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The importance of generic team development sessions for all team members prior to discussions regarding scope of practice (SOP) shifts cannot be emphasized enough. This will provide the foundation for relationship building and help clarify roles within those relationships. The Team Building I module of the Building a Better Tomorrow Initiative (BBTI) should be completed before progressing to subsequent steps in the SOP process.

The following process is based on the collaborative practice guiding principles identified by the Primary Health Care (PHC) Scope of Practice Working Group (see Appendix A).

general Process



Below is the process adopted for Primary Health Care in Newfoundland and Labrador for determining SOP Roles and Functions. For visual representation of this process, refer to Appendix B. 

Details and timelines for all steps of the process are to be developed in cooperation with the PHC management team in each area.  Depending on the area, this may be comprised of PHC Coordinators, PHC Directors and Consultants, Physician Leads, PHC Facilitators, Professional Development personnel, Organizational Development personal, VP’s of PHC etc.  The composition of the team directing the SOP process may vary according to the local area and region.

Purpose:

· To identify general shifts in SOP that can occur among disciplines 

· To identify opportunities and challenges in making the above shifts, and then develop action plans to manage the opportunities and challenges

	Phase 1 


	Scope of Practice Review: Information to be collected and compiled on current practice

	Step 1: 

Team Day


	Team Building I module of BBTI is to be delivered to all members of the PHC team and network. Managers and Regional Directors of PHC are encouraged to attend (considering their support role).  This is usually scheduled for a full day and should involve some interactive activities.  *The concept of SOP and the Inventory tool (Appendix C) should be introduced at the end of this day.

	Step 2:

Inventories
	Members of the SOP process management team will request that each team member collect an inventory (over a 5 day work period if 8 hour shifts; over a 3 day period if 12 hour shifts) of things they do, things they ask others to do, and things they could appropriately do (see Appendix C: SOP Skills Inventory) 

	Step 3:

Review and Summarize


	The feedback from the different disciplines by discipline group will then be collated by a member(s) of the PHC management team, with identification of gaps and overlaps (see Appendix D: SOP Opportunities/Challenges Action Plan).  Follow-up processes for the action plans should be completed and monitored until all actions are completed.


	Phase 2
	Facilitated Process: Facilitated Sessions that focus on supporting team discussions on changing SOP

	Step 4 :

Professional Groups


	Each of the professional groups in the PHC team area will participate in a facilitated discussion by a member(s) of the PHC management team as appropriate to:

1. Review collaborative practice definition and guiding principles
2. Validate roles and functions for which they have knowledge, skills and legislated authority to provide (see Appendix E: Shared and Separate Roles and Functions tool)

3. Review feedback from inventories

4. Based on collated information from Step 3:

· Review and validate areas of overlaps and gaps

· Using areas of overlap and gaps (within own professional group as a first step), identify any opportunities/challenges in working to full SOP (including those of an educational/professional development nature as well as those at an organizational policy and procedure level)

· Identify actions required to manage the identified opportunities/challenges (see Appendix D).


	Step 5 : 

Collaborative Groups
	Some actions may involve further discussion between one (1) or more professional group for resolution.  Through a facilitated discussion by a member(s) of the PHC management team, use each profession’s summary of gaps and overlaps to:

1. Validate areas of overlap and gaps

2. Determine the most appropriate and/or efficient response to minimize overlap and/or fill gap. For contentious issues or areas of conflict, consider use of the Decision-Making Impact Window tool (see Appendix F).

3. Identify any opportunities/challenges in working to full SOP (including those of an educational/professional development nature as well as those at an organizational policy and procedure level)

4. Identify actions required to manage these identified opportunities/challenges (see Appendix D).


	Phase 3
	Continued daily implementation of the changes agreed upon in the facilitated sessions

	Step 6 
	Continued daily work focusing on implementing the types of changes discussed in the facilitated sessions



	On-going Phases
	Change Management
	Surrounding the entire SOP process should be 

change management and team building work to help support team members through changes

	
	Evaluation
	Evaluation should be built into the SOP process so that the process continues in a cyclical fashion, building and evolving based on lessons learned 


Supports/resources



1. 
Lesley A Hickey, BA, BSc, RD

Provincial PHC Consultant

lesleyannhickey@gov.nl.ca
2. 
Former SOP and Teams Working groups
3. 
BBTI Training Modules


Contact Regional Professional Development Office

4. 
Article: “Implementation strategies: Collaboration in Primary Care – Family Doctors and Nurse Practitioners Delivering Shared Care”

Updated Sept 8, 2006

Appendix A

Collaboration: Definition and Guiding Principles


[image: image1.emf]COLLABORATION:    Definition and Guiding Principles       D EFINITION OF  C OLLABORATION     The following  definition  of collaboration is based  upon  the  definition  of collaborative practice  developed  by Way, Jones, and Busing:     “ An inter - profession a l process for comm unication and decision making that enables  the  separate  and shared  knowledge  and skills of primary health care providers to  synergistically influence the service  provided  to a population or an individual. ”     G UIDING  P RINCIPLES     Client Centered Focus      PHC tea ms work in collaborative  partnerships  with clients/patients to  promote  and support  client choice and partnership in decision making     Coordination   Effective coordination requires:      Each team member’s contribution      Common goal s  that are clearly articulated and  agreed upon by team  members      Respect for  indi vidual  team member ’ s knowledge of scope of practice      A   focus on individual client and population needs      A structured process which simultaneously encourages flexible service delivery     Communication   Open and honest  communication requires:      Each team member’s respectful willingness to voice ideas and concerns and to respect  the  contribution of other team members      A commitment to timely, efficient, focused and relevant information sharing      Feedback between individuals an d through periodic team reflection and critical evaluation of  how communication processes can be improved     Cooperation   Cooperation and joint responsibility requires:      Mutual trust and respect      Team  members  as equal partners      Shared decision - making that embrac es a structured process, a client/patient focus, and a  mechanism to resolve conflict      Shared accountability that co - exists with respect for professional autonomy and enables the  appropriate provider to deliver appropriate service at the appropriate time      Sha red individual responsibility for processes and outcomes of health planning     Commitment   Commitment requires:      A shared understanding of the need to work inter - professionally      Organizational support to support and foster collaborative practice      Evaluation of b oth processes a n d outcomes of collaborative practice   


Appendix B

SOP Process Visual
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Appendix C
SOP Skills Inventory


[image: image3.emf]Appendix C:  SOP Skills Inventory Template     PHC Team Area: ________________________   Professional Group ( i.e.  LPN, Dietitian, SW, MD etc ):  ____________________________  Date : __________     Things I Did  Things I  Asked Others  to do  Things I  Could Have  Done    Thing s That  Wasted  or  Took up a Lot  of  My Time  Other  Comments                                                  


Appendix D
SOP Opportunities/Challenges Action Plan

Action Plan Template

PHC Team Area: _________________________________

Professional Group: ______________________________       Date: _______________
	SOP Overlaps
	Opportunities
	Challenges
	Action
	Responsibility
	Timeline

	1.
	
	
	
	
	

	2.
	
	
	
	
	

	3.
	
	
	
	
	

	SOP Gaps
	Opportunities
	Challenges
	Action
	Responsibility
	Timeline

	1.
	
	
	
	
	

	2.
	
	
	
	
	

	3.
	
	
	
	
	


Appendix E
Shared and Separate Roles and Functions Tool


[image: image4.emf]                           Tool # 1

Comprehensive PHC includes delivery in the 5  Professional Group_________________

domains of disease prevention, health promotion, Project Area _______________________

curative care, rehabilitation and supportive care.

                               Service YES NO                 Service YES NO

1.0. DISEASE PREVENTION 3.3. Diagnosis & management of

1.1 Disease Prevention Chronic Illness & injuries

     (targeting populations, groups        initial diagnosis & treatment 

      and individuals)       treatment adjustment unstable 

     periodic exam        monitor stable condition 

     primary prevention* 3.4. ReferralTo Other Health Care 

     secondary prevention*  Services

     tertiary prevention*      other disciplines

2.0. HEALTH PROMOTION      to other resources

2.1. Health Promotion       to hospital for admission

     (targeting populations, groups      medical specialists

      and individuals) 4.0. REHABILITATIVE SERVICES

      life style counseling  4.1. Rehabilitation

      building healthy public policy*     referral to rehab services 

      strenghtening community action*     participate in planning & follow up 

      assist personal skill development*     education & advocacy 

3.0. CURATIVE CARE     develop/implement care map* 

3.1. Health Assessment  5.0. SUPPORTIVE CARE

    history taking  5.1. Supportive care

    physical exam        in hospital 

    laboratory/ diagnostic evaluation        in community/home

3.2. Diagnosis & Management of       in long term care facilities

Episodic Illness & Injuries       education & support for selfcare

      acute minor illness        health education 

      acute minor injury        telephone advise 

      acute complex illness 

      acute complex injury 

* See Definitions Attached

References:

Way D , Jones L, Busing N. Implementation strategies; “Collaboration in primary care- family doctors and 

nurse practitioners delivering shared care” ( discussion paper). Toronto: Ontario College of family Physicians; 2000.

Romanow, Roy J. Building on Values. The Future of Health Care in Canada, November 2002.

Moving Forward Together: Mobilizing Primary Health Care . A Framework for Primary Health Care Renewal in 

Newfoundland and Labrador, September, 2003.

PHC Scope of Practice Shared and Separate Roles and Functions



Appendix F
Decision Making Impact Window


[image: image5.emf]References:   Moving Forward Together: Mobilizing Primary Health Care. A Framework for Primary  Health Care Renewal in Newfoundland and Labrador, Sept’03.   Learning Circles Project, ARNNL, February 2000 -  October 2001   Hell eur, Jane. Decision -  Making Impact Window     Purpose:   This tool is intended to assist with decision - making concerning overlapping scopes of  practice issues arising in practice environments. One example of an overlapping scope of practice  issue is the administration of certain medications to stable in dividuals by RN’s and LPN’s. This tool  helps individuals or a group to use a structured process to assess the overlapping scope of practice  issue and determine the most appropriate provider to fulfill the role/function.   Recommended Process : 1. Identify the  SOP issue.  2.  Identify the professional  involved. 3. For each  professional, determine if their provision of the service would facilitate each of the PHC principle  statements: YES, NO, or N/A. Note that not all items will be applicable in all situations. 4 . Tabulate the  results  to determine the  most appropriate provider to fulfill the role/function in question, based on the  highest number of “yes” responses. 5. Identify the follow - up activities required to implement the action.     1. General Issue:__________ _____________________________    2. Disciplines    PHC Principle Statements      Comments    Client Focus, does it:   1.    Promote timely access to service.   2.    Encourage client participation in decision  making re: own care   3.    Provide for client involveme nt in decision  making   4.    Respect personal privacy and appropriate  control health information   5.    Meet client’s multiple and changing needs   6.    Promote client/family well - being and  independence        Care and Service Context, does it:   1.    Support  continuum of comprehensive PHC  services   2.    Help ensure 24/7 services   3.    Focus on health promotion and illness  prevention   4.    Provide for linkages with all health services   5.    Address organization’s multiple/changing  needs   6.    Maintain reasonabl e workload   7.    Reduce duplication   8.    Foster healthy public policy        Collaboration, does it:   1.    Provide for the right service by the right  provider at the right time       
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Ongoing Team support by Region and PHC Team Area
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Appendix C: SOP Skills Inventory Template

PHC Team Area: ________________________

Professional Group (i.e. LPN, Dietitian, SW, MD etc): ____________________________ Date: __________

		Things I Did

		Things I Asked Others to do

		Things I Could Have Done 

		Things That Wasted or Took up a Lot of My Time

		Other Comments
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Decision-Making Impact Window
 Scope Of Practice (SOP) Role/ Function Determination Tool




Purpose: This tool is intended to assist with decision-making concerning overlapping scopes of practice issues arising in practice environments. One example of an overlapping scope of practice issue is the administration of certain medications to stable individuals by RN’s and LPN’s. This tool helps individuals or a group to use a structured process to assess the overlapping scope of practice issue and determine the most appropriate provider to fulfill the role/function.

Recommended Process: 1. Identify the SOP issue. 2. Identify the professional involved. 3. For each professional, determine if their provision of the service would facilitate each of the PHC principle statements: YES, NO, or N/A. Note that not all items will be applicable in all situations. 4. Tabulate the results to determine the most appropriate provider to fulfill the role/function in question, based on the highest number of “yes” responses. 5. Identify the follow-up activities required to implement the action.


1. General Issue:_______________________________________ 


		

		2. Disciplines

		



		PHC Principle Statements

		

		

		

		

		Comments 



		Client Focus, does it:

1.    Promote timely access to service.


2.    Encourage client participation in decision making re: own care


3.    Provide for client involvement in decision making


4.    Respect personal privacy and appropriate control health information


5.    Meet client’s multiple and changing needs


6.    Promote client/family well-being and independence



		

		

		

		

		



		Care and Service Context, does it:

1.    Support continuum of comprehensive PHC services


2.    Help ensure 24/7 services


3.    Focus on health promotion and illness prevention


4.    Provide for linkages with all health services


5.    Address organization’s multiple/changing needs


6.    Maintain reasonable workload


7.    Reduce duplication


8.    Foster healthy public policy



		

		

		

		

		



		Collaboration, does it:

1.    Provide for the right service by the right provider at the right time


2.    Foster integrated, coordinated services


3.    Foster teamwork and/or partnerships


4.    Foster constructive/ productive relationships


5.    Promote appropriate use of human, physical, and financial resources



		

		

		

		

		



		Evaluation and Outcomes, does it:

1.  Support planning, implementation and evaluation of service based on population health/community development/intersectoral approach.


2.  Support research, best practices and planning and evaluation of health outcomes



		

		

		

		

		



		4. TOTAL “YES”

		

		

		

		

		



		5. Follow-up actions required:





References:  Moving Forward Together: Mobilizing Primary Health Care. A Framework for Primary Health Care Renewal in Newfoundland and Labrador, Sept’03.


Learning Circles Project, ARNNL, February 2000- October 2001


Helleur, Jane. Decision- Making Impact Window
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		PHC Scope of Practice Shared and Separate Roles and Functions

		Tool # 1

		Comprehensive PHC includes delivery in the 5												Professional Group_________________

		domains of disease prevention, health promotion,												Project Area _______________________

		curative care, rehabilitation and supportive care.

		Service				YES				NO				Service				YES				NO

		1.0. DISEASE PREVENTION												3.3. Diagnosis & management of

		1.1 Disease Prevention												Chronic Illness & injuries

		(targeting populations, groups												initial diagnosis & treatment

		and individuals)												treatment adjustment unstable

		periodic exam												monitor stable condition

		primary prevention*												3.4. ReferralTo Other Health Care

		secondary prevention*												Services

		tertiary prevention*												other disciplines

		2.0. HEALTH PROMOTION												to other resources

		2.1. Health Promotion												to hospital for admission

		(targeting populations, groups												medical specialists

		and individuals)												4.0. REHABILITATIVE SERVICES

		life style counseling												4.1. Rehabilitation

		building healthy public policy*												referral to rehab services

		strenghtening community action*												participate in planning & follow up

		assist personal skill development*												education & advocacy

		3.0. CURATIVE CARE												develop/implement care map*

		3.1. Health Assessment												5.0. SUPPORTIVE CARE

		history taking												5.1. Supportive care

		physical exam												in hospital

		laboratory/ diagnostic evaluation												in community/home

		3.2. Diagnosis & Management of												in long term care facilities

		Episodic Illness & Injuries												education & support for selfcare

		acute minor illness												health education

		acute minor injury												telephone advise

		acute complex illness

		acute complex injury

		* See Definitions Attached

		References:

		Way D , Jones L, Busing N. Implementation strategies; “Collaboration in primary care- family doctors and

		nurse practitioners delivering shared care” ( discussion paper). Toronto: Ontario College of family Physicians; 2000.

		Romanow, Roy J. Building on Values. The Future of Health Care in Canada, November 2002.

		Moving Forward Together: Mobilizing Primary Health Care . A Framework for Primary Health Care Renewal in

		Newfoundland and Labrador, September, 2003.
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Collaboration: 


Definition and Guiding Principles





Definition of Collaboration


The following definition of collaboration is based upon the definition of collaborative practice developed by Way, Jones, and Busing:

“An inter-professional process for communication and decision making that enables the separate and shared knowledge and skills of primary health care providers to synergistically influence the service provided to a population or an individual.”

Guiding Principles

Client Centered Focus


· PHC teams work in collaborative partnerships with clients/patients to promote and support client choice and partnership in decision making


Coordination


Effective coordination requires:


· Each team member’s contribution


· Common goals that are clearly articulated and agreed upon by team members

· Respect for individual team member’s knowledge of scope of practice


· A focus on individual client and population needs


· A structured process which simultaneously encourages flexible service delivery


Communication


Open and honest communication requires:


· Each team member’s respectful willingness to voice ideas and concerns and to respect the contribution of other team members


· A commitment to timely, efficient, focused and relevant information sharing


· Feedback between individuals and through periodic team reflection and critical evaluation of how communication processes can be improved


Cooperation


Cooperation and joint responsibility requires:


· Mutual trust and respect


· Team members as equal partners


· Shared decision-making that embraces a structured process, a client/patient focus, and a mechanism to resolve conflict

· Shared accountability that co-exists with respect for professional autonomy and enables the appropriate provider to deliver appropriate service at the appropriate time


· Shared individual responsibility for processes and outcomes of health planning


Commitment


Commitment requires:


· A shared understanding of the need to work inter-professionally


· Organizational support to support and foster collaborative practice


· Evaluation of both processes and outcomes of collaborative practice 



