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Executive Summary  
 

Multidisciplinary care (MDC) is cited as one solution to the challenges facing primary 

care, which include limited patient access, increasing prevalence of chronic conditions, 

the aging population, the restructuring of the hospital sector, and the emergence of more 

complex patients in community care.  MDC may meet these challenges by better 

coordinating care, optimizing the use of health care resources, and improving patient 

outcomes, particularly for those with chronic conditions.  

  

This report builds upon the BCMA’s 2002 primary care renewal paper, Ensuring 

Excellence.
*
  The Association expands upon its earlier support for MDC practice and 

provides a vision for MDC in community-based, primary care settings. 

 

Multidisciplinary Care:  Previous Research and Key Elements 

 

Research on the clinical effectiveness of MDC (e.g., morbidity and mortality, process 

measures, patient and provider satisfaction) suggests improvements associated with 

MDC among patients with chronic conditions such as diabetes, mental illness, asthma, 

and the frail elderly.  Benefit for the “mainstream” population remains unclear.  Research 

on the cost impact of MDC is mixed.  While some studies indicate that MDC can lead to 

cost savings in primary care practices, these conclusions have been criticized for not fully 

accounting for non-physicians seeing fewer patients per hour and working fewer hours 

per week than physicians.  There is some support for reduced costs in the hospital sector 

through MDC, however, the research literature is focused on specific populations, usually 

the elderly or chronically ill. 

 

The literature identifies key elements that lead to successful MDC teams, including 

shared objectives and goals, effective clinical information systems, mutual trust, 

teamwork training for all team members, effective communication, and a division of 

labour that specifically defines the roles of each provider.  To these elements for success 

we add two more: collaboration and effective team leadership.  Effective multidisciplinary 

teams require a clear delineation of responsibility and accountability, including a clinical 

team leader with ultimate responsibility for patient care and who is the best-trained 

generalist.  In the majority of instances, this would be the GP.   

 

Multidisciplinary Care in British Columbia 

 

The BCMA surveyed General Practitioners in British Columbia to understand better the 

overall state of multidisciplinary practice in primary care.  The objective of the survey was 

twofold:  first, to determine the nature and extent of current MDC arrangements in BC, 

and second, to determine members’ attitudes towards MDC.  A MDC GP was defined as 

                                                 
* http://www.bcma.org/public/news_publications/publications/policy_papers/EnsuringExcellence/Index.htm 
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any GP who met the following definition: 

 
A GP who practises with co-located non-physician providers, and 
whose practice setting is a private office, community health centre 
(CHC), or primary health care organization (PHCO). 

 

Of those surveyed, 17% were MDC GPs.  The results show that MDC GPs were very 

similar to non-MDC GPs in terms of age, rural residence, gender, and income.  The only 

statistically significant difference was related to practice size:  MDC GPs had significantly 

larger practices compared to the non-MDC respondents working in a private office, CHC, 

or PHCO (4.4 versus 3.5 physician FTEs, respectively).  MDC GPs were significantly 

more likely than non-MDC GPs to agree that MDC would achieve the key objectives of 

improving patient outcomes, enhancing the comprehensiveness of care, enhancing the 

coordination of care delivery, and improving patient access to primary health care 

services. 

 

The survey results also show that MDC GPs practice with a variety of health 

professionals, with the vast majority (83%) working with a nurse (e.g., registered nurse, 

licensed practical nurse, or nurse practitioner), followed by a specialist MD (32%), 

physiotherapist/OT (26%), nutritionist/dietician (26%), pharmacist (23%), psychologist 

(22%), massage therapist (19%), counsellor/social worker (16%), and physician assistant 

(9%). 
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Figure 1 

Health Professionals with Whom MDC Physicians Currently Practise * 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
*  Survey question: “Please indicate the type(s) of health professionals that you practise with (choose 

all those that apply).” 
 

Those GPs not working with co-located non-GP providers were also asked with whom 

they would prefer to practice.  The majority (71%) stated that their first preference was a 

nurse. 

 

GPs not practising with co-located non-physician providers were asked for the reasons 

why they did not practise in a MDC setting.  The most common reasons were financial 

barriers (63%), liability concerns (35%) and professional autonomy concerns (33%).  
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Figure 2 
Why BC Physicians Do Not Practise MDC * 
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*  Survey question: “What is your main reason for not working in a multidisciplinary setting (choose all 

those that apply)?” 
 
 

Challenges to Implementing MDC 

 

For the full potential of MDC practice to be realized, several issues must be addressed, 

including: 

 

Scope of practice.  MDC teams should have a written delineation of responsibility and 

accountability for team members in accordance with appropriate scopes of practice.  

Scopes of practice need to correspond to levels of training in order to ensure patient 

safety and to facilitate collaboration between physicians and allied health professionals.  

It is imperative that the medical profession continue to be involved in the process for 

developing regulations and standards of allied health professionals in order to ensure that 

patient safety is not compromised.   

 

Liability.  In a MDC setting, physicians potentially increase their risk of liability by 

delegating acts more frequently to a variety of allied health professionals. To help 

address this concern, several professional organizations, including the BCMA, the 

College of Family Physicians of Canada, the Canadian Medical Protective Association, 

and the Canadian Nurses Protective Society, have recommended that all health 
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professionals practising in a MDC setting have appropriate and adequate liability 

coverage. 

 

Funding for MDC 

 

The recent federal funding for MDC through the First Ministers’ Accord on Health Care 

Renewal (2003), which includes $2.1 billion for BC over five years, helps make 

successful implementation of MDC an achievable goal.
1
 

 

Efforts to fund MDC should be guided by principles designed to ensure maximum levels 

of participation, proper accountability, adequate levels of support, and long-term 

sustainability: 

 
� To protect MDC funds from competing demands in other areas of health care, there 

should be a separate funding envelope for MDC.   

� The BCMA needs to be integrally involved in funding decisions on MDC.  

� Funding for an information technology infrastructure and training for team members 
must be included as part of MDC initiatives. 

� Funding models must be flexible enough to accommodate variations in population 
health needs as well as individual physician preferences for payment mechanisms.   

� Physician participation in MDC initiatives must remain voluntary.  At the same time, 
the choice for physicians to discontinue participation in MDC initiatives must be 
preserved.   

� MDC funding mechanisms must take into account the higher practice costs 
associated with the incorporation of allied health professionals into physicians’ 
practices.  Physicians who supervise, consult, or collaborate with other providers 
and/or function as team leaders must be compensated for their time and associated 
overhead costs. 

� Funding decisions should be developed in an environment that allows for proper 
planning, a streamlined decision-making process, and a coordinated and efficient 
distribution of funds. 

Conclusions 

 

Significant numbers of BC GPs already practising in MDC settings agree that MDC 

practice can lead to more comprehensive, better coordinated care and improve patient 

access to primary care services.  While MDC practice is not the preferred model for all of 

primary care, the research suggests it can improve the health of specific populations, 

particularly the chronically ill.  With mechanisms to ensure that MDC groups are properly 

supported and incentives to encourage physicians to incorporate other providers in their 

practice, the expansion of MDC has potential to improve health outcomes.   

 

Improvements in the quality of primary care will require significant up-front investment by 

government and close collaboration with the BCMA.  Fortunately, recent initiatives bode 

well for such interaction.  The BCMA/BC Government Rural Joint Standing Committee 
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(Rural JSC) and the General Practice Services Committee (GPSC) serve as examples of 

successful joint governance on issues directly affecting primary care in BC.  The 

development of MDC policies should include meaningful input from other key 

stakeholders, including regional health authorities and relevant health professional 

organizations.   

 

The growing BC budget surplus and the significant new funding through the 2003 

Federal/Provincial Health Accord will allow the government and the BCMA to build upon 

previous successful collaborations.  By working collaboratively, physicians, allied health 

professionals, and government can develop practical, effective policies for MDC practice 

and improve health care for British Columbians. 
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I.  Introduction 
 

The changing nature of primary care has prompted calls for reform from government, the 

medical profession, and academics.  General practitioners today see a more complex 

caseload with chronic disease and multiple co-morbidities.
2
  Projected increases in the 

prevalence of chronic conditions, combined with an aging population, ongoing concerns 

of patient access to primary care, and family physicians’ continuing dissatisfaction with 

medical practice all point to the need for reform. 

 

Multidisciplinary care (MDC) is cited as one solution to these challenges.  Recent 

targeted funding has brought MDC to the forefront of the policy agenda.  In 2000, the 

federal government provided $800M to support primary care renewal initiatives in 

Canada,
3
 while in 2003 it established a five year $16 billion Health Reform Fund,

4
 

dedicated in part to primary care renewal.  One goal of the Health Reform Fund is to 

ensure that at least 50% of Canadians have “24/7 access to multi-disciplinary teams by 

2011.”  Reports commissioned by provincial and federal governments over the past 

decade have also identified the need to reform the way primary health care services are 

organized and delivered.
5,6,7,8,9

  A common element among these reports includes the 

use of multidisciplinary care teams to improve continuity and coordination of care.  Public 

opinion also supports the use of multidisciplinary teams, with the GP as the first point of 

contact and team leader.
10

  

  

MDC is an important component of a broader primary care approach designed to meet 

the need for delivering increasingly comprehensive services as the population ages and 

the incidence of chronic illness increases.  GPs are treating a greater number of patients 

with more complex and higher clinical needs, as more of their care is shifted from the 

hospital to the community. As a result, the role and responsibilities of GPs are expanding 

to include longitudinal, more comprehensive care and care coordination.  

 

Health care stakeholders differ in their understanding of MDC, the best way to implement 

it, and the benefits that may arise from such reform.  Advocates of MDC argue that, if 

implemented properly, it can result in better coordination of care, meet human resource 

challenges (e.g., physician shortages), better maximize health care resources, and 

improve patient outcomes (particularly for those with chronic conditions).  Concerns over 

increased costs, professional autonomy, liability, governance issues, scopes of practice, 

and payment methods remain.  Despite greater focus on MDC and primary care renewal, 

few physicians in BC or Canada are adopting such models.  According to the 2004 

National Physician Survey, only 2% of BC GPs (1.8% nationally) said they had changed 

to a multidisciplinary practice in the past two years.
11

 

 

There have been several attempts to renew primary care in BC.  Previous attempts at 

health care reform in BC show that leadership from providers is essential for MDC to 

advance as part of a broader primary care renewal effort.  Without such leadership, 
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policy-makers may design renewal strategies that do not reflect the needs of patients or 

the expectations of practitioners. 

 

In this report, the BCMA builds upon the Association’s recommendations in the 2002 

primary care renewal paper, Ensuring Excellence,
12

 which supported multidisciplinary 

practice.  This report provides a vision, composed of principles and a framework for MDC 

in community-based settings that BC physicians see as critical for promoting team-based 

and collaborative primary care.  

 

 Definition 
 

Primary care provides the first point of contact for individuals accessing the health care 

system and facilitates continuity of care.  Through primary care, short-term episodic 

health issues are resolved and chronic conditions are managed.   

 

Multidisciplinary care (MDC) remains loosely defined with an inconsistent and 

interchangeable use of terms (e.g., interdisciplinary collaboration, team-based care).
13

 

From the literature, the term interdisciplinary practice implies that care is co-dependent, 

the roles and responsibilities of health care providers may shift depending on their 

experience, and group decisions are made about patient care.  Multidisciplinary practice 

is characterized by teams whereby the providers work more independently in planning 

patient care.
14

  In this report, we developed a working definition of MDC that incorporates 

elements from both traditional views of multidisciplinary and interdisciplinary practice:  

 

Multidisciplinary care involves a group or team of diverse health professionals 

who participate collaboratively and interdependently in the care of a defined group 

of patients.    

 

 Organization of the report 
 

The report begins with a review on previous research of MDC and key elements of 

successful MDC teams.  This is followed by a discussion of multidisciplinary care in 

British Columbia.  Additional challenges to implementing MDC are analyzed.  The report 

concludes with a vision for MDC in BC.  
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II.  Multidisciplinary Care:  Previous Research 
and Key Elements 

 

Research on multidisciplinary care encompasses a broad range of studies examining 

clinical effectiveness (e.g., morbidity and mortality, process measures, patient and 

provider satisfaction), cost impacts, and the organization and management of MDC 

teams.  MDC practice, if expanded in BC, would affect the entire primary care patient 

population, but the vast majority of studies on the clinical or cost impact of MDC focus on 

patient sub-populations, such as chronic disease patients.  The applicability of findings or 

conclusions from the research literature to the BC context is therefore limited.  The 

following sections examine the research literature in each of these three areas.   

 

 Clinical effectiveness 
 

Advocates of MDC cite potential gains in health outcomes as a primary benefit, in terms 

of mortality, morbidity, physiological measures and, increasingly, more subjective patient-

based assessments of health.
15

  Evidence showing the effect of MDC on some indicators 

of health outcomes exists in a variety of settings, although studies are limited to specific 

patient populations, as shown below: 

 

Diabetes patients - Among diabetes patients, MDC appears to improve glycemic control 

and cholesterol levels.
16

  Two studies in the UK demonstrated that better teamwork and 

team climate are associated with better processes of care for patients with diabetes.
17,18

   

 

Mental Health - Among patients with depression, MDC was associated with 

improvements in mental health outcomes and no increase in medical visits.
19

  For mental 

health patients in a primary care setting, those treated by a MDC team were less likely to 

be admitted to the hospital.
20

   

 

Asthma - Roblin et al. assessed the impact of collaborative clinical culture, as 

characterized by role collaboration, appropriate task delegation, team affiliation and 

provider autonomy, in 25 primary care teams on patient satisfaction and quality of care 

for diabetes and asthma patients.  Findings suggest that those teams with higher 

“collaborative clinical culture” scores have superior patient outcomes, including better 

patient satisfaction and better control of diabetes and asthma.
21

  Similarly, 

interdisciplinary collaboration was found to reduce ER visits, reduce hospital admissions, 

increase the rate of steroid prescriptions (consistent with national guidelines), and 

improve communication between the ER and the patient’s primary care team.
22

  

 

Other Conditions - Stewart et al.
23

 found that multidisciplinary home-based interventions 

had the potential to lower the rate of unplanned hospital readmissions and associated 

health care costs, prolong event-free and total survival, and improve quality of life among 



 Working Together – Enhancing Multidisciplinary Primary Care in BC 10101010    

   
 
 

  British Columbia Medical Association 
 October 2005  

patients with chronic congestive heart failure.  A systematic review of the literature found 

that formal liaisons between GPs and specialist physicians led to greater patient 

satisfaction among patients with diabetes, hypertension, chronic schizophrenia, and 

geriatric problems.
24

  Palliative care patients requiring symptom relief were found to be 

best served in the community where the GP was part of a care team.
25

  

 

The impact on patient outcomes associated with MDC in other primary care populations 

is limited.  This is not surprising; the relationship between practice activities and health 

outcomes is complex.  Mortality and other severe negative outcomes are rare in the 

mainstream population.  Program effects can be difficult to detect because of the small 

proportion of patients potentially affected by these severe outcomes.  Other difficulties in 

evaluating health outcomes include controlling for case mix and measuring functional 

status.   

 

The application of these clinical findings to primary care practice in British Columbia 

should be done with caution.  As MDC practice develops in British Columbia, formal 

efforts to evaluate these programs should be undertaken by an independent party.  The 

previous evaluation of BC’s Primary Care Demonstration Project did not examine issues  

of clinical outcomes or quality of care related to MDC.  

 
 Cost impact of MDC 
  

Results of research on the cost impact of MDC is mixed.  Cost impact studies tend to 

focus on one of two subjects.  First is the potential for labour cost savings or efficiency 

improvements as allied health professionals act as lower-cost provider substitutes in 

MDC settings.
†
  Most of this research examines exclusively the role of nurse practitioners 

(NPs) and physician assistants (PAs).  While some studies indicate that the use of NPs 

and PAs can lead to labour cost savings in primary care practices, 
26,27,28,29, 30 

such 

conclusions have been criticized for not fully accounting for non-physicians seeing fewer 

patients per hour and working fewer hours per week than physicians.
31

  One randomized 

controlled trial of the cost effectiveness of nurse practitioners and GPs in primary care 

found that health service costs were similar between nurse practitioners and GPs.
32

  A 

recent systematic review of 16 studies in the UK, USA, and Canada found little evidence 

that shifting patient care from physicians to nurses reduces physician workload or health 

care costs.
33

  There is a lack of research on the cost effectiveness of other allied health 

professionals working in MDC environments.  

 

                                                 
† The role of non-physician providers can generally take one, or a combination, of three forms:  (1) supplementary, whereby 
the non-physician provider extends the efficiency of the physician by assuming part of the tasks, generally those that are 
technical in nature and usually under the direction of the physician; (2) complementary, whereby the non-physician provider 
extends the effectiveness of physicians by undertaking additional tasks for which they are uniquely qualified to perform; and 
(3) substitutive, whereby the non-physician provider replaces the role of the physician for a select type of services.  Source: 
(Starfield, B.  Primary Care: balancing Health Needs, Services, and Technology.  Oxford University Press, New York:1998, 
p.91). 
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Chronic Disease Patients 

 

A second area of cost impact research focuses on potential reductions in health care 

spending (e.g., reduced hospitalizations, inpatient visits, and emergency room use) due 

to increased MDC.  There is some support for reduced costs in the hospital sector by 

MDC, including among chronic illness patients.
34, 35, 36

   MDC teams may also lower ER 

visits, lengths of stay in hospitals, and inpatient bed usage. 
37,38,39,40,41,42

   Similarly, a UK 

study found that patient placement in primary health care trusts as compared to 

traditional primary care settings was associated with reduced hospitalization and health 

care costs among elderly and chronic illness patients.
43

  However, other studies show no 

cost savings associated with MDC care.  Rates of specialist referrals and medical visits 

did not appear to be affected by multidisciplinary care interventions,
44,45

 and two studies 

found no cost-effectiveness associated with MDC, although the authors were careful to 

note that MDC costs may be offset by long-term savings.
46,47

  

 

Application of these clinical and cost effective studies to MDC in British Columbia must 

be done with caution.  The research literature focuses on specific populations, usually 

chronic disease patients.  These results are only generalizable to the extent that British 

Columbia GPs’ patient case-mix resembles these populations.  While this is certainly 

possible given the growing incidence of chronic disease in BC, further analysis will be 

necessary.  For the BC government, long term cost savings may be realized from MDC 

practices servicing chronic disease patients but, to date, this has not been assessed nor 

quantified in BC.   

 

To ensure that MDC expansion is understood as thoroughly as possible, future program 

evaluations should examine both the quality of care and cost impacts of these issues. 

The framework for such evaluations should be in place prior to MDC implementation to 

ensure that the evaluations are rigorous and properly conducted. 

 

 

Recommendation 1  
 

That the impacts on quality of care and cost of multidisciplinary 

primary care be externally evaluated using established criteria 

mutually agreed upon by the BCMA, government, and other 

appropriate professional organizations.    
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 Key elements of multidisciplinary care 
 

Much research has been devoted to examining those factors that lead to successful MDC 

teams.  A team is a group with a specific task or tasks, the accomplishment of which 

requires the interdependent and collaborative efforts of its members.
48 

 Health 

professionals working in multidisciplinary care settings must be able to work together as a 

team in order to succeed.  But whether a group of health professionals who participate in 

the care of a defined group of patients is considered a team will depend on how they 

function as a group – whether they meet, whether they explicitly define clinical roles, and 

what kinds of clinical roles they have.  Thus, a consideration of teams evokes two 

questions:  “Considering the needs of the patient population, which health care providers 

should be on the team?” and “How can a group of health professionals act as a team 

rather than a collection of individuals?” 

 

The composition of a team depends on the patients being served and the environment in 

which it is working.  Because primary care is orientated to the local community, local 

circumstances dictate who will be members of a primary care team.  Teams change and 

evolve to meet the needs of patients and can include nurses, physicians, dieticians, 

nurse practitioners, physiotherapists, occupational therapists, social workers, mental 

health workers, psychologists, pharmacists, speech therapists, family service workers, 

and other practitioners required to respond to the needs of the patient.
49

  The specific 

elements included in any program of multidisciplinary primary care development should 

take into account those features unique to each health region (e.g., disease prevalence, 

local barriers to optimal care, and local resources).  For example, a patient suffering from 

a myocardial infarction is likely to benefit most from a team model that is designed for 

rapid assessment and intervention whereas a patient with complex chronic diseases 

have been hypothesized to experience better outcomes with team-orientated practice 

models that provide coordinated multidisciplinary care.  A variety of team models needs 

to exist in the primary care system in order to accommodate different types of care.  

 

A team that functions well requires effective teamwork to be exercised.  Effective team 

members understand what teamwork is and why it is important.  The World Health 

Organization (WHO), which considers teamwork essential to the delivery of primary 

health care, defines teamwork as follows: 
 
 “…the coordinated action carried out by two or more individuals jointly, 
concurrently or sequentially.  It implies commonly agreed goals, clear 
awareness of, and respect for, others’ roles and functions.  On the part of 
each member of the team, adequate human and material resources, 
supportive cooperative relationships and mutual trust, effective 
leadership, open, honest and sensitive communications, and provision 
for evaluations are present.  Teamwork is a process rather than an end 
itself and occurs whenever two or more workers interact to solve 
problems, whether in a formally constituted team or informally.” 

50
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Teamwork does not necessarily follow from professionals working together, and the path to 

achieving teamwork may be a long and difficult one.  As prerequisites, key elements are needed 

for teamwork to be effective.  Effective teamwork has been identified as having certain specific 

characteristics: 

 

� The members of a team share a common purpose that binds them together and 
guides their actions; 

� Each member of the team has a clear understanding of his or her own functions, and 
recognizes common interests; 

� The team works by pooling knowledge, skills, and resources, and all members share 
responsibility for outcome; and 

� The effectiveness of a team is related to its capability to carry out its work and to 
manage itself as an independent group of people.

51
 

Cohesive health
 
care teams exhibit six key characteristics:

52,53
  

 

1. Shared objectives and clear goals resulting in measurable patient
 
outcomes; 

2. Clinical information and administrative systems; 

3. Division of labor or defining the roles of providers; 

4. Teamwork training of all team members; 

5. Effective communication; and 

6. Mutual trust among team members. 

 

 Along with these key characteristics of effective teams, we add: 
 

7. The need for team leadership; and 

8. Collaboration.  

 

The following sections explore each element. 

 

 Shared objectives and goals 
 

Team goals need to be defined in terms of overall vision statements and specific, 

measurable operational targets accepted by all team members.  High-performing team 

members share common goals.  Mutually developed goals are clearly related to the 

group’s vision, and each team member understands their role in attaining the vision.  

Examples of vision statements can be to improve patients’ health, to reduce barriers to 

accessing care, and to enhance patient and provider satisfaction.   

 

Examples of measurable operational targets may be to have a certain percentage of 

diabetic patients with reduced hemoglobin A1c counts or to have 90% of patients waiting 

less than a week for a non-urgent appointment.  Goni
54

 found that outcomes of patient-
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perceived quality and patient satisfaction were higher for primary care teams with 

common goals, confidence in the group to overcome obstacles, and open communication 

when compared to primary care teams without these characteristics.  In patient 

sub-populations, teams with greater cohesiveness are associated with better clinical 

outcome measures and higher patient satisfaction.   

 

As a first priority, MDC teams must establish a clear vision and a realistic set of targets to 

be adopted and shared by all team members.  Most importantly, the targets should be 

designed to improve the quality of patient care and should be communicated to all team 

members in a clear and concise manner.  The process of establishing a shared vision 

and operational targets must be facilitated by a team leader. 

 
 Clinical information and administrative systems 
 

Multidisciplinary care requires providers to communicate with one another about their 

patients and to coordinate care.  The presence of clinical information and administrative 

systems facilitates this communication and coordination in a number of ways: 

 

Promoting the use of clinical care management protocols.  Evidence-based practice 

guidelines or protocols ensure that provider teams are aware of effective treatments.  

This information must be integrated into the fabric of decision-making in order to impact 

patient care meaningfully.
55

  Clinical information systems can help integrate clinical 

guidelines where they are most effective by embedding them at the point of care in the 

form of reminders at the time the patient is seen.
56

 

 

Providing individual- and population-level data.  Clinical information systems may provide 

useful, timely data about individual patients and populations of patients.  Clinical 

information systems such as chronic disease registries serve as a valuable tool for 

decision support.  Clinical system functions also include procedures for providing 

prescription refills and informing patients of laboratory results.  Clinical information 

systems can also provide feedback to physicians on their clinical performance for 

preventative and long-term care.  Such feedback has been shown to improve both 

process and outcome measures in diabetes care
57

 and have a modest but significant 

positive impact on other clinical processes and outcomes.
58

 

 

Improving clinical processes through the use of reminder systems.  Computerized 

reminder systems improve the clinical process for a variety of conditions by scheduling 

regular visits with defined clinical goals such as ordering tests to determine glycosylated 

haemoglobin and lipid levels, foot examinations, counselling smokers, diabetic eye 

examinations, immunization, blood pressure screening, clinical processes for diabetes 

care, and others.
59,60 
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Increased use of home telecare.  Home telecare involves home-based disease 

management programs with the primary role of providing support for the patient rather 

than the health professional(s). In order to increase compliance with self-management 

regimens amongst chronic disease patients, clinical information systems can be applied 

to home telecare.  For GPs, this will enhance their ability to manage chronic disease by 

providing the necessary support to continue care outside the standard consultation and 

the ability to monitor treatment progress.
61

  

 

  Electronic Health Records 

 

One of the most important clinical information systems to improve patient care is the 

electronic health record (EHR).  The EHR enables clinicians treating people in a variety 

of settings to exchange and continuously update a patient’s clinical data and then present 

that information in logical clinical groupings that other clinicians can access easily.  The 

key functions of an EHR system are health information and data storage, results 

management, order entry and management, decision support, electronic communication 

connectivity, patient support, administrative processing, and reporting and population 

health management.
62

  A British Medical Journal study of GP practices with electronic 

and paper-based records found electronic records were more legible and 

understandable, as well as more likely to have at least one diagnosis recorded.  The 

study also notes that good quality electronic records can prompt better care and improve 

coordination of care between primary and secondary care.  Bodenheimer and Grumbach 

argue that EHR systems offer greater convenience, accessibility, integration, and 

accuracy of information about individual patients compared to practices without one.
63

  

EHR systems facilitate sorting and retrieval of patient information to produce chronic 

disease registries and reminder prompts for clinical and preventative services.  In a 2003 

BCMA survey on information systems, 71% of physicians stated that patient care has 

improved with the implementation of electronic records in their practice.  Seventy-three 

percent of total respondents also believe that electronic records can improve work 

efficiency, while 68% stated they could improve the quality of patient care. 

 

Recommendation 2 
    

That the provincial government, health authorities, and the 

BCMA work immediately toward establishing an IT 

infrastructure as a critical element of MDC with the goal of 

electronically linking physicians and allied health professionals 

through an Electronic Medical Record and core data set. 

 

Virtual Groups 

 

Given the advances in information technology, it is often unnecessary to locate health 

providers in the same physical space.  Many of the advantages of group practice can be 
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realized through the development of so-called ‘virtual’ groups separated by distance but 

connected through IT.  A fundamental difference between such virtual groups and the 

already existent call group associations among GPs is the required sharing of clinical 

information on patients within the group, ideally through an EHR.  Currently, few BC GPs 

are practising in virtual MDC groups.  According to the 2004 BCMA MDC survey, only 9% 

of respondents indicated that they are working in a virtual MDC practice. 

 

Barriers to Adoption of Clinical Information and Administrative Systems 

 

Clinical information and administrative systems are essential components of 

multidisciplinary care, where the need for communication among providers is particularly 

great.  However, successful implementation of these systems requires that critical 

barriers be addressed.   

 

Lack of common technical standards.  An effective EHR system must interface with 

laboratories, x-ray departments, hospitals, specialists, pharmacies, and other health 

providers.  Currently, the connectivity between community-based physicians and other 

parts of the health care system is problematic.  The need for common technical 

standards to record and transmit clinical information is widely recognized.
64,65

  

  

Support for IT training of MDC team members.  Clinical information and administrative 

systems alter existing information and work-flow patterns and require a conscious 

examination of practice procedures and office staff division of labour.
66

  In any team 

setting, it is important that all providers have the basic training and knowledge to use 

various clinical information systems.  

  

Financial costs.  GP practices, particularly small ones, are inhibited from adopting IT 

because of high costs.  Although some measures to reduce IT expenses can be adopted 

– for example, adopting a modified EHR system, the so-called “electronic medical 

summary,” instead of a full-scale model 
67

 – shifting a practice to an electronic data 

system where none exists remains a major undertaking.  Government investment into IT 

infrastructure for physicians in MDC practices will be required if electronic data systems 

are to be implemented successfully.  Moreover, there is increasing recognition that 

payers who provide IT funding for physicians will realize cost efficiencies.  Purchasers of 

care are the most likely to benefit financially from implementing EHRs through reduced 

numbers of unnecessary hospitalizations, repeat tests, and adverse drug reactions, 

especially for the chronic disease patients.
68
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Recommendation 3 
    

That funding be provided for implementing and maintaining  

information systems (clinical and administrative) in 

multidisciplinary group practices, including training resources for 

team members. 

 

Liability concerns.  Another issue related to the use of electronic data systems amongst 

various providers is the legal liability of physicians relying on data from other providers, 

which to date has not been established.  For example, case law offers little guidance on 

the liability of a physician for acting on clinical information made available but not 

requested.  Similarly, there is uncertainty about whether an email message from a patient 

constitutes part of a medical record for which the physician may be liable.
69

  To assuage 

these concerns, physicians may need to be educated on medical risk management or 

actual legal protection.  Guidelines and active involvement of the medical liability industry 

in designing electronic data systems may be necessary as well.
70

  

 

Privacy concerns.  Without confidence that the privacy of electronic information will be 

maintained, patients may refrain from disclosing critical information, may refuse to 

provide their consent to use personal health information for research purposes, may lie 

about health status, or may simply not seek treatment.
71

  It is critical that patient 

information is protected and members of the health care team are able to access only the 

information they require to care for an individual patient.  The BCMA therefore believes 

that responsibility for data stewardship in primary care should be retained by GPs – the 

health professional most responsible for the coordination of care.   

 

Recommendation 4 
    

That health information policies and information technology be 

developed to protect patients’ privacy rights whilst facilitating 

the effective sharing of information among physicians as well as 

between physicians and allied health professionals.    

 

 Effective Teams 
 

The roles of various health care providers are changing as new models of delivering care 

are explored and implemented.  The attempt to create a health care system that is more 

“patient-centred” may lead to changes in the way health professionals are trained, the 

way they are paid, and the way in which they work together.
72

   

 

A properly constructed division of labour involves a definition of tasks and an assignment 

of roles.  The objective of defining appropriate roles is not to replace one health care 

provider with another, but to ensure that the patient is being cared for by a provider with 
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the necessary skill sets.  Each team member must know and be well trained to 

accomplish the role required to perform each task.  The strengths of each team member 

are identified and used, and individual efforts are coordinated when necessary.  

Ultimately, team productivity should increase as workload is appropriately shared.  

Practice systems including clinical and administrative tools can be used to track the 

assignment of tasks and definition of roles.
73

   

 

While training and legal scopes of practice largely determine team members’ roles, the 

skills of various health care professions overlap to some extent.  In cases where there is 

overlap, it is important to ensure that the most appropriate provider is caring for the 

patient at any given time.  This is particularly critical as the prevalence of chronic disease 

increases, resulting in a greater need to share care among providers.  For example, 

National Health Service (NHS) nurses in the UK have taken on a larger role in managing 

patients with chronic disease.  Specialist nurses there work alongside both General 

Practitioners and consultants to assist in managing people with complex problems in both 

hospital and community settings.  Practice nurses also act as case managers to patients 

with conditions such as diabetes in primary care.
74

  There is emerging evidence 

supporting the efficacy of non-physician providers in complementary roles within a team. 

Rather than functioning as physician substitutes, team members can contribute unique 

talents that enhance the skill mix of the practice such as health prevention, patient 

education, and counselling.  The literature has suggested that the real potential for team 

care to improve health outcomes for chronic disease patients is to focus on providing 

complementary and/or supplementary functions (e.g., counselling on behavioural change, 

patient follow-ups).
75

  As the move toward MDC pushes forward, care may be provided 

by other health care providers such as nurses, nurse practitioners, and care assistants 

depending on the complexity of tasks, degree of autonomy, and level of training.  

 

Some tasks traditionally undertaken by the General Practitioner can be covered within 

the multidisciplinary team by members with particular skills and expertise in those areas.  

Detailed health professional job descriptions that clearly outline the roles and 

responsibilities of all providers in the MDC setting should be developed in order to best 

meet patients’ needs. These job descriptions must be within the scopes of practice 

established for each of the professions.  Members of a health care team must be clear on 

which health care provider is responsible for which aspect of the patient’s care.  This 

information should be communicated to the patient and documented in the health record.  

The College of Physicians and Surgeons of BC states that physicians should specify in 

writing the relationship between themselves and other healthcare provider(s), including a 

statement regarding the lack of mutual responsibility for patient care.  However, if the 

associated healthcare provider is unregulated, the physician must take full responsibility 

for the quality of care provided.  
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Physician Assistants 

 

A physician assistant (PA) is a health care professional who practises medicine under the 

supervision of a physician in a PA-physician team.  In Canada, there has been growing 

interest in the use of PAs to extend physician resources in primary care, especially in 

under-serviced areas with no or few physicians.
76

  In May 2003, the CMA Allied Health 

Accreditation body officially recognized the PA profession.  Currently, PAs provide up to 

95% of the primary health care within the Canadian Armed Forces, although their 

practice in the civilian arena is limited.  Manitoba is the only province that licenses and 

regulates PAs under the Clinical Assistant (CA) Registry contained within the Medical 

Practitioners Act.  The only training institution in Canada for PAs is the Canadian Forces 

Medical Service School in Borden, Ontario.  The Justice Institute of BC has signed a 

five-year memorandum of agreement with the MEDEX Northwest Program affiliated with 

the University of Washington Medical School to import their accredited two-year PA 

curriculum to BC.  Currently, there is no enabling legislation for licensing PAs to practise 

in BC.   

  

Unlike nurse practitioners who have their own scope of practice and are regulated 

separately from physicians, PAs are not allowed to work independently.  Instead, their 

scope of practice mirrors that of the supervising physician and is carefully outlined in a 

practice contract or agreement.  Because the PA training curriculum emphasizes the 

development of the PA-physician relationship, GPs are comfortable working with PAs and 

willing to delegate responsibilities to them.  Examples of PA services include taking 

patient history, conducting physical exams, diagnosing and treating illness, ordering and 

interpreting lab tests, counselling on preventative health, assisting in surgery, and writing 

prescriptions.  Within the physician/PA relationship, PAs collaborate closely with their 

supervising physician to ensure the care and management they provide is in keeping with 

the physician's patient management practices.  The clinical versatility of PAs makes them 

particularly valuable in supplementing physicians in a wide range of roles.  Furthermore, 

because physician supervision of the PA can be remote, PAs are well-suited to help meet 

the health care needs of remote and/or underserved populations by working as 

“physician-extenders.” 

 

 Training  
 

Teams go through stages of development.  Team implementation is a complex change 

process that requires planned training and development for team members involved.
77,78 

 

Teams cannot be created instantly but are developed over time and require investment 

on an organizational, professional, and interpersonal level. 

 

Opportunities for training in team functioning and productive team behaviours should be 

provided.  Training can take the form of workshops, conferences, training guides with 

modules addressing common problems, management classes for team leaders, and 
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consultant support.  A benchmarking tool to evaluate team functioning should be in place.  

Although resources for team development and staff training can be high, it must be 

considered a long term investment in service development and not necessarily viewed 

with a short-term focus of saving money.   

 

Training for effective team skills should also be included in health professional training.  It 

has been argued that when health care professionals are expected to work and function 

collaboratively as part of multidisciplinary teams, they should be prepared to engage in 

these activities through undergraduate education, clinical training and professional 

development.
79,80

  A good example of such an initiative is the Inter-Professional Rural 

Program of BC, which was designed to promote multidisciplinary learning among health 

professionals to enhance health care services in rural communities.  Under this program, 

students in rural communities are organized into teams of four or more members from a 

range of disciplines.  Students are able to share and engage in team activities beyond the 

scope of their discipline-specific training.
81

  The BCMA believes that such collaborative 

training opportunities should be evaluated, explored further, and funded appropriately by 

government.   

 

It is important to emphasize that training within the health care system is a life-long 

process.  Physicians and other health care professionals should be updating their skills 

on a continual basis.  Such training, however, should have a greater focus towards 

team-based approaches to patient care.  As a potential example, continuing medical 

education (CME) opportunities covering practice governance issues could be developed 

to allow physicians to participate in joint training sessions with other health care 

professionals.  In addition, other tools along with CME (e.g., incentive structures) may 

also be effective in enhancing team-based approaches to care.   Other subject areas 

might include how to better manage chronic care patients or how to use the latest health 

information technologies.   

 

 Effective communication structures and processes 
 

Effective communication among providers is essential for delivering safe and high quality 

team-based care.  Today, communication failures are a common cause of inadvertent 

patient harm, and the complexity of medical care, coupled with the inherent limitations of 

human performance, make it important that clinicians have standardized communication 

tools, work in an environment in which individuals can speak up and express concerns, 

and share common "critical language" to alert team members to unsafe situations.
82

   

 

Communication is the foundation of success for interdisciplinary collaboration.
83

  Effective 

and efficient communication can be facilitated by information technology (IT), protocols, 

face-to-face and minute-to-minute conversations, regular meetings, and use of a 

common language that is consistent, easily explained and understood by all team 

members and clients.  The availability and ease of communication are increased with the 
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co-location of services.  However, electronic communication technology may be sufficient 

to facilitate virtual interdisciplinary teams.
84

  For example, given the advances in IT, it is 

often unnecessary to locate physicians as well as other health care providers within the 

same physical space.  Many of the advantages of MDC practice can be realized through 

the development of ‘virtual’ groups, separated by distance but connected through IT.  The 

formation of virtual MDC groups, which could share on-call responsibilities as well as 

patient information, should be supported.  In many cases, virtual groups are more 

feasible than creating large group practices in the same location due to considerable 

capital and transaction costs (e.g., leases) and geographic considerations. 

 

Multidisciplinary team meetings should be held frequently in order to facilitate 

communication linkages.  In one Canadian survey, 86% of providers found that team 

meetings were useful and strongly agreed that working with other health care 

professionals was helpful.
85

  Team members should also be able to voice their concerns 

and opinions in an open fashion.  This openness is critical as team members should be 

encouraged to report all medical errors in order to improve patient care and reduce future 

errors.  A recent study on patient safety, for example, shows that poor team work leads to 

increased incidences of adverse events in hospitals.
86

  Helmriech et al. (1994) also note 

that the most significant outcome factors related to teamwork are patient safety and 

quality of treatment.   

 

 Team leadership 
 

The role of a leader is a key component of team development.  MDC teams without clear 

leadership report low levels of team participation, lack of clarity about objectives, low 

commitment to quality of care and low support for innovation in quality of care.
87

  Lack of 

clear leadership was also associated with higher levels of stress among team members.
88

   

 

A fundamental challenge with the team approach to health care is to structure the team in 

terms of authority, autonomy, and liability more effectively.  Even with the best 

collegiality, differences of opinion will inevitably arise.  ”Care by Committee” becomes 

problematic, as a single professional ultimately needs to be responsible and accountable 

for clinical decisions and actions.   

 

Practising physicians are the leaders and primary decision-makers in health care (in BC, 

GPs see 81% of the population at least once in a year)
89

 – in large measure because of 

their legal responsibility for patient care decisions as well as their possession of extensive 

education and training.
90

  Where available, GPs should continue to act as the coordinator 

of care for the majority of patients.  Effective multidisciplinary teams require a clear 

delineation of responsibility and accountability, including a clinical team leader who 

should be the best-trained generalist.  In the majority of instances, this would be the GP.   
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Recommendation 5  
    

That multidisciplinary care teams have a clinical team leader with 

ultimate responsibility for patient care and who is the best-

trained generalist.  In the majority of instances, this would be the 

GP.   

 

Team members should be held independently accountable for their own professional 

practice within their own scope of practice.  Physicians should require from all regulated 

health professionals evidence of liability coverage that is sufficient to cover actions that 

might arise from negligent performance.   

 

The importance of team leadership in MDC should not be underestimated.  A recent 

Saskatchewan document on primary health care, for example, found that teams without 

clear leadership reported lower levels of participation, a lack of clarity about objectives, 

low commitment to quality of care and low support for innovation in quality of care.
91 

  

 

Practice governance is the business of managing and running a practice. The main 

components of effective practice governance include: 

 

1. Clear lines of responsibility and accountability;  

2. Programs for quality improvement; 

3. Education and training plans; and, 

4. Procedures to identify and remedy poor performance.
92

  

 

As long as these general principles are adhered to, there should be flexibility in 

governance structures across practices.  The team leader, or another member of the 

team, should be responsible for setting up team logistics such as meeting dates, creating 

agendas, quality improvement plans, and performance reviews.
93

  The team leader must 

also communicate effectively to team members through well-established practice 

governance structures and processes.  The creation of practice governance templates 

may further aid this process and ensure that it aligns with the clinical goals and objectives 

of the team. 

 
 Collaboration 
 

Collaboration is an extremely important element in teamwork.  To collaborate is “to work 

together, especially in a joint intellectual effort.”
94

  Collaboration is an attitude and an 

interpersonal process that embodies cooperation and a spirit of working together.  

Collaboration is a way for professionals to provide quality, comprehensive, and efficient 

care.
95

  The critical attributes for collaboration include sharing in planning, decision-

making, solving problems, setting goals and assuming responsibility, working together 

cooperatively, and coordinating and communicating openly.   



 Working Together – Enhancing Multidisciplinary Primary Care in BC 23232323    

   
 
 

  British Columbia Medical Association 
 October 2005  

 

According to the Canadian Medical Association and the Canadian Nurses Association,
96

 

interdisciplinary collaboration has the following attributes:  

 

� Development of a common purpose or care outcome; 

� Acceptance and recognition of complementary skills and expertise among different 

providers; and 

� Effective coordination and communication among providers that strengthens inter-

professional communication and increases the efficient use of health care resources. 

 

Strategies that team members should use to enhance collaboration include: 

 

� Establish standards for accomplishing tasks and identify norms for team behaviour; 

� Encourage all team members to contribute; 

� Listen carefully and respectfully to all opinions, brainstorming possible solutions and 

focusing on common interests; 

� Seek consensus in arriving at the best decision; 

� Give and receive feedback about positive and/or negative behaviour; and 

� Review and evaluate progress at the conclusion of interaction.
97

 

 

Collaboration, one of the most important factors for any team to be effective, is “a joint 

communication and decision-making process with the goal of meeting the patient’s health 

needs as best as possible while respecting the unique qualities and abilities of the 

profession”.
98

  In order for primary care physicians to address the complex needs of their 

patient population, they must be able to collaborate with other health professionals.
99

  

Likewise, other relevant health professionals must equally be able to collaborate with 

primary care physicians.  The importance of collaborative education for health 

professionals was recently recognized at the University of British Columbia.  In July 2005, 

the university created the position of Director of Interprofessional Health Education in the 

Faculty of Medicine.
100

   

 

Recommendation 6 
    

That health professional education programs foster enhanced 

collaboration among providers and that such programs be 

critically evaluated. 
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 Summary 
 

By developing shared objectives and goals to improve the quality of care, MDC teams will 

be more effective.  A team leader who can communicate these objectives and goals 

through appropriate structures and processes is critical for effective team work.  Team 

members require a clear definition and delineation of their roles and responsibilities to 

ensure that patients receive the right care from the right provider in a safe and efficient 

manner.   

 

Clinical information and administrative systems are crucial to support effective teams as 

is ensuring that team members have the appropriate level and type of training to care for 

patients.  Training should have a greater focus on team-based care within MDC 

practices, whether real or virtual.  All of these elements for establishing effective teams 

will require greater collaboration among various health care providers.  Without 

collaboration, MDC teams will be ineffective and the true benefits of MDC (e.g., better 

coordination of care) will not be fully realized.   
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III.  Multidisciplinary Care in British Columbia 
 

 
 Primary health care organizations in BC 
 

The BC government has introduced primary health care organizations (PHCOs) as a 

delivery model that incorporates an integrated, multidisciplinary approach to care.  Seven 

PHCOs were established in 1999 as part of BC’s Primary Care Demonstration Project 

and supported by the federal Health Transition Fund (1998-2001).  Government’s key 

objectives for PHCOs included:  

 

� An interdisciplinary team approach to primary health care delivery (in which each 

health care provider contributes to patient care according to their competencies and 

skills);  

� 24/7 access to advice and care (including some extended hours);  

� Patient access to the full range of primary health care, including health promotion and 

illness/injury prevention services; 

� Quality assurance mechanisms (e.g., setting population health target goals, case-

finding, use of clinical protocols, peer review, outcomes monitoring) and patient 

satisfaction monitoring through direct patient surveys; 

� Continuous patient heath records via clinical information management systems 

technology;  

� Integration with community-based services; and, 

� Use of a blended funded model that included FFS income and capitation adjusted for 

age, sex, and health status with additional infrastructure funding.  

 

BC received $74 million through the federal Primary Health Care Transition Fund 

(PHCTF) between 2002 and 2006.  The majority of funding is being provided to BC’s   

Health Authorities to help accelerate and expand primary health care initiatives, including 

PHCOs.
‡
  

 

 PHCO retrospective review 
 

A retrospective review of the six original PHCOs was undertaken during the spring of 

2003
101

 to examine the quantitative indicators of performance.  One of the study 

                                                 
‡
 As of May 2005, fourteen PHCOs have been established:  Agassiz Primary Care Centre, Brookswood Family Practice, 

Chase & District Health Centre, Clearbrook Family Practice, Fort Family Practice, James Bay Community Project, Kamloops 
Downtown Health Centre, Ladysmith Primary Health Centre, Langley Primary Health Care Associates, Logan Lake Health 
Centre, Murrayville Family Practice, Spectrum Health Centre, UBC Family Practice Centre, and Urban Primary Care Centres 
(Evergreen, Pacific Spirit and Raven Song Community Health Centres).   
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questions centred on whether the PHCO practices incorporated key features of primary 

care, including integrated multidisciplinary care.  

 

The review found that the concept of integrated multidisciplinary care was not fully 

realized in the majority of PHCOs.  At the outset, each PHCO was required to include at 

least one non-medical practitioner in the care provider team.  All six PHCOs that were 

assessed hired at least a nurse, and four sites added other allied health professionals 

(dieticians, pharmacists, and mental health workers) to the team on a part-time basis.  

Site personnel reported a desire to include other practitioners, but this was offset by the 

cost of doing so.  At sites where disciplines other than nursing were involved, the 

positions were funded by government or pharmaceutical companies.  The study also 

found that the small number of physicians involved may have limited the PHCOs’ ability 

to enrol more patients, and as a consequence, restricted their ability to recruit more and a 

wider mix of allied health professionals.  With only a minimum number of allied health 

professionals involved, there was little opportunity for sharing clinical and non-clinical 

tasks.
102

  It is likely that increasing the number of allied health professionals would have 

helped with this problem. 

 

 Current practice in BC 
 

Outside of PHCOs, the dominant primary care delivery model in BC currently includes 

private practice physicians who work primarily alone or in groups.  These practitioners 

may associate with other health care professionals, including nurses.  According to the 

2004 National Physician Survey, 64% of BC GPs worked in group practice (60.5% 

nationally), compared to 23% who worked in solo practices (25.5% nationally).  However, 

many details of multidisciplinary practice in BC are unknown, including the extent of 

inter-professional collaboration in family practice settings and the extent to which family 

physicians liaise with PHC providers who work in other settings.  To date, there is 

qualitative evidence on the successful use of clinical practice teams in the BCMA-

sponsored Diabetes Collaborative.  These physician-led teams have found that non-

physician providers, both in and out of the office, are an asset in delivering care for 

diabetes patients.  For example, Medical Office Assistants flagged all diabetes patients’ 

charts, measured the patients’ weight and blood pressure, and entered all patient flow 

sheet data into the web-based CDM Toolkit.  Local diabetes education centre nurse 

educators met with groups of patients at the doctor’s office, conducted foot exams, and 

worked with patients to adjust their insulin or medications.  Nutritionists from local grocery 

stores led interactive group visits to provide information on healthy food choices.  Local 

pharmacists educated patients on proper glucose meter use.  Between February 2004 

and March 2005, 92 GPs were involved in these diabetes clinical practice teams. 

 

The BCMA conducted a web-based survey of General Practitioners in British Columbia to 

understand better the overall state of multidisciplinary practice in primary care.  The 

objective of the survey, which was e-mailed to approximately 3,000 GPs, was twofold:  
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first, to determine the nature and extent of current MDC arrangements in BC, and 

second, to determine members’ attitudes towards MDC.  Although the findings of the 

survey rely on self-reported data, the responses give a much better overview of MDC 

practice than previously available.  

 

GPs were classified according to two criteria.  First, they were asked whether or not they 

practised with non-physician providers co-located in the same practice (e.g., a nurse 

working in the same office).  Second, they were asked in what type of setting they 

practised:  either (1) an office-based practice, such as a private office, community health 

centre (CHC), or primary health care organization (PHCO); or (2) a hospital, long-term 

care facility, or other setting.  These questions were used to define a MDC GP as follows: 

 

A GP who practises with co-located non-physician providers, and 

whose practice setting is a private office, community health centre 

(CHC), or primary health care organization (PHCO). 

 

The remaining non-MDC GPs were classified into two groups: 

 

� Group I includes those GPs that practise with co-located non-physician providers, but 

whose practices are based in a hospital, long-term care facility, or other setting.   

� Group II includes GPs who do not practise with co-located non-physician providers.   

 

Table 1 summarizes the characteristics of all survey respondents. 
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 Table 1:  Characteristics of BC MDC Survey Respondents 

 

 
Non-MDC GPs 

 

 
 
  

MDC GPs Group I Group II 

 
All 

Respondents 

Number of Respondents 
107 

 (17% of sample) 
97 

(15% of sample) 
433 

(68% of sample) 
638 

Practise with co-located 
non-physician providers 

Yes Yes No n/a 

Practice Setting 
Private Office/ 
CHC/PHCO* 

Hospital/ 
LTC/Other** 

Private Office/ 
CHC/PHCO* 

n/a 

Average age group 
 

46-50 years old 46-50 years old 46-50 years old 46-50 years old 

Rural residence 
 

28 (26%) 25 (26%) 102 (24%) 155 (24%) 

Mean practice size 
(Physician FTEs) 

4.4 5.1 3.5 3.9 

Female  34 (32%) 33 (34%) 134 (31%) 201 (32%) 

*  CHC = Community Health Centre.  PHCO = Primary Health Care Organization.  
** LTC = Long-term Care. 

 

A total of 638 GP responses were received (response rate = 21%).  Of those surveyed, 

17% were MDC GPs.  This figure corresponds very closely with the results of the CMA 

2004 National Physician survey, which found that 17.2% of BC GPs practised with at 

least one other non-physician provider in an “office-based” setting.  Among the non-MDC 

GPs, 97 GPs (15% of the sample population) fell into Group I (practised with co-located 

non-physician providers in a hospital, LTC, or other setting).  The remaining 68% of the 

sample population (433 GPs) fell into Group II (does not practise with co-located non-

physician provider). 

 

We compared MDC GPs with non-MDC GPs along several characteristics, including age, 

residence (rural/urban), mean practice size (number of physicians in practice), gender, 

and income.  According to these measures, MDC GPs were very similar to their non-

MDC GPs.  The only statistically significant difference was related to practice size:  MDC 

GPs and Group I non-MDC GPs had significantly larger practices compared to the Group 

II non-MDC respondents (4.4 and 5.1 versus 3.5, respectively).   

 

Survey respondents were also asked to express their agreement on a 5-point scale 

(1 = strongly disagree, 5 = strongly agree) with a series of statements on how well MDC 

could meet key objectives (Table 2). 
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       Table 2:  Goals of Multidisciplinary Care 
 

Please indicate how strongly you agree with the following statements:  
 

Multidisciplinary care will … 

� improve patient outcomes 

� enhance the comprehensiveness of care  

� enhance the coordination of care delivery 

� optimize the use of health providers’ skill sets  

� make better use of health providers’ time  

� produce cost savings  

� improve patient access to primary health care services 

 

When asked how well MDC could meet these goals when health providers were not all 

co-located at the same site, there was no significant difference between MDC GPs and 

all other GPs.  Responses from all surveyed GPs ranged from a low of 2.55 for “produce 

cost savings” and a high of 3.90 for “comprehensiveness of care.”  However, when asked 

how well MDC could meet these goals when health providers were co-located at the 

same site, MDC GPs differed significantly from their non-MDC counterparts on every 

statement:  MDC GPs were significantly more likely to agree that MDC would achieve the 

key objectives than non-MDC GPs. 

 

The survey results also show that MDC GPs practise with a variety of health 

professionals (Figure 1).  Eighty-three percent stated that they work with a nurse (e.g., 

registered nurse, licensed practical nurse, or nurse practitioner), followed by a specialist 

MD (32%), physiotherapist/OT (26%), nutritionist/dietician (26%), pharmacist (23%), 

psychologist (22%), massage therapist (19%), counsellor/social worker (16%), and 

physician assistant (9%). 
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Figure 1 
Health Professionals with Whom MDC Physicians Currently Practise * 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
*  Survey question: “Please indicate the type(s) of health professionals that you practise with (choose 

all those that apply).” 
**  “Counsellor/social worker” was not included in the checklist of responses.  The 16% figure 

represents respondents’ open-ended answers. 
 

 

Those GPs not working with co-located non-GP providers were asked with whom they 

would prefer to practice.  Their responses were similar to those of the MDC GPs 

(Figure 2).  The greatest preference was for a nurse (71%), followed by 

nutritionist/dietician (67%), physiotherapist/OT (63%), specialist MD (54%), psychologist 

(53%), pharmacist (43%), massage therapist (25%), physician assistant (17%), and 

counsellor/social worker (3%).  In a province-wide consultation with BC’s GPs in 

November 2004 and January 2005, a number of fee-for-service GPs have noted that their 

practice could potentially benefit from an addition of a nurse.
103

  In a 2005 BC Ministry of 

Health environmental scan on nursing models, BC GPs indicated that more nurse 

involvement in direct patient care, especially in chronic disease management, was a 

priority area for development.
104
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Figure 2 
Health Professionals with Whom Non-MDC Physicians Would Like to Practise* 

 

71%
67%

63%

54% 53%

43%

25%

17%

3%

0%

10%

20%

30%

40%

50%

60%

70%

80%

Nurs
e (R

N/N
P/L

PN)

Nutri
tio

ni
st
/d

ie
tic

ia
n

Phy
si
ot

he
ra

pi
st
/O

T

Spe
ci
al
ist

 M
D

Psy
ch

olo
gi
st

Pha
rm

acis
t

M
as

sa
ge 

th
era

pi
st

Phy
si
cia

n a
ss

ist
an

t

Coun
se

llo
r/s

ocia
l w

or
ke

r

 
*  Survey question: “If you were to practice in a multidisciplinary setting, please indicate the types(s) of 

health professionals you would choose to practice with (choose all those that apply).” 
**  “Counsellor/social worker” was not included in the checklist of responses.  The 3% figure represents 

respondents’ open-ended answers. 
 
 

GPs not practising with co-located non-physician providers were also asked for the 

reasons why they did not practise in a MDC setting.  Table 3 shows that the most 

common reason was financial barriers (63%), followed by liability concerns (35%), 

professional autonomy concerns (33%), difficulties in coordinating care (31%), confusion 

in care provision (28%), concerns over increased workload (25%), fear of a reduced 

income (25%), scope of practice concerns (23%), and a shortage of non-physician 

providers (18%). 

 

 

 

 

3%*
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Figure 3 
Why BC Physicians Do Not Practise MDC * 
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*  Survey question:  “What is your main reason for not working in a multidisciplinary setting (choose all 

those that apply)?” 
 
 

Despite concerns regarding MDC practice (Figure 3), the BCMA survey showed that 96% 

of MDC GP respondents see themselves continuing to practise in a multidisciplinary 

setting within the next five years.  Nonetheless, data from the 2004 National Physician 

Survey suggest that BC GPs increasingly are reducing their scope of practice.  In BC, 

15% of GPs indicated that they reduced their scope of practice in the last two years 

(versus 13% nationally).  Moreover, only 5% of BC GPs indicated that they expanded the 

scope of their practice in the past two years (versus 4.4% nationally).  Almost one-fifth of 

BC GPs said they reduced their weekly work hours, and only 7% of BC GPs said that 

they increased their weekly work hours over the past two years.
105

  Such reductions in 

the scope of practice will have definite implications for physician supply and physician 

resource planning in British Columbia and should be taken into account in policies 

intended to increase MDC practice.  
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IV.  Challenges to Implementing MDC 
 

The previous sections suggest the potential of MDC in terms of improved outcomes.  In 

order for MDC teams to realize this potential, they must incorporate a number of 

organizational, professional, and interpersonal elements.  Before dealing with these 

concerns, however, additional challenges must be addressed.  This includes the scope of 

practice of allied health professionals, liability, and 24/7 coverage. 

 

 Scope of practice  
 

Multidisciplinary care requires close collaboration among individual providers with varying 

education, training, and skills.  The optimal provision of care by a multidisciplinary team 

requires an approach that enables providers to practise to the full extent of their 

education, skill, and competence.  In other instances, MDC may occur when providers 

are working outside their scope of practices.  Hence, proper delegation of care will 

require clearly defined scopes of practice and clinical accountability for all team 

members. In a joint statement, the Canadian Medical Association, Canadian Nurses 

Association, and Canadian Pharmacists Association outlined principles and criteria for 

the determination of scopes of practice (SOP):
106

 

 

Principles 

Scopes of practice should promote the 

following: 

Criteria 

Scopes of practice should take into account the 

following: 

� High-quality care 

� A flexible approach that allows providers to 

practice to the extent of their education, 

training, skills, knowledge, experience, 

competence, and judgment 

� Collaboration, cooperation, and good 

communication among providers 

� Coordination 

� Patient choice 

� Accountability, responsibility, and authority that 

the provider assumes for their practice 

� Provider’s educational background 

� Provider’s competencies and practice 

standards 

� Risk to patients 

� Evidence-based practice standards 

� Legal liability and insurance 

� Legislative and regulatory authority 

 

 

Multidisciplinary care teams should have a written delineation of responsibility and 

accountability for team members that are in accordance with legislated scopes of 

practice.  Legislated scopes of practice need to correspond to levels of training in order to 

ensure patient safety and to facilitate collaboration between physicians and allied health 

professionals.  Removing these barriers to MDC implementation requires that regulatory 

bodies and professional associations be closely involved in any proposed changes to the 

scope of practice for allied health professionals who work with physicians.  In addition, 

expanded scopes of practice must be granted only on the basis of sufficient training.  

Many physicians work with allied health professionals and would be affected by 

amendments to the Health Professions Act.  It is imperative that the medical profession 
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be involved early in the process for developing regulations and standards of allied health 

professionals in order to ensure that patient safety is not compromised.  

 

Recommendation 7 
    

That appropriate regulatory bodies and professional  

associations be integrally involved in any proposed changes to 

the scope of practice for health professionals. 

   

Recommendation 8 
    

That the BCMA, the College of Physicians and Surgeons of BC, 

and relevant BC health professional organizations work to 

determine the principles under which medical acts can be 

appropriately assigned within a multidisciplinary care practice. 

 

Recommendation 9 
    

That expanded scopes of practice for allied health professionals 

be granted on the basis of sufficient training and demonstrated 

expertise.  

 

 Liability 
 

Models of multidisciplinary care vary significantly in their organizational configuration, 

professional composition, and level of interaction among providers.  Nonetheless, all 

require increased collaboration between physicians and allied health professionals.  

Physicians may be reluctant to collaborate, however, because of concerns over their 

personal liability in the event their patient is harmed by an involved health care provider.  

The law does not require the physician to double-check the work of other health care 

providers practising within their scope of practice.  Nonetheless, the physician should 

know whether the performance of a task by another health care provider on the team falls 

within that provider’s normal scope of practice or is being carried out subject to 

delegation from the physician.  When a delegated medical act is outside the accepted 

scope of practice of another discipline, the responsibility for the act is shared and the 

physician who delegates the act retains responsibility and liability.  The Canadian Medical 

Protective Association recommends that the physician must decide on the appropriate 

level of supervision when a medical act is delegated outside the scope of practice of an 

allied health professional.
107

  MDC physicians will also want to be familiar with any 

relevant guidelines issued from their regulatory authority or health care facility concerning 

delegation, as well as any relevant legislation.  Another legal consideration is vicarious 

liability when the physician employs other health care providers.  The principle of 
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vicarious liability holds that as an employer, the physician may be liable for the 

negligence of their employees when they are acting within the scope of their employment.   

 

Physicians will need to consider the legal issues associated with multidisciplinary care, 

including being familiar with the scope of practice, qualifications, experience, and training 

of the other health care providers involved in the care of their patients.   

 

Several professional organizations have commented on the issue of liability coverage 

and multidisciplinary practice.  The College of Family Physicians of Canada has 

recommended that “each provider on … [a MDC] team be accountable for his or her own 

professional practice and be responsible for securing his or her own liability coverage.”
108

  

Similarly, the BCMA recommended in its report on primary care, Ensuring Excellence, 

that “physicians require from all health professionals evidence of liability coverage that is 

sufficient to cover actions that might arise from negligent performance.”
109

  In a joint 

statement issued in March 2005, the Canadian Medical Protective Association and the 

Canadian Nurses Protective Society recommended that all members of the collaborative 

health care team and the institution or facility must have appropriate and adequate 

professional liability protection at the beginning of the working relationship and on an 

ongoing basis.  In such cases, physicians should take care to examine the type and level 

of liability coverage in question.  

 

Recommendation 10 

    

That all health professionals practising in a multidisciplinary care 

setting have appropriate and adequate liability coverage. 

 
 24/7 coverage 

Health reports commissioned by the federal government have highlighted the need for 

24/7 coverage as part of primary care reform.
110,111

  The objective of providing 24/7 

community-based care is often included in the BC and federal governments’ plans for 

furthering MDC.  For example, the 2003 Health Accord included the goal to provide at 

least 50% of Canadians 24/7 access to multidisciplinary primary care teams by 2011.
112

 

However, a common understanding of 24/7 access to primary care services has not been 

reached between government, providers, and patients.  The BCMA believes that the 

creation of MDC teams will not subsequently lead to 24/7 coverage without proper 

incentives and compensation for providers.  Non-physician providers often do not share 

on-call duties with physicians, and physicians require adequate support for taking on this 

responsibility.  As stated by the BCMA’s Ensuring Excellence (2002) paper, community-

based on-call should: 
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� Be for urgent and emergent clinical problems only; 

� Allow for telephone triage, advising patients on appropriate course of action; 

� Be sharable through after-hours call groups; 

� Ensure that service delivery following triage is based on the physician’s clinical 

judgement; and 

� Provide the on-call physician with relevant patient information. 
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V.  Funding for Multidisciplinary Care 
 

A key policy goal for ensuring the successful implementation of MDC must be the 

provision of long term, targeted, and sustainable funding.  The recent federal funding for 

MDC through the First Ministers’ Accord on Health Care Renewal (2003) makes this an 

achievable goal.  The Accord established a five-year, $2 billion Health Reform Fund 

(HRF), in part to “immediately accelerate primary health care initiatives and to make 

significant annual progress so that citizens routinely receive needed care from multi-

disciplinary primary health care organizations or teams.”  This is the latest in a series of 

funding mechanisms to support MDC in BC.   

 

Efforts to fund MDC should be guided by principles designed to ensure maximum levels 

of participation, proper accountability, adequate levels of support, and long-term 

sustainability: 

 

� To protect MDC funds from competing demands in other areas of health care, there 

should be a separate funding envelope for MDC.  

 

� The BCMA needs to be integrally involved in funding decisions on MDC, particularly 

those that directly affect physicians’ practices.  

 

� Funding for an information technology infrastructure and training for team members 

must be included as part of MDC initiatives. 

 

� Funding models must be flexible enough to accommodate variations in population 

health needs as well as individual physician preferences for payment mechanisms.   

 

� Physician participation in MDC initiatives must remain voluntary.  At the same time, 

the choice for physicians to discontinue participation in MDC initiatives must be 

preserved.   

 

� Previous experiences with primary care initiatives demonstrate the difficulty in 

integrating allied health professionals into physician practices.  MDC funding 

mechanisms must take into account the higher practice costs associated with the 

incorporation of allied health professionals into physicians’ practices.  Physicians 

cannot be expected to bear the burden of increased practice-related costs when 

working in MDC teams, and those who supervise, consult, or collaborate with other 

providers and/or function as team leaders must be compensated for their time and 

associated overhead costs.  Practical support (e.g., resource persons, consultants) to 

assist those undertaking the establishment and implementation of new organizational 

and managerial methods for team-based care will be necessary.   
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� Funding decisions should be developed in an environment that allows for proper 

planning, a streamlined decision making process, and a coordinated and efficient 

distribution of funds. 

 

Recommendation 11 

    

That the BC government dedicate long term sustainable MDC 

funding and resources to primary care.   
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VI.  Conclusions 
 

Multidisciplinary care has been offered as a solution for the problems facing the primary 

care system, including increased access, better quality care, and greater coordination of 

services.  The rise in the incidence of chronic disease, the growing needs of the aging 

population, the increasing number of patients with complex and higher clinical needs, and 

the shifting of care away from the acute care sector will continue to accelerate changes in 

primary care practice.  Moreover, the changing demographics of primary care physicians 

are having a significant impact.  Patient access to primary care services will be adversely 

affected by the aging of BC’s GPs, the decreasing number of medical graduates entering 

family practice, and the higher percentage of female physicians working fewer hours than 

their male counterparts.  Calls for change – including the expansion of MDC practice – 

will only grow louder.  Indeed, new models of heath care that offer increased 

opportunities for primary care physicians to collaborate with other health professionals 

are already emerging.    

 

Significant numbers of BC GPs already practising in multidisciplinary settings agree that 

MDC practice can lead to more comprehensive, better coordinated care and improve 

patient access to primary care services.  The expansion of MDC has enormous potential 

assuming that MDC groups are properly supported, expanded scopes of practice for 

allied health professionals are granted on the basis of sufficient training (not legislation), 

participation in MDC practice is voluntary, specific medical acts are assigned 

appropriately, the MDC team leader is the best-trained generalist (usually the GP), MDC 

programs are rigorously evaluated, and funding is made available on a long-term and 

sustainable basis. 

 

Improvements in the quality of primary care will require significant up-front investment by 

government and close collaboration with the BCMA.  Fortunately, recent initiatives bode 

well for such interaction.  The BCMA/government Rural Joint Standing Committee and 

the General Practice Services Committee serve as examples of successful, sustained 

joint governance on issues directly affecting primary care in BC.  The development of 

MDC policies should include meaningful input from other key stakeholders, including 

regional health authorities and relevant health professional organizations.   

 

The implementation of MDC policies must include meaningful input from key 

stakeholders.  The BCMA has already worked with other health professionals on issues 

related to MDC.  The 2003 release of joint position statement on scopes of practice by 

the Canadian Medical Association, the Canadian Nurses Association, and the Canadian 

Pharmacists Association signal a willingness among health professionals to address –

and reach a consensus on – key components of MDC.   The format for MDC should be 

jointly developed by Health Authorities (HAs) and physician leadership.  HAs have a 

larger capacity than individual physician practices for profiling patient populations for 
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clinical needs, managing and distributing IT resources for GP offices, and providing 

resources for change management. 

 

The recent BC budget surplus and the significant new funding through the 2003 

Federal/Provincial Health Accord allows the government, the BCMA, and other health 

professional organizations to build upon previous successful collaborations.  By working 

collaboratively, physicians, allied health professionals, and government can develop 

practical, effective policies for MDC practice and improve health care for British 

Columbians. 
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List of Recommendations 
 

Recommendation 1:  That the impacts on quality of care and cost of multidisciplinary 

primary care be externally evaluated using established criteria mutually agreed upon by 

the BCMA, government, and other appropriate professional organizations. 

 

Recommendation 2:  That the provincial government, health authorities, and the 

BCMA work immediately toward establishing an IT infrastructure as a critical element of 

MDC with the goal of electronically linking physicians and allied health professionals 

through an Electronic Medical Record and core data set. 

 

Recommendation 3:  That funding be provided for implementing and maintaining 

information systems (clinical and administrative) in multidisciplinary group practices, 

including training resources for team members. 

 

Recommendation 4:  That health information policies and information technology be 

developed to protect patients’ privacy rights whilst facilitating the effective sharing of 

information among physicians as well as between physicians and allied health 

professionals. 

 

Recommendation 5:  That multidisciplinary care teams have a clinical team leader 

with ultimate responsibility for patient care and who is the best-trained generalist.  In 

the majority of instances, this would be the GP. 

 

Recommendation 6:  That health professional education programs foster enhanced 

collaboration among providers and that such programs be critically evaluated. 

 

Recommendation 7:  That appropriate regulatory bodies and professional 

associations be integrally involved in any proposed changes to the scope of practice for 

health professionals. 

 

Recommendation 8:   That the BCMA, the College of Physicians and Surgeons of BC, 

and relevant BC health professional organizations work to determine the principles 

under which medical acts can be appropriately assigned within a multidisciplinary care 

practice. 

 

Recommendation 9:  That expanded scopes of practice for allied health professionals 

be granted on the basis of sufficient training and demonstrated expertise.  

 

Recommendation 10:  That all health professionals practising in a multidisciplinary 

care setting have appropriate and adequate liability coverage. 

 

Recommendation 11:  That the BC government dedicate long term sustainable MDC 

funding and resources to primary care. 
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