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Telemedicine IMPACT PLUS 

“Wir haben einen Tipp für Sie” 

Interprofessional Team Consultations for Patients with 

Multimorbidity through Nurse Case Management and 

Telemedicine in Toronto, Canada





The TIP Model

Leverages the skills of trained nurse facilitators to enable proactive health 

and social care for patients with complex conditions and their caregivers.

Nutzt die Fähigkeiten ausgebildeter Krankenpfleger fuer Patienten mit 

komplexen Erkrankungen.

Goals:

 Increase ACCESS to local inter-professional  and other resources: connecting to what’s 

available in the local community

 Increase EFFICIENCY using existing healthcare resources: multiple specialist visits 

avoided 

 REDUCE use of acute care resources by enabling patient self-management

 Improve QUALITY OF CARE and QUALITY OF LIFE: Emphasizes Functioning not 

Fixing

 Introduce CARE COORDINATION 

 Increase the CONFIDENCE of family physician



Telemedicine IMPACT PLUS
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Role of TIP Nurse 

• In-home assessment of medical and social determinants of health

• Develops a Patient Profile based on patient’s identified needs – “what matters 

to the patient”

• Completes clinical summary from Family Physician’s file

• Coordinates care by involving the patient’s care team (Family doctor, home 

care coordinator, family members) 

• Develops agenda and facilitates team conference

• Completes Coordinated Care Plan after TIP conference and follows up with 

patient at 1 week, 3 month and 6 month interval

• Remains involved to support patient, caregiver and family physician for up to 6 

months



• Patienten werden von ihrem Hausarzt, von der Notaufnahme, oder dem 

Krankenhaus überwiesen. 

• Nach einem ersten Treffen mit dem Patienten stellt die TIP RN eine 

Verbindung zu einem der 12 TIP-Teams her.  Sie koordiniert die Technologie 

und die TIP Beratung, und setzt einen koordinierten Betreuungsplan (CCP) 

zusammen fuer alle. 

• Die TIP RN hilft dem Patienten und dem Hausarzt bei der Aktualisierung 

des Plans.



RELATIONSHIPS
-Close to family 
-Burden of care
-Cannot go to events

FINANCIAL SITUATION
-Finances adequate

SOCIAL DETERMINANTS
-Lives w family adequate food shelter 
-Does not speak English
-Poor vision and hearing
-Family does not understand rationale for 
treatment

PHYSICAL HEALTH
-Diabetic, 90 yo on insulin 4x 
day
-High Lasix dose led to 
dehydration 
-Dx: heart and kidney failure

PRIMARY CARE CONNECTIONS

-Mobility restriction makes
it hard to get to physician

-FP does not do home
visits

MENTAL HEALTH
-Depressed due to 
weakness and 
dependency  
-Low stimulation

Client #2 – Pre TIP 

High Medical Needs, Frequent ED visits



Client #2  - Post TIP

RELATIONSHIPS
-Day program identified in pt
language to give family respite.
-Less strict diabetes 
management reduces burden 
of care 

FINANCIAL SITUATION
-POA confirmed

SOCIAL DETERMINANTS
-Link to day program for 
social needs. 
-Transportation available at 
lower cost with volunteer if 
her mobility increases with 
more activity

PHYSICAL HEALTH
-Insulin changed to 2 x a day long acting
less strict control of blood sugar to 
reduce episodes of hypoglycemia. Lasix 
sliding scale if signs of fluid retention
-2 meds discontinued due to risk of side 
effects. F/U pharmacist home visit

PRIMARY CARE CONNECTIONS
-Physician for housebound 
patients identified in catchment 
areas
-Transfer of care facilitated by TIP 
pt. summary 

MENTAL HEALTH
-Feeling better and 
able to get our more 
often



National Randomized Control Trial: Purpose & Methods

Assess the feasibility of the TIP 

program, descriptive qualitative 

study of all participants

Feasibility Metrics: # of referrals, 

patients participating, teams & 

specialists participating

Over a one-year period (2016-17):

 53 PCPs referred patients 

 65 PCPs participated

 76 patients participated

 9 hospital and primary care 

clinical sites provided 12 

interprofessional teams

Qualitative study:

 Satisfaction surveys 

completed by patients, 

primary care providers 

(PCPs), interprofessional 

team members

 Purposive sample 

participated in semi-

structured interview

Pre and Post survey:

60 patients tested on 8 self-

management dimensions

Administrative data: 

Pending



Satisfaction Survey 

Patients (n = 74)

 TIP has effectively 

improved my access to new 

interdisciplinary resources 

– 100%

 I am hopeful that my 

chronic condition will 

improve as a result of the 

TIP case conference – 97%

Team Members (n = 88)

 The TIP case conference 

was an effective model to 

develop a care plan for this 

complex patient – 97% 

Family Physicians (n = 21)

 I would use telemedicine 

technology again to 

facilitate a case 

conference  - 100%

 TIP case conference 

increased my confidence 

in managing this patient’s 

chronic care – 90%



Qualitative Findings
Patients:

 Feeling heard, valued and 

empowered with new ideas to 

address their problems. "I felt 

that I was a part of the team. I felt 

that they truly were committed to 

the interview and to helping me 

reach my goals” “Convenience and 

professional approach of the Nurse. 

The fact we could talk back and 

forth and discuss things” 

“Managing my health care is like an 

obstacle course.  Nurse explained 

things well - that is important”

 Team Members: Highly 

valued the collaborative 

nature of the team: "I learn a 

lot from hearing other health care 

professionals and their take …”

Family Physicians:

• Congruence between patients 

and PCPs that TIP addressed 

complex needs

• Family physicians –

subsequent visits more 

efficient because pertinent 

issues identified and a 

coordinated care plan 

developed

• Specialists valued the 

interdisciplinary team model in 

contrast to their usual 

consultant model

Pre/Post survey: Significant 

improvement on 4/8 

dimensions



Cost analysis

Cost of TIP consultation    = $680.64

Average cost of ED visit     = $303.44

Cost of 1 day hospital = $1087.96

Admission

TIP is a cost-effective intervention given that it is less than 1 

day admission and also provides a coordinated care plan and 6 

month follow-up

Further, TIP reduces the number of ED visits.

Long-term cost efficiencies will be measured in the future. 



Take Home Messages

TIP bietet eine interdisziplinäre klinische und soziale Beratung an für 

Menschen mit Multi-Morbidität mit Hilfe der Telemedizin. Diese komplizierten 

Patienten fuehlen sich oft alleine und verloren im gegenwärtigen 

Gesundheitssystem.

Die TIP RN ermöglicht eine effizientere Beratung dank des IP und Aerzte

Teams. Die Akte des Patienten wird von der TIP RN vorbereitet vor der 

Beratung, sie moderiert die TIP Beratung und kuemmert sich um die 

praktische Umsetzung eines koordinierten Pflege- und Medizinischen Plans. 

Ein nationales RCT deutet auf erste qualitativ positive Ergebnisse, und dass 

sich die TIP Beratung als Modell finanziell lohnt.



Thank you

Vielen Dank!

For further information:

Pauline.Pariser@uhn.ca
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