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Presentation Outline

• Importance of the first level of care (primary health care)

• Experiences with interprofessional practice and education

• Enablers of interprofessional team-based care

• Building capacity for interprofessional primary health care 
through research



Right to Health



Progress Towards Universal Health

• Improvements in maternal and child health services and 

vaccination rates.

• No improvements in use of preventive services.

• Barriers to access

– Geography

– Cost                                                            (PAHO & WHO, 2017) 



Challenges to Attaining Universal Health

• Differences in availability and quality of human resources

• Composition of the health workforce

• Inequalities in availability of human resources for health 

between urban and rural areas
(PAHO & WHO, 2017) 



Elements to Guide Change in Health Systems

• Strengthen organization & management of health services.

• Move toward designing comprehensive progressively expanded services.

• ↑ investment in first level of care to improve response capacity.

• ↑ employment options, especially at first level of care.

• Improve availability & use of medicines/vaccines & health technologies.

• Facilitate the empowerment of people & communities.
(PAHO, 2014)



Primary Health Care-the Foundation of Health Systems

• People-centred

• First point of entry to overall health system

• Ongoing point of contact with overall health system

• Where most people get most of their health care



Outcomes of Strong Primary Health Care Systems

• Better population health 

• Reduced inequities in population health

• Reduced health care costs 

(Starfield et al., 2005; Shi, 2012; Freidburg et al., 2010; Kringos et al., 2013; McMurchy, 2009)



People Centred Health Care Models

• Improve access to comprehensive high quality first level care

• Involve people in their own health care & decisions.

• Emphasize illness/injury prevention, chronic disease 

management & health promotion.

• Coordinate patient & family care. 

• Include interdisciplinary teams.

• Link with community organizations & hospitals.
(PAHO & WHO, 2017) 





Research, surveillance, knowledge sharing, and 
evaluation through a Population Health* approach and 

in partnership with Public Health and others
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Functions and Enablers for the Nova Scotia Primary Health Care System
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Edwards et al. 2017



Health Home (similar to Medical Home)

• Individuals and families work in partnership with their team

• Each individual has a most responsible provider

• Care is continuous and coordinated across the lifespan from birth 

to death 

• Provide primary care, wellness care and chronic disease 

management 

• Organized as part of community networks

NSHRF, 2017 



Collaborative Family Practice Teams

• Patients and families are partners on the team

• Health care providers collaborate and share responsibility for a 
practice population

• Team members include family physicians, nurse practitioners, 
family practice nurses. Others such as dietitians, pharmacists etc.

• Team includes managers and clerical support                       

(NSHA, 2017)



Scoping Review Themes: Strategies

a) continuity of care

b) staff mix

c) professional development

d) quality practice environments

e) intra & interprofessional collaboration

f) use of technology

g) enhanced scope of practice
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Practice Level Enablers of Interprofessional Teams

• Shared team vision

• Systematic approach to team development 

• Role clarity & optimization for all team members

• Communication (e.g., huddles)

• Shared electronic medical record

• Shared and flexible governance

• Redistribution of clinical responsibilities from physician-oriented 
model

• Links with local community including health services

(Martin-Misener et al., 2014; Nelson et al., 2014; NSHA, 2017; Russel et al., 2017)





Systems Level Enablers of Interprofessional Teams

• Education

• Funding beyond fee-for-service 

• Attitude of health professional organizations to interprofessional 
teams

• External accountability required of practices

• Shared electronic medical record



IPE at Dalhousie University

• IPE mandatory for all students in health focussed faculties 

• Goal to help develop interprofessional competencies

• Various activities 

• Mini-courses (6-9 hours, wide range of topics)

• Simulation 

• Clinical practice 

• Team challenge events



Role of Interprofessional Research

• Collaborative Research in Primary Health Care 

(CoR-PHC) 

• Originally funded by Dalhousie University

• Created to respond to health system needs for 

evidence 

• Members from 12 disciplines

http://www.dal.ca/sites/cor-phc/home.html
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Successes

• Inter-faculty collaboration growth

• Learner support: events, partnering with TUTOR-PHC

• Increased collaboration  with the Health Authority

• Annual Nova Scotia PHC Research Day

• Visiting scholars and annual retreats

• Grant successes

• Increasing focus on patient/citizen participation
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Evaluating the Involvement of Patient and Family Advisors 
in Quality Improvement Safety Teams in PHC in NS

• Patient engagement 
fundamental principle of 
PHC 

• Patient and Family Advisors 
engaged in PHC Quality 
Teams 

• Understand how well they 
are integrated and their 
impact 
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What does Patient Centered Care Mean for Nova Scotians

with Multimorbidity?

• Approaches to make PHC by 

IP teams more patient-

centered.

• What patients with 

multimorbidity (PWM) 

perceive as important in IP 

team-based care. 

• Co-design an intervention.
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Final Reflections

• Interprofessional teams essential 
for new models of care

• Changing systems is slow

• Enablers at practice and systems 
levels important

• The longer a team is in place, the 
better the outcomes 

(NSHA, 2017)
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