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BACKGROUND

Overview of Hamilton Urban Core Community Health Centre

Hamilton Urban Core Community Health Centre is a thriving inner city health centre and a leader in

Canada in the provision of high-quality primary health services and programs in more than 15

|l anguages. The Centre"s mission is to providage the
advocacy, especially with those individuals in the community who face barriers to improving their health

and well-being

As a trusted provider to thousands of registered clients, 13 years of service have not only changed the
lives of people, but have also helped shape the city of Hamilton in many positive and wonderful ways.

Founded in 1996, Hamilton Urban Core is a community-b ased agency primarily f
Ministry of Health and Long-Term Care. The Centre is the result of extensive community collaboration

and the energy of service providers, community members, prospective clients and health practitioners

who shared a common vision for health services in the Hamilton inner city. Responding to a
compelling need, they worked together to imagine and create a first-rate health centre to deliver quality

primary health care services, health promotion, education, advocacy and outreach services for the core
population.

From the time of its inception Hamilton Urban Core has been working with individuals, families and
communities across a broad range of issues and needs. Client populations include immigrants and
refugees, people who are homeless or at risk of being homeless, individuals and families living in
poverty, individuals with mental health issues or mental illness, isolated seniors and street involved
youth. Hamilton Urban Core is unique in that the Centre balances needs and issues across
populations and does not segment groups. In other words, the strength of our service delivery
approach is in adjusting the way in which services are delivered to meet the needs of diverse
populations while offering the same high quality of services to all populations.

The Community Health Centre Model of Care

Hamilton Urban Core is one of many community health centres (CHCs) in Ontario that offer a range of
comprehensive primary health care and health promotion programs to diverse and marginalized
populations. Services within CHCs are structured and designed to eliminate social exclusion and
system-wide barriers to accessing healthcare.

The CHC model of care focuses on five service areas:

Primary care

lliness prevention

Health promotion
Community capacity building
Service integration

The CHC model of care is:

e Comprehensive
e Accessible
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Client and community centred

Interdisciplinary

Integrated

Community governed

Inclusive of the social determinants of health
Grounded in a community development approach

See Appendix 1 for the full document entitled CHC Model of Care.

Overview of Hamilton Urban Core 6 s Ser vi ce Approach

Hamilton Urban Core embraces a service delivery philosophy as a core organizational document that
provides focus and direction to the Centre and establishes a common basis for decision making
throughout the Centre. The purpose of the service delivery philosophy is to reinforce a shared
understanding of the principles and standards that underpin service delivery and to ensure a consistent
and equitable level of service delivery in all areas of the organization. Service standards are an
inherent component of the service delivery philosophy and are defined as the level of quality at which
service is delivered.

As a community health centre, Hamilton Urban Core has based our service approach on the key
elements of the CHC model of care and defines it as an integrated service matrix encompassing eight
broad service categories. The broad service categories are identified as:

e Primary Health Care
Accessible, evidenced based, barrier-free first level care focused on the whole person

¢ Mental Health and Addictions
Mental illness and disease as well as conditions of mental health and mental well-being, and
harm reduction

e Chronic Disease Prevention and Management
Keeping people as healthy as possible through incorporating the social determinants of health in
primary intervention, prevention, diagnosis and management

e Systems Navigation
Facilitating client access to the information, services and supports they need across health and
social service systems through client-focused advocacy

¢ Community Capacity Building
Social inclusion and equity; building on the strengths, assets, energy and knowledge within
communities

e Partnerships and Service Integration
Establishing effective working partnerships to ensure the best quality service to clients and their
families

¢ Information Systems Management and Technology
Ensuring the integrity of data to facilitate organizational planning and identification of needs and
priorities
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Project Background

In 2007 HealthForceOntario released a report entitled Interprofessional Care: A Blueprint for Action in
Ontario. The report notes that there are increased demands on the health care system due to
increased incidents of chronic disease such as cardiovascular disease, diabetes, respiratory disease,
and mental illness. It has been estimated that approximately 16 million Canadians are living with
chronic illness. The report further notes that A Al ong with these demands
want to be more actively engaged in managing their health conditions, expecting the right care at the
right time. Health care organizations are feeling pressured to provide more timely services, while at the

same time working with finite human and financi

Based on this changing reality, implementing collaborative team based approaches in health care
settings is being viewed as an enabler for ensuring that clients receive the quality services they need by
the providers who are best suited to provide the range of services required. This process of engaging
teams or multiple providers in client care and client services is now known as interprofessional care.
Interprofessional care seeks to build on the notions of multidisciplinary care approaches by actively
integrating providers in and across teams and across agencies.

Clearly health providers are key to the effective functioning of interprofessional team approaches. With
this in mind an opportunity was madepavamilza nlge
Providers" Compet encistesugpatrheblthtpmviderstp buiddrome thew atrgngths,
knowledge, skills, and experiences in order to meet existing or emerging care provision needs and to
improve client-centred care.

Hamilton Urban Core has a high level of functioning within a multidisciplinary and interdisciplinary team
model. However, given the complicated and complex health and social needs of the client population
the need to enhance team work and team functioning and redefine the way in which health providers
engage with clients and each other was evident. As a result an application for funding was made and
Hamilton Urban Core embarked on a project titled: Developing a Framework to Improve
Interprofessional Care in a Primary Health Care Setting for Clients who are Marginalized and Living
with Chronic Disease and/ or Chronic lliness or the Interprofessional Care Project as it was more
commonly identified.

Objective of the Project

The objectives of the Interprofessional Care Project were identified as improving team functioning and
effectiveness and improving the use of health provider's skills and capacities. The goal of improving
client health and life outcomes and client services for marginalized clients who are living with chronic
disease or chronic illness were identified as outcomes associated with improvements in team
functioning and greater steps towards a full interprofessional care approach. Overall the expected
outcome of the project was to have a clear definition of what is meant by an effective Interprofessional
Care Team within the Community Health Centre setting.

Context for the Project

It is important to note that the project takes place in a primary health care setting and particularly that it
is in a community health centre. Community health centres in general and Hamilton Urban Core in
particular, have a long and substantial history of providing services and programs to diverse
populations for many years. In many ways, CHCs are the trailblazers not only for team-based
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approaches in primary health care but also for expanding the definition of health and providing services
based on the social determinants of health as a routine component of the service experience.

In addition, Hamilton Urban Core has clearly defined itself as an inner city health centre. This definition
was also central to the Interprofessional Care Project in that it was important for the project to consider
the special circumstances within an inner city environment in order to gain a full understanding of the
service requirements and client needs. This included understanding the impact of poverty, mental
health, and social exclusion (such as racism and discrimination) on client populations and communities
served by Hamilton Urban Core.

The primary client populations accessing the services, supports or programs at Hamilton Urban Core
include individuals and families who are:

Homeless or at risk of being homeless

Living in poverty

Living with low income

Immigrants or refugees

People with mental illness or mental health issues
Isolated seniors

Street involved youth

For the project to be inclusive of the realities and challenges experienced by the clients and providers it
was important to acknowledge the diversity of the client base at Hamilton Urban Core and the unique
range of health and health-related issues across client populations. This means that health providers
require skills and knowledge that may not be found other than t hr ough a , Il i ve
experience such as cultural knowledge and competence, street issues, living in poverty and so on.
Most importantly, unlike many other health service organizations in the area, the clients accessing
Hamilton Urban Core (and therefore those included in the project) are among the most marginalized
and vulnerable populations in the city, and most likely in the province.

Combined with the identification of an inner city health centre and marginalized client populations is the
reality of service demands created by the high prevalence of chronic disease and chronic health
conditions. Poor health outcomes and poor health status have been well documented in inner city
environments. At Hamilton Urban Core the client encountering information informs that chronic health
illness or conditions such as diabetes, asthma, heart disease and mental illness must form the basis for
service enhancements or creative team approaches. In addition the project must give due
consideration to the chronic social conditions experienced by the client population such as under-
housing, lack of access to food and nutrition, isolation and others.

Project Approach

The Interprofessional Care Project is a demonstration project. A demonstration project may be defined
as organized implementation of a new approach to providing care, with evaluation, and the intention of
assessing the merits of the new approach for widespread use. The project engaged this particular

approach in order to provide opportunities for

approach rather that using an approach focused exclusively on research. The approach taken and

Ht

sampl es of the ,testing" or demonstration is docume

The intention of the project was to point towards indicators that may help to redefine and renew
provider roles, responsibilities and relationships in order to enhance the team functioning and therefore
improve client health outcomes. This approach involved the whole staff composition of Hamilton Urban
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Core. Points of care and the intersections of care particularly within chronic disease management and
prevention were carefully considered as entry points for new ways of thinking about team involvement.

As a demonstration project it was important that indicators be identified to affirm or confirm the
relevance of the various areas highlighted in the enhanced framework or the new approach.

Indicators do not have to be complex to provide meaningful information. Qualitative indicators help
provide some context or layers of findings in addition to other methods used. In other words such
indicators allow comments, thoughts and feelings to be shared and validated as important and relevant
to the outcome. They can reflect the quality of the results and provide some indication of what this may
mean over time. Quantitative indicators may recount that a particular target was achieved while
gualitative indicators often reflect the quality of the experience or involvement in the initiative or activity.

Specific percentages were assigned in the development of the logic model and were chosen based on
organizational standards and practices. For example, the organization uses 75% as low end indicator
in measuring successful achievement in a chart audit assessment. In other cases a performance
indicator, such as those established in service agreements are based on percentages that consider
experience and probability. In yet another area a simple majority decision of 50% plus one satisfy the
criteria for overall acceptance. This indicates that the importance of identifying an acceptable numeric
level for an indicator should be based on the organization, s experi ence and i s
willingness to be open to adaptation and change and continuing forward with quality improvements.

In identifying appropriate indicators related to the Interprofessional Care Project the following factors
were considered:

The importance of the component

Ability to gather related / supportive documentation
Relevance to outcome

Integrity over time

The indicators and the related findings are discussed and demonstrated in various sections throughout
the report.

The Communication Plan

The communication plan provides an outline for sharing key learning and increasing awareness about
the project in general and areas associated with interprofessional care in particular. The plan also
offers a way to ensure that there is clear and consistent communication throughout the project which is
essential to the success of any project. A variety of methods were used to communicate with Hamilton
Urban Core Management and Staff, external sources and funding sources. Common methods of
communication include status reports, correspondence, meetings and formal presentations.

See the Communication Plan Matrix on the next page.
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Project
Introduction

Competence and
Core
Competencies

Learning Plan

Framework for
Interprofessional
Care

Project Progress

External

Content

Information about the scope of the project
and expectations

Reviewing definitions of competence and
core competencies

Exploring competencies in the workplace

Developing core competencies

Presentation regarding learning and
knowledge building related to
interprofessional care

Materials related to skills and
interprofessional care

Group discussions regarding learning needs

to promote interprofessional care

Information related to understanding and
developing a framework

Updates regarding framework status

I nf ormati on
significant achievements, areas of concern
and anticipated outcomes

Communication with and information shared
with external agencies regarding the project

regardinc

Method

Formal presentations to
health providers / staff

Internal written
communication (memos)

Newsletter articles

Formal presentations to
health providers / staff

Resource material

Staff and Team Meetings

Group and team
discussions

Presentation and related
materials

Individual and Team
meetings

Formal presentation
Newsletter article
Internal communication

through intranet and staff
update

Status update
Project progress reports
Meeting notes and minutes

Internal correspondence

Newsletter articles

Distribution of final report
to other health
organizations, provincial
association and funding
source

Report posted on website

Purpose

Increase awareness of
project and introduce
project elements

Increase awareness and
achieve agreement on
core competencies

Increase awareness

Share key learning

Share key learning from
interviews and research

Increase awareness of
process for developing
framework

Provide regular
information about the
project

Increase awareness of
interprofessional care in
general and in
community-based primary
health care setting in
particular

Share key learning and
finding through final report

Serve as reference for
others with similar
interests
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THE FRAMEWORK OVERVIEW

What is a Framework?

A framework can be easily described as a basic conceptual structure used as a blueprint or plan to
outline the approaches related to a particular course of action, idea or outcome. In this instance the
framework is the road map for improving interprofessional care in a primary health care setting such as
the CHC.

Why use a Framework?

The decision to use a framework as the approach for facilitating improvement was based on the need
to:
e Clarify assumptions, values, and interprofessional relationships critical to the Hamilton Urban
Core"s functioning
e Determine why certain methods and not others would be more beneficial to the organization
e Maintain focus and guide the collection of information and data

The framework considers the many and differing realities of an inner city community health centre
including client populations / client demographics and their needs. It also provides a tool for
maximizing skills and improving the quality of care administered by the entire organization from all of
the staff members.

Guiding Principles of Our Framework

Hamilton Urban Core is guided by the service principles and approaches found within the CHC Model

of Care and the Centre"s own s e are entrancheal pnpthheosacalh .

determinants of health and combined have formed the foundation upon which the framework for
improving interprofessional care is based. In the development of the framework there was constant
reference to these foundational approaches to ensure an inclusive end-product that considers the
importance of understanding and addressing various aspects of health care as well as the range of
health providers. The guiding principles of the framework may be described as:

Inclusive of the social determinants of health
Encompassing existing structures and processes
Integrative

Team-based

Focused on quality improvement

Population focused

The Framework

The intent of the framework is to use qualitative and quantitative information or data, including best
practices, to enhance and build upon current practices. It is important to note that the framework does
not offer a paradigm shift rather it recognizes that the paradigm is the client. In other words, the client
is not made to fit the framework; the framework adjusts to fit the client. Ciritical to this approach is
optimizing the use of health providers® skills
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To a large extent the framework considers improvements or enhancements in relationship to chronic
health conditions and chronic social conditions. This is particularly significant given the client
populations of Hamilton Urban Core and the need for health providers to be sensitive to and cognizant
of the various ways in which improvements in their interactions as team members impact the health
experience for clients and communities.

Overview of Key Components of the Framework

While the attributes of the framework are discussed and considered individually, they are also linked

and fluid elements that do not exist in isolation from one another. The framework for improving
interprofessional care consists of six key components. The components are dynamic, interactive and
integrative. Each component provides a rationale for selection, best practices comparisons, relevant
information and a “demonstrati on” atdandits anpdritancentrss or
the framework. The six key components are:

Core Competencies

Team Building and Development
Knowledge Building and Learning
Resources

Client Service

Evaluation

Core

Competencies Team Building
and Team

Development

Knowledge
Building and
Learning

Client Service

Resources

Visual Framework of Interprofessional Care
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Key Component #1: Core Competencies

Definition

Competencies are statements describing behaviors that care providers and/or staff members believe
are important for providing safe, effective and ethical care. They are the best practices of Hamilton
Urban Core and the foundation upon which its philosophy and services are built.

Why is this a part of the IPC Framework?

Core Competencies provide the base for the Interprofessional Care Framework, and serves as a
banner that reflects processes, talents, values, and aspirations against the backdrop of client
communities. Having an agreed upon set of competencies provides a common language that is
understood by all health care providers and can be communicated across teams. It is a solid
foundation from which the best approaches/practices to client service, chronic disease management
and prevention and interprofessional team work are combined.

Key Component #2: Team Building & Development

Definition
Team building and team development refer to the wide range of activities and strategies directed
towards enhancing team structures, processes and approaches to improve overall team performance.

Why is this a part of the IPC Framework?
Team building and team development is a vital component of the framework for interprofessional care.
Within this framework the desired outcome is to have a team that functions at a higher level, that
coalesce not withstanding profession or role, to provide the highest quality care to the most
marginalized clients living with chronic disease.

Key Component #3: Knowledge Building & Learning

Definition

The definition of knowledge building and learning used in this framework is adapted from a theory
developed by C. Bereiter and M. Scardamalia. = Knowledge building and learning refers to group
guestioning and learning through establishing common ground, engaging in ongoing discussion and
committing to continuous improvement. There is also recognition that learning is a dynamic process
that allows new information or insight to come from many sources.

Why is this a part of the IPC Framework?

As a component of the framework there is recognition that a wealth of knowledge already exists within
the organization and that new information or learning would improve on current practices and ideas and
pave the way for new or innovative ways of working together. The notion is based on transforming
providers and the environment through ongoing refinement, reflection and learning.
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Key Component #4: Client Service

Definition

Client service refers to the actions and activities associated with the direct provision of services that
meet the needs of individuals, groups, families, or communities and may encompass primary health
care, health promotion, education, advocacy and building community capacity.

Why is this a part of the IPC Framework?

Clients are vi ewfdhhealth catetsystem ahd cenamly within the community health
centre setting. This is a centering theme within the framework as all of the components and service
elements work together to deliver quality care to clients who often have the least access, and are most
in need and marginalized. In other words clients are surrounded by care and services when and where
they need them by providers and through processes that are integrated, sensitive, flexible and
appropriate.

Key Component #5: Resources

Definition

Resources refer to the organizational resources needed to provide services and operationalize the
Ce nt mession and mandate. This may include human, financial, technological, organizational,
community and/or individual resources.

Why is this a part of the IPC Framework?

How various resources are utilized within an organization or within teams in an organization may affect
the level and quality of care. Often improvements can be realized through examining existing
resources and identifying gaps and areas that may be enhanced or reconfigured for greater efficiency
or improved outcomes. As such, the area of resources is an important component of the framework
that may, upon examination and analysis, direct an improved overall use of resources.

Key Component #6: Evaluation

Definition
Evaluation is the systematic process of gathering information to analyze, assess, and make decisions
about the effectiveness or usefulness of programs, services, or organizational practices.

Why is this a part of the IPC Framework?

Incorporating evaluation as a key component of the framework provides a process for measuring the
usefulness and effectiveness of the strategies and activities associated with developing a framework for
interprofessional care relevant to Hamilton Urban Core and the client populations served, and for
exploring and accumulating knowledge on interprofessional care practices to support ongoing
framework development and monitoring.
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CHAPTER 1: CORE COMPETENCIES

fiCore Competencies € . the unique set of skills, knowledge, and expertise that describes
what an organi zation does besto

WHY IS THIS A PART OF THE IPC FRAMEWORK?

Core Competencies provide the base for the Interprofessional Care Framework, and serves as a
banner that reflects processes, talents, values, and aspirations against the backdrop of client
communities. Having an agreed upon set of competencies provides a common language that is
understood by all health care providers and can be communicated across teams. It is a solid
foundation from which the best approaches/practices to client service, chronic disease management
and prevention and interprofessional team work are combined.

Introduction

Core competencies are key elements that an organization sees as being central to the way it or its staff
members work. In general, core competencies provide client benefits and can be adapted widely
across programs, services and service structures.

A core competency can take various forms, including technical or subject matter know-how, a reliable
process and/or close relationships with clients and partners.  Core competencies represent the
collective learning in the organization, and consider coordination and integration of the range of diverse
skills, talents and capacities found within the organization. They refer to particular strengths or
competence relative to other organizations that provide the fundamental basis for added value for
clients and providers alike. Core competence is often described in terms of a particular behaviour or
set of behaviours that illustrate excellent performance in a given work context such as in a job role,
team, function, or whole organization.

Even more, core competencies for Hamilton Urban Core extend beyond individual professional
competencies; the assumption being that providers are capable and qualified in their respective field.
Professional accountability or being responsible for your actions, and accepting both the positive and
negative consequences of your action, are organizational standards. Each provider is responsible for
ensuring that his or her practice and conduct meets the relevant legislative requirements and standards
of the profession as well as adhering to organizational policies and procedu
core competencies more strongly relate to the manner in which people engage and interact with the
clients, the environment and each other rather than professional licensure or credentials.

In order to det er mi ne the <core competencies for Ha mi |

procedures were reviewed and a literature review was carried out. In addition, guided staff interviews
were conducted, presentations made, and meetings were held for feedback and discussion.
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Literature and Policy Review Summary

The literature review informed that the main ideas related to Core Competencies where developed by
C. K. Prahalad and G. Hamel through a series of articles in the Harvard Business Review. Their central
idea was based on the notion that companies may develop key areas of expertise over time that are
distinctive to that company and critical to the company's long term growth.

Further information revealed that core competencies were developed in the 1980s, at a time when
public interest in health care was growing and expectations of society were evolving dramatically to
account for professionalism. Some noted that the evolution of core competencies were due to
expectations of accrediting colleges, an emphasis on interprofessionalism, team-based care,
collaboration among the health care disciplines and innovations in health care delivery.

The Public Health Foundation identifies core competencies as a set of skills desirable for the broad
practice of public health. Another definition found within the literature review defines core
competencies as units of competency within a competency standard that an industry has agreed are
essential to be achieved if a person is to be accepted as competent at a particular level.

Overall the basic understanding of core competency is related to organizational excellence, enhanced
team interaction and value added for clients and staff.

Reviewing the policies and procedures of the organization was a useful method for identifying the core
competencies for Hamilton Urban Core. Organizational policies and procedures are good indicators of
an organization's value system, its assumptions about people and human behavior and its
understanding of and beliefs about what makes the organization effective. What an organization says
and does through its policies and procedures has a major impact on how that organization is perceived
by its employees, clients, stakeholders and the community. This perception impacts on the employees'
sense of identification with the organization and its objectives.*

Interviews

The staff interview questions were designed to identify current best practices from the health providers
at Hamilton Urban Core as part of determining relevant core competencies. The staff agreed upon a
listing of competencies which could be applied across professions. The competencies were reviewed
and discussed by staff to ensure common understanding and acceptance was achieved. In this
process many of the competencies were further explored and considered, however, only the
competencies that staff members felt best reflecte
values and beliefs remained. It was realized that some of the initially identified competencies were in
fact able to merge together and others were actually more process focused in that they described the
“how tod enhancing the competencies, while a few ot
individual provider's scope of practice or professional accountabilities. Six Core Competencies
remained and more than 75% of health providers agreed with the selected competencies. This number

'y hvtC /2YYSYyidlFNE 2y LYLX SYSy i AREVIEWISG ARGAMZATIONL. FALICIES Sa -
AND RULE® 1990by Ohio Qualityand Productiity
Forumhttp://www.oqpf.com/download/reviewing_organizational_policy.html
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of competencies is consistent with current thinking which notes that identification of more than six
competencies is not only rare but also inefficient. All health providers indicated an increased
understanding of core competencies as a result of this process.

Core Competencies for Hamilton Urban Core

In this section the core competencies will be briefly introduced followed by a more detailed report in the
following sections. The six competencies are intended to be clear and understandable, and to assist
health providers at Hamilton Urban Core in enhancing moving from multidisciplinary team approach to
an interprofessional team approach. The process inspired the staff to begin looking at how they can
work together in a more collaborative manner and to find the most effective and innovative ways to
optimize client care.

The six core competencies identified are:

e Team Building and Development
Collaboration, Communication, Trust, Respect

Cultural Competence
Ant-Racism, Respect and understanding of diverse ccultural beliefs, traditions and practices,
Anti-Oppression, Cultural Knowledge

e Skills and Abilities
Professional Development, Knowledge Sharing, Learning and Teaching, Self Reflection

e Community Capacity Building & Empowerment
Bridging Information gaps, Enhancing Leadership Skills, Community Organizing, Knowledge
Sharing

e Health Promotion
Education, Awareness, lllness and Injury Prevention

e Client Centred
Advocacy, Relationships, Compassion

Factors that Influence the Core Competencies (Influencers)

There are three significant influencers that will have a substantial impact on the core competencies:
attitudes, values and communication.  Strengthening the core competencies and move from
multidisciplinary to an interprofessional care team is influenced by:

e Attitudes
o Positive attitude and a feeling of ownership by all staff and community members
o Staff support and enthusiasm

e Values
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0 Clearly established ground rules for team engagement

o0 Emphasize the values of establishing an interprofessional care team

o A commitment to establishing cross Centre and community connections to share
knowledge and exchange information

e Communication
0 Respectful and culturally appropriate communications
0 Strong team relationships
o0 Clear and understandable steps for moving forward
0 Increased internal communication about the reasons for this project so that staff
members can use common language when speaking about interprofessional care

Indicators

Specific indicators were developed to better understand the degree and nature of change in each of the
Key Component areas of the Interprofessional Framework. In the Core Competency section focusing
on understanding of and agreement with the core competencies was determined to be important

indicators for establishing a platform for change and a foundation for future growth and development.

Six outcome-related indicators were identified for the Core Competencies component - three
guantitative and three qualitative.

Related Quantitative Indicators

The quantitative indicators are intended to indicate the extent to which staff members or providers
aligned with, understood and embraced the identified core competencies. The indicators are described
as:

o 75% of staff express an improved understanding of interprofessional care core competencies

o 75% of staff agree on selected core competencies

e 75% of staff indicate a commitment to integrating core competencies in work

Related Qualitative Indicators

The qualitative indicators are intended to provide some experiential insight. In other words these
indicators may reflect the situation surrounding the development and acceptance of the core
competencies and the level of interest or commitment. These indicators are described as:

¢ Staff involvement/engagement in identifying core competencies

¢ Interprofessional Care core competencies adopted in policy/procedures
e General agreement upon selected core competencies

Outcomes

The following table illustrates the degree staff engagement and support for the identified Core
Competencies for Hamilton Urban Core.
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Indicator

75% of staff express an improved
understanding of interprofessional
care core competencies

75% of staff agree on selected core
competencies

75% of staff indicate a commitment
to integrating core competencies in
work

Staff involvement /engagement in
identifying core competencies

IPC core competencies adopted in
policy/procedures

General agreement upon selected
core competencies

Outcomes

Staff members had an understanding of professional competence and
individual interpretations of core competence prior to the project.

Based on staff surveys and feedback 100% of staff members felt they
had a better understanding of core competenc i es af ter tt

activities.

Through individual interviews and group discussions 93% of staff
members agreed on the selected core competencies

100% of staff indicated a commitment to integrating core competencies
into client service, work processes and team interactions.

The majority of staff members were involved in identifying and refining

the selected core competencies.

Management agreed to incorporate the IPC core competencies in

policy. The policy
statements.

docume spositar | |

Staff members agreed that the selected core competencies build on
the work already taking place and the Centre and highlight the values

important to the Centre, staff and clients.
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Core Competency #1: Team Building and Development
Collaboration, Communication, Trust, Respect

The health providers at Hamilton Urban Core already work together within teams and across teams in
order to carry out the organizational mandate and deliver high quality services to populations with
chronic conditions and complex needs. With this foundation in place there is a platform for engaging in
further team building and team development. In other words, the Team Building core competence is
directed towards enhancing what already exists and building on or strengthening what providers are
already doing well. This is particularly relevant in moving forward from a multidisciplinary team
approach where health providers reflect various disciplines but may not actively engage in shared care
approaches, to an interprofessional team approach where all staff are seen as having a role in the
provision of services and providers actively engage in service collaboration, consultation and
exchanges.

It is also important to use existing organizational processes as avenues for team building and team
development. This includes some of the processes used at Hamilton Urban Core such as defined team
structures, regular staff meetings, scheduled case conference meetings, cross-agency committee work,
and planned development opportunities. Emphasis in this competency is placed on helping teams and
team members to work better together and to identify or construct opportunities for interprofessional
teams to function.

Core Competencies at Work
Guide for Team Building and Team Development Self- Assessment

An effective and high functioning team is one where team members:
Are considerate and respectful of colleagues opinions and beliefs

Communicate information in a timely manner
Celebrate and share the successes of the work of the team

Communicate, consult colleagues and share information

Do what is needed to reach team goals

Provide constructive feedback and search for solutions to challenges

Break down barriers (structural, functional, cultural) between teams, facilitating the sharing of
expertise and resources

Initiate and foster collaboration with other team members

Adapted from Environment Canada
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Core Competency #2: Cultural Competence
Anti-Racism, Respect and understanding of diverse cultural beliefs, traditions practices, Anti-
Oppression, Cultural Knowledge

Cultural Competence refers to the ability of individuals and systems to respond respectfully and
effectively to people of all cultures, classes, races, ethnic backgrounds and religious beliefs in a manner
that recognizes, affirms, and values cultural differences and similarities and the worth of individuals,
families, and communities and protects and preserves the dignity of each. (Adapted from Seattle King
County Dept of Public Health, 1994)

Cultural Competence requires that organizations have a defined set of values and principles, and
demonstrate behaviors, attitudes, policies and structures that enable them to work effectively cross-
culturally. It also requires organizations to have the capacity to (1) value diversity, (2) conduct self-
assessment, (3) manage the dynamics of difference, (4) acquire and institutionalize cultural knowledge
and (5) adapt to diversity and the cultural contexts of the communities they serve and incorporate these
elements in all aspects of policy making, administration, practice, and service delivery. (National Centre
for Cultural Competence)

Organizations can gain cultural competence through formal training, but the training must be consistent
and ongoing. As a core competence for Hamilton Urban Core cultural competence is a commitment to
effectively serving diverse clients, hiring diverse staff, and establishing programs that address the
needs of different client populations within an internal culture that fosters openness and respect.

For the Interprofessional Care Project, t h e C e values,epfinsiples, behaviours, attitudes, policies
and procedures were reviewed in order to establish the baseline. Whiletheo r g a ni zpalitiesamd" s
procedures certainly provided a good place to begin, it was equally important to look at how the
organization demonstrates cultural competence. The services at Hamilton Urban Core illustrate the
capacity of the organization to adapt to diversity and the cultural contexts of the communities served.
The Cross Cultural Healthcare Program which provides cultural knowledge, cultural interpretation and
translation as well as culturally focused programs that reach out to diverse populations in the
community provide a good foundation to build upon and enhance cultural competence.

Core Competencies at Work
Cultural Competence in the Workplace

Some of the elements of a culturally competent organization include:

Openness and respect for diverse staff and clients

Access to a diverse team of professional cultural interpreters

Written materials in the languages reflective of clients

A culturally diverse staff that reflect the community

Cultural competence orientation and training for staff at all levels
Services / programs address the very different needs of client populations
Evaluation of programs / services using a cultural competence lens
Understanding how individual backgrounds affect responses to others
Acknowledging how past experiences affect present interactions
Allocating resources for cultural awareness and understanding

Actively eliminating racism and discrimination in policies and procedures
Sharing power among leaders of different cultural backgrounds
Evaluating the organization's cultural competence on a regular basis

\%
\%
\%
\%
\%
\%
\%
\%
\%
\%
\%
\%
\%
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Core Competency #3: Skills and Abilities
Professional Development, Knowledge Sharing, Learning and Teaching

The core competence of Skills and Abilities recognizes that the health providers / staff at Hamilton

Urban Core already possess a wide range of talent and professional attributes. The focus of this
competence therefore not only considers scope of practice, job functions and professional
accountabilities but also individual assets and capabilities. In this regard there is strong recognition of

the wealth of knowledge and skills that are within the organization and support for sharing and building

on those skills and abilities through professional developmentand t he Centre®s ongoin
maintaining a learning environment. In fact the location and workplace environment found at Hamilton

Urban Core is ideal for learning, knowledge exchange and professional development because of the
multidisciplinary team structure. Workplace based learning has been said to be vital for the acquisition

and enrichment of a comprehensive range of skills that can be used in a variety of complex situations.

Core Competencies at Work
Buil ding on Providers Skills and Abi l

Effective working partnerships with other professionals, clients, families, other teams,
organizations, and individuals to achieve common goals

Healthy, interdependent working relationships with other professionals, formal and informal
Focusing on common and client-centered goals

Professional conduct during interprofessional encounters

Resolution of conflicts with others when disagreements arise related to opposing opinions,
decisions or viewpoints

Flexibility and adaptability when working with others

Confidence in and knowledge of one's own discipline to work effectively with others in order to
optimize client care

Respect for other professional
Ideas for improvements in work methods and outcomes
Meeting and exceeding quality standards

Sharing new knowledge

\Y
\%
\%
\%
\%
\Y
\Y

s culture and

< <<

Adapted from the BC Competency Framework for Interprofessional Collaboration
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Core Competency #4: Community Capacity Building & Empowerment
Bridging Information Gaps, Enhancing Leadership Skills, Community Engagement

Community Capacity recognizes and builds on the existing skills and potential through strategies and
actions that will equip people with skills, competencies and knowledge they may not otherwise have
access to. Through collective action individuals and communities are encouraged and supported in
taking responsibility for identifying and meeting their own needs as well as the needs of others. As a
result of increased capacity within the community and an improved sense of empowerment people are
better able to become involved in the social, political and cultural life of the larger community in a
meaningful and sustained way.

Hamilton Urban Core is committed to building the capacity of individuals and communities. As a core
competence, the Centre is actively engaged in strengthening the relationships within communities and
with individuals served by the Centre. This means that greater effort is made to share knowledge (such
as information sessions and language appropriate information), to share tools (such as leadership
development training), to share information and to facilitate access to skill building opportunities.

Competencies at Work
A Guide for Assessing Community Capacity Building & Empowerment

Some key elements associated with building capacity in and empowering communities includes:

Linkages with key stakeholders, community leaders, agencies and organization for collaborative
action

Recognizing community assets and available resources

Organizational and community learning

Programs, services, policies and priorities developed and evaluated with input from the community
Advocacy and work for the empowerment of marginalized community members, aiming to ensure
that the basic resources and conditions necessary for heath are accessible to all

Providing communities with relevant information

Recognizing that each person in a community should have an opportunity to contribute to public
discourse and facilitating access

\%
\%
\%
\%
\%
\%
\%

Adapted from "WitomElei ehclesgel sWwwwWailingkinddr.org
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Core Competency #5: Health Promotion
Education, Awareness, lliness and Injury Prevention

One of the pillars of the community health centre model is Health Promotion. Health promotion
involves a range of services, strategies and processes directed towards helping people improve their
overall health and the health of the community. Health promotion and illness prevention are interlinked

with the determinants of health. It has long been acknowledged that peace, adequate economic
resources, food and shelter, clean water, equity and access to basic human rights are examples of the
soci al determinants of heal t h and I|-leihg aBffdctive healilp a c t
promotion strategies work to not only address the presenting health issue but to understand health from

a holistic perspective. In fact, health promotion should also encompass the underlying principles to
foster conditions that will enable populations to be healthy and to make healthy choices.

At the heart of health promotion is empowerment, community engagement and mobilization that work to
serve as mechanisms by which health promotion is carried out. This may result in activities such as
peer leadership development or involvement on a community board among other things as is
evidenced at Hamilton Urban Core. Regardless of the strategy employed this competence must
remain fluid and proactive in order respond to the community health needs.

Core Competencies at Work
Guide for Health Promotion

Health promotion interventions to address priority health concerns

Address the social determinants of health as the underlying processes that influence the health
and well-being of individuals and communities

Use health teaching and education for self-management and to develop capacity

Focus on promoting wellness and reducing illness and injury

Incorporate a variety of approaches that anticipate and respect diverse values, beliefs and
cultures in the community

Engage and collaborate with the community in ways that build capacity and empower

Achieve community health through respect of the rights of individuals and groups within the
community

<<

<< <<
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Core Competency #6: Client Centered
Advocacy, Relationships, Compassion

Putting clients first and viewing clients from a “whole person” perspective are at the heart of the
definition of a client centered approach to services and programs. This approach requires the provider
to go beyond routine service delivery approaches and assumptions about client needs to
understanding, respecting and engaging clients in advocacy, self-determination and choice. To be truly
effective, client centered care demands that clients are considered first in planning and evaluation and
acknowledged as the experts of their own personal circumstances and needs.

Given the experiences and realities of client populations at Hamilton Urban Core, the health providers /
staff make every effort to understand the many barriers clients face on a daily basis. To be certain, the
guality of service provided is affected by the degree to which health providers are able to comprehend
h ow c |attitades, Beliefs, and behaviors have been shaped by their direct experiences. For many
clients, the Centre is often the last option, having been marginalized, excluded, discriminated against in
other areas of the health care system, by social services or by society in general. As such the health
providers are committed to enhancing the client-centred approach and understanding the barriers that
block access to health care and good health.

Core Competencies at Work
Client Centered Care - Indicators

Vision, goals and organizational service protocols emphasize client-centered care

Client satisfaction surveys determine what clients want or expect in addition to how satisfied they are
with services

Waiting areas are clean, pleasant and consistently tidy

Client service hours are varied in response to client needs

Client education is conducted in private areas without interruption

Providers give clients the information they need to be informed and make decisions

Input is sought from clients on a regular basis

Providers spend the amount of time needed with each individual client to provide services effectively
Clients are connected to the right provider for the right service

The organization has a statement of clients rights that is routinely followed

\%
\%
\%
\%
\%
\%
\%
\%
\%
\%

Adapted from the Center for Health Training

Reflection and Learning

The identification of these core competencies was an opportunity for self reflection and learning for the
health providers / staff of Hamilton Urban Core. The result of this process was an enhanced
understanding of interprofessional core competencies in common language that will help to facilitate
their full implementation and integration. Certainly, competencies are not static; they will change and
develop as the Centre changes and evolves. The critical factor is to ensure that the core competencies
continue to reflect the organizational mission and mandate, respond to the needs of the community and
clearly reflect both staff and community perspectives. This can be viewed as an opportunity to add
value to service provision and the client experience as well as contribute to the overall enhancement of
the interprofessional team.
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The Core Competencies component provides the base for the full implementation of the Framework of
Interprofessional Care encouraging and enabling Hamilton Urban Core providers / staff to:

foster future collaborations

reduce /remove barriers

enjoy an enriched job experience and improved client interaction

engage in ongoing learning, professional development and knowledge exchange
promote stronger connections with diverse and marginalized communities
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CHAPTER 2: TEAM BUILDING/ DEVELOPMENT

"Teamwork is the ability to work together toward a common vision; the ability to direct
individual accomplishments toward organizational objectives. It is the fuel that allows common
people to attain uncommon results.” ~Andrew Carnegie

WHY IS THIS A PART OF THE IPC FRAMEWORK?

Team building and team development is a vital component of the framework for interprofessional care.
Within this framework, the desired outcome is to have a team that functions at a higher level, that
coalesce not withstanding profession or role, to provide the highest quality care to the most
marginalized clients living with chronic disease.

Introduction

As a component of the Framework for Interprofessional Care, Team Building and Development aims to
build on and enhance the current team of health providers at Hamilton Urban Core. In moving towards
becoming an effective interprofessional care team, organizational process, specifically case
conference; the current team structures and functions and best practices were reviewed. Staff
interviews were conducted and team building and development training session were held.

The purpose of team building and development is to create and enhance a sense of cohesiveness and
strength amongst colleagues. It has been documented through research as early as the 1920s that
focusing on building the team, and therefore improving the work environment, helps to achieve optimal
results. The team must establish clear ground rules for how they will conduct themselves and share
common goals. With commitment to the organization along with respect, trust and support of each other
they are more likely to succeed at the task at hand than a dysfunctional team.

Team building and development usually occurs via activities or training in which team members have
equal opportunities to participate and communicate with each other. There are often games or
exercises that focus on building problem solving skills, increasing collaboration and allowing the team
members to get to better know each other. Team building also focuses on developing or enhancing
processes which help to facilitate the work of the team members and debriefing about things that
impact their daily work.

These activities help to ease the stressors of daily life and help to build a sense of belonging,
ownership and trust among members. They give space for team members to express how they are
feeling and give feedback which helps to strengthen the communication mechanisms within the
organization.
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Moving Towards Becoming an Interprofessional Care Team

“1 nt er pr’ dsfthe ;esniuged radre recently across health sectors and is seen as best reflecting a
practice that promotes the active participation of several health care disciplines and professions who
work collaboratively with patient centered care as a focal point. When all members coalesce around
the client, professional paternalism and traditional methods of intervention can be minimized. It
includes health care providers learning to work together, sharing in problem solving in and decision
making to the b%nefit of patients.”

An Example of an Effective Interprofessional Team at Work

“A team made up of a physician, phar maci g
ulcer, an alcohol addiction, and a social context conducive to heavy drinking. Working
together, they can provide not only a wider range of health services, but also coordinate
careonanon-goi nhg basis and build on one anot hg
about the patient®“s behavior and soci al (
appropriate sorts of treatment and medication. Or, after hearing from the doctor and the
pharmacist about physiological issues and possible drug side effects, the social worker
might direct the patient to more suitable group counseling. The crucial point here is that

by developing a relationship, working together and adapting their contributions in
relation to one another, team members are able to come up with more and better
solutions than they could working independently.

The farther away you are from someone”“s f
t he mor e i tForan intexrdisciptindry team to work well, there has to be an
incredible amount of trust. In other words, interdisciplinary team members need to trust
each other precisely because t hey cannot comprehend on ¢
paradigms, or “cognitive maps”

The current team structures at Hamilton Urban Core include three distinct teams: primary health care,
community health, and administration. These teams each consist of individuals with varying but related
skills and abilities. Some of the professions within the teams include but are not limited: community
health worker, nurse practitioner, physician, chiropodist, counselor, social worker and receptionist. The
teams work in an informal, coordinated manner to address the health and health related needs of the
clients.

As previously mentioned organizational processes were reviewed to establish the baseline from which
to build the interprofessional care team. Reviewing organizational structures is a good indicator of how
current teams function.

Association of Ontario Health Centres created a framewor
for Strengthening Teamwork in Community Health Centres; Resources, Tips, and Activities you can Use to Enhance

Coll aboration. *

3 Interprofessional Health Teams as Collective Learners: Insights from an Interdisciplinary Health Teams Course Angus
McMurtry University of Ottawa
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The case conference is the heart of the interdisciplinary approach. It is the step that brings together
the critical principles of client-centered service, capacity building, advocacy, collaboration, mutual
respect and participation of all health providers. It is therefore paramount that health providers are
encouraged to attend and actively participate in case conference meetings to the best of their abilities.

At Hamilton Urban Core all team members who provide direct client service are present at the case
conference. Health providers are given the opportunity to bring forward cases that require assistance
from fellow team members and together strategize about the best approaches. This is also an
excellent opportunity to identify and share information about new and emerging community trends so
that the Centre is prepared and proactive. As an organizational process, case conferences are an
excellent resource for further enhancing interprofessional care.

The internal referral process was also reviewed. Before the review, the number of internal referrals
documented in t he dcmnreflecewhat hedlth pravitersssaid about how they refer.
An “Internal Referral?” information and traini

common codes they would use in the database to ensure that the numbers reflected the realities of
their interaction. After that session, the numbers of internal referrals in the database rose significantly,
not because providers were referring more but because they were now all documenting the process in

the same way.

The health providers at Hamilton Urban Core also participated in team building and development
sessions led by an external facilitator. The first objective of the training was to provide the health
providers with current knowledge on functional and dysfunctional teams, stages of team building, how
to establish ground rules and some of the major factors that affect team interaction. The second
objective of the training was to assess the staff's understanding of team effectiveness and functioning.
The intended training was conducted as scheduled with twenty-one staff members representing all
teams attended. Feedback from the sessions was collected and analyzed. Related to the training
sessions, teams agreed on the steps needed to move forward from a multidisciplinary team to an
interprofessional team. The results of the analysis showed that more than 50% of health providers felt
they had increased their understanding of an interprofessional care team after receiving information
and participating in the training.

Health providers identified a need for more face-to-face conversation with each other as another
outcome of the training. They suggested a“ Conver sation Caf é” wh eonnect
with one another and discuss items relevant to their work and the community in an informal manner.

All teams expressed an understanding of an effective interprofessional care team and indicated a
commitment to building their teams by implementing learning gained from the team building sessions
into team work plans and activities. This would involve enhancing the work of their own respective
teams as well as working across teams or with smaller, issue specific cross-agency teams for better
integration and collaboration. .

The community health team developed and implemented a team charter as the first step in improving
the work of the team and affirming common grounds for moving forward. The primary health and
administration teams are also committed to developing and implementing charters also. The teams
agreed to hold one another accountable by evaluating this process and developing indicators for
identifying the “differences” made.
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Team Building / Team Development
Provider / Staff Comments

Co-workers/colleagues should have shared/common vision

Teams should be prepared to support each other

Individuals should be non-judgmental

Understanding about individual responsibility to communicate and get other team members
involve d . Focus on working as “a Team”
Meet more and utilize meetings more effectively

Speak up and let team members know when feeling stressed or overworked
Be open and supportive of other team members without judgment

Establish time for team reflection and support

As a team be committed to the process

Establish team guidelines and maintain commitment to the guidelines
Hopefully we will stay committed to make changes and move forward

The Indicators

Specific indicators were developed to better understand the degree and nature of change in each of the
Key Component areas of the Interprofessional Framework. In the Team Building and Team
Development section the level of engagement in team building activities, increased understanding of
high functioning teams and action were determined to be important indicators for further development
of teams and solid movement towards fully integrated interprofessional care.

Five outcome-related indicators were identified for the Team Building and Team Development
component — two quantitative and three qualitative.

¢ Related Quantitative Indicators
0 50% of staff participate in team building and team development activities
0 50% of staff indicate better understanding of effective teamwork and team functioning

¢ Related Qualitative Indicators
o Staff comments regarding effective teamwork
o Feedback on impact or relevance of training
0 Use of key learning from training in team planning
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Outcomes

The following table is an illustration of the evaluation of this component of the Framework for
Interprofessional Care.

Indicator Outcomes
50% of staff participates in team 100% of staff participated in team building and development
building and development activities activities.
50% of staff indicate better 100% of staff said they have a better understanding of teamwork and
understanding of effective teamwork team functioning

and team functioning

Staff comments regarding effective Staff comments on the team building and development sessions were
teamwork positive and team charters were created

Feedback on impact and relevance on Staff commented that training would help to move from

the training multidisciplinary to an interprofessional care team and that they would
now be better able to implementthe Ha mi | t on U rchrenic (
disease management and prevention approach focusing on
marginalized clients

Use of key learning from training in Teams have developed team charters and team building and
team planning development is part of each team" work plan

Reflection and Learning

In striving to become a high functioning interprofessional team it is important to recognize the wealth of
knowledge that already exists within the teams. The ability to draw on this knowledge and experience
can only enhance the quality of care clients receive and i mpr ove t h expepence.v Thd
challenge remains in overcoming resistance to change and moving beyond old assumptions and
stereotypes of roles to see the opportunities and possibilities that lay ahead.

It is important to have clearly established ground rules for the team. Developing ground rules is more
than an academic exercise — it is an important opportunity for addressing communication and
interpersonal challenges before they become embedded in the key areas of team interaction and
functioning.  All team members must have clear understanding of each other's roles and as new
members join the team it is a good time to refresh each ot h eunderstanding of roles. This is
especially important in learning organizations where team members are always seeking out
opportunities to enhance their skills and knowledge.
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CHAPTER 3: KNOWLEDGE BUILDING / LEARNING

nTel l me and I "Il forget; show me and | may
~ Chinese proverb

WHY IS THIS A PART OF THE IPC FRAMEWORK?

As a component knowledge building and learning recognizes the wealth of knowledge already existing
within the organization and that learning may be required for enhancement of any skills required for
interprofessional care. Knowledge is shared, learning is facilitated, common goals and ideas are
explored collectively.

Introduction

Fully implementing the Framework for Interprofessional Care is based on change theory and processes
that require a reason for engaging in change, being motivated to make necessary changes, agreeing
on what approaches should change and effectively implementing the identified changes. While the
goals of enhancing the way in which services are provided and optimizing the use of providers skills
and competencies is examined the intentioni s not to “throw out” past
adjust to realize the best possible outcomes and experience.

An important step in implementing any change process is to identify the learning needs and knowledge
requirements for those involved in the change and ultimately for those impacted by change. An
effective tool for identifying learning needs and building knowledge is an organizational Learning Plan
that is specifically focused and encompasses all areas of work and client engagement.

To further define the Knowledge Building and Learning component, best practices and current
organizational processes, feedback from all staff, and the organization's existing professional
development resources were reviewed. Based on the review and input from providers / staff the
following areas were identified as initial important areas for further and more focused learning and
development:

Effective team building and development

Cultural competence

Anti-racism education

Chronic disease prevention and management, specific to the Centre and the client populations
A deeper understanding of core competencies as they relate to the Interprofessional Care
Framework
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What is a Learning Plan?

A learning plan identifies the area or areas of interest, the process by which learning will take place or
the conditions in which learning can take place, and the measures for determining achievement.
Having a concrete and focused plan helps in monitoring and evaluating how extensively learning has
been incorporated in practice and processes throughout the organization and the difference made.

Organizations, agencies and institutions often look to learning plans and knowledge building as the
measured steps required to remain responsive and relevant to the clients they serve. To this end,
organizational processes are frequently examined and core competencies and best practices are
reviewed to see how new knowledge can be incorporated to fully facilitate and support service
excellence.

In the process of developing the Framework for Interprofessional Care it was useful to look at the
Hamilton Ur IpracesseL torsee" low the organization facilitates learning in the work

environment. As a first step the Centre"s st at emexeellentas

starting point.

Hamilton Urban Core Learning Organization Philosophy

Hamilton Urban Core is a learning organization that provides quality education for students and graduates in
all health disciplines and introduces health professionals to the community health centre model of care.

We believe that learning is multi-directional — students, clients and providers are interconnected and have
unique opportunities to learn from one another. We are committed to providing a safe, healthy and nurturing
learning environment with high standards and an expectation to perform with excellence.

We welcome and respect diversity in opinions, ideas, experiences, perspectives and learning styles. We
acknowledge that learning is influenced by motivation, experiences and maturation. We recognize that
meaningful learning experiences must also address differences in language and culture. We value the skill

and knowledge of professionals trained outside of Canada and are committed to supporting and providing
opportunities to utilize those skills.

We understand that learning is a life-long process. We view learning as integration of knowledge and
experience and understand the importance of providing opportunities for growth and development. We
recognize that systemic barriers and exclusion affect access to education or learning opportunities and it is our
responsibility to dismantle barriers to our environment.

We acknowledge that teaching is by its nature a professional development experience where we are called
upon to serve as role models and mentors, requiring that we stay on the leading edge in our respective
professions to be relevant and effective.

The findings from staff interviews were presented to staff members for feedback and discussion to bring
to light the core competencies that should be included in the framework for interprofessional care and
to determine the learning needs related to the identified core competencies. The discussion revealed
two things:

e The need for an agreed upon set of core competencies in the framework
e The need for improved understanding of the core competencies.
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Both of these two specific learning objectives were achieved during the course of the project

Learning and knowledge building related to the other components and elements of the framework were
also identified and combining the various learning objectives and strategies provided the platform for
the development of a general learning plan that could serve Hamilton Urban Core over time. While a
portion of the learning activities took place during the course of the project some aspects were not fully
implemented due to the time limitations of the project and the fact that learning is an ongoing process
not a one-time only event. For example, some areas for further exploration are related to cultural
competence training, anti-racism education and chronic disease prevention and management. In this
regard, learning will continue at Hamilton Urban Core through an assortment of formal and informal

means.

The Learning Plan
Focus or Objective

Identification of Core Competencies
and Increased Understanding of
competencies in relationship to
Interprofessional Care

Enhance skills and knowledge
related to team building and team
development

Complete integration of cultural
competence

Improve understanding of and
effectively implement Hamilton
Urban Core®s i
approach to chronic disease
prevention and management

nt e

Improve staff / provider
understanding of roles to promote
collaborative practice

Strategies or Activities

Education and in-service training

Group / Team Discussions

Team Development and Team
Building Workshops

Conflict Management and
Resolution Training

Team Discussions

Active Listening and
Communication Training

Cultural Competence Training
Anti-Racism Education
Self-Learning

In-Service Education

Presentations

Problem Based Learning
Workshops, Seminars,
Conferences

Cross Agency Team Discussions

Presentations
Cross Agency Team Discussions
Group Learning

Evaluation Methods

Provider / Staff Surveys
Team-based Assessment

Provider / Staff Surveys
Self-Assessment
Team-based Assessment

Client and Provider Surveys
Self Assessment
Organizational Assessment
Team-based Assessment

Organizational Assessment
Client and Provider / Staff Survey
Analysis of Outcomes

Feedback

Provider / Staff Surveys
Issues - Focused Assessment
Qualitative and Quantitative
Feedback
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Indicators

Specific indicators were developed to determine the level of agreement and support in carving out the
learning needs and the learning plan for providers / staff related to the implementation of the framework
for enhancing interprofessional care.

Four outcome-related indicators were identified for the Knowledge Building and Learning Key
Component — one quantitative and three qualitative.

e Quantitative
o0 75% of providers / staff agree on the learning needs identified to support
interprofessional care at Hamilton Urban Core

e Qualitative
o Examples of learning needs and best practices is available for reference
0 Self expressed learning interests
o Feedback from observations

Outcomes

The following table is an illustration of the evaluation of this component of the Framework for
Interprofessional Care

Indicator Outcomes
75% of staff agree on learning needs Learning needs were identified through interviews, group discussion
for IPC and reflection on best practices. As a result 100% of staff members
agreed on the identified learning needs to support interprofessional
care.
Example of learning needs and best Best practices information is maintained for easy reference and
practices is available for reference includes professional standards as well as standards of good practice

common to areas of client service in the sector. See Appendix 4 for
the detailed Learning Plan.

Self expressed learning interests Evidence of self expressed learning interests was confirmed in staff
surveys and interviews. All staff support and have participated in some
form of professional development.

Feedback and observations Managers expressed strong support for the learning plan and are
committed its implementation. They noted that the team building and
development sessions served as a catalyst for further learning and
knowledge building with a high degree of support from staff.
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Reflection and Learning

This Learning Plan provides an identifiable mechanism for building knowledge and exchanging
information. The Plan is based on establishing clear objectives, specific strategies or actions and
realistic outcomes. It focuses on using existing resources and processes to optimize learning
opportunities and is simple and easily adaptable.

It is important to note that effective learning includes much more than workshops, courses and training
programs. It can also include on-the-job coaching, mentoring, participating on committees and working
groups, and any other creative opportunities that allow employees to improve their skills, knowledge
and competencies.

Learning and knowledge building enables organizations to adapt and grow with the changes around
them. It is the proven b e s t path to transition from “where
Hami |l ton Ur ban Cdoleafhing senesrmas iarnt excellerit foundation for developing and
implementing an organizational learning plan. As the Centre continues to evolve, providers and staff
will be engaged to grow with the organization and to know themselves in the context of the Centre and
the community served.
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CHAPTER 4: CLIENT SERVICE

firhere are two primary choices in life; to accept conditions as they exist, or accept the
responsibility #fDenisWditleyengi ng t hemo

WHY IS THIS A PART OF THE IPC FRAMEWORK?

Clients are vieswedfas hehdeatt hv el rthis ispradidec withinatmd cer
community health centre setting. This is a centering theme within the framework as all of the
components and service elements work together to deliver quality care to clients who often have the
least access and are most in need and marginalized. In other words clients are surrounded by care
and services when and where they need them by providers and through processes that are integrated,
sensitive, flexible and appropriate.

Introduction

Hamilton Urban Core is keenly interested in building and maintaining strong relationships with the client
populations served by the Centre as well as with the surrounding community. This was evident in the
service approaches and processes and materials reviewed to support Client Service as a key
component of the framework for interprofessional care. It was also clear that client service is a dynamic
and evolving concept where the organization works continuously to ensure that the services being
provided are indeed the services that clients need and that client satisfaction with the services provided
is an integral part of evaluation. This is at the very heart of truly effective and responsive client service.

This key component aims to identify areas of improvement related to the delivery of client services with
a focus on marginalized clients with chronic health conditions. The combination of best practices,
client service needs, client satisfaction, chronic disease prevention and management, organizational
processes, and gqualitative and quantitative information collected in the project process resulted in
emerging themes which are used to present the information for this component.

Who is a Client?

The definition of a client includes individuals and communities who are accessing Hamilton Urban Core

for the purpose or intent of direct or indirect in
any of the services or participate in any of the programs offered by the Centre, either as an identified or
anonymous individual. * Added to this definition is the commitment to client service noted in Hamilton

Urban Gereise Delivery Philosophy statement which ¢
service and that in each interaction the quality of service must be consist ent | 'y hi gh. ”

* Policies and Procedures Hamilttirban Core CHC Section G 3.3
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Client-Centered Approach to Client Service

Beingclient-cent ered <centpeerddni s not new,; it Iis a concep
approach however can be used beyond psychology and applied in areas to equip people with the tools

they need to change their lives in positive ways. In the context of a community health centre, being

“cl-t ent emeand there is an understanding of systemic barriers within the health care system

which make it difficult for clients to navigate the system and receive the services and supports they

need. A client-centered approach aspires to break down barriers and facilitate access to not only

services but also to knowledge and information.

Hamilton Urban Core"s (¢ @arqityia priticalc t he i
to its success and means that its priority populations have easy .

. Y . . client. If they are on the
access to the Centre. From the time of its inception, Hamilton Urban property they are
Core has been working with individuals, families and communities | consigered clients, whether
across a broad range of he_alth and_ hee_llth—related issues and needs. | they are registered or not.
The clients of the Centre include immigrants and refugees, people | Once they cross onto our
who are homeless or at risk of being homeless, individuals and | threshold we have a
families living in poverty, individuals with mental health issues or | responsibility to our clients.
mental illness, isolated seniors and street involved youth. While | We will ensure that they
realities and experiences among population groups may vary there is | receive what they came for
also a great deal of commonality such as in regards to poverty, iemdtsomenmesqure.t The
homelessness and barriers to accessing essential services and | coo. W€ ¢an do Is 10 say

. . . . good morning with a smile
supports. Hamilton Urban Core is unique in that the Centre balances | 2" "4 Wi sh t hem
needs and issues across populations and does not segment groups.

The strength of the service delivery approach is in adjusting the way in | ~ Team Member of Hamilton Urban
which services are delivered to meet the specific needs of clients
while offering the same high quality of services to all populations.

Focati on_ 1 n
Everyone at the Centre is a

Chronic Disease Prevention and Management

Over the past few years there has been greater attention given to the prevention and management of
chronic disease, chronic illness and chronic conditions. It has been noted that Ontario faces
increasing challenges in meeting the needs of people with chronic diseases given aging populations,
poverty and other health or socio-economic conditions. This means that illnesses such as
cardiovascular disease, diabetes, and arthritis, to mention a few, are becoming more prevalent and
demands for care are increasing.

At Hamilton Urban Core, chronic disease, chronic illness and/or chronic conditions including chronic
social conditions are significant factors for the client population served and the manner of service
delivery. This is particularly important as the community health centre model causes us to address not

only the physical aspects of an i ndi vialdccnaomit,sandh e al t
spiritual factors described in whole as the social determinants of health. The overall goal is to enhance
the client®“s health and quality of |[|ife.

Best practices inform that successful chronic disease management programs share the following
characteristics in that they:

e Are evidence based
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Use multiple strategies and interventions

Are client centered

Empower individuals to increase control over and improve their health

Promote collaboration among health providers, organizations, individuals, families and
community groups

Include an evaluation component to ensure that programs are achieving their objectives

The Hamilton Urban Core Chronic Disease Prevention and Management Approach was developed
using the lens of interprofessional care to provide comprehensive services to individuals living with
chronic conditions and as such serves as a mechanism for ensuring that the most appropriate providers
/staffar e engaged in addressing “whole person” besteeds.
practices and recognizes best practices or standards of good practice at Hamilton Urban Core that
have developed or evolved in response to particular client populations and their health and social
service needs.

Financi al hardshbops Badtotbecofmbiom&d means t hat

to health treatment, tools and education to stay healthy. In a 2005 report it was stated that 71.8% of
people in Hamilton 12 years and older reported having a chronic health condition and in specific
categories the rates of iliness are higher than the provincial average. With the highest number of low-
income households in the Hamilton Niagara Haldimand Brant Local Health Integration Network and the
second highest poverty rate in the province, many clients of the Centre face challenges on a daily basis
people that have a tremendous impact on their health particularly for those living with a chronic health
condition. The following are examples of those challenges:

Once diagnosed people often report difficulty getting the medications they need to treat their
illnesses because the cost of prescriptions is just too high. The Trillium program requires
households to pay a significant deductable each year which many people say they simply

cannot afford to pay. They feel their only alternativeisto“ st r et ch” or “ski p”

The lack of recovery beds for drug and alcohol
treatment is a large barrier for people trying to be free of ¢ ting habits. W : X

their addictions in Hamilton. Many service providers Zﬁgfggffpggfoj dlsé e Jpus ¢
know that timing is critical in the path to recovery. The ' ~ Client Comment

Al think di algddcause i

sad reality is that there are often no beds when people

are ready for them.

Poor access to nutritious food was identified by more than 75% of the clients accessing
Hamilton Urban Core. Families report not having enough money to pay rent and buy food for
an entire month. Many said they feel t hat
better food for themselves and their children.

Page 38

t

mar

t h

he:



A Framework For Interprofessional Care

Reducing Client Wait List

Given the increasing community need f or access to the Centre®"s c
number of health providers / staff a policy has been developed to ensure a consistent, fair, and
equitable approach is utilized.

Waiting list management refers to the list of individuals wanting to become medical clients of Hamilton
Urban Core and who meet the criteria but due to limited resource they may not be accepted
immediately.> Needless to say, for optimal client care, clients must have access to the services they
need in a timely and reasonable manner. It is also important for the organization to effectively manage
the delicate balance between facilitating access and ensuring client safety. On many occasions these
two elements clash.

Part of the pr oj e theInterpraddessionalGate iPreject to leoy atithe € € n t client s
service path in order to find areas to improve the wait times for primary health care services. Using the
identified Chronic Disease Prevention and Management Approach some ways to reduce wait times
may include:

e Alternative Care Options — access to another provider within Hamilton Urban Core or referral
and connection to an outside service provider, specialist, family or community supports

e Re-visit the scope of practice or capabilities of team members within the Centre

¢ Identify resources available to the team

o Develop criteria for identifying clients suitable for the Chronic Care Prevention and
Management response team

¢ Ensure team members are aware of roles and responsibilities of different providers / staff

e Create interprofessional response teams and re-direct clients who could benefit from a
collaborative approach to care that does not require clinical services

e Create a case management position to be the main point of contact and post diagnosis referral
for clients, team members and external resources who will work collaboratively with the New
Clinical Client Committee

Various Points of Entry and Opportunities for Engagement

In the CHC Model of Care clients enter from many places with chronic health conditions. They do not
enter necessarily for the specific condition, often they enter via programs or services that address other
areas of their lives such as social interaction, health promotion activities, personal development
programs, health information and more.

These services, activities or programs can be looked at as opportunities for interprofessional
involvement. Health promotion activities at Hamilton Urban Core are often based on the determinants
of health and ultimately the precursors of chronic illness and conditions. For example there is a
., Friendly Friday" program in which participants ar
activities aimed at reducing social isolation. However, while the client participates in this program they
learn about all of the services and programs available at the Centre and may decide to become

5 Hamilton Urban Core CHC Policies Procedures & Guidelines, Section G: Client Services Guidelines
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involved with other programs or services. They may apply for clinical services because they do not
have a family doctor or they may enroll in the diabetes program to help manage their diabetes.

Enhancing Existing Services

By using client suggestions and feedback as a backdrop it is clear that clients are open to having
multiple providers involved in their care and that client service is enhanced by including the number and
range of providers needed to provide comprehensive services.

The “ St r e e tonelrample of angreat iomportunity for service enhancement. The program is
centered on providing a safe space, accessing food and providing health safety and hygiene kits. This
may be a great opportunity for the involvement of the diabetic nurse or other primary care providers to
provide information about managing chronic illness. This may also be an opportunity for the social
worker to provide mental health education and awareness. It is important to look at these new
involvements not as additions to but enhancement of client service. This would require coordination
and collaboration of various providers / staff, and the leadership of outreach workers who contribute
their knowledge of community trends and challenges as well as help to build on previously established
client relationships.

The enhanced “Street Drop I n” would now be a
referral to primary health care services within or outside of the Centre. Clients could get a meal and
also check their blood pressure or access information about managing their diabetes; they could be
reconnected with mental health supports or receive advocacy around their housing.

Client Opportunities for Input on Client Service

If a new program were to be developed based on the responses of the surveys and further
investigation, this might become the bridge people need to move forward. This would also be an
opportunity to enhance interprofessional care. An employment or training program in a community
health centre setting would probably have both health promotion and chronic illness management
supports embedded in the program. Clients attending the program would not only develop their own
skills but they would also learn about maintaining their health, preventing chronic disease or illness.
The program may be coordinated by a social worker, community health worker and primary care
provider such as nurse practitioner or nurse. This interprofessional team would develop a program that
could potentially include stress management, healthy eating, maintaining mental health as well as the
traditional employment / training components.

This exploration provided baseline information to further interprofessional care. These surveys and
focus groups gave the Interprofessional Care Project greater insight into how health providers are
involved and whether or not there was room for improvement. As such, it appears that programs and
activities provide excellent opportunities for the interprofessional teams to work together and improve
the overall client experience as well as client health outcomes.
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Client Satisfaction

Client satisfaction is the most important indicator of client service for the Centre. The Interprofessional
Care Project focused attention on client satisfaction to investigate the degree to which clients were
satisfied with the service they received and the opportunity for clients to have input into the services
they need or want. The main questions which served to capture this information are:

¢ Did people receive what they came for?
e Are they satisfied with the quality of services they receive?
e Are there opportunities for improvement?

When asked if they got the help they needed at Hamilton Urban Core, 82% of respondents indicated
that they did receive the help they needed. This is a significant indicator in understanding the
connectedness of the Centre to the clients served and relevance of the services provided. That the
clients are satisfied with the services they receive is an excellent starting point to enhance
interprofessional care and demonstrates that something is going well.

Clients also expressed an overwhelming sense of feeling welcome at the Centre which speaks to the
level of trust established by health providers at Hamilton Urban Core and the openness for clients to
receive services.

Most clients indicated that attending programs or services at the Centre is helpful and that they learned
something new or met a new person every time they came. Even in programs not aimed at skill
bul di ng such as “ &% af th&kparticipanes sepodeg that they liked how the program
was organized and received new information. Overall, clients expressed a high level of satisfaction
with the organization and the programs.

The different ways that people enter and are engaged in the Centre was also examined. Individuals
may access the Centre to participate in a program, to attend a health information session, to attend a
scheduled appointment or to drop in for needed services. Regardless of why clients access the Centre
there are opportunities for engagement in other services or programs than those they were initially
seeking. In most cases additional service contact reflects the practice of involving the most appropriate
provider for the care or service needed by the client. In fact, 46% of the clients surveyed indicated that
receive services from two or more health providers for different health and social service needs which
may serve as an indicator of the extent of interprofessional involvement. This finding also underscores
the importance of further developing the interprofessional relationships among health providers to
ensure that services are continually provided in a planned and integrated manner that provides optimal
benefit to the client.

Indicators
Specific indicators were developed to determine the level of client satisfaction with the services they
receive and the extent of interprofessional involvement in client care using the number of providers

involved and case conferencing as keys.

Five outcome-related indicators were identified for the Client Service Component — three quantitative
and two qualitative.
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¢ Related Quantitative Indicators
0 75% of clients surveyed indicate that they are satisfied with the services they receive
0 25% of survey respondents see two or more providers
0 75% of case conferences indicate that three or more provider attended and encountered

¢ Related Qualitative Indicators
o Clients feel they receive the care they need
o0 Recommendations for reducing the wait list are implemented

Outcomes

The following table is an illustration of the evaluation of this component of the Framework for
Interprofessional Care.

Indicator Outcomes

75% of clients satisfied with services 82% of the clients surveyed indicated they are satisfied with the
services they receive.

25% of survey respondents see two or  46% the clients surveyed reported that they get help from two or more
more providers health providers.

75% of case conferences indicate that  Attendance records for case conference meetings in the past year
three or more providers attended and indicate that seven or more health providers a participated in case
encountered conference meetings and encountered their involvement.

Clients feel they receive the care they In both client satisfaction surveys and individual client feedback, clients

need indicated that they receive the care and services they need.
Recommendations for reducing the Seven recommendations for reducing the wait list were identified.
wait list are implemented Based on those recommendations action was taken on reviewing

provider roles and relationships, reviewing wait list criteria, exploring
alternate service solutions and reviewing needs of those on the wait
list. This resulted in a 10% reduction in the number of people on the
wait list.
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CHAPTER 5. RESOURCES

fMost people have no idea of the giant capacity we can immediately command when we focus
all of our resources on mastering a single area of our lives.o ~ ANTHONY ROBBI NS

WHY IS THIS A PART OF THE IPC FRAMEWORK?

How various resources are utilized within an organization or within teams in an organization may affect
the level and quality of care. Often improvements can be realized through examining existing
resources and identifying gaps and areas that may be enhanced or reconfigured for greater efficiency
or improved outcomes. As such the area of resources is an important component of the framewaork that
may, upon examination and analysis, direct improved overall use of resources. Certainly the process of
evolving from multidisciplinary to interprofessional teams requires resources.

Introduction

In this key component, Resources refers to the human, financial and material resources that are
needed to support an interprofessional care approach within the workplace environment. Certainly
these areas are inter-related making t difficult to address one area in isolation from the others. Even
more so, examining the area of resources is as much about the quantity and availability of resources as
it is about the appropriate use and engagement of the resources the organization may already have in
place.

Because the community health centre delivers care and services from an advanced multidisciplinary
team perspective the move towards a truly interprofessional team approach can be seen as an
evolutionary step. To move forward requires some examination and determining what resources the
Centre already has in place, what resources are needed and how resources may be engaged
differently. Identifying and implementing human resources needed in interprofessional work is
depends on individual capacity and skill, workload and financial resources. This is an area of great
angst for Hamilton Urban Core as there appears to be a shortage of financial resources to support the
work of the Centre but an abundance of individual skill. Considering that the populations served by the
Centre almost entirely present with complex and chronic health and social conditions, the importance of
an interprofessional care approach is even more pressing and relevant.

Current Resources
An informal inventory was conducted in the project to better understand the status of current human
resources at Hamilton Urban Core in relationship to the Framework for Interprofessional Care. The

backdrop to this inventory included a few factors, namely:

¢ The Centre has been providing service and programs for 13 years
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e From its inception there has been multiple health providers / staff of differing skills, knowledge
and expertise

e Team work is evident in the Centre

e The majority of providers / staff are working at full capacity and may be unable to manage or
accept new clients without additional resources

o Staff in all areas of the Centre are reflective of the diverse populations in the community

e Not all available positions are filled at the Centre, specifically the physician position, even
though the Centre has great need and interest in having the position filled

The current health service provider / staff complement at Hamilton Urban Core includes:

# OF # OF
POSITIONS POSITION TITLE FTE POSITIONS POSITION TITLE FTE
2 Primary Care Physician .8 2 Chiropodist 1.3
1 Physician Assistant 1 1 Social Worker 1
3 Nurse Practitioner 25 2 Community Health Worker 2
2 Primary Care Nurse 1.3 1 Counselor 1
Early Child Development . N
1 Worker 1 1 Outreach / Client Support Worker 1
1 Oral Health Coordinator* 1 2 Receptionist / Secretary 2
15 Medical Secretary 15 1 ID Clinic Administrator 5

*Indicates positions that are not currently funded on an ongoing basis in whole or part, and
while these positions are very important to clients and the functioning of the Centre they
cannot be considered as stable positions.

The staffing complement at Hamilton Urban Core also includes other positions such as Bookkeeper,
Office Administrator and Executive Director.

In addition to the number of health providers / staff engaged at the Centre it was also important to
reflect on the range of skills and expertise of individuals. While time did not permit the project to
conduct an in-depth analysis of skills the following is a summary that provides some indication of skills
to be used for planning and educational purposes.
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General Inventory of Skills and Expertise

Based on observations made during the project and some degree of self-identification, the following
provides a high level view of the some of the general skills and expertise found amongst health care
providers at the Centre:

Problem Solving

Clinical Skills

Leadership

Assessment and Analysis

Counseling

Teaching and Health Education

Client Interventions

Group Facilitation

Language Interpretation

Team Work

Client Advocacy

Communication and Interpersonal Skills
Professionalism and Respect for Colleagues
Openness

Mapping Skills and Service

To optimize the skills, knowledge and expertise of health providers it is important to consider how
human resources are being used in the Centre and whether or not this is the best use of those
resources. While it may be worthwhile to re-visit the relative scope of practice or areas of good practice

for each of the providers it was found that expl ori
for new working relationships was of greater importance to improving interprofessional care. As such,
during the proje c t some initial attention was directed tow

focus on chronic disease prevention and management and in particular diabetes. This initial shift
considered the interrelationships of providers, the journey of care for clients and avenues for improving
coordination and coll aboration usi ng Hami |l t on Ur |
Management Approach.

Using the example of a client with diabetes who is living in poverty and struggling with substance abuse

i ssues and the Cent r,dhe conneaionvd anenterproféssiomad teamh pay be
outlined as follows:
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Diabetes and > Diagnosis . Solving /
complex health Teaching
and social
ISSues Physician Nurse
. 7 . 7 Foot Care
Medication Nutritional - _
» Management »  Counseling l|e [ Chiropodist
Pharmacist Dietitian v
> g b g Client advocacy
'. - — access to healthy [«
Monitoring Addictions < »|  food & income
Health Status |« Counseling/ |«
Support CH Worker
NP MH Counselor

This newly augmented process for ensuring an interprofessional team approach for marginalized clients
who are living with or at high risk of developing diabetes is in the initial stages and will continue to
evolve and change to meet the needs of both the clients and the health providers over time. Clearly,
the foundation is in place for health providers to contribute their knowledge and optimize use of the
collective skills and experiences of the team in order to provide clients with the best possible care.
However, the matrix identifies gaps in available human resources and it is temporarily based on the
assumption that other health providers can fill in the service gaps. What cannot be assumed is that
temporarily addressing these gaps is not a permanent solution nor does this mean that all of the skills
required to provide optimal care and service are present on the team. For example, in the illustration
noted previously, the Centre does not have a Pharmacist, Mental Health Worker or Dietician which
creates very obvious and apparent gaps in service. Further, the staffing chart indicated a limited
number of other providers which may also contribute negatively to an increase of new clients and/ or to
resisting change if the perception is that change equals an addition to the workload.

Indicators

Specific indicators were developed to help understand how resources may be differently leveraged to
support interprofessional team work and care approaches.

Two outcome-related indicators were identified for the Client Service Component — one quantitative and
one gqualitative.

¢ Related Quantitative Indicators

o Initiated implementation of interprofessional care using best practices / standards of good
practice re approach to management and care of diabetes
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¢ Related Qualitative Indicators
o Information related to resources helpful in planning processes for interprofessional care
Outcomes

The following table is an illustration of the evaluation of this component of The Framework for
Interprofessional Care.

Initiated implementation of IPC using Hamilton Urban Core®s Chronic D
best practices/ standards of good Management Approach, which includes best practices, serves to
practice re: approach to management guide health providers in identifying a cross agency interprofessional
and care of diabetes team approach to providing comprehensive services for clients with

diabetes. The team has been identified and planning is underway.
The team includes a Primary Care Nurse, Physician Assistant,
Chiropodist, Counselor and Physician. As a result new processes
for foot screening, education, individual support and monitoring have
been put in place.

Information helpful in planning Interviews with and feedback from Management indicated that

processes information about skills and interests was helpful in planning, and in
identifying health providers for the diabetes related interprofessional
care re-alignment.

Reflection and Learning

Human and financial resources are interconnected and while shifting roles and improving service
coordination and collaboration are helpful ways in which to maxi mum use of provide
provide quality care this is not an adequate approach when there is clearly a need for additional
financial resources. It is difficult to know the correct formula of provider to client care; some work has
begun on understanding and determining appropriate and relevant panel sizes. However, based on
observation it is clear that the health providers / staff are constantly busy and engaged in client care
and services — most often with very challenging, chronic, complex and difficult health and social issues.
The Centre faces a very challenging situation — more providers are needed to balance the workload
and better utilize existing providers. In addition the lack of sufficient staffing resources places
extraordinary pressure on others which can contributes to a negative workplace experience and
resistance to change of any sort, regardless of the reason.
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CHAPTER 6: EVALUATION

WHY IS THIS A PART OF THE IPC FRAMEWORK?

Incorporating evaluation as a Key Component of the Framework provides a process for measuring the
usefulness and effectiveness of the strategies and activities associated with developing a framework for
interprofessional care relevant to Hamilton Urban Core and the client populations served, and for
exploring and accumulating knowledge on interprofessional care practices to support ongoing
framework development and monitoring.

Introduction

Evaluation is viewed as a critical part of the planning continuum related to the requirements for
developing a framework to improve interprofessional care in a primary health care setting for clients
who are marginalized and living with chronic illness. Essentially it responds to the overarching question
of: what is needed to achieve the desired change or outcome?

Evaluation aims to bring out the value of what has been done, and help capture the learning that has
taken place during the activity. It is intended to help understand and identify what has happened in
order to provide a c¢ on amoprovidedarity anoand any chanpeghatthass
taken place. This involves a methodical process of collecting, recording and organizing information
about project results, including short-term outputs (immediate results of activities, or project
deliverables), and immediate and longer-term project outcomes (changes in behaviour, practice or
policy resulting from the project).

Guiding Principles

As a key component, Evaluation was not simply to determine the extent to which the project worked but
to also point to lessons that can help to improve the way in which interprofessional care may further
evolve at Hamilton Urban Core or other similar environments in the future. As such, the project
embraced the following evaluation principles:

e Usefulness: Evaluation should affect or impact decision making; the findings must be useful
and focused.

e Credibility: Evaluation must be perceived as objective, rigorous and impartial. Credibility rests
equally on the professional quality of evaluation and the relevance and appropriateness of
methods used to obtain the results.

e Organizational Learning: Evaluation should build on existing knowledge and skills and must
support organizational l earning to further

e Participatory: The evaluation process should be a dynamic process that engages people and, to
the extent possible, adjusts or responds to emerging issues.

Page 48

story

enhar



A Framework For Interprofessional Care

e Evidence based strategies: Evaluation must be based on the understanding that evaluation
activities or strategies are supported by best practices and /or standards of good practice.

Key Concepts

Throughout the Framework activities, strategies and processes are used to describe the object of
evaluation, which could be any activity or process directed at enhancements or improvements in each
of the Key Component areas of the Framework. This broad definition can be applied to needs
assessments, questionnaires, professional development, information gathering and research efforts,
potential policy development activities and other strategies. As such, including evaluation as a
component of the framework highlights the significance of gathering, reviewing and analyzing
information for the benefit of enhancing the service approach. In this way the evaluation component is
not only a measure of what took place during the demonstration aspects of the project but it may also
be used as a guideline for ongoing monitoring and development.

Evaluation Methodology

Methodology is referred to as the approach used to find or discover information in an evaluation
process and includes the processes or procedures used to collect and analyze this information. The
evaluation methodology applied in the development of the interprofessional care framework involved a
combination qualitative and quantitative methods, analysis, surveys, and observation.

In general, evaluation may categorized into three main approaches:

e Process evaluation: answers questions about how the outcomes of the project are achieved as
well as how those activities are implemented.

e Outcome evaluation: focuses on questions about the benefits of the project and answers the
guestions about the change in participants
result of the project.

e Impact evaluation: focuses on system changes, i.e. broad, long-term results of the project
activities or changes in the well-being of individuals that can be attributed to the project activities

Evaluation approaches in the Key Components areas primarily involved outcome evaluation which was
directed at strategies and activities associated with demonstrating the actual development of a
framework for interprofessional care relevant to Hamilton Urban Core and the client populations served.

Evaluation Approach

The evaluation approach provides a way to think about, design and carry out evaluation efforts. One
of the early steps in defining the approach was the development of the Interprofessional Care Project
Logic Model. Essentially a logic model is a tool for describing and illustrating the relationship between
the deliverables and the desired outcomes. The logic model serves to focus the collective energy of
the project or program, to clarify the purpose and to build common priorities so that everyone is working
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with the same understanding. In this instance the logic model outlines the objectives, strategies, inputs,
outputs, outcomes and their relationship within the Key Component areas which formed the primary
focus of project.

The following page shows the Logic Model utilized in the IPC.
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LOGIC MODEL

Overarching Goal: Develop of a Framework for Improving Interprofessional Care in a Primary Health Care Setting for Clients who are
Marginalized and Living with Chronic Disease and Chronic lliness.

Key Components —p

Objective

Activities/

—

Outputs

—

Outcomes

—

Impacts

Core
Competencies

An agreed upon set of
core competencies
related to IPC

— Inputs j

Strategies

Literature Review

Staff Interviews

Discussion

Conduct a brief
interview of existing
definitions and
applications of
competency

Review relevant
organizational
materials

Summary of findings

Presentation to staff

Listing of core
competencies

Increased
understanding of IPC
core competencies

Core competencies
fully integrated
throughout
organizational
practice

Team Building/
Team
Development

Further development
of team functioning
and overall team work

Current team
structures and
functions

Organizational
processes

Staff surveys and
interviews

Best practice and
standards of good
practice

Individual interviews

Fact/information
gathering

Attending
organizational
meetings

Conduct surveys

Review prior surveys
and information

Team building
exercises / workshop

Description of
effective IPC team

Presentation to staff
Team materials,

information and
resources

Increased
understanding of
effective team work

High functioning IPC
teams

Knowledge
Building/
Learning

Development of a
learning plan related to
IPC

Staff surveys and
interviews

Existing professional
development
resources

Analysis of needs

Create learning
needs inventory

Review PD resources

Learning Plan related
to IPC

Understanding of
overall range of
learning needs
related to IPC

Information regarding

Increased staff
satisfaction and
enhanced
performance
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Best practices and
standards of good
practice
Management
Feedback

Conduct interviews

staff learning needs
related to IPC

More focused training
and professional
development

Resources

Better utilization of
human and other
resources

Existing
organizational
resources related to
IPC and chronic

Review relevant best
practices

Review existing
processes and

HR Inventory relevant
to IPC

Resource gap

Better understanding
of resources needed
for effective IPC

Most appropriate
providers engaged in
client care each time

disease / health procedures analysis / Overview of | Better integration of
conditions Identify gaps resource gaps IPC in policies and
Existing HR Review existing HR procedures
resources resources Sample of Centre-
Selected specific best
organizational Conduct individual practices / guidelines
policies and staff and / standards of good
procedures Management practice
interviews
Best practices /
standards of good
practice
Workflow and referral
observations
Cli S . Identify areas of Client input on Conduct focus groups | Summary of Survey Increased Increased access
lent Service improvement related to | service needs with clients findings responsiveness
services for clients to clients service Improved process /
with chronic disease / Past program client Collect Client Staff feedback on needs service approach re

health conditions

information

Staff input on
services needs

Satisfaction Survey
data

Review current

service needs

Identification of area
(s) of focus

Increased ability to
address service
trends

complex and chronic
health conditions

relevant Reduction in client
Client Satisfaction organizational Focus group Clarification of client wait list
Survey data processes summary service pathways
Statistical data Review client service
path(s)
Evaluation Identify evaluation Evaluation processes | Review statistics Comprehensive Improved ability to IPC framework
requirements related evaluation plan measure, monitor
to development / Organizational Review survey relevant to and report on Improved

implementation of IPC

evaluation framework

materials related to

implementation /

progress related to

organizational
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framework

Surveys

Management
Interviews

Indicator
development

Best practices /
standards of good
practice

IPC

Gather information re
best practices

Conduct interviews
with management
team to gather input

Research indicators

Share information
and findings

development of an
IPC framework

IPC

planning and capacity
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In addition to the Logic Model, the following were included in the evaluation approach:

Identifying and Developing Relevant Indicators
Data Collection and Information Gathering
Interviews and Observations

Analysis and Interpretation

What Happened?

The development of the framework to enhance interprofessional practice did not happen in a vacuum.
Careful consideration and review was given to existing models, frameworks, processes and
approaches guiding team-based activities and interprofessional care in general, and Hamilton Urban
Core in particular. The review was based on current best practices thinking, available research,
current practices and he atihce Baspdon aniarhlgsis dfshe informpatian
gathered the outline of the framework was identified encompassing six key component areas:

Core Competencies

Team Development and Team Building
Knowledge

Resources

Client Service

Evaluation

In relationship to the development of the framework the evaluation goals are described as:

e Gather information about existing practices and the essential elements in each of the Key
Component areas) and review and analyze the information collected

e Confirm the relevance and appropriateness of each of the Key Component areas by reviewing
best practices and organizational information, conducting interviews and focus groups

¢ Define indicators as road maps to demonstrate agreement regarding the important elements in
each of the Key Component areas, and identify the degree and nature of change required

e Measure development activities and strategies against the identified indicators

The achievement of the identified indicators in the key component areas is noted in each area of the
framework document. In the Evaluation Component, two specific indicators were identified as the sign
posts of achievement. They are:

e A completed document or report of the comprehensive evaluation plan relevant to
implementation / development of an Interprofessional Care Framework, and
e Increased staff awareness

Overall the evaluation goals identified in the Framework were realized as is demonstrated by the
achievement of the indicators in each of the Key Component areas. For example, the following is an
indicator identified in the Team Development Key Component:

e 50% of staff indicate better understanding of effective team work / team functioning

Based on survey data and feedback the majority of staff members all reported having a better
understanding of an effective team which serves as evidence of achievement. This reflects a change
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or improvement resulting from the strategies employed in carrying out the project. In another key
component area there was a high level of agreement on the selected Core Competencies which is
consistent with the expectation of the identified indicator in this area.

On the following page is the Evaluation Summary Chart.
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EVALUATION SUMMARY CHART

AREA OF FOCUS ‘ WHAT DIDDVEIJE WANT TO HOW WILL WE DO IT?

Identify and agree on a
set of core
competencies related to
IPC for Hamilton Urban
Core

There will be increased
understanding of IPC
core competencies

Core
Competencies

WHAT HAPPENED?

Staff members had an understanding of professional competence and
individual interpretations of core competence prior to the project. Based

on staff surveys and feedback 100% of staff members felt they had a
better understanding of | PC core c
activities. Through individual interviews and group discussions 93% of
staff members agreed on the selected core competencies. 100% of staff
indicated a commitment to integrating core competencies into client
service, work processes and team interactions. The majority of staff
members were involved in identifying and refining the selected core
competencies. Management agreed to incorporate the IPC core
competencies in policy. The policy document will be included in the
Centre"s position statements. St a
competencies build on the work already taking place and the Centre and
highlight the values important to the Centre, staff and clients.

Health providers / staff
will have an Increased
understanding of effective
team work

Team Building /
Team
Development

Further development of
team functioning and
overall team work

100% of staff participated in team building and development activities.
100% of staff said they have a better understanding of teamwork and team
functioning. Staff comments on the team building and development
sessions were positive and team charters were created. Staff commented
that training would help to move from multidisciplinary to an
interprofessional care team and that they would now be better able to

i mpl ement the Hami |l t o rseatémaragemddteande *
prevention approach focusing on marginalized clients Teams have
developed team charters and team building and development is part of
each teampldns wor k

There will be an improved

Knowledge Develop a learning plan | understanding of the
Building / related to IPC overall range of learning
Learning needs related to IPC

Learning needs were identified through interviews, group discussion and
reflection on best practices. As a result 100% of staff members agreed on
the identified learning needs to support interprofessional care. Best
practices information is maintained for easy reference and includes
professional standards as well as standards of good practice common to
areas of client service in the sector. Evidence of self expressed learning
interests was confirmed in staff surveys and interviews. All staff support
and have participated in some form of professional development.

Managers expressed strong support for the learning plan and are
committed its implementation. They noted that the team building and
development sessions served as a catalyst for further learning and
knowledge building with a high degree of support from staff.
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AREA OF FOCUS ‘

Resources

WHAT DID WE WANT TO
DO?

Explore options for
better utilization of
human and other
resources

HOW WILL WE DO IT? ‘

They will be better
understanding of
resources needed for
effective IPC and better
integration of IPC in
organizational policies ,
practices and procedures

WHAT HAPPENED?

Hami |l ton Urban Core®s Chronic Dise
Approach, which includes best practices, serves to guide health providers
in identifying a cross agency interprofessional team approach to providing
comprehensive services for clients with diabetes. The team has been
identified and planning is underway. The team includes a Primary Care
Nurse, Physician Assistant, Chiropodist, Counselor and Physician. As a
result new processes for foot screening, education, individual support and
monitoring have been put in place. Interviews with and feedback from
Management indicated that information about skills and interests was
helpful in planning, and in identifying health providers for the diabetes
related interprofessional care re-alignment.

Client Services

Identify areas of
improvement related to
services for clients with
chronic disease / health
conditions

There will be increased
ability to respond to and
address client needs and
service ends due to
implementation of IPC
team

82% of the clients surveyed indicated they are satisfied with the services
they receive. 46% the clients surveyed reported that they get help from 2
or more health providers which may serve as an indicator of more
comprehensive care. Attendance records for case conference meetings in
the past year indicate that 7 or more health providers a participated in case
conference meetings leading to better coordination and collaboration. In
both client satisfaction surveys and individual client feedback, clients
indicated that they receive the care and services they need. Seven
recommendations for reducing the wait list were identified. Based on
those recommendations action was taken on reviewing provider roles and
relationships, reviewing wait list criteria, exploring alternate service
solutions and reviewing needs of those on the wait list. This resulted in a
10% reduction in the number of people on the wait list.
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CHAPTER 7: FRAMEWORK SUMMARY

Introduction

The development of a framework for interprofessional care in the community health setting for
marginalized clients with chronic health conditions was an important project for Hamilton Urban Core.
The project itself served as a catalyst for prompting further change in practice and service delivery so
that clients have the benefit of a range of skills and expertise when managing challenging and difficult
health and health related problems. Certainly, the framework is indeed adaptable to other health
environments who are interested in moving forward to an interprofessional care approach.
Unfortunately, the project timeframe did not allow for the full implementation of the framework and the
realization of longer term impacts and sustained changes in practice and service delivery. However,
the early indicators provide useful information for supporting the process of change as well as pointing
to the changes made during the course of the project.

That the core competencies were identified and agreed upon is a major victory. This can be a tedious
and lengthy process with the potential for deepening the divide between various health professionals.
This was not t he pdasparesultacemprehemsieer franeewarkehasdeen articulated.
Developing the framework also gave the Centre an opportunity to clarify areas in which further
clarification and attention should be focused in order to optimize the skills and talents of all health
providers. Through this project the Centre is also better equipped to address areas where gaps exist in
the knowledge and skills of health providers as well as where additional resources are desperately
needed.

It is clear that the Centre staff embrace team work as a model for efficient functioning. However, there
are different levels of readiness for fully embracing teamwork within and across teams. This is to be
expected in any environment with multiple providers of various disciplines, backgrounds and
personalities. Certainly greater trust amongst team members will be enhanced by further sharing in
team and client responsibilities and cross team collaborations.

There were a number of accomplishments during the span of the project:

Raising awareness of interprofessional care

Development of a framework for improving interprofessional care
Development of a learning plan

Initial implementation of the framework

Identification of resource gaps

Helping to set the stage for cross agency collaboration

However, longer term outcomes and impact require more time for development and learning and as
such some challenges exist for fully implementing and sustaining an interprofessional care approach:

e Adequate resources to provide necessary services and to support interprofessional care teams
e Real or perceived heath professional hierarchies
e Varying stages of provider readiness

Although further evidence may be required to develop a full understanding of the impact on client care
and longer-term issues related to implementing an interprofessional care approach throughout the
Centre, the positive results in terms of provider satisfaction and service efficiency warrant engaging in
the change process.
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CHAPTER 8. PROJECT EVALUATION

Project Evaluation

The project evaluation is intended to review the way in which the project operated and to determine

whether the project achieved the intended goals and outcomes. In other words evaluating the project
process responds to the guewotuiton.o dbi?d.we do what

To guide the project process evaluation a simple logic model was developed.

Objective Inputs Activities/ Outcomes Impacts
Strategies
To evaluate the IPC Project Develop evaluation Key learning from Increased
interprofessional care  objectives, plan / outline project process awareness
project process strategies, activities, Identify data
outputs, outcomes  sources Understanding of Improved process
Review existing project limitations, evaluation
methods of challenges and practices
Evaluation collection successes
processes Review project
process and
Staff input / compare process
feedback and achievement to
stated goals and
Feedback from objectives
Management Gather feedback
from management
Observations
Data

Five deliverables were identified for the interprofessional care project. They include:

¢ Afinal project report (framework document) re improving interprofessional care in a community-
based primary health care setting for clients who are marginalized and living with chronic
disease and/or chronic illness

¢ An agreed upon set of core competencies for interprofessional care within this type of setting

e An agreed upon learning model to address and deliver core competencies in IPC, mapping
health human resource needs required to support interprofessional care

¢ A communication plan to share key leaning and increase awareness

e A comprehensive evaluation report to measure the degree and impact of practice change

Clearly the project achieved a great deal of what it set out to do. This is evidenced by the completion of
the framework, agreement on the core competencies for Hamilton Urban Core, implementation of
interprofessional care team approach to working with marginalized clients living with diabetes and the
reduction in the client wait list to mention a few key areas. When compared to the stated deliverables
(outcomes) the project was successful on a number of levels:
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Deliverable

A final project report (framework
document) re improving
interprofessional care in a
community-based primary health
care setting for clients who are
marginalized and living with chronic
disease and/or chronic illness

An agreed upon set of core
competencies for interprofessional
care within this type of setting

An agreed upon learning model to
address and deliver core
competencies in IPC, mapping
health human resource needs
required to support interprofessional
care

A communication plan to share key
leaning and increase awareness

A comprehensive evaluation report
to measure the degree and impact
of practice change

Result

The framework was developed
during the course of the project and
initial steps towards implementation
have been taken

Six core competencies were
identified in the project. Health
providers / staff participated in the
identification of these core
competencies and view them as
enhancing the service philosophy
and attributes that already guide
their work.

An agreed upon learning plan was
developed during the project with a
number of learning opportunities
taking place for health providers /
staff. This includes team building
workshops, conflict resolution
training and education on
interprofessional care, learning
about competencies and core
competencies and sharing
information about roles of other
providers / staff.

A communication plan was
developed during the project. The
plan served as a guide for sharing
information with management and
staff.

Evaluation was identified as a key
component of the framework as well
as project process. In both
instances the evaluation approach
was comprehensive and focused on
providing information that could be
used for further development and
implementation as well as for other
organizations interested in
interprofessional care.

Comment

Full implementation of the
interprofessional care project s a
process rather than a one- time
project. The project served as an
important catalyst for further work
and development. With the
foundation in place the centre has a
mechanism for moving forward.

For the most part there is strong
evidence of the core competencies
throughout the organization.
Further learning and discussion will
build on the practices and
understanding of health providers /
staff.

This deliverable
identification as a learning
organization. Providers / staff
actively participated in learning
opportunities and as a result there
was an increase in both knowledge
and communication between
providers, within teams and across
teams,

Open and ongoing communication

is one of the keys to successful
outcomes and “buy
change is occurring, particularly
when change make not be a notion
easily accepted by some.

As noted evaluation contained two
main areas which basically
responded to the questions of what
did we accomplish and did we
accomplish what we said we would.
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CHAPTER 9. RECOMMENDATIONS

The Project was successful in raising awareness of interprofessional care, improving understanding of
effective team functioning, developing a learning plan and other tasks as outlined in the report.

Recognizing the need to continue to develop the range of knowledge regarding interprofessional care
amongst health providers / staff and the importance of implementing the framewaork the following
recommendations are presented:

i) The framework for improving interprofessional care should be fully implemented in order to realize
the longer-term impacts and allow appropriate time for team development.

ii) Change processes are not always easy for everyone. Resistance to change must be managed so
that health providers / staff and teams continue to evolve andaren “t si detracked.

iii) Specific investments of time and resources should be made to continue building knowledge and
skills related to interprofessional care.

iv) Additional health human resources are needed to sustain the interprofessional work at Hamilton
Urban Core and efforts should be directed towards actively seeking resources.

v) Implementing the framework is a process; lessons learned should be shared with others of similar
interest and success and achievements celebrated.

vi) The project used diabetes as a focus for chronic disease or chronic health conditions. This serves
as a great entry point as there are many health and health related issues associated with diabetes.
However, interprofessional teams should be formed in response to other health conditions or
illnesses experienced by the client population such as mental iliness.

vii) In addition to imbedding interprofessional care in policy, an interprofessional care champion should
be identified to sustain the focus and provide team leadership.
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