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Abstract

Although many older adults live active and dynamic lives well into their late years,
some become frail and increasingly dependent on the health care system, due to physical,
cognitive, and social changes. In order to address these concerns in health care delivery,
collaboration among health care providers has been a central focus for government in recent
years. Collaboration among health care providers and community agencies are known to
contribute to the continuation of support, by assisting the frail older adult person to achieve
best health outcomes, as well as the most common goal: to remain in their homes. Nurse
practitioners (NP) are one of the health care professionals, that provide quality primary health
care to frail older adult patients in British Columbia (BC). The question for this project is:
“when a NP is providing primary care for the frail older adult in the community setting,
which practice strategies promote effective collaboration between health care providers?”
Background knowledge about collaboration in health care, effective collaboration, the role of
the NP as primary care provider, and the specific needs of the frail older adult, comprise the
basis of this literature review. The 16 articles retained for analysis contained strategies
themed into professional, organizational, patient and family foci. The research studies were
then critiqued and themes emerged for professional, organizational, and building a
therapeutic relationship with patient/family focused strategies. The results produced practice
strategies for aiding in effective collaboration. The project concludes with implications for
future research and education.
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collaboration, effective collaboration, strategies
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Chapter One: Introduction

Imagine a fictitious patient, Mr. Brown; he is an active and healthy 81 year old man
who has suffered a stroke. Mr. Brown has returned home to be cared for by his 80 year old
wife because he cannot bear the thought of living in a senior’s care facility. He can no longer
speak clearly, has trouble chewing and swallowing many foods, has limited use of his right
arm, and experiences substantial weakness in his right leg. Daily living tasks such as bathing,
dressing, eating, and mobility are now difficult for him. Mr. Brown’s primary care provider
refers him to numerous medical specialists, home care nursing, physiotherapy, occupational
therapy, social work, and a dietitian, in order to support his wish to remain at home.

His wife does her best to organize a multiple number of health care appointments
made for Mr. Brown in different locations, at different times throughout the day, while
juggling difficult transportation and mobilization issues. Health care providers prepare a
variety of treatment plans and interventions; they do their best to help Mr. Brown and his
wife manage a complex and difficult situation. However, every health care provider who
comes into contact with Mr. Brown and his family asks the same questions, repeats
suggestions, or even contradicts previous provider’s directions. These inconsistencies
confuse and frustrate Mr. Brown and he is convinced that the health providers continue to ask
him the same things because they think he is lying. He stops answering questions, thereby
making assessments very difficult and earning him the label of a difficult patient. Then, in an
attempt to supplement the couple’s limited budget, the social worker and the occupational
therapist both apply for funding to obtain Mr. Brown a special shower chair for the bathroom.
He receives two seats and a substantial deduction from his already very limited pension

check that week for exceeding the allotted amount of funding permitted.



Mr. Brown’s primary care provider is not aware of what other providers have planned
or done, and Mr. Brown therefore has to spend much of his limited appointment time
updating the provider about what he thinks has been done, but he really is not sure what had
been decided upon. There is often confusion as to who will be doing what, who has already
done what, and what needs to happen next. Mr. and Mrs. Brown feel overwhelmed, afraid,
frustrated, and confused with the care and supports they receive.

A health care provider then changes one of Mr. Brown’s medications; it is changed
again by another and, consequently, he mistakenly takes both medications for four weeks,
resulting in his admission to hospital because of adverse side effects and toxicity. While in
hospital to organize his medications and normalize his blood levels, Mr. Brown tries to
mobilize to the washroom during the night. He becomes disoriented, trips over a stool, and
falls to the floor, breaking his fully functioning arm. Infection sets in after surgery to correct
the fracture, depression follows, and, with his determination to live with his new challenges
gone, he gives up. It becomes clear to everyone that Mrs. Brown can no longer care for her
husband in their home, and he is moved to an extended care facility where he dies two days
later.

Mr. and Mrs. Brown’s story is not unique; they are not alone. Canada’s population is
aging. Over the next 20 years, older adults over the age of 65 will likely grow to comprise
25% of the Canadian population compared to 15.3% in 2013 (Statistics Canada, 2014). As a
consequence of developments in science and advancing medical treatments, people are living
longer and often into late life with chronic and fragile conditions (Reuben et al., 2013).
Seventy-six percent of adults 65 and older report at least one chronic health condition such as
hypertension, diabetes, and arthritis, while 24% report having three or more chronic

conditions (Canadian Institute for Health Information [CIHI], 2011). Yet, over 90% of older



adults live in private households (CIHI, 2011; Statistics Canada, 2012) and, if current
patterns continue, many older adults will continue to live in their own homes until an
advanced age with at least one frail or chronic condition (CIHI, 2011).

Although many older adults live active and dynamic lives well into their late years,
some, such as Mr. Brown, become frail and increasingly dependent on the health care system
due to the physical, cognitive, and social changes that can occur as part of the aging process
and the presence of chronic illness. Torpy, Lynm, and Glass (2006) consider a person to be
“frail” if three of the five following characteristics are present: (a) low physical activity; (b)
muscle weakness; (c) slow performance; (d) fatigue or poor endurance; and (e) unintentional
weight loss. For the purposes of this project, a person is described as a frail older adult if they
are experiencing a physical or cogniti\}e impairment that causes challenges with activities of
daily living that include problems with eating, personal care, and mobility (Torpy et al.,
2006), and is aged 75-95 years old. This age range is specified because health care
requirements tend to increase considerably in this age group (CIHI, 2014; Morley et al.,
2013), as well as to provide a more focused population for this literature review.

Mr. Brown'’s situation is an example of the growing need for collaboration in health
care for frail older adult persons. As I approach my transition into primary care NP practice,
my wish is to be able to work efficiently with other health care professionals to improve
patient care. Frail older adults such as Mr. Brown are at significant risk for hospital
admission and morbidity, and consequently complex and multifaceted care is often required
to provide quality care. Although the ultimate outcome of Mr. Brown’s story might not have
changed if there had been more effective collaboration, the literature suggests that

collaboration between health care providers can contribute to better health outcomes for frail



older adults (Baxter & Markle-Reid, 2009; Emery, Lapidos, Eisenstein, Ivan, & Golden,
2012; Park, Miller, Tien, Sheppard, & Bernard, 2014).

Throughout the literature, there are numerous terms such as interdisciplinary
collaboration, integrated care, and interprofessional working, used interchangeably with
similar definitions to that of collaboration. To ensure consistency and avoid confusion, the
term collaboration will be used in this project to address the process of bringing together
health care providers from different professions to work towards a mutually identified goal or
goals (College of Registered Nurses of British Columbia [CRNBC], 2015). In addition, the
term health care provider will be used to address those who provide formal health care
services, such as an occupational therapist, nurse, physician, physiotherapist, or nutritionist.
Collaboration between health care providers, is a central component to the collaboration
process. Although there has been much focus on collaboration facilitators and challenges,
strategies to effectively achieve such collaboration has received considerably less attention in
the literature.

In this paper, I will explore the question: “when a NP is providing primary care for
the frail older adult in the community setting, which practice strategies promote effective
collaboration between formal health care providers?” Due to the limited size and scope of
this project, I will be focusing on collaboration between health care providers, but
collaboration with the patient, families, and other informal care providers are also of great
importance. I will show how specific collaboration strategies provide an increase likelihood
of comprehensive care for the fragile older adult in order to achieve best health outcomes.
These best outcomes include the stability of the older adult patient’s frail condition, and to
keep the patient in their individual private dwelling as long as possible. In the background

section of this review, I will examine: (a) the specific needs of those frail older adults who



can benefit from a collaborative approach, (b) the NP’s practice while providing care to the
older adult population in the primary care setting, (c) best practice guidelines, (d)
collaboration, and (e) collaborative facilitators and challenges in health care. The method
section will detail the approach to the literature search that was completed and identify the
way in which articles were selected. The findings section will provide an overview of the
findings and analysis of the selected literature, followed by a description of the limitations of
this review. Lastly, the discussion section will discuss evidence-based practice strategies

followed by recommendations for future research and study.



Chapter Two: Background and Context

Caring for the frail older adult patient is often a complex endeavour, requiring input
from multiple health care providers as well as the patient. Health Canada (2014) has
promoted collaboration, through health care reform, for use in all areas of health care and
between all health care providers to ensure the most effective use of resources, times, and
better health outcomes. The goal of this review is to provide evidence for effective
collaboration strategies that the NP can use with other formal health care providers while
providing care in primary care practice, in order to achieve best health outcomes for the frail
older adult patient, thereby assisting them to remain at home for as long as possible. This
section provides background and context information on the specific needs of the frail older
adult person, the NP as primary care provider in BC, best practice guidelines for managing
the care of the frail older adult patient in primary care, collaboration in health care, and
finally, challenges and elements to collaboration in health care.
The Frail Older Adult Person

Many older adults consider themselves to be successful agers despite debilitating
illnesses and functional decline (Strawbridge, Wallhagen, & Cohen, 2002). Some people
might view the positive aspects of aging as such characteristics as increased wisdom and
confidence, increased coping skills, and increased motivation with an appreciation for the
value of time (VanDyke, 2003). The frail older adult has stories of lived life to tell, and a rich
history of experiences from which to learn. Many older people have grandchildren and great
grandchildren to enjoy and are taking pleasure in the late years of their life.

Caring for the frail older adult person requires advanced skills and abilities for
specialized needs that other populations do not necessarily require. Physically, the frail older

adult person may experience gait or balance issues, functional decline of vision, hearing,



reflexes, and motor strength, and an increasing inability to complete daily tasks such as
housework, meal preparation, and personal care. Changes in mental health may occur with
the experience of loss of loved ones, change in social or economic status, and the response to
the physical changes that accompany the aging process. General cognitive decline may
include memory loss and language difficulties (Silva-Smith et al., 2011). These physical,
mental and cognitive changes place the frail older adult person at greater risk for accidents or
falls, abuse, depression, substance abuse, disability, hospitalization, and death (Metzelthin et
al., 2013; Silva-Smith et al., 2011). Frail older adult patients often have additional health
complications such as diabetes, arthritis, depression, kidney failure, respiratory disease, heart
failure, incontinence, dementia, and cancers that tend to increase with age (Boeckxstaens &
de Graaf, 2011; Reuben et al., 2013; Skultety & Zeiss, 2006). The primary care provider of
the frail older adult patient, usually a physician or NP in BC, must consider all of the social,
spiritual, physical, mental, occupational and emotional components for each unique
individual and situation.

The BC provincial government has responded to the expected increase in the number
of frail older adult persons by increasing home and community based programs and resources
(Ministry of Health, 2012). Moreover, most frail older adults want to have a say in where
they live their last years of life, and often choose to remain at home, often choosing to die
there (Enhancing Interdisciplinary Collaboration in Primary Health Care in Canada
Committee [EICP], 2005). Older adults want to be heard, make their own decisions, and be
involved in the solution making process. They do not want to have their independence taken
away from them despite any frailties, and they want to be taken seriously by health care

providers (Metzelthin et al., 2012).



Despite considerable recent investments by the federal and provincial governments
into community care for the older population (Ministry of Health, 2012), there are limited
public resources available which are spread increasingly thinly amongst a growing number of
people. The desire of the patient or family to avoid or delay facility care pushes family
caregivers, or friends in the case of those who have no family available or willing to take on
the responsibility, to fill the role of main support for the frail older adult person living at
home. However, the family unit is smaller than in the past, and families are living farther
apart, meaning fewer caregivers available to help with the needs of a frail loved one
(Canadian Alliance for Sustainable Health Care [CASHC], 2013). Often, the main care
provider is a spouse of the frail older adult and this caregiver may be frail themselves, or may
be a grown child with childcare concerns, adding another layer of complexity to the situation.
Caregiver illness or burnout often becomes problematic in these circumstances (CASHC,
2013; Park et al., 2014). Therefore, health care providers who provide care and support for
the frail older adult patient also need to support any family caregivers. Without these
caregivers, the frail older adult patient is less likely to be able to manage at home despite the
best efforts of any community-based support personnel. Patients and family helpers may rely
heavily on primary care providers, such as NPs, to assist them with complex and
multidimensional issues of frailty, and to advocate for their best interests. This advocacy
become more crucial when there is no extended family or caregivers to assist the older adult.
Nurse Practitioners as Primary Care Providers in BC

In response to health care sustainability concerns, a country-wide demand for health
care delivery changes began in the mid-1990s (Donald et al., 2010). A focus developed on
optimizing the NP profession as one potential important solution to provide accessible

quality primary health care to more Canadians (Canadian Nurse Practitioner Initiative



[CNPI], 2006; Donald et al., 2010). Nurse practitioners have been a part of the Canadian
health care system for over 40 years and have been regulated in BC for the last ten years.

In BC, NPs are health professionals with a minimum of two years registered nurse
(RN) experience who have also completed a master’s degree. The bachelor’s degree obtained
in order to become licenced as a RN includes education and practice experience with
collaboration, leadership, and provision of holistic care, while putting the patient in the centre
of their own health care. The master’s degree adds to these skills, and includes additional
education in health assessment, medical diagnosis reasoning, interpretation of medical
investigations and tests, advanced treatment planning, and prescribing (British Columbia
Nurse Practitioner Association [BCNPA], 2015; CRNBC, 2015). Nurse practitioners in BC
are primarily educated as family NPs; that is, they are educated to provide primary care
services for all ages. Primary care is the day to day first contact with a consistent health care
provider, such as a family physician or family NP, who provides services that include health
promotion, illness and injury prevention, and the diagnosis and treatment of illness and injury
(Health Canada, 2014). As primary care providers, the NPs may work autonomously or
collaboratively in a clinic or a primary care office in a wide range of possible geographic
settings. These settings allow for the same continuity of care, or ongoing health management,
that patients typically receive from other primary care providers.

Unlike other primary care providers in BC, the main funding model for NPs is
salaried positions administered by the regional health authorities. These salaried positions
often translate into additional flexibility in appointment times for service delivery. This
flexibility may also translate into a more comprehensive planning of care for patients with

multiple issues or illnesses.



10

The scope of practice, or the activities that NPs are licenced and educated to
undertake, are dependent upon individual specialities and individual competencies (CRNBC,
2015). These competencies include personal responsibility and accountability to provide safe
and ethical care to all patients. The increased education provides the NP more opportunities
to develop into leadership roles given their advanced skills in communication, negotiation,
coalition building, and conflict resolution (Canadian Nurses Association [CNA], 2010). This
expanded training adds to the established nursing competencies to provide holistic care,
taking into account psychological, economic, social, and physical determinants of health.

NPs collaborate in day to day practice with other health care providers, patients,
families, and communities. The NP refers to, and consults with other health care providers,
including medical specialities, to provide each patient with the most comprehenéive care
possible for their individual needs. Working together to achieve best health outcomes for
patients, in this case maintain stable health care conditions and keep the frail older adult at
home, is a key component of NP’s professional standards (CRNBC, 2013). Added to this is
the use of the best research and evidence-based management plans and best practice
guidelines to make health diagnosis and management decisions (CRNBC, 2015).

BC Guidelines for Managing the Frail Older Adult Patient in Primary Care

BC Guidelines are distributed by the Ministry of Health, which is the government
department responsible for BC’s health care, and Doctors of BC, an organization
representing BC physicians. These two organizations make up the province’s Guidelines and
Protocols Advisory Committee (GPAC). The guidelines provide primary care providers, such
as NPs, with evidence-informed practice recommendations and protocols to use for a wide
variety of health conditions and diagnosis. One of these guidelines focuses on older adult

care, entitled Frailty in Older Adults - Early Identification and Management; it focuses on the



1

early identification and management of frailty in older adults (GPAC, 2012). The guidelines
suggests that once the primary care provider suspects a patient to be frail, the Canadian Study
on Health and Aging Clinical Frailty Scale (see Appendix A) can be utilized in order to
assess the degree of frailty for that individual. The primary care provider is then expected to
collaborate with other health care providers, the older adult patient, and their family, to
investigate and assess the circumstances or conditions further, with the goal of creating a
detailed care plan. A care plan is a written plan that is created by a patient, health care
providers, and family and is a tool to facilitate communication between collaborating parties
(Ontario Medical Association [OMA], 2014). This care plan should include care or health
goals, a medication review, names and contact information of other providers, advanced care
planning, advanced directives, co-morbidity management planning, level of intervention,
identification of substitute decision makers, expected outcomes, and intended follow up
(GPAC, 2012). The care plan contributors then monitor and re-evaluate the patient as
required. Ideally, the frail older adult patient or the caregiver would bring the care plan
document to all appointments as the patient moves between health care settings and providers
(GPAC, 2012). As a facilitator to collaboration, care plans are discussed further in this
project.
Collaboration in Health Care

Collaboration in health care is the process of bringing together health care providers
from different professions to work towards a mutually identified goal (CRNBC, 2015). In
1978, the World Health Organization (WHO) published works introducing the importance of
collaborative care and suggested that all countries strive for this health care delivery model.
The publication was made in response to the inequality and health disparity experienced over

much of the world. Results of the WHO research suggested that collaboration of health care



12

providers would enhance health care availability and affordability everywhere (WHO, 1978).
This call for collaborative practice was shared again 30 years later as health systems
continued to perform poorly (WHO, 2008). In response to the WHO’s suggestion, Health
Canada (2014) promoted the collaboration of health care providers. Such health care
providers might include, but are not limited to, primary care providers such as NPs and
physicians, and other providers such as physiotherapists, RNs, occupational therapists, and
nutritionists who then provide high quality, comprehensive health care services. Also of high
importance to the collaborating group are non-health care providers such as social workers,
and mental health and life skills workers. Although the entire collaborating group of
professionals are important in assisting the frail older adult patient, this project focuses on the
collaboration between health care professionals. Health Canada (2014) expects that health
providers who collaborate will be more innovative, cost-effective, and comprehensive with
the care provided through joint communication and information-sharing with health care
providers.

As a result of the collaboration between health care and other providers, positive
outcomes have been documented for patients. Collaboration can prevent injury,
exacerbations of chronic health issues, and acute care visits while providing effective support
to move efficiently and smoothly between providers (de Stampa et al., 2013; Matthews &
Brown, 2013; Ryan et al., 2013). Collaboration assists with monitoring, preventing, and
treating the frail older adult’s chronic and complex health issues, preventing or minimizing
disability, preventing or delaying institutionalization, and promoting quality of life (CRNBC,
2015; Hendrix & Wojciechowski, 2005; Markle-Reid, Browne, & Gafni, 2013; Naylor &
Kurtzman, 2010). Other benefits of collaborative practice include: improved quality of care,

better access to health care services, reduced health care utilization and costs, enhanced
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compliance, and improved health outcomes (Baxter & Markle-Reid, 2009; Burnett, Tucker,
& Gagan, 2005; CASHC, 2013; Markle-Reid et al., 2013; Naylor & Kurtzman, 2010;
Robben et al., 2012). It can ease family and patient frustrations as they become a part of the
decision making process, prevent omitted or erroneous care, better utilize scarce resources,
and ultimately help sustain our national health care system (CASHC, 2013; Keith & Askin,
2008; Markle-Reid et al, 2013; Naylor & Kurtzman, 2010; Weberg & Weberg, 2014).
Collaboration among health care providers can contribute to the continuation of support in
assisting patients to achieve best health outcomes as well as the most common goal for many
frail older adults: to remain in their homes (EICP, 2005).

Collaboration is not the sole way to provide health care of course, and may at times
be a challenge to accomplish.' By definition, collaboration is working toward a common goal,
but if there is a value conflict and no common goal can be agreed upon, collaboration cannot
happen. Using the frail older adult patient’s values and goals to guide all clinical decisions
may help bring health care providers, non-health care providers, patients and families
together in some cases. The patient’s individual situation, cultural beliefs, family situations
and lifestyles, combined with complete unbiased health care options and education of
benefits and risks, assist the collaborating group with direction that will lead to the realization
of the frail older adult patient’s wishes and goals. The health care providers must consider
while in situations of crisis or when time is extremely limited, that collaboration amongst
health care providers may not be the best course of action. Generally, collaboration is more
time consuming than working alone, as the more people who contribute to the decision
making process, the more that compromise and negotiation has to occur to accomplish the
goal. The NP must use professional discretion to decide when it is and is not appropriate to

consult and collaborate with other care providers and community sources. Acute care
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services may be appropriate, or the frail older adult patient and the NP may be the sole
collaborators in some instances. Not all situations require collaboration. Despite the benefits
of collaborative care, it is important to understand and address the challenges, as this model
of care has been criticized for being time consuming, expensive, and difficult to accomplish.
These challenges will be discussed further in this paper.

When challenges are minimized or overcome, research has shown that collaboration
between health care providers is effective in providing higher quality, reliable, and consistent
health care (Health Canada, 2014; WHO, 2010). Researchers have shown collaboration to be
positive and even necessary, to create best outcomes for the Canadian population as they age
(Baxter & Markle-Reid, 2009; Emery et al., 2012; Park et al., 2014). Some of the best
outcomes include timely implementation of care, stability of chronic frailty issues, and
keeping the frail older adult in individual dwellings for as long as possible. Collaboration
between health care providers continues to show gains for the complex specialty care
required for the frail older adult person and are often considered core competencies of
professional practice (Boult & Wieland, 2010; Emery et al., 2012; Ryan et al., 2013), in some
instances without a significant increase in medical cost (Emery, Millheiser, Garcia,
Marquine, & Golden, 2011). Considering the benefits, it is worth the time and energy to
ensure that the collaboration occurring between providers is effective, and the process is
producing positive results.

To ensure the longevity of these benefits, attention has been placed on the use of and
sustainability of collaboration in the provision of health care. The government has invested
considerable time and funding into ensuring collaborative practice is developed in a
sustainable way through projects such as Enhancing Interdisciplinary Collaboration in

Primary Health Care in Canada (EICP, 2005) and the Primary Health Care Charter (Ministry
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of Health, 2008). The Primary Health Care Charter states that “legislation, governance,
investment, media, human resources and research” (p. 36) facilitate sustainability of
collaborative care, but that collaboration is ultimately up to each collaborator and
organization to ensure sustainability (Ministry of Health, 2008).
“Effective” Collaboration

The word effective is defined as being successful in producing a desired or intended
result (“Effective”, 2015). Collaborator’s perceptions or agendas in the joint process may
determine the effectiveness of collaboration (Schroder et al., 2011), but collaborators usually
consider collaboration to be successful when common goals have been realized (Keith &
Askin, 2008; Markle-Reid et al., 2013; Ryan et al., 2013). The intended outcome for effective
collaboration varies in specific goal setting, but generally is the stability of the frail older
adult’s condition in order to maintain quality of life and remain at home. However, it is
important to consider effective collaboration as a process and not merely an end result. For
instance, a NP and a registered psychiatric nurse might collaborate with the frail older adult
patient and his daughter to resolve the patient’s acute depression, with the mutual goal of
controlling symptoms. The health care providers use the effective collaboration strategies
they possess, communication between all parties happen to everyone’s satisfaction, resources
are utilized to maximum efficiency, but the patient enters a psychosis and hurts himself. The
collaboration process was effective in joint decision making and care consistency, even
though the health care goal was not achieved in the community and symptoms were not
controlled. The collaborative process now shifts in order to achieve the goal, to control the
patient’s symptoms, by referral and consult with acute care services, adding more health care

providers to the collaborative process.
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Successful collaboration requires mutual respect and trust, shared decision making,
openness to learning from the expertise of others, working towards a common goal, active
listening, and regular dialogue between parties including the frail older adult patient and
family (Clarin, 2007; CNA, 2010; O'Brien, Martin, Heyworth, & Meyer, 2009; Wilson,
Coulon, Higgege, & Swann, 2005). These strategies will move the NP closer to the goals of
care, such as maintaining stabilization of health care conditions and keeping the frail older
adult patient in their own home, while contributing to effective collaboration in practice. In
order to assess if these strategies are working, it is important to self-reflect and evaluate the
process and its effectiveness to maintain the frail older adult patient’s health conditions and
treatment goals. Organizations may have an evaluation tool, or it may be up to the health care
providers to find one for best practice outcomes. An effective collaboration tool is suggested
in Chapter five.

Many examples of effective collaboration, including Burnett et al. (2005), are
presented in the literature. In their (n=1) participant-observer case study, NPs Burnett and
Tucker worked collaboratively to extend appropriate, timely and successful treatment for an
older adult patient who traveled between summer and winter homes. They accomplished this
through monthly email updates and connections, joint care planning, and keeping the older
adult heavily involved with decision making and problem solving. Through each travel
season, their efforts accomplished a smooth transition between providers in different
locations and the continuation of health care goals. Effective collaboration saved time and
resources through non-duplicated, consistent consultation. The patient felt included and heard
while being involved in the collaborative process through emails and phone messaging.
When an acute exacerbation of a chronic issue occurred, a care plan ensured that treatment

started promptly. This example of effective collaboration highlighted continuity of care that
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resulted in ongoing health maintenance for the patient. These health care providers
recognised the value of collaboration for their patient. However, in day to day practice, it
should be recognized that collaboration mainly exists in primary care through referrals and
occasional consultations between health providers (Schadewaldt, Mclnnes, Hiller, &
Gardner, 2013).

Facilitators and Challenges to Collaboration in Health Care

Despite the researched benefits of collaboration demonstrated in research, studies also
show that collaboration in practice does not happen on a regular basis, and in some cases
rarely happens (Bailey, Jones, & Way, 2006; de Stampa et al., 2013; Donald et al., 2009;
Goldsmith, Wittenberg-Lyles, Rodriguez, & Sanchez-Reilly, 2010; Prada, Grimes, &
Sklokin, 2014; Schadewaldt et al., 2013; Wilson et al., 2005). Both professional and
organizational factors have an impact on effective collaboration.

As previously mentioned, working together as health care providers for the health
care consumer can be difficult and requires the development of knowledge and skills honed
through practice. Collaboration in health care provision involves the sharing of information
and expertise among people in disciplines who have traditionally worked independently.
Different health care providers evaluate health care situations on different levels and through
different care foci (Emery et al., 2012; Korazim-Korosy, Mizrahi, Bayne-Smith, & Garcia,
2014). Although the different care foci may create some barriers to collaborative care, these
ideological dissimilarities between providers may be the perfect combination to foster
creative ideas, complementary care, and produce a stronger health care system.

Professional challenges.

The majority of collaboration challenges and facilitators occur at the professional

level of health care delivery. One such challenge is that health care providers may be
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uncertain about the roles of the different providers during collaboration (Emery et al., 2012;
Mian, Koren, & Rukholm, 2012; Robben et al., 2012). This uncertainty of each other’s roles
can cause an avoidance of or a reluctance to collaborate with a professional or available
resource because of lack of knowledge about what that service or provider can offer (Emery
et al., 2012; Mian et al., 2012; Robben et al., 2012). A lack of knowledge may spill over into
ambivalence between health care professions, thereby making working together effectively a
challenge (Emery et al., 2012; Legault et al., 2012; Korazim-Korosy et al., 2014; Robben et
al., 2012).

Furthermore, the overlapping roles between various formal health care professions
have ignited issues with “territorialism” (de Stampa et al., 2013; DiCenso & Bryant-
Lukosius, 2010; Korazim-Korosy et al., 2014) as providers try to determine who should be
providing what service, at what time, and why. The desire for autonomy tends to foster
individualism rather than collaborative practice (Elissen, van Raak, & Paulus, 2011). Without
clear communication, services may be duplicated or missed altogether (Hubbard &
Themessl-Huber, 2005; Palinkas, Ell, Hansen, Cabassa, & Wells, 2011). This confusion
creates a greater collaborative challenge as health providers try to clarify roles and
obligations while balancing an already heavy workload (Emery et al., 2012; Hellquist,
Bradley, Grambart, Kapustin, & Loch, 2012).

Bailey et al. (2006) and DiCenso and Bryant-Lukosius (2010) noted that the concern
of legal liability for those involved in collaborative decision making is often raised. The
question arises as to who will ultimately be legally responsible for the decisions made in
collaboration with other providers in licenced and unlicenced groups (DiCenso & Bryant-
Lukosius, 2012; Hellquist et al., 2012). The nursing, midwifery, medical, and pharmaceutical

associations have addressed some of the liability concerns in policy statements, attempting to
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clarify this issue by stating that health care providers are legally responsible for their own
actions and decisions (Canadian Medical Association, CNA, & Canadian Pharmacist
Association, 2003; DiCenso & Bryant-Lukosius, 2010; The Canadian Medical Protective
Association [CMPA] & The Canadian Nurses Protective Society, 2013; CMPA & The
Healthcare Insurance Reciprocal of Canada, 2007). Individual practitioners are responsible to
practice in accordance to professional scope of practice, personal abilities, and legislative
allowances. For instance if a collaborative group suggests a specific medication would be in
the best interest of a frail older adult patient, the NP may prescribe this medication based on
best evidence and is then responsible for that decision. If the NP does not feel that this
medication is appropriate, then the group must evaluate the issue again and obtain another
way to solve the problem or the collaboration process is at risk of failing. If the NP prescfibes
the medication based on the group’s wishes, the liability rests solely on the NP as the
provider with prescription writing authority.

Along with liability concerns, privacy and consent issues may act as a further
challenge to collaboration (Elissen et al., 2010; Emery et al., 2012; OMA, 2014). There is an
assumption of consent for the health care provider to be able to share patient information
with other care providers for the purposes of an individual’s care and treatment (BC Freedom
of Information and Privacy Association [BCFIPA], 2011). The group of professionals
directly involved in a patient’s medical care or treatment is often collectively referred to as
the patient’s “circle of care”. It is ultimately up to the frail older adult patient or, if
appropriate, their legal substitute decision-maker, to provide or decline consent for
collaboration and information sharing between care providers. The “circle of care” requires
specific permission to disclose personal information to those not directly involved in

providing an individual’s treatment or care (BCFIPA, 2011). In accordance with the BC
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Health Care (Consent) and Care Facility (Admission) Act (1996) and the BC Personal
Information Protection Act (2003), the frail older adult has the right to choose with whom
their personal health information can be shared. To be in compliance with the law, the health
care provider must obtain permission, whether written or verbal, to share personal
information through professional collaboration practices. All care providers are expected to
be aware of and abide by the privacy laws and requirements in their respective provinces.

Moreover, hierarchical leadership and the traditional hierarchical structure of the
health care system pose a challenge to collaborative practice (de Stampa et al., 2013; Legault
et al., 2012). Collaboration cannot be effective without full partnership in decision making
between all relevant parties according to Matthews and Brown (2013). Leadership
distribution should be shared and rotated depending on the need and expértise, with a focus
on facilitating, rather than paternalizing, patient care (Chreim, Williams, Janz, &
Dastmalchian, 2010; de Stampa et al., 2013; Legault et al., 2012; Weberg & Weberg, 2014).
It should be based on knowledge and experience, with encouragement for all collaborators to
contribute (EICP, 2005). Political differences and conflicting values (Chreim et al., 2010),
inability to compromise (de Stampa et al., 2013; Lapidos & Rothschild, 2004; Legault et al,
2012; Mian et al., 2012), and lack of willingness to share information can also interrupt the
collaborative process (EICP, 2005).

Collaboration can be accomplished if there is a common goal and all agree on both
the goals and tasks to be completed (Baxter & Markle-Reid, 2009; Chreim et al., 2010;
Emery et al., 2012; Hall, 2005; Legault et al., 2012; Palinkas et al., 2011; Weberg & Weberg,
2014). Knowledge of how to work together as a group, experience in problem solving, and an
ability to create effective solutions, also help to move the process along effectively (de

Stampa, Vedel, Bergman, Novella, & Lapointe, 2009; Hubbard & Themessl-Huber, 2005;
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Lapidos & Rothschild, 2004; Legault et al., 2012). The process of how to achieve this
common goal is the big challenge for collaborators.

It is helpful for all parties to be aware of the scope of practice and professional roles
of each collaborator, as well as program limitations and policies, as this will help produce the
trust and clarity needed for the team work ahead (Baxter & Markle-Reid, 2009; Robben et
al., 2012). The programs included focused plans with a specific direction or end result, which
are often limited by specific budgets, rules, time and space restrictions, or preferred
guidelines. Efforts to sustain and maintain positive relationships between health care
providers, departments, agencies, patients and families assist in the development of
collaborative connections, as does having a common care philosophy (Baxter & Markle-
Reid, 2009; Metzelthin et al., 2013; Legault et al., 2012). Commitment to working together
with an understanding of the importance of continuity of care is a must, because group work
is often a difficult process (Toscan, Mairs, Hinton, Stole, The InfoRehab Research Team,
2012; Tracy, Bell, Nickell, Charles, & Upshur, 2013). An environment (whether virtual or in-
person), where all contributors feel able to share thoughts and disagreements freely, with
perceived equal decision making power, may help to create success.

Clear communication has been identified as a critical factor in collaboration to ensure
a positive outcome (Boeckxstaens & de Graff, 2011; Metzelthin et al., 2013; Park et al.,
2014; Toscan et al., 2012). This clarity might be achieved through technological knowledge
to facilitate connectivity or the physical space required to meet and to exchange ideas and
updates. Furthermore, choosing language or “lingo” that all can understand, and listening
with an open mind to the thoughts and opinions of others, will also encourage an effective

collaboration process (Davey, Levin, lliffe, & Kharicha, 2005).
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A recurrent collaboration facilitator that appears throughout the literature is the use of
care plans, such as the Frailty in Older Adults - Early Identification and Management
(GPAC, 2012) plan presented earlier in this chapter. Care plans can be utilized to facilitate
communication between health care providers, frail older adults and their families (OMA,
2014). An important component of the care planning process is involving the frail older adult
patient and encouraging them to set goals. This often improves compliance and leads to
better health outcomes (OMA, 2014), such as stability of a frail condition and the ability for
the older adult patient to remain at home. Questions regarding the logistics of care planning
involve issues such as who is responsible for creating, maintaining, monitoring, and
distributing care plans. These concerns need to be addressed at the beginning of the
collaboration process. The OMA (2014) suggests that it does not matter who is chosen, just
that someone is specifically designated as the lead to coordinate and update the care plan.
Care plans that are not updated, accessible, and usable are virtually ineffective. Hard copy
care plans are difficult to update and distribute as frequently as may be required. Ensuring
that electronic care plans are maintained in a standardized format is suggested to facilitate the
use and following of these documents (Jones, Jamerson, & Suanne, 2012; OMA, 2014). The
challenge is a lack of standardized technology and computer programs that are accessible to
all collaborators. Regardless, once a care plan has been developed, the frail older adult
patient should understand the purpose of the document and have it easily accessible to them.
This might include mailing the care plan to the patient as changes are completed, or emailing
the electronic version of the care plan if the patient is comfortable with this method of
communication. In addition, formal health care providers should take the opportunity to use
the care plan to sort and share information and responsibility among health care providers

(OMA, 2014).
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Finally, as with the difficulties in accessibility of the care plan, access to the frail
older adult’s medical records is another professional challenge to effective collaboration
(EICP, 2005; Hubbard & Themessl-Huber, 2005; Palinkas et al., 2011). Unreliable and
incompatible data systems, and denied access to electronic medical records (EMR) can result
in duplicate diagnostic testing and redundant patient visits (Palinkas et al., 2011).
Unfortunately, EMR programs are expensive, and require technical support and an
investment in time and training to utilize (Lou et al., 2012). Despite these challenges, EMRs
contribute to productivity through time and resource savings, patient safety, and more
effective care coordination (Lou et al., 2012) through effective collaboration, all significant
benefits for the frail older adult patient.

Organizationdl challenges

At an organizational level of health care delivery, resource scarcity and limitations
can be a significant barrier to collaboration (Chreim et al., 2010; Emery et al., 2012;
Hellquist et al., 2012; Palinkas et al., 2011; Robben et al., 2012). Such barriers may include
staff changeover, competition for limited health care funds, and rigid organizational rules and
policies (Elissen et al., 2011). Even the most experienced health care provider can find it
difficult to locate services and resources currently available in the community in which they
may have worked for years. Changes to government, public policy, and staffing can
determine whether or not a resource remains available to the public; services may often come
and go. Geography can create a particular collaborative challenge, especially in northern and
isolated geographical regions of Canada because resources will be further stressed by
increased distances between health care specialities and patients. The result of geographic
isolation is an impact on availability of various elements of health care such as specialty

equipment, medical devices, or services, and a reduction of specialists and other health care
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providers with whom to collaborate (Elissen et al., 2011; Emery et al., 2012; Humbert et al.,
2007).

Many hours invested in the collaborative process are not funded or reimbursed for
many salaried and fee for service health care providers, and professionals sometimes choose
to use uncharged time and after hours to complete work (Chreim et al., 2010; Emery et al.,
2012; Hellquist et al., 2012, Legault et al., 2012; Mian et al., 2012). Where there is
reimbursement available, often it is severely time limited (Medical Services Commission,
2013). This funding challenge is where the collaboration process may stop, the frail older
adult patient may no longer have access to specialty services, and the sustainability of
collaborative care may be at risk. Without proper funding and reimbursement, collaboration
may not occur and it is therefore a substantial barrier. More needs to be done to advocate for
changes to the funding model of health care delivery, starting from the governmental level.

Overlapping both the organizational and professional challenges is a lack of time to
collaborate effectively (Chreim et al., 2010; Elissen et al., 2011; Hellquist et al., 2012). Time
pressures and constraints from health care professional’s full patient schedules make it
difficult to organize meetings and collaborative exchanges (CASHC, 2012). Many health
care providers feel there is a general lack of time for effective clinical practice (Oandasan et
al., 2009). The way that clinical time is organized in managing the frail older adult patient,
and the way in which an organization budgets time by limiting interagency collaboration,
plays a vital role in how collaboration happens (CASHC, 2012; Elissen et al., 2011;
Oandasan et al., 2009). Collaboration may be considered time consuming, in addition to
being time saving, thereby leading to a decreased motivation to collaborate. Both health care
and non-health care providers and organizations continue to look for the best balance of

quantity and quality of time devoted to patient care and interprofessional collaboration.



25

Organizational support through collaboration policies, organized interprofessional
education workshops, and scheduled evaluations on the collaboration product (de Stampa et
al., 2013; Davey et al., 2005; Metzelthin et al., 2013) will offer health care providers an
opportunity to learn and develop collaborative skills. It is worth noting that while researchers
have examined challenges and have presented facilitators to collaborative care, research has
provided less focus on the strategies to effectively achieve such collaboration. These
strategies may offer a potential way to achieve stability of the older adult patient’s frail
condition and to keep the patient in individual private dwelling as long as possible, and are

the focus of the literature search and review that follows.
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Chapter Three: Literature Search

A thorough review of the literature was completed to gather current evidence related
to collaborative practice in the primary care and community settings. In order to answer the
question: “when a NP is providing primary care for the frail older adult in the community
setting, which practice strategies promote effective collaboration between health care
providers?”, I completed a review in four stages to focus my results while still capturing the
most up-to-date information.

A list of key terms, or significant words, were identified as relevant to collaboration,
NPs, frail elderly and primary care, by reviewing related articles and the Medical Subject
Headings (MeSH) browser from the National Library of Medicine. After the keywords and
MeSH terms were collected, they were entered into academic databases including
Cumulative Index to Nursing and Allied Health Literature (CINAHL), Cochrane Review,
Medline, and PubMed. The databases were searched for articles pertaining to the review
subject. These four databases cover a wide variety of information contained in peer reviewed
articles, systematic reviews and theses within the nursing, medicine, health care, and
behavioural and social science realms.

An internet search using Google Scholar was also completed, as well as reviews of
the CRNBC, BCNPA, Ministry of Health, and the College of Family Physicians of Canada
(CFPC) websites to search for grey literature and any practice guidelines that might already
exist on the subject of collaboration in primary care in the community setting for the frail
older adult. The BC Guidelines for The Management and Identification of Frailty in Older
Adults (GPAC, 2012) was retrieved from this process and was included in the background

information to my project.
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Numerous terms were utilized for the search in order to gather the greatest amount of

literature possible that was still specific to the research topic. See Appendix B for search

results. Key words and MeSH terms used:

Table 1: Keywords Used in Electronic Database Search

Inter- Collaboration | Cooperative | Team Team building | Occupational

professional behaviour work therapist

relations

Community Multi- Pharmacist Social Physiotherapist | Allied health

health workers | disciplinary work personal

care

Registered Nurse Mental health | Advance | Primary health | Nurse

nurse personal practice care provider | practitioner
nurse

Family or Gerontological | Frail elderly | Aged

primary care care adult 65-

physician 80+

After the initial search hits, groups were combined using the Boolean operator ‘or’.

For example, primary care provider ‘or’ family physician ‘or’ primary care physician ‘or’
2

nurse practitioner ‘or’ advance practice nurse became one such grouping. After developing

such groupings, the Boolean operator ‘and’ linked the groups together for each of the

databases. Research dates were then limited to between the years of 2004 and 2014. This ten

year span was chosen to ensure the most up to date and relevant articles were utilized, and to

ensure any older or now commonplace collaborative strategies were not included in the

results. Commonplace strategies were not deemed as useful to the data accumulation if the

strategy was not evidence-based or was already established through literature citations as

common primary care provider practice. Ongoing reference list reviews completed

throughout the search process helped to ensure that no important and relevant articles were

overlooked. Saturation was reached when duplicates and non-applicable materials became

the sole results of the search.
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Secondly, the database search was concluded and the 302 remaining articles saved to

RefWorks after duplications were deleted. Only articles in English could be included to allow

for my comprehension. Eligibility criteria were examined next.

Eligibility Criteria

Inclusion and exclusion criteria were developed to establish the articles that would be

reviewed. Since the original search related to collaboration produced an overwhelming

number of hits, the articles were then filtered in order to refine the search specifically to NPs,

primary care in community settings, collaborative strategies, effective collaboration, and

complex care or frail elderly patients. These criteria helped to provide a focus of information

without being overwhelming in quantity or varying context. Titles and abstracts could then

be reviewed, and 181of the 302 articles were left selected for further examination, based on

eligibility criteria of the research question.

Table 2: Inclusion and Exclusion Criteria for Selection of Research Articles

Inclusion criteria:

Exclusion criteria:

Published between 2004 and June 2014

Collaboration as requirement by law (USA)

Articles with a community primary care focus
to collaboration

Articles focused solely on collaborative
practice in the acute care setting

Articles containing information on effective
collaborative characteristics/approaches

Focus on role clarity in the collaboration
process

Complex care or frail elderly patients

Publications based on educational and
international collaboration

Published in English

Focus solely on the evidence to collaborate

Articles focused on collaborative strategies

Published in language other than English

Focus of establishing community health care
professional collaboration practices without a
formal arrangement

Strategies specific to NP and physician
providing co-primary care

No specific effective collaborative strategies
offered

Looking deeper into the literature, I could see that numerous terms were being used

interchangeably with each other. For example, integrated care, interdisciplinary,
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multidisciplinary, transdisciplinary, inter/trans professional, integrated care collaboration,
interprofessional working, and joint working, appear frequently in the literature with
definitions very similar to the definition of collaboration and collaborative care used for this
project. As stated in the introduction to this project, collaboration is the process of bringing
together health care providers from different professions to work towards a mutually
identified goal or goals (CRNBC, 2015). This overlap of definitions and terms was taken into
account when selecting literature. Other interchangeable terms included complex care needs
and frail older adults, chronic age related diseases, and seniors with multimorbidities.
Chronic disease and disability would often overlap in descriptions of the frail older adult
person for this project, but were not included in the selection process. If I located an article
that was in close proximity to the definition of the terms presented for the frail older adult
person, then the specific age range of 75-95 years for the target population was the deciding
factor in selection.

Literature excluded for lack of specifics to the research question included those that
focused solely on NP role clarity, NP and physician relationship dynamics, and academic
interdisciplinary entwinement in post-secondary institutions. Literature retained for further
analysis included those that focused on building collaborative teams in community or within
primary settings. Collaboration strategies had to be offered in every selection for the resource
to be retained in the review. After further analysis, utilizing the inclusion/exclusion criteria,
48 of the 181 articles remained.

Thirdly, to ensure that the purpose of this literature review would be met, the
remaining 48 articles were read in their entirety for relevance to the research project. Of the
48 articles, 34 articles did not contain specific practice strategies useful in this context and

could be eliminated. The remaining 14 articles contained enough relevant information to be
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included as a finding. One additional publication, located from hand searching the grey

literature, was retained for inclusion based on relevancy to my topic.

Table 3: Results of the Database Search

Database Search results: Results without | Articles selected | Results post
2004-2014 and in | duplicates from title/abstract | eligibility
English criteria

CINAHL 112 112 1) 28

Cochrane 76 69 23 2

Review

Medline 152 110 85 18

PubMed 13 Il 2 0

Total 368 302 181 48

The 15 selected articles were analyzed using a quality of data chart (see Appendix C).
A review matrix was created to group relevant themes from the literature, including context,
article outcomes and strategies offered. From this process, it became clear that I had become
too narrowed on searching for collaborative strategies in the last stage of my search and had
overlooked my population in many instances.

Going back to step two, I returned to the original 181 articles that had been selected
from the literature abstract and titles and refocused my criteria to ensure that my population
was better represented. The research question was referred to regularly throughout this
process to ensure more complete relevance and context. Reviewing the original 181 articles, I
was able to eliminate 101 based on eligibility criteria. The remaining 80 articles were then
read in their entirety. Of these 80, 21 were eliminated for context, and 43 did not contain
practice strategies. The selected 16 articles were analysed for data quality (see Appendix C)
and then entered into a new review matrix (see Appendix D). From this process, common
themes emerged as professional strategies, organizational strategies, and patient/family

focused care strategies. The next section contains a critical review of the literature.
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Chapter Four: The Findings

After a thorough review of the literature through the rigorous process outlined in the
last chapter, 16 articles were selected that contained the most applicable information in the
context of my research question. These articles revealed facilitators and strategies that can
lead to effective collaboration for NPs and other health care providers who work with the
frail older adult person. For the purposes of this project, the facilitators have been organized
into three themes: professional, organizational, and patient/family focused. It is important to
remember that these themes have overlapping components because the literature obtained
addressed multiple challenges and elements to effective collaboration in primary care
provision. The following is a critical review of the literature and descriptions of effective
collaboration facilitators and strategies as they relate to providing care for the frail older adult
patient. The chapter ends with an examination of some of the literature limitations and bias.

A literature review matrix can be found in Appendix D. The matrix provides an
analysis of the Canadian, American, and European articles chosen for this project and
contains information presented in this chapter. The matrix also contains additional
information pertaining to the sample, setting and methods of the articles reviewed, as well as
the collaboration strategies that were identified in the articles. These strategies were grouped
into the three themes that were chosen based on the researched background information
provided earlier this project. Further subthemes including role clarity, resources,
communication, time and funding, were highlighted based on the level of prevalence and
priority as presented in the literature. The strategies that did not fit into these categories and
were less prevalent in the literature remain available for review in the matrix.

The research methods used in the articles for this literature review are further detailed

in the matrix, and include seven qualitative reviews, one quantitative review, five mixed
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method reviews, two systematic reviews, and one expert opinion piece. All were assessed for
evidence levels based on LoBiondo-Wood, Haber, and Cameron’s (2013) work, and ranked
from one to seven. Further explanation in regards to the level of evidence ratings is available
in the matrix. The quality of the studies will be discussed further in this chapter.
Professional Strategies

As presented in the background information, and confirmed in the sources reviewed
for this project, challenges most common at a professional level involve a lack of role clarity,
the ways in which resources are used, challenges with communication, and time issues. The
literature analysed for this project presented facilitators and strategies in these three areas that
may be useful for effective collaboration efforts aimed at working with the frail older adult
patient, their families and other health care providers.

Role clarity.

In twelve of the sixteen sources reviewed, role clarity is presented as an important
factor of effective collaboration (Baxter & Markle-Reid, 2009; de Stampa et al., 2009; de
Stampa et al., 2013; Emery et al., 2012; Goodman et al., 2011; Hubbard & Themessl-Huber,
2005; Legault et al., 2012; Metzelthin et al., 2013; Park et al., 2014; Parmar et al., 2014;
Skultety & Zeiss, 2006; Tracy et al., 2013). In this context, role clarity is defined as a mutual
understanding of professional scope of practice and job descriptions, including one’s own
roles. Although important to consider informal caregiver roles and abilities, these are not
specified in this project due to the specific focus of this paper.

Baxter and Markle-Reid (2009), Emery et al. (2012), Legare et al. (2013), Metzelthin
et al. (2013), Park et al. (2014), and Toscan et al. (2012) all stated that role clarity can best be
obtained through the sharing of common goals and visions. This statement resulted from

these authors’ qualitative and mixed method research on collaboration between health care
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providers and patients. The goal of the collaborating team becomes evident when roles and
tasks can be clarified and assigned. Tasks are organized so that correct assessments and data
can be gathered without duplication, which would otherwise lead to a waste of resources and
confusion. The authors of these six articles stated that many health care providers are not
aware of certain professional roles, scope of practice or professional abilities. Without this
knowledge, it is difficult for providers and patients alike to have confidence in the abilities of
a contributor. The importance of role clarity was confirmed by Hubbard and Themessl-Huber
(2005) in their qualitative study that involved semi-structured interviews of 34 health care
providers working in a community primary care setting. The authors found that confidence
and trust are facilitated by an understanding of professional abilities, scope of practice, and a
shared vision of care. The research participants emphasized, based on their experiences and
knowledge base as educated health care providers, how trust and confidence in other services
and providers are formed. Researchers reminded collaborating health care providers that, in
the service of role clarity, a shared vocabulary (Legare et al., 2013), shared professional
philosophy (Legault et al., 2012; Metzelthin et al., 2013), and shared contributions, assist in
establishing effective collaboration through an interconnectedness of common ground and
understanding. de Stampa et al. (2013), Legault et al. (2012), and Parmar et al. (2014),
suggest that role clarity can also be assisted by interdisciplinary education. This may include
formalized education through workshops or presentations, or informally through networking
and building relationships with other providers during meetings or a get-together. Building
relationships and connections with other health care providers will assist with role clarity in
the workplace. The frail older adult patient and their families need to understand their own

roles and responsibilities in care provision, as well as the role and purpose of the involvement
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for each health care provider participating in the collaboration. Having this list on a care plan
or other treatment plan document will help keep this information organized for the patient.

Toscan et al.’s (2012) qualitative study using transcribed interviews and observations
of collaboration events (n=44) between acute and community health care providers after
patients’ hip fractures, showed that patients, caregivers and health care providers, were
unclear about their own roles and responsibilities. Toscan et al. (2012) suggested ensuring
clear roles for all collaborators through effective communication, and keeping the frail older
adult patient’s needs and care goals at the centre of care. Toscan et al. (2012) also noted the
frail older adult’s concerns with the identification of different health care providers, and the
need to make each person’s role clear to the patient through ongoing communication. de
Stampa et al.’s (2013) qualitative investigation, achieved through semi-structured interviews
of 46 care providers (physicians, geriatricians, NPs, RNs and social workers) in France and
Canada identified that once the collaborators understood the roles and abilities of each party,
a true commitment and collaborative relationship began to develop. The study observed the
relationship development between providers after months of working together. Prior to that,
frustrations were high as many collaborators were providing fragmented care, which was
confusing both the frail older adult patients and the providers themselves. The authors
concluded, that once the collaborators became aware of the appropriate roles and abilities of
one another, they then needed more knowledge of how to best utilize available resources.

Resources.

In addition to the importance of role clarity between collaborators, resource
awareness also has an impact on patient care. This knowledge includes the awareness of
valuable resources such as health care specialists, equipment, and community associations.

According to Emery et al. (2012), Goodman et al. (2011), Legault et al. (2012), Park et al.
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(2014), Parmar et al. (2014), Skultety and Zeiss (2006), Toscan et al. (2012), and Tracy et al.
(2013), this knowledge of available resources is considered an important strategy for
effective collaboration while working with the older adult patient, families and between
health care providers in the community primary care setting. In order for the NP, as the
primary care provider, to refer to and collaborate with services that will most benefit the frail
older adult patient, they require the knowledge that a particular service exists. Once a
provider is aware of a service, only then can referrals and collaborative contacts be made, as
appropriate for each individual situation (Skultety & Zeiss, 2006)

Parmar et al.’s. (2010) retrospective chart review of 254 frail older adult Canadians
with suspected dementia, showed a vast underuse of community supports, while Hubbard and
Themessl-Huber’s (2005) research concluded that providers continue to utilize the same
familiar assets and services, and do not seek out other resources to collaborate. The authors
of both studies concluded that the underuse of community supports had a debilitating effect
on collaboration because providers failed to utilise the available community resources. This
is where non health care providers such as social workers and life skills workers are key to
the collaborative group. Avoiding the use of services because of lack of confidence or
knowledge about them provides a disservice to the frail older adult patient who may be able
to benefit from the service or consultation. The research states that the most effective
collaborative strategy is to seek out and appropriately utilize as many unfamiliar services as
possible. Again, the authors advise that health care providers seek out unknown resources
through networking, while building and maintaining collaborative relationships with health
care providers, and community service agencies. This search for resources requires the
willingness to seek out new knowledge and the use of effective communication skills. In light

of time and resource pressures in the primary care setting, this may be achieved on a smaller
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scale for the primary care provider through a slow expanding and development of new
professional relationships as feasible for the provider and the frail older adult patient.

Communication.

Baxter and Markle-Reid (2009), Boeckxstaens and de Graaf (2011), de Stampa et al.
(2009), Emery et al. (2012), Legare et al. (2013), Metzelthin et al. (2013), Park et al. (2014),
Parmar et al. (2014), and Toscan et al. (2012), all found that the key element in collaboration
is effective communication. Communication, as presented in this project, is the exchange of
information between health care providers, whether it is through different media, meetings,
or information technology (Emery et al., 2012).

The literature reviewed varied in the media used to best communicate with other
health care providers. Baxter and Markle-Reid’s (2009) exploratory descriptive design study
of 54 patients and 9 health care providers in Canada, and Davey et al.’s (2005) mixed method
study of 79 health care providers in the United Kingdom, found that face to face and phone
interaction worked best for effective communication, or at least was most common in their
studies into effective collaboration between health care providers. Emery et al. (2012) found
in their mixed methods review of 150 older adults with debilitating and complex health care
conditions, that virtual communication with email to be very effective for communication,
whereas Boeckxstaens and de Graaf (2011) and Metzelthin et al. (2013) (n=194), found a
combination of telephone, email and in-person contact was most utilized in their articles.
Legault et al. (2012) (n=241) found telephone and messaging systems to be most beneficial
for communication in their survey, while Tracey et al. (2013) preferred face to face
interactions in their review of a collaborative clinic. In contrast, Park et al. (2014) found in
person and fax communication helpful in their qualitative study focused on health care

providers, case managers, patients, and caregiver collaboration efforts, especially if having
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difficulty reaching each other by phone. In addition, Goodman et al.’s (2011) research of
collaboration activities between 292 primary and community care providers identified face to
face meetings (39%-48%) were most used by participants to effectively communicate, then
phone (32%-34%), and then email (9%-14%). The researchers did not find a pattern of
contact between frail older adult patients and their health care providers, as all such contact

occurred on an individual basis.

Table 4: Effective Communication Media

Source Face to face Email Phone/voice Regular Fax
interaction messaging meetings

Baxter & X X X
Markle-Reid

Boeckxstaens
& de Graaf

Davey et al.

Emery et al.

ke

Goodman et al.

Legare et al.

Legault et al.

LI I e

Metzelthin et al.

Park et al. X

ol el Ll e B L T e B

Tracey et al.

The research of Baxter and Markle-Reid (2009), Legare et al. (2012), and Metzelthin
et al. (2013), revealed regular scheduled and face to face meetings as one strategy for
effective collaboration. However, Baxter and Markle-Reid (2009) found meetings to be a
barrier to effective collaboration, because participants in their study viewed it as increasing
their workload. Table 4 shows that face to face interactions and meetings were the method of
choice in the majority of studies reviewed. Unfortunately, poorly organized, time consuming,
and frequent meetings with little outcomes or beneficial resolution are identified by Baxter

and Markle-Reid (2009), Legare et al. (2013) and Metzelthin et al. (2013) to be common
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occurrences. Regardless, meeting minutes need to be forwarded to all collaborators, as does
changes to treatment plans and any situational developments (Emery et al., 2012).

The use of compatible information technology, such as computer programs or
software and accessible electronic patient charts, was found to be a beneficial communication
tool leading to effective collaboration between health care providers (Boeckxstaens & de
Graaf, 2011; de Stampa et al., 2013; Goodman et al., 2011; Hubbard & Themessl-Huber,
2005; Parmar et al., 2014). It is suggested by Baxter and Markle-Reid (2009), Legault et al.
(2012) and Boeckxstaens and de Graaf (2011) that these electronic systems and EMRs must
contain up to date assessments, test results, medication lists, and care plans. Legault et al.
(2012) conducted interviews and held focus groups of health care providers and medically
complex older adult patients (n=241) in order to study the development of collaborative
relationships between these parties. The authors suggested that health care providers create
an electronic “To Do” system with secure access, to speed up and enhance communication.
Boeckxstaens and de Graaf (2011) were the only researchers to express concern about the
potential security and safety of information when creating a single EMR. The concern was
confidentiality assurances and the security of private and personal information. In any case,
Davey et al. (2005), Toscan et al. (2012), and Parmar et al. (2014), suggest that clear, useful
and up to date documentation is necessary for effective collaboration to occur. This clear
documentation might be in the form of a complete written referral document, assessment
charting, or care plan updating.

The most common, and perhaps the most important, tool in communication between
collaborating parties, is identified in the research as the care plan (Baxter & Markle-Reid,
2009; Boeckxstaens & de Graaf, 2011; Davey et al., 2005; de Stampa et al., 2013; Goodman

etal., 2011; Legault et al., 2012; Toscan et al., 2012; Tracy et al., 2013). The analysis of
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these eight articles identified the frail older adult’s individual needs and health goals and
development of a care plan, with input from health care providers and the patient, as an
effective way to align services that will ultimately lead to effective collaboration. Such a care
plan is created based on the patient’s health care goals and in consultation with a single or
multiple health care providers. It may be in the form of a written or electronic document. In
either case, copies should be made and distributed to all collaborators, including the patient.
It is not sufficient to only establish a care plan, as the plan need to be reviewed, monitored,
and adapted as situations and circumstances change (Boeckxstaens & de Graaf, 2011; Davey
et al., 2005; Toscan et al., 2012). Legault et al. (2012) found that care plans can be enhanced
by prioritizing targeted areas, and assigning tasks to individual health care providers, or to
the frail older adult patient themselves. Care plans are a'simple, diverse tool, to be adjusted
according to an individual person’s situation and the treatment goals. The authors’ suggest
that care plans for the frail older adult is vital to effective collaborative care, and to assist in
obtaining best health outcomes consistent with this project’s outcome goals: to maintain

stabilization of frailty issues and have the frail older adult remain at home as long as possible.

Time.

Ten of the sixteen articles reviewed identified time as a facilitator to effective
collaboration (Baxter & Markle-Reid, 2009; de Stampa et al., 2009; Goodman et al., 2011;
Legare et al., 2013; Legault et al., 2012; Metzelthin et al., 2013; Skultety & Zeiss, 2006;
Toscan et al., 2012; Tracey et al., 2013). In this context, time is a resource that is often
lacking in collaborative development and can result in workload issues for individual

provider services on a professional level.
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Time needs to be managed effectively and wastage avoided in health care delivery
and collaborative practice in general. Some suggestions for time management cited in the
literature included open access to medical records in order to avoid delays waiting for
documents (Davey et al., 2005; de Stampa et al., 2013; Emery et al., 2012; Goodman et al.,
2011; Hubbard & Themessl-Huber, 2005), clarity in intervention and treatment planning
(Baxter & Markle-Reid, 2009; Metzelthin et al., 2013; Tracy et al., 2013), and prompt
response to all messages and tasks assigned by the collaborating team (Davey et al., 2005, de
Stampa et al., 2013; Park et al., 2014; Parmar, et al., 2014). Parmar et al. (2014) found that
primary care providers might inadvertently cause delays in important interventions for their
patients by not completing appropriate assessments and tasks in a timely manner. The issue
may have involved a lack of time or increased workload for the health care providers, as the
frail older adult patient and assessments required were referred to another health care
provider. A lack of effective documentation also created issues for the researchers, as the
data was incomplete since a retrospective documentation review is limited by the variability
and thoroughness of what was documented. As Parmar et al. (2014) and Davey et al. (2005)
identified, one cannot necessarily conclude, from a lack of documented care, that an issue
was not actually addressed by the care provider.

Email communication has been presented as a strategy for communication, and it is
worth noting that Emery et al. (2012) found that email maximized time efficiency as well. In
contrast, Tracey et al. (2013) found that real time discussions or person to person, face to face
or by telephone, was the most time saving method of communication.

Organizational Strategies
All 16 articles used in this review stress the importance of changes in organizational

infrastructure and health care service delivery, to support and facilitate collaborative
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activities. This alteration can be accomplished through policy changes, increased time
permitted to collaborate with other providers, and increased dedicated funding, personnel,
and resources. Challenges with time and funding can often create a disconnect between
health care providers, patients and families, trying to effectively collaborate. Such issues are
addressed at a provider and organizational level in the literature reviewed, rather than at a
governmental level, the original source of funds. The analysis of the literature revealed a
number of facilitators and strategies offered for the primary care provider in regards to time
and funding.

Time.

As mentioned previously, ten of the sixteen articles reviewed offered time as a
facilitator of effective collaboration (Baxter & Markle-Reid, 2009; de Stampa et al., 2009;
Goodman et al., 2011; Legare et al., 2013; Legault et al., 2012; Metzelthin et al., 2013;
Skultety & Zeiss, 2006; Toscan et al., 2012; Tracey et al., 2013). In this context, time is a
resource that is lacking in collaborative development and support at an organizational level.

A valuable strategy to save time is to utilize evidence-based practice decision making
tools (Boeckxstaens & de Graaf, 2011; de Stampa et al., 2013; Goodman et al., 2011;
Metzelthin et al., 2013; Parmar et al., 2014), such as the best practice guideline for managing
the frail older adult patient discussed previously. Tracy et al. (2013) suggest that the use of
official organizational decision making tools may be difficult because clinical practice
guidelines are severely limited in availability for the complex care requirements of the
chronically ill and frail older adult patient. Regardless, these guidelines should be used for
care consistency, and evidence-based care, saving the health care provider time in
management of certain illness or care issues. Guidelines are to guide the health care provider,

and allow flexibility to individualize patient care. Time is saved as the best practice
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recommendations are provided and the provider can adapt them to fit individual situations
without having to spend the time investigating the most recent research. The more providers
utilize these guidelines, the more likely that further guidelines will be developed by
organizations.

de Stampa et al. (2013) presented 46 semi-structured interviews with health care
providers, and concluded that maintaining a close link between the NP and community
geriatric speciality services would contribute to time saved, and thus effective
communication; Skultety and Zeiss (2006) agreed. By developing and maintaining
collaborative relationships with these geriatric specialists, methods of communication, role
and scope of practice clarity, and specific practice preferences are likely already being
utilized, resulting in a more effective collaborative relationship.

A signed informed consent may allow for quick and open information sharing
between these speciality services (Emery et al., 2012). Consent should be addressed at the
beginning of collaborative relationships, as some providers hesitate to share information
because of liability concerns. Having a signed consent from the patient may avoid treatment
delays, as providers wait for permission to share personal health information. This ability to
quickly release and share information freely will benefit the health care provider’s schedule,
and ultimately the frail older adult patient.

With all of these effective collaboration strategies suggested in regards to provider
time, the frail older adult patient who is in the centre of all the possible rush, perplexity, and
confusion may also require more time. Skultety and Zeiss (2006) concluded from their
literature review of eight randomized control trials in the treatment of depression in the
complex care of the older adult that health care providers need to keep in mind that a frail

older adult person may require more time to express concerns or needs, as well as longer



intervention or treatment time lines. In addition, Tracy et al. (2012) reviewed an
interprofessional primary care clinic in Ontario, Canada, and found that consulting with
specialised teams through referral and joint treatment planning provided the frail older adult
person with sufficient time to express concerns and be heard. de Stampa et al. (2009)
compiled the results of 61 questionnaires and 22 interviews of primary care providers of frail
older adult patients, and found that the understanding and respect required for effective
collaborative relationships are considerably enhanced over time, and cannot be rushed;
Legault et al. (2012) and Tracey et al. (2013) agree. This means that building these
relationships require time to be invested before time savings may be seen in NP practice. The
amount of time to be invested will depend on individual situations, but the research confirms
this time invested will be well worth the returns of time saved.

As referred to earlier in this chapter, the literature advises the NP as primary care
provider to utilize predesigned, specialized teams to collaborate with, when these are
available and deemed necessary, to promote effective collaboration (Emery et al., 2012;
Goodman et al., 2011; Skultety & Zeiss, 2006; Tracy et al., 2013). It is no surprise then, that
Skultety and Zeiss (2006) found in their research that the use of collaborative speciality care
is more effective in patient health outcomes for the treatment of severe depression in the frail
older adult population than single provider or fragmented assistance of numerous health care
providers. A negative aspect to utilizing these special teams in de Stampa et al.’s (2009)
research is the risk of relationship deterioration between the primary care provider and the
patient. In this situation, other providers intervene in care provision and trusting relationship
development with the frail older adult patient, perhaps leaving the primary healthcare

provider less involved.
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Having organizational support or policy to encourage the regular allotment of time in
a day or week for collaboration was one suggested strategy to enhance collaboration efforts
(Baxter & Markle-Reid, 2009); however, the research does not suggest just how much time
should be set aside. Regardless, the amount of time required for collaboration in each
individual health care provider’s patient load will vary.

Sufficient time to measure collaborative effectiveness is identified as vital to
effectively interpret collaborative research data and results (de Stampa et al., 2009; Goodman
etal., 2011, Legault et al., 2012). Follow up to reflect and ensure effective collaboration is
happening takes time away from patient care, although organizations can encourage
practitioners by allocating time and tools to ensure this evaluation is happening with the least
amount of interruptions to the clinical operations as possible. de Stampa et al. (2009), de
Stampa et al. (2013) and Tracy et al. (2013) concluded that effective collaboration itself takes
time to develop. Legault et al. (2012) highlighted that effective collaboration takes about six
months to reach a functioning capacity. No other literature analysed produced a timeline for
developing collaboration between all parties, and no research offered a timeline for
collaboration development between health care providers and the frail older adult person and
caregivers.

Funding.

Funding or allocation of funds is a facilitator for effective collaboration
(Boeckxstaens & de Graff, 2011; de Stampa et al., 2009; Emery et al., 2012; Goodman et al.,
2011; Hubbard & Themessl-Huber, 2005; Park et al., 2014; Parmar et al., 2014; Tracy et al.,
2013). Scarcity of financial resources is always an issue in the provision of health care. There
has not been an easy answer to this ongoing problem, and the majority of the literature

analysed offered few suggestions on how to work with this challenge.
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Goodman et al.’s (2011) review considered collaborative teams, and revealed joint
funding strategies utilized in areas that also had joint personnel. Strategies offered in this
article include aligned or pooled budgets, joint equipment services, and the use of specialized
collaborative teams. For example, if a primary care provider feels that collaborating with a
social worker would benefit the practice but cannot afford to pay one, hiring or applying for
grants to pay for this resource with other primary health care providers may provide at least a
partial answer for all involved. The practitioners may pool financial resources together to
provide a service that no one could supply on their own. The idea of a pooled budget is
riddled with issues of financial and information systems incompatibility, while being
complicated by time consuming deliberations on agreements, responsibilities and other
logistics. Examples of pooled budget successes exist in the literature and yet Goodman et
al.’s (2011) research identified that separate budgets are the most common practice (71%) for
collaborating teams. de Stampa et al. (2009) encourage health care providers to advocate for
resolution of funding issues, but do not offer strategies on how to accomplish this.

Emery et al. (2012) recognized the importance of funding to successful collaboration
efforts, and suggested taking full advantages of government grant funding for collaboration
development, and then trying to sustain the work when the funding is over by using trainees
or health care professional students. Park et al.’s (2014) observational review of collaborative
care and joint efforts of case managers, primary care providers, caregivers and the frail older
adult patient in BC, Canada, found that better use of funds through consolidation of some
support services, freed up money to be reallocated to collaboration efforts. Solutions to
funding issues at the organizational level encouraged creative problem solving solutions and
ideas, but offered no specifics on what that creativity should resemble in practice. In the case

of fee for service reimbursement, Parmar et al. (2014) views this type of payment for services
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as problematic, but no strategies are offered in this regard. Again, a restructuring of health
care delivery and infrastructure must be addressed at a governmental level in order to
facilitate effective collaboration.
Therapeutic Relationship with the Patient/Family

As previously mentioned, the frail older adult person may experience a multitude of
different physical, cognitive, and situational challenges resulting in an increase of required
health care provision. Through logbooks, evaluation forms, four focus groups, and interviews
of 194 frail older adult patients and 45 health care providers, Metzelthin et al. (2013)
concluded that the complex and multidimensional needs of the frail older adult make the
collaboration between providers more difficult; Hubbard and Themessl-Huber (2005) agreed.
Contrary to these findings, Legault et al. (2012) stated in their study that the difficulties are
not population specific, but that the issues instead lie within learning to be collaborative with
each other. Regardless, nine of the sixteen articles reviewed for this project stress the
importance of tailored health care for each frail older adult person, at the centre of all
decision making and care planning, as a facilitator to providing effective collaborative care
(Baxter & Markle-Reid, 2009; Boeckxstaens & de Graff, 2011; Davey et al., 2005; de
Stampa et al., 2009; Emery et al., 2012; Hubbard & Themessl-Huber, 2005; Legault et al.,
2010; Park et al., 2014; Skultety & Zeiss, 2006). Having patients at the centre of care should
help with treatment or care planning issues, as the patient’s wishes are sought after. The frail
older adult patient’s health becomes the central goal or aim of the collaborating group.

Boeckxstaens and de Graff (2011) and Metzelthin et al. (2013) suggest that the
collaborative team concentrate on the frail older adult’s capacity to maintain quality of life
rather than eliminating disease. Eliminating the frailty or disease may be unlikely or

impossible due to incurability or chronicity of some illnesses. This coincides with this
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project’s goal to maintain a stable level of disability or frailty for the frail older adult patient.
To achieve this agenda, close collaboration with the frail older adult will facilitate these
individualized health goals. Further knowledge is needed by the health care provider to
ensure that important aspects of the patient’s health are not being overlooked. Boeckxstaens
and de Graff (2011) and de Stampa et al. (2013) stressed the importance of having a
specialized body of knowledge directed at the specific needs of the frail older adult patient
through education, use of geriatricians, or use of other speciality services. de Stampa et al.
(2009) agrees with this concept, and encourages the close network and connection between
primary health care and geriatric specialists as a facilitator to effective collaboration.

The frustrations of the frail older adult patient in having others making decisions for
them has been previously mentioned. Toscan et al. (2012) found in their research of patient,
caregivers and health care providers (n=44), that not only are the collaborating health care
providers taking away choices pertaining to treatment options, but family members and
caregivers are as well. This is important for the collaborative team to realize while providing
care in these circumstances, to be sure that the plan of care is discussed in front of the patient,
and all parties are involved in knowledge accumulation and discussion. Metzelthin et al.
(2013) completed a study that included 194 frail older adult persons. The researchers found
that frail older adults want to be taken more seriously by their health care providers, listened
to, and have their wishes respected, even if this wish is not in line with what the providers see
as best for a patient’s health. With this in mind, flexibility and creative problem solving
comes into play as a facilitator to effective collaboration, especially if the frail older adult is
unable to make safe and competent decisions, while attempting to ensure respect and dignity
is being considered in health care planning. Baxter and Markle-Reid (2009) give an example

from their study of a frail older adult patient who was having difficulties with the number of
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health care providers coming into the home and asking questions, not unlike Mr. Brown in
the beginning story of this project. The team with different assigned tasks and foci
collaborated yet again, and developed a patient friendly plan to have one professional
perform the assessments for all providers with input from specialities. This idea of limiting
providers is confirmed by Emery et al.’s (2012) research that found it helpful to only include
those professionals who are required for achieving the treatment goals. Effective
collaboration can help to best utilize personnel and limited resources while sharing
information and assessments amongst all collaborators, possibly through a care plan or EMR.
This kind of flexible problem solving in collaborative teams will help to decrease the
confusion and frustrations that are common experiences during health care delivery for the
complex frail older adult patient.

The building of strong relationships and connections between the frail older adult
patient, their families, and the NP as primary health care provider, is an important strategy to
effective collaboration (Emery et al., 2012; Parmar et al., 2014; Toscan et al., 2012). This
connection is especially important in reducing confusion and the frequent overwhelming
nature of a collaborative team approach to patient care. Legare et al. (2013) completed a
survey (n=276) and focus group interviews (n=15) of health care providers who provided
care for the frail older adult patient. Legare et al.’s (2013) study, along with Boeckxstaens
and de Graaf (2011), Davey et al. (2005), Emery et al. (2012), and Metzelthin et al. (2013),
all identified the importance of continuity of care, such as same health care providers, regular
scheduling of appointments, regular follow up, and medication times and usage, for the frail
older adult population, especially where cognitive impairment is an issue. Nevertheless, the
reality in health care delivery involves high staff turnover and shortages (Emery et al., 2012).

Researchers encourage health care providers to keep the continuity of the collaborating group
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as part of the plan of care in day to day practice, since cognitive impairment is especially
common for the frail older adult patient. It is suggested that a primary care provider can aid
in continuity of care by providing clear and concise up to date documented and accessible
patient information and care planning, while utilizing a consistent collaborative team. An
example of the extent of cognitive issues was cited in Davey et al.’s (2005) research that
found a substantial level of cognitive impairments in their research population (67%). The
authors emphasized this issue of cognitive impairment to be a key variable as to whether or
not the older adult would remain at home or be required to move to an advanced care facility.
This finding by Davey et al. (2005) suggests that many frail older adults in primary care will
have cognitive deficiencies. To address this challenge, continuity of care and the individual
goal and collaborative care planning for every frail older adult person should be a priority for
health care providers.

Families and unpaid caregivers cannot be forgotten while focusing on caring for their
loved ones. Family involvement influences a frail older person’s ability to achieve health
care goals and to remain at home (Park et al., 2014). In a small portion of their study
population, Davey et al. (2005) showed that 61% (n=16) of frail older adults remained at
home with caregivers who did not want their loved one in facility placement, compared with
39% (n=8) of older adults who remained at home with caregivers who did want their loved
ones to be placed. Even with assistance and education, caring for a frail loved one can be a
highly stressful endeavour. As noted by Davey et al. (2005) and Toscan et al. (2012), it is
important for the collaborative health care team to remember and appreciate, that without the
caregivers or family members, it may be much more difficult for the frail older adult to be

cared for in the community.
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Toscan et al.’s (2012) qualitative study through semi-structured interviews identified
some of the inappropriate tasks that a few informal caregivers have been assigned to do.
Informal caregivers reported feelings of pressure by health care providers to perform care
tasks for their loved ones, such a transfers or bathing, with which they were uncomfortable.
Another family member reported her concerns that to obtain any information from the health
care system, she had to be overly assertive and even aggressive. This study reminds the NP
and all health care providers that, in order to facilitate effective collaboration, there needs to
be communication regarding role clarity and responsibilities that are appropriate for the
patient and caregiver, not only between the health care providers.

Limitations and bias

There are a number of limitations to this review. First, a lack of standardized
language across the literature makes it difficult to determine the particular context that an
article or research paper is referring to. As previously mentioned in this project, terms such as
joint working, shared care, integrated care, interdisciplinary teamwork, multidisciplinary
care, multidisciplinary cooperation, and interdisciplinary collaboration all have specific
meanings but are frequently used interchangeably in literature. This overlap of definitions
and use creates space for context interpretation for the reader, and made searching and
choosing literature for this review more difficult. As a newer profession, NPs working in
primary care were not considered in some research studies, where physicians were listed as
the sole primary care providers. Today, in BC, this assumption that the physician is the sole
primary care provider is incorrect and may have resulted in a limitation to the literature
chosen for this review. Primary care practices, whether NPs or physicians, can be compared
in the chosen literature based on a majority of scope of practice parallel and similar provision

of care.
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The quality of the research is another limitation of the literature, as small sample sizes
in some of the presented research potentially introduce bias and may not be relevant to a
larger group. The convenience and purposive sampling methods that were frequently utilized
added concern as to whether or not the results of the study would remain the same if random
participants had contributed more frequently. Some of the data discussed in this review did
not arise out of qualitative or quantitative studies, but rather an opinion or report from expert
committee; this may be seen as another potential limitation. This concern may be balanced
however, by the authority of the sources, such as a committee comprised of local experts in
the field of gerontology.

Lastly, one longitudinal study of four years was reviewed, while the duration of many
other studies was limited to less than 18 months. Since collaboration takes time and is
difficult to achieve, it would be preferable to carry on such a study for a considerable amount
of time to ensure a more accurate results. This example of the study limitation, as well as the
others listed in this section, contributed to the lack of strong evidence base to support NP
collaborative practice strategies in the context of primary care and the frail older adult

patient.
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Chapter Five: Discussion

The goal of this review was to identify strategies that a NP in primary care
community practice working with frail older adult patients can use to enhance effective
collaboration with other health care providers. From the analysis of the literature, three main
themes emerged: professional, organizational and building therapeutic relationships with
patient and family focused strategies. This chapter synthesizes the evidence that was
identified in these three areas and offers recommendations on ways that health care
providers, including the NP, can utilize strategies (see Table 5) in order to maintain the
stability of the older adult patient’s frail condition, and to keep them at home as long as
possible. The chapter concludes with recommendations for future research and education.
Professional Practice Strategies

Collaboration challenges are well researched and documented in the literature as
examined earlier in this project. The most prominent challenges to collaboration are related
to the professional level of health care delivery. The literature review offered practice
elements and strategies to address these challenges and were centred on role clarity,
resources, and communication.

In obtaining role clarity for health care providers, including the NP in primary care
practice, all scopes of practice and roles need clarification for all professionals in the
collaborating group. Health care providers can ensure role clarity by actively promoting their
roles in clinical settings, interdisciplinary meetings, and by providing health care services to
their full scopes of practice. Health care providers need to be aware of all scope of practice
and legislative changes immediately, and share such information with the collaborative
practice group (Bailey et al., 2006; DiCenso et al., 2010). In order to provide a better

understanding of the different roles, Clarin (2007) suggests that care providers, such as the
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NP, should be involved in exposing other health care provider students through
interprofessional education. No matter how each collaborator decides to promote their
profession’s job descriptions, skills, and abilities, there is a connection between the ways in
which health care providers build confidence and trust in each other and their understanding
of one another’s professional abilities (Hubbard & Themessl-Huber, 2005).

Obtaining knowledge about community resources can be accomplished by the
collaborating group through networking, relationship building, and by asking questions of
patients, families and other health care providers. The NP and other collaborators may learn
about special forms, paper work, or cost for the service, as many older adults are on a strict
budget and are unable to afford many extras.

As discussed in the findings for this project, communication is cited as an important
collaboration facilitator between health care providers. The use of communications through
fax, email, telephone, and voice messaging systems can be considered critical tools to move
the collaborative process forward (Elissen et al., 2010; Emery et al., 2012; Lapidos &
Rothschild, 2004). The collaborating group can work with others more effectively by
promptly replying to all messages and completing all tasks on time. Adding these tasks to a
day schedule or having reminder lists may help with this.

It is important for health care providers to communicate effectively by using specific
language and being clear on what is required from a collaborative relationship. Resolving
issues as quickly as possible and not avoiding conflict may help the providers to
communicate more effectively. A primary health care provider, such as the NP, often acts as
the synthesizer of information on behalf of the patient, and when able, face to face meetings
to build rapport with patients and other health care providers can aid in better connections,

and a clearer understanding of roles and goals of care.
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As addressed previously in this report, another way to ensure effective
communication is to create a care plan based on feedback from all collaborating parties,
including the patient and family. Individual collaborators can contribute to effective
collaboration by facilitating the development of group goals, individual tasks, and treatment
plans, and ensuring these goals are well laid out in a care plan. All parties should agree on the
care plan goal or goals and the document should be distributed to all collaborators, including
the frail older adult and caregiver. Most importantly, once an agreed upon care plan is created
it should be followed and adhered to. Prioritizing tasks from the care plan, holding all
collaborating parties accountable for their assigned responsibilities, and following up on
meetings or electronic connections with outcome reports, may help accomplish this goal.

In Mr. and Mrs. Brown’s situation presented at the beginning of this project, the
primary care provider might have facilitated a care plan for Mr. Brown seeking speciality
contributors such as the social worker, occupational therapist, or physiotherapist to add to a
joint plan of care. Keeping each provider informed of changes and interventions through
email, phone, or fax, would have avoided the double funding application issue, and the
missed medication changes. Such media options could have been used to communicate
assessments between all professionals, resulting in less repeated questions, and, in such
circumstances, Mr. Brown might have never become unwilling to be part of the collaborative
process. A reference card of listed professionals, roles, and goals for Mr. and Mrs. Brown
might have been helpful in informing the couple of who was doing what tasks, especially
when the professionals were unable to coordinate visits at the same time, and share their
assessment information verbally. These small changes may have assisted Mr. and Mrs.
Brown to feel as though they were a valuable part of the plan of care, and perhaps less fearful

and confused.
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Organizational Policy and Systems Strategies

There is a call for organizational infrastructure and health care service delivery to
support and facilitate collaborative activities through policy changes, time allowances, and
increases in funding, personnel, and resources. The literature identifies a lack of time and
funding as challenges to effective collaboration, and offers strategies for collaborative
practice on a provider and organization level.

In order to effectively collaborate in primary care practice, the provider needs to
maximize organizational strategies to utilize time and funding provisions well. One of the
ways that the primary care provider can accomplish this goal is by being familiar with recent
technology, and using it to advance connections between health care providers and the frail
older adult patient. Whether it is email, fax, phone messaging, texting, or video conferencing,
all health care providers need to be proactive in learning what is available to the organization
and community of employment by consulting with the information-technology department or
online resources. The NP working as a primary care provider can use the organization’s
technology to bring professionals and the frail older adult person together despite geographic
proximity (Lapidos & Rothschild, 2004). Lapidos and Rothschild (2004) studied the use of
Virtual Integrated Practice, a process that joins health care professionals willing to
collaborate, to assist in managing the complex chronic disease of patients, such as the frail
older adult person, through technology. The study concluded that online teams offer a
practical, time-saving, and more resource-efficient way, to provide focused interdisciplinary
care in the primary care setting. This suggestion is congruent with this literature review in
recommending that primary care providers utilize other specialized teams with a focus on the
complex issues of the frail older adult person (Emery et al., 2012; Goodman et al., 2011;

Skultety & Zeiss, 2006; Tracy et al., 2013). In BC, the rapid access consultative expertise
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(RACE) telephone advice line, connects a primary care provider with a specialist for
collaboration and shared care. Specialists include geriatricians and geriatric psychiatrists who
can be reached at regular scheduled hours (Providence Health Care, 2015).

The literature review suggests the use of EMRs to connect all collaborators with up to
date information about the frail older adult patient. When all collaborating participants have
access to the EMR, valuable knowledge and information about the patient can be shared
more effectively (de Stampa et al., 2013; Hubbard & Themessl-Huber, 2005; Legault et al.,
2012). Having the health care information and history accessible as issues arise saves
everyone time and the health care system money (Hubbard & Themessl-Huber, 2005). The
choice of EMR may or may not be something that a NP can control as many are provided by
the organization or employer, but the NP can advocate for an EMR that will connect with
other agencies in the community.

For time saving measures, the use of evidence-based practice guidelines is suggested
in the literature. BC Guidelines are published in order for primary care providers, such as the
NP, to have up to date evidence-based practice recommendations to use for a wide variety of
health situations or illnesses. Most of these are adaptable to meet unique situations, such as
the one reviewed earlier in this project for managing the frail older adult patient. The
literature suggests that the NP advocate at the organizational level for more evidence-based
guidelines to assist in providing up to date care, and to create a focus point when
collaborating with other health care providers.

Evaluating and reflecting on the collaborative practice is important to ensure effective
collaboration is happening. In order to assess if these strategies are working, the collaborative
practice assessment tool (CPAT) can be used by the NP and fellow collaborators, to assess if

true collaboration is happening and where weaknesses in processes may be occurring
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(Schroder et al., 2011). The evaluation tool may be used in a variety of care settings with an
array of health care specialities, and is helpful in measuring effective collaboration (see
Appendix E).

Funding and reimbursement issues remain substantial as relayed by the literature.
Resolutions might include pooled resources of personnel or equipment, and organizational
budgets that prioritize spending for collaborative related usage (de Stampa et al., 2009;
Emery et al., 2012; Goodman et al., 2011; Legare et al., 2013). Health care providers may
feel advocacy and governmentally aimed pressure is required in order to encourage funding
issue resolutions.

In Mr. and Mrs. Brown’s situation, the primary care provider may have utilized the
BC Guidelines for managing the frail older adult patient, but did not follow through with the
remainder of the process, such as the collaborative care planning. Following the guidelines
fully would have contributed to Mr. Brown’s care through a more structured and organized
plan of care for the multiple health care providers involved. Another option for the primary
care provider could have been referring to, and collaborating with, the Geriatric Assessment
and Treatment (GAT) unit in an attempt to work with all care specialities at once. The GAT
unit is a coordinated, comprehensive, multidisciplinary care program specializing in the care
of the frail older adult. Mr. Brown might have had better alignment of complementary
services and fewer appointments for which Mrs. Brown needed to arrange attendance. Access
to an EMR might have assisted the health care professionals in reviewing medication and up
to date evaluations about Mr. Brown’s health and situation, resulting in less repetition,

duplicate assessments, and medication administration confusion.
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Therapeutic Relationship with the Patient/Family Strategies

Research indicates that having a strong level of patient participation in the provision
of care is a strategy to achieve effective collaboration. The frail older adult person may
experience many physical, cognitive and situational challenges, but many also consider
themselves to be successful agers. The extra care requirements and challenges that natural
aging brings are unique to all individuals, and the NP in primary care practice must be ready
to provide individual care for any combination of issues or illness.

One of the most important aspects in the research is the building of relationships
between the health care provider, patient, and family. A health care provider can help to
create a positive relationship with the frail older adult patient and their family by speaking to
them with words appropriate for their level of understanding, respecting their wishes,
listening to their concerns, and working within the patient’s care plan goals. The patient may
be considered medical complex and frail but they may not actually view themselves that way;
therefore, the goal may not be to heal or cure, but rather to maintain independence and
stabilize an already limited mobility or physical ailment. Studies revealed that care providers
need to be kept informed of the frail older adult’s health care status and not be required to
complete inappropriate tasks in caring for their loved one.

As the literature review highlighted, clarity of all health care provider’s roles must be
shared with the frail older adult patient and their families to decrease confusion. One way
that this clarity can be accomplished is through information sharing. One suggestion is to
have a printed card for the frail older adult patient with the names, titles and job descriptions
of each health care provider who is to be involved with the patient’s care. Not only can the
patient refer to this card for a reminder about who they are seeing, but it may also provide the

professional with an overview of who the patient has already seen and for what service. The
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use of a reference card has already proven helpful with medication administration and
organization for people on multiple drugs (Mahtani, Heneghan, Glasziou & Perera, 2011). It
is necessary for the collaborating group to ensure the patient and family have a copy of the
care plan, as well as access to the document as it changes and is updated by the health care
providers.

Findings from this project are further supported by the wider research literature
indicating that the NP in primary care has the unique position to share perspective and
expertise in a holistic fashion. Furthermore, the NP has much to offer to problem solving and
decision making bridging between health care providers, frail older patients and their families
(CRNBC, 2015; DiCenso et al., 2010; Dierick-van Daele et al., 2010; Donald et al., 2010).
The health care provider needs to critidally analyze and problem solve the collaborative
barriers and obstacles which are unique to each frail older person’s contextual care. For
example, if the frail older adult is uncomfortable with seeing another health care specialist,
the NP as primary care provider may choose to consult with specialists away from the patient
and bring the information back for discussion. Such an approach can reflect ‘outside the box’
creative solutions and create a more flexible, patient-centred solution to the problem. NPs
have the advanced knowledge and abilities to assist the frail older adult person in accessing
more seamless care between health care services through effective collaboration strategies.

One of the important missing pieces of Mr. Brown’s care was a lack of his and Mrs.
Brown’s involvement and contribution. A care plan should have been developed that
specifically addressed the couple’s health goals, and the emphasis on what they felt was
required for Mr. Brown to successfully remain at home. Mrs. Brown’s challenges with
transportation and Mr. Brown’s mobility issues were never considered in appointment times,

whereas a care plan that noted transportation challenges would have more easily highlighted
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this as an important issue for the couple. Rather than labeling Mr. Brown as a difficult patient
for his reluctance to connect during assessments and care, the health care providers might
have sought to address why Mr. Brown was disengaging in the process and attempted to
correct the problem. Mr. and Mrs. Brown could have been better assisted through a more
patient-centred care process. Mrs. Brown’s responsibility as her husband’s caregiver was a
large undertaking for her. Assistance and appropriate tasks for her and her abilities needed to
be addressed and considered when planning Mr. Brown’s care at home, possibly through a
caregiver needs assessment. This assessment may have assisted the primary care provider in
ensuring Mrs. Brown’s ability to continue to care for her husband at home, and for as long as

possible.

Table 5: Summary of Practice Recommendations

Theme Recommendations Actions
Professional Establish role 1. Share own scope of practice and promote own
clarity roles with other health care providers, while
Organizational seeking out the same from other providers.
2. Goal for all providers to practice to full scope.
Therapeutic 3. Interprofessional education by working with
relationships other health care provider students in different
with patients specialities.
and families 4. Clear task assignments so everyone knows
who is responsible, for what and by when.

5. Provide the patient with a reference card with
names, titles and job descriptions of each care
provider that is collaborating

6. Assign a health care provider to facilitate the
updating and follow up of care plan.

Professional Utilize available 1. Seek out and learn about other resources
community available through networking, relationship
resources building and asking questions.

2. Utilize the care professional that has the most
knowledge of these services to share with the
rest of the group.

Professional Effective 1. Build rapport and relationships with other
Therapeutic communication providers, patients and their families.
relationships 2. Use specific language and clear requests of
with patients individuals in the collaborating group.
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Theme Recommendations Actions
and families 3. Prompt reply to all communications

4. Resolve issues quickly and directly; do not
avoid conflict.

5. Use a care plan with shared goal or goals,
ensuring it is adhered to, updated and
followed up, ensure the patient has a copy.

Professional Utilization of time 1. Be familiar with up to date technology for
data entry and communication.
Organizational 2. Utilize and share an up to date EMR.

3. Utilize practice guidelines to guide care as
appropriate.

4. Set up work flow to allow completion of tasks
on time.

5. Utilized specialized geriatric care teams when
available.

6. Reflecting on and evaluate the collaborative
process by utilizing tools such as the CPAT

. (see Appendix E).
Professional Utilization of 1. Pool resources of personnel or equipment.
funding 2. Prioritize spending for collaborative related
Organizational usage.

3. Advocate at a governmental level for

adequate funding.
Professional Be patient focused 1. Respect patient and family wishes and care
goals; active listening to concerns
Therapeutic 2. Be flexible through problem solving and
relationships decision making unique to each contextual
with patients care situation
and families 3. Keep family informed of health care status
4. Ensure family is not unnecessarily burdened

with inappropriate care tasks or internal issues
within care team

Recommendations for Education

Part of the CRNBC (2015) NP licensing requirements involves continuing education.

The NP and health care providers in general should be educated on collaboration strategies in

health care provision, and well-versed in the complexity of group and team work. This

education occurs in university, but needs to continue throughout the nurse’s career. The NP

may find useful workshops or classes through the local university or technical school,
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CRNBC, and online continuing education websites. Much of this knowledge comes with
experience, but workshops and continuing education seminars, where available, will provide
further leverage to the NP to enhance this necessary skill.

Knowledge of the special care requirements for the frail older adult person is
becoming increasingly important. Although the adult and family trained NP have a
foundational education in geriatric care, more may be required depending on individual scope
of practice, job placement and age of patients regularly seen. As the population ages, the NP
will see an increasing number of older adult patients in primary care practice. It is advised
that the primary care NP seek further continuing education programs or skill training in
geriatric and geriatric psychiatric conditions in order to feel confident and comfortable with
the complex needs of this age group.

Recommendations for Research

The limitations of literature in the research context of NP providing primary care,
frail older adult patients, and effective collaboration, show areas in which research could be
more focused. Further investigation and focus on effective collaborative strategies, would be
beneficial for practice, as would a review of the ways in which collaborative team members
successfully resolve differences when caring for the frail older adult patient. The literature
repeatedly asks for more research on collaborative outcomes, specific to the user of the
services. Another area of interest, is the research into the frail older adult patient’s outcomes
when collaboration is seen as effective vs. not effective, and how this can be measured.
Consideration of the value placed on the frail older adult population, and how this impacts
health care provider’s willingness to collaborative, could shed some light onto further

enhancements towards effective collaboration. Much empbhasis is placed on the value of
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collaboration in health care; therefore, more research in this area would strengthen this new
health care delivery model.

There is a clear need for research into better funding models that promote
collaborative care and information about how to best achieve this goal. This research could
include optimal provision of preventative services, funding approaches that optimize service
delivery (Boeckxstaens & de Graff, 2011), and further research into the provision of
specialities in urban versus rural areas.

Lastly, the literature points to the fact that more research is needed regarding best
practice guidelines for the geriatric population, specifically for complex chronic disease
patients who do not easily fit into any one category of illness. With the increasing numbers of
frail older people with overlapping chronic and debilitating issues, more information and

direction would benefit both the patient, and their health care providers.



65

Summary and Conclusion

There is a significant increase of frail older adults expected to be living in community
over the next 20 years. As science and technology increases, so does the life expectancy of
Canadians. As we age, we require an increasing amount of health care services to meet
changing health care needs. Health Canada (2014) wishes to create a health care environment
that promotes an effective use of health care resources and dollars through the use of
collaboration between health care providers. The NP needs to be up to date on the complex
and often challenging care needs of all patients, in particular the frail older adult person who
requires special consideration. Health care providers are encouraged and expected to work
together to provide complete and holistic care. Research has shown that the benefits of
collaborative care include improved quality of care, reduced time and resources wastage,
enhanced compliance, and improved health outcomes (Burnett et al., 2005; CASHC, 2013;
Markle-Reid et al., 2013; Naylor & Kurtzman, 2010; Robben et al., 2012). Despite this
research, collaboration is not occurring as it should be in primary practice (Bailey et al.,
2006; de Stampa et al., 2012; Donald et al., 2009; Goldsmith et al., 2010; Prada et al., 2014;
Schadewaldt et al., 2013; Wilson et al., 2005).

The purpose of this project was to supply effective collaboration strategies for an NP,
providing primary care for the frail older adult patient in the community setting. A thorough
literature search was completed that focused on the context of NPs, community primary care,
and the frail older adult patient. Of the 302 possible articles identified, 16 were retained for
in-depth analysis based on context and specific inclusion and exclusion criteria. The research
studies were then critiqued and thematically analyzed for professional, organizational and

building therapeutic relationship with patient/family focused strategies. The results produced
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practice strategies for aiding in effective collaboration, and the project concluded with a
discussion about the implications for future research and education.

NPs possess the skills, education, and ability to move collaboration forward in their
professional practice and work environments. These practice strategies as well as future
research in this context, hold an opportunity for the NP to improve the collaboration between
community health care providers, patients and families, and to benefit the health outcomes of

the frail older adult patient.
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Appendix A

Box 1: The CSHA Clinical Frailty Scale

1 Very fit— robust, active, energetic, well motivated and
fit; these people commonly exercise regularly and are in
the most fit group for their age

2 Well — without active disease, but less fit than people in
category 1

3 Well, with treated comorbid disease — disease symptoms
are well controlled compared with those in category 4

4 Apparently vulnerable — although not frankly dependent,
these people commonly complain of being “slowed up”
or have disease symptoms

5 Mildly frail — with limited dependence on others for
instrumental activities of daily living

6 Moderately frail — help is needed with both instrumental
and non-instrumental activities of daily living

7 Severely frail — completely dependent on others for the
activities of daily living, or terminally ill

Note: CSHA = Canadian Study of Health and Aging.

Note. From “A global clinical measure of fitness and frailty in elderly people”, by K. Rockwood, X. Song, C.
MacKnight, H. Bergman, D. B. Hogan, I. McDowell and A. Mitnitski, 2005, Canadian Medical Association
Journal, 173, 490.
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Appendix B
Preliminary Search Terms and Results

HE 15,135

Nurse practitioner

Collaboration 20,616 5,647 0 28,992
Cooperative 2,944 614 28,070 1,937
behaviour

Team work 7,675 29 0 14,200
Team building 1,038 24 362 2,488
Interprofessional 15,935 231 53,898 54,067
relations

Multidisciplinary 21,750 496 65 25,396
care

Pharmacist 4,453 1,311 10,484 6,476
Social work 10,643 471 14,990 71,061
Physiotherapist 6,165 3,840 317 6,476
Occupational 4,642 1,146 0 1,705
therapist

Registered Nurse 21,709 167 0 9,162
Nurse 40,577 6,735 54,668 : 288,294
Mental Health 4,539 1 0 8,872
Personal

Community 1,050 296 3,109 13,537
Health Workers

Allied health 68,834 0 41,050 662
personal

Advanced 24,573 53 750 5,333
Practice Nurse

Family or 4,142 706 10,577 44,364
Primary Care

Physicians

Primary Health 17,462 12 98,902 12,976
Care (provider)

Gerontological 9,075 0 0 10,137
care

Frail elderly 2,171 763 4,471 8,597
Aged adult 65- 1,492 303,406 2,590,805 312,027
80+

Totals 305,949 326,302 2,927,653 948,344




Appendix C
Quality of Data Chart

Yes Cannot tell No

1. Did the review address a clearly focussed issue?
Was there enough information on:

- The population studied

- The intervention given

- The outcomes considered

2. Did the authors look for the appropriate sort of
papers?

The ‘best sort of studies’ would

- Address the review’s question

- Have an appropriate study design

3. Do you think the important, relevant studies were
included?

Look for

- Which bibliographic databases were used

- Follow up from reference lists

- Personal contact with experts

- Search for unpublished as well as published studies

- Search for non-English language studies

4. Did the review’s authors do enough to assess the
quality of the included studies?

The authors need to consider the rigour of the studies they
have identified. Lack of rigour may affect the study’s results.

5. If the results of the review have been combined, was it
reasonable to do so?

Consider whether

- The results were similar from study to study

- The results of all the included studies are clearly
displayed

- The results of the different studies are similar

- The reasons for any variations are discussed

6. What is the overall result of the review?

Consider

- If you are clear about the reviews ‘bottom line’ results
- What these are (numerically if appropriate)

- How were the results expressed (NNT, odds ratio,
etc)

7. How precise are the results?
Are the results presented with confidence intervals?

8. Can the results be applied to the local population?
Consider whether

- The patients covered by the review could be sufficiently
different from your population to cause concern

- Your local setting is likely to differ much from that of the
review

9. Were all important outcomes considered?

10. Are the benefits worth the harms and costs?
Even if this is not addressed by the review, what do you
think?

Note. Adapted from “Critical appraisal checklist for a systematic review”, by The Department of General Medicine,
University of Glasgow. 2013. Retrieved from http://www.gla.ac.uk/media/media_64047_en.pdf
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Appendix D
Level of Evidence/Literature Review Matrix

Level 1: Evidence for a systematic review or meta-analysis of randomized controlled trials
(RCTs) or Evidence informed clinical practice guidelines based on systematic reviews.
Level 2: Evidence from a well-designed RCT.

Level 3: Evidence from a controlled trial without randomization (quasi-experimental study)
Level 4: Evidence from single non-experimental studies — case-control, correlational, cohort
studies.

Level 5: Evidence from systematic reviews of descriptive and qualitative studies

Level 6: Evidence from single descriptive or qualitative study

Level 7: Evidence from the opinion of authorities and/or reports of experts committees

Note. Adapted from “Chapter 3: Critical reading strategies: Overview of the research process,” by G.
LoBiondo-Wood., J. Haber., and C. Cameron, 2013, In Nursing research in Canada: Methods, critical appraisal,
and utilization, p. 48-64.
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Appendix E

Oftice of Interprofessional Education & Practice
Agtming Maalth Care Theoogh € sllahoraton Lssemng

Collaborative Practice Assessment Tool

Introduction:

Collaboration is a key factor in better patient and provider outcomes. Collaborative practice
has been described as a: "process for communication and decision making that enables the
separate and shared knowledge and skills of care providers to synergistically influence the
client/patient care provided.” {Way, Jones & Busing, 2000}

Instructions:

Please respond to the following statements from the perspective of being a member of a
specific patient core team. If you work on more than one team, provide answers based on the
team you work with most often and/or hope to develop into a more collaborative team. Those
practitioners who are considered to be members of the team will vary depending on the service
provided, but any persan involved in the day-to-day care of patients should be considered a
member of the team for the purpose of answering the survey. For example, this may aiso
include clerks, volunteers, consultants, etc.

There are ng right or wrong responses, Honest responses are the most heipful. if there are any
guestions that you feel are not applicable to your team you may skip them, but please try to
answer each question to the best of your ability. Your responses are confidential and the results
will be aggregated and used 1o understand your team functioning.

Thank you for your time and thoughtfui consideration.

Print Name:

Sign Name:

i ]
Colaborative Practiks Assessmest Tool (CPAT] © OWEF final version - March 2009 { htep:/fmq e

We gravelully acknowiedge furiding 1 from Hesith Canads, The Onvtario Ministry of Health
of Training, Lollages and Universities whith supported the devaioprvent of this tool, Page 2
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Collaborative Practice Assessment Tool

The content in the following stotements contoin items refevant to coflaborative practice. Please
respond to each statement from the perspective of the specific patient care team you work with
most often.

Mission , Meaningful Purpose, Goals

| StonglyCsmee
Sompwint
Nelthar Agras

1 nor Disagres
StrorlyAgree

2. Our team’s primary purpose is toass:st pat»entsfdients in
achieving treatment goals.
3. Ow teany Bout mmmmmm

4 Ow :mm s mission and goa&s are supponed bv sxx!ﬁdcm
resources {skills, furding, time, space).
5. Al teern members ate commithed 1o ptive practios. |
6.  Members of our team have a good understanding of

8. There &arwdegreammtmmmm
collaboratively.

General Relationships

10 leam membws care aboo! one another's personai well
being.
- 1L Sodaliing together enhancesteam workeffectiveness. 40 o] o
12, Itis pnjoyable to work with other team members.
13, Yeatn members respect each other's eoles sad sxpertise.
14, Working colhboraﬁw&y keeps most team members
enthusiastic and mtmzd in thek‘ 1

16. Ou: team’s level of respect for each mher tnhances our
ability to work together,

m
Col Pragice A Too {PAT} © OWEP Final Version « March 2008 § fnsp-//mads

We grateloly acknowiedge funting recebved from Heslth Canads, mmmmmmwrmmwmmwm
of Training, Colluges and Universities which supp 2 daved of this 1oot. Page 2
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Team Leadership

Mol Disagree

Somewhst
Nalther Apee

18. Yeam leadership ensd?es all professionals needing m
;nmcipam hm a role on me team

initiative to support pmem/diem care goals.

W.______;__...__.W
20 Team feadership discourages professionals from mking the

T2, Ows tewm laatler modeis

Miam/mmwcmmd hest mcﬁce

24 CQur team k«ader em:ourages memb:rs w0 ;msc’d@e \mthm '
their full professional scope.

26, O0C teare has & procets for peer reéview. .

nor Disagres

Somewhet Agren

| Mostiy Agree

StonglyAgme

27, thsic:ans assume the ultimate responsitsility for team
decisions and outcomes,

B urmmwwmw&a?mw

29, Team m&mbers are heid acmmb&s for thew work. .

wkkﬁw mxwmmﬁm Mﬂﬂ}ﬂm

Larg

31 Physicians usmiv xsk oxtm/ team members fof opinions
about patient/cient care.

m:mmm

and outcomes.

33, Each usam member shares accountabifity for team decisions

afm Wmmmmmmw
. prowide their sepertise i an assetive manner,

35 Team mermbers feel fimited in the degree of autonomy in
patientfcliem care that Yhey can assume.

ol Practice Yool {CPAT) © DSPEP Final Version - March 2004 |
We gratefilly acknowiedge tunding
of Training, Colleges and sities Whichs supported the o of this tool.

i

‘ ‘mmtmmmmdnwmmﬂmmummm
Page 3
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Communication and information Exchange

Strongly

Nulther Agrae
nos Dissgree
Somewhst Agree
Mostly Agres

Mastly Disagme

1 Semewhat
e Stronyly Agras

i Ok agren

37, Our team has developed effective commcaﬁon
strategies to share patient/dient treatment goals and
outcomes of care.

&me gwhm i
W mmmxmm the appro e

39. 1 trust the accuracy of mforma(&tm reporwd among team
merobers,

A0, Our e WMummmw
] Wmm i ; 3

41 The patsemldsem health record s mﬁ eﬁ‘ective?v by aii

team Ders as a ¢ ication tool.

Community Linkages and Coordination of Care

43. Members ot our team share mformaﬁon rehtmg to
COMMUnity resSources.

awmmmwmmm&ma :

45. Pabentjcﬁem awom{ments are coomna!ed 5o they con
see multiple providers in a singie visit.

Colab Pracrice & Tooh ILPAT) & OIPEP Finai Versios - March 2008 | it //ruh Gitep | office Den@queensy c3
W prmehully acknowledge funding received from Health Canada, mmmdmmmﬂmmwmmm
of Training, Colleges and which supis tha develo t of this wol. Page d
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Decision-making and Conflict Management

47, When teSm membeﬂ disagree, all points of view vare
considered before deciding on 2 ;otutfon

51 Cur team hn an esxablashed process for mnﬂict
management.

Patient involvement

$3. Team members meet fac&twhce witth patienwdm
red for by the team.

55 fhe patient/ciient is considefed a membef of their heaith
care team.

%WWM&M nd 1

armwwmmmwmmmum
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Please complete the following questions to help us gain further understonding of your
collaborative practice.

What does your team do well with regards to collaborative practice?

in your practice, what are the most difficult challenges to collaboration?

What does your team need help with to improve collaberative practice?

© Practice A Yool {TPAT} © OPEP Final Version - March 2009 | } plfizejpeo@ouerniiie
mmmmmmmmmmmdﬁmmwtmmwmmm
of Training, Colages and Lrdvarsitins which supported the development of thix wol. Page 6
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CPAT Scoring
*To score the CPAT, simply average the items within each domain, with the one caveat that

questions 20, 23, 35, 48, 49, and 50, should all be reverse coded for scoring purposes (fe. 1-7, 2=6,
5 §

LCob $ractios Tool (CART} © DIPEP Final Version ~ March 2006 | hite //mads gueensu cafoipep | officeipepfiauesnsuca
We gratefully acknowiedgs fundh ived from Healt Canada, The Ootaric Minitry of Hieaith a0d Long-Term Care and The Ontaric Niinistry
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Note. From “Development and pilot testing of the collaborative practice assessment tool”, by C.
Schroder, J. Medves, M. Paterson, V. Byrnes, C. Chapman, A. O’Riordan, A, . . . and C. Kelly, 2011,
Journal of Interpraofessional Care, 25, p. 189-195.



