key members of the Project Management Team 
and Steering Committee will jointly review the Quality Assessment Tools and make 
revisions based on Phase 2 findings and other recommendations based on Primary 
Health Care Transition Fund indicator project.  

A half-day meeting of the Steering Committee will be held in January 2007 to discuss 
planning for the field test.

A half-day day meeting of the Advisory Committee will be held in November/December 
2006 to develop their roles and responsibilities required for the field test. The Advisory 
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Committee will review drafts of the project materials and assist in the dissemination of 
the project findings to their respective memberships.  

Twenty volunteer family practices will be recruited by March 2007.   

A winter edition of the Quality project newsletter will be printed, circulated and posted on 
the project website in December 2006. 

Planning and preparation for the training workshop and orientation workshop will take 
place from January to March 2007. 

Planning and preparation for the field test implementation (Steps 3 to 5) will take place 
throughout Stage 2. 

Meetings will be held with the Project Management Team weekly. 

The research project developed for the purpose of evaluation will be submitted for 
ethics approval, when appropriate. 

A report on Stage 2 will be prepared and drafts will be circulated in February 2007 to 
committee members and other key stakeholders. The final report on planning and 
development (Stage 2) will be submitted to the MOHLTC at the end of March 2007.
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Stage 1 Stage 2 Stage 2 Gantt Chart 
09/06 10/06-12/06 01/07-03/07 

Phase 3 - Stage 1 
 Pre-planning meeting 

Stage 2 
 Formalize links 
 Recruiting human resources 
             Update project website 
             Assessment Tool Workshop 
             Update Assessment Tool 
 Develop recruitment plan 
             Advisory Committee meeting 
             Project newsletter 
 Steering Committee meetings (2)  
 Recruit family practices for field test 
             Develop preliminary governance model 
 Develop field test project plan (Steps 3 to 5)  
             Prepare cost analysis plan 
             Develop evaluation plan 
             Plan Advisor/Assessor training 
             Plan orientation workshop for field test sites  

Obtain funding
Submit for ethics  
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Project Goal & Deliverables

Goal:
 The goal of the proposed Quality in Family Practice project - Phase 3, A Field 

Test - is to explore the feasibility, validity (acceptability), sustainability, and 
affordability of the Quality programme and Assessment Tools developed in 
Phases 1 and 2 by a larger group of interdisciplinary Advisors/Assessors and 
family practices in Ontario.

Deliverables:
 Summary of Project Management Team pre-planning meeting 
 Summaries of Steering committee meetings (2) and Advisory committee 

meeting
 Summary report on recruitment of family practices 
 Project newsletter 
 Revised Quality Assessment Tool
 Evaluation plan 
 Cost analysis plan 
 Assessor/Advisor workshop outline 
 Orientation workshop outline 
 Report on Stage 1 will be submitted to the MOHLTC at the end of October 

2006
 Report on Stage 2 will be submitted to the MOHLTC at the end of March 2007 

The interdisciplinary Steering Committee and Advisory Committee, established in Phase 
1 and Phase 2 of the Quality in Family Practice project, are both composed of 
representatives from the major disciplinary colleges, health centres and associations. 
These two committees are integral to the successful outcomes of Phase 3 of the 
project. One of their tasks includes reviewing the project documents. 


