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INTRODUCTION

Evolving Constructs of Health and Illness


Health care in the United States, with its success in biomedical science, has made enormous advances in confronting the challenges presented by specific diseases of individual patients.  There is growing recognition, however, that many equally daunting challenges to health care remain.  Many factors have converged to create demand for a more integrated approach to care, one that takes into account the multiple factors that interact to promote health or cause illness, and that requires individual responsibility for one's own health as well as collective responsibility for the health of the population at large.  Patterns of illness and mortality have changed: chronic illnesses and lifestyle-related health problems now are predominant.  We are coming to understand health not as the absence of disease, but rather as the process by which individuals maintain their sense of coherence (i.e., sense that life is comprehensible, manageable, and meaningful.   (Antonovsky, 1987).


The corollary to this understanding of health is the construct of illness, which places the patient's experience--not the organ system or patho-physiological state--at the center of what it means to be healthy or sick.  As such, illness is an integral experience and can only be artificially reflected into biological, psychological, social, and spiritual dimensions of experience.  It is this deepened perspective on health and illness that will shape care in the future.  

In the face of a growing chronic disease burden and the aging of the population, such a perspective promotes a deeper and more humane approach to care by encouraging practitioners to help people--even those for whom there is no cure or those who may be dying--become as wholly functional as possible.  As society continues to refine and redefine its understanding of health and health care, several questions arise.  How can health care practitioners reform their approach to patient care to correspond with these new foundations?  How can health professions education programs develop a cadre of practitioners who approach patient care in a manner that addresses the complex interconnected processes in health and illness?  How can educational programs address values and beliefs related to patient care?

[In addition,] differences in understandings and terms of reference across cultures create challenges for both health care practitioners and patients…Culture also determines our approaches to health, beginning with symptom interpretation and initial entry into the formal health care system.  
Report of the Pew-Fetzer Task Force on Advancing Psychosocial Health Education (1994)

Geriatric Interdisciplinary Team Training (GITT) Questionnaire

Before we begin the formal part of the course, we ask that you complete the following pre-test.  Copies of this will be handed out.  The purpose of this is to provide the GITT course faculty with a better understanding of your individual and group knowledge of this topic.  Thank you for your cooperation.

Name (optional) ________________________________________________________

School (Nursing, Dentistry, Medicine, Pharmacy, Social Work, Law) _______________

Undergraduate degree ___________________________________________________

Male ________   Female ________

1. Have you ever taken a course in interdisciplinary team training?

Yes _____    No _____

2. If yes, what was the name of your course? _________________________________

______________________________________________________________________

3. Where and when did you take that course?  ________________________________

______________________________________________________________________

4. Have you ever worked on an interdisciplinary care team? 

Yes _____   No ______

5. If yes, tell us briefly about where and when, and what you liked most about working on an interdisciplinary team  ____________________________________________

______________________________________________________________________

6. Do you have concerns about working on an interdisciplinary care team?

Yes ______   No ______

7. If yes, please share your major concern.  __________________________________

______________________________________________________________________

8. With regard to geriatric interdisciplinary team training, do you have special interests you would like us to cover in this course? __________________________________

______________________________________________________________________

______________________________________________________________________

9. What skills do you believe are the most critical to the success of working on an interdisciplinary health science team?  ____________________________________

______________________________________________________________________

______________________________________________________________________

10. What knowledges do you believe are critical to the success of working on an interdisciplinary health science team?  ____________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

11. What attitudes do you believe are critical to the success of working on an interdisciplinary health science team?_____________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

12.  What is the impact of interdisciplinary team care management? ________________

______________________________________________________________________

______________________________________________________________________

13. Please explain the rationale for your answer to number five, above.  _____________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

14. What specific patient populations do you believe would be best served by interdisciplinary health science teams?  Why? _________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Geriatric Interdisciplinary Team Training (GITT) Pre-Test
Before proceeding, please complete the following true-false and multiple choice questions.  This pretest is for your self-awareness of team issues and to introduce you to team issues.  (We acknowledge Nancy Wilson and the Houston GITT group for allowing us to use the following pretest for this workbook.)

______ 1.
An interdisciplinary team approach to health care is viewed as unimportant by the changing health care industry.

______ 2.
An interdisciplinary team differs from other groups or teams in that members represent different disciplines, are interdependent, and one care plan is developed for the client or patient by the entire team.

______ 3.
Health care professionals on a newly developed health care team have clear understandings about each other's roles.

______ 4.
The patient and family members are not a necessary part of the interdisciplinary health care team.

______ 5.

An interdisciplinary team develops in phases over time.

______ 6.
In order to fulfill leadership functions on an interdisciplinary team, a member must have a formal designation of authority.

______ 7.
It is always most appropriate for a physician to perform the major leadership functions on an interdisciplinary health care team.

______ 8.
Within a team of health care professionals, members from different disciplines speak different "languages."

______ 9.
Which one or more of the following techniques can help overcome communication barriers within a health care team:

a) confrontation      

b) insight into another culture's belief system

c) trust development among different disciplines

d) ability to explain one's beliefs about a care plan

e) other (give example)

_____ 10. 
As team members have more experience working together, members can anticipate an increase in conflict between/among team members.

_____ 11.
No approach to managing conflict works in the face of strong emotions.

_____ 12.
A patient who believes in folk medicine needs to be educated about why it won't work.

_____ 13.
A health care professional needs to be knowledgeable about the cultural issues within his/her client population.

_____ 14.
In an interdisciplinary team, treatment goals are determined by:

a) the physician

b) full-time members only

c) patient and family only

d) the entire team plus patient and family
_____ 15.
The efficiency of a health care interdisciplinary team is determined by:

a) time involved in patient care

b) cost of care and productive meetings

c) team goals met and the time and cost of patient care

______________________________________________________________________

What are expected entry core competencies for all health science students participating in this GITT course?

Each student who participates in the Geriatric Interdisciplinary Team Training Program should exhibit the following competencies: ____________________________________________________________

(1) Communicates effectively with patients and recognizes that interviewing the older adult takes longer than with most other patients;

(2) Demonstrates respect for the individual client, their family, and others.  One example of this is that the student respects the patient's rights and confidentiality;

(3) Possesses a high degree of professional autonomy, maturity, commitment and ethics;

(4) Articulates and demonstrates their respective professional Code of Ethics.  (Each Code will be discussed in detail in class.)

(5) Possesses a knowledge and understanding of their respective professional scope of practice both statutory and regulatory;

(6) Demonstrates knowledge of common geriatric health problems at both the individual and at the population level;

(7) Possesses a beginning level knowledge of Advanced Directives, such as Durable Power of Attorney, living wills, guardianship and conservatorship.  (Durable Power of Attorney for Health Care Decision-Making);

(8)  Understands a variety of living arrangements for older adults;

(9)  Possesses a beginning understanding of health care financing;

(10) Possesses a beginning level of knowledge of the role and functions of an interdisciplinary team, such as showing respect when listening, communicating and resolving conflict respectfully and constructively.

____________________________________________________________

What are desired exit competencies for GITT students in all disciplines?

Each student who participates in the GITT program will exhibit the following competencies at the completion of the didactic and clinical practicum:

____________________________________________________________

(1) Demonstrates effective communication strategies with older adults, such as respecting patient's rights and confidentiality;

(2) Utilizes their knowledge of common geriatric health issues to elicit a comprehensive health history, conduct an appropriate physical exam, as well as order appropriate laboratory and diagnostic tests;

(3) Formulates a comprehensive plan of care utilizing input and expertise of other disciplines, including the patients and their families;

(4) Possesses a working knowledge of the professional scope of practice and the roles and functions of each of the respective health professional disciplines;

(5) Advocates for and utilizes Advanced Directives in the provision of individualized health care;

(6) Recommends safe living arrangements which are least restrictive;

(7) Utilizes their knowledge of health care financing to provide cost effective comprehensive care;

(8) Functions as an effective member of an geriatric interdisciplinary team.

Discipline-specific competencies: A guideline


For each of the health science disciplines, we have included in your workbook specific competencies for you to bear in mind throughout this course, and your practice.  By the end of this course, we hope you will have integrated most, if not all, of these competencies into your practice. 

Included in the remaining pages of this section are pre-requisite discipline-specific competencies, and exit competencies.  These are presented in the following order: Nursing, Social Work, Pharmacy, Dentistry and Medicine. 

____________________________________________________________

NURSING

Pre-requisite Nursing Competencies

The following competencies are required of graduate nursing students.

____________________________________________________________

The student will be able to:

1. Differentiate between normal aging and pathologies of aging;

2. Perform at a beginning level a comprehensive assessment and presentation of a geriatric client including: health and medical history, socio-economic history, psychological assessment (e.g., Folstein Mini-Mental Status Exam (MMSE), the Geriatric Depression Scale); functional assessment [level of independence vs dependence in the activities of daily living (ADLs and IADLs) and environmental history; and physical examination;

3. Describe common geriatric syndromes at the beginning level of competence;

4. Discuss, at a beginning level, etiological factors of common problems in the older adult, such as falls, urinary incontinence, dementias, etc.

5. Conduct a comprehensive physical exam;

6. Develop a comprehensive plan of care that includes appropriate diagnostic and laboratory tests, as well as appropriate pharmaceuticals and non-pharmaceuticals;

7. Articulate the role of the advanced practice nurse as a member of a geriatric interdisciplinary team;

8. Assess and implement appropriate interventions for health promotion and disease prevention for the older client; and

9. Identify basic structure(s) within the health care system (e.g., managed care entities, HMO, PPO, IPA or fee for service).

_______________________________________________________________

NURSING

Exit Competencies for Nursing 

The following competencies are required of graduate nursing students.

_______________________________________________________________

The student will be able to:

1. Perform and present a comprehensive geriatric assessment, including a comprehensive history of PE and the use of screening tools, lab and Dx;

2. Formulate goals and a plan of care at a comprehensive and skillful level;

3. Analyze the data collected in collaboration with the health care team;

4. Effectively participate as an advanced practice nurse on a geriatric interdisciplinary team;

5. Effectively use other professionals as well as the patient and family members as members of the geriatric interdisciplinary teams;

6. Re-evaluate and modify treatment plans based on individual needs (cost, responses to medications, treatment, etc.); and

7. Advocate for the geriatric client in a managed-care environment.

8. Provide for continuity of care that is client-centered; ands

9. Participate in life-long learning, peer review, and continuous quality improvement.

_______________________________________________________________

SOCIAL WORK

Pre-Requisite Graduate School of Social Work Competencies


The following competencies are required of social work interns.
_______________________________________________________________

The student will be able to:

1. Elicit a comprehensive social history from older adult clients (including current health status, living situation, family and community supports, financial and economic status, cultural health beliefs and practices, and functional abilities) as well as other knowledges, skills and attitudes;
2. Identify both client and family strengths and weaknesses in their ability to interact with a complex health delivery system;

3. Effectively engage clients and families in planning and action, formulating plans with regard to short- and long-term health care goals, and other related goals (e.g., those related to economics, housing changes and so forth); 

4. Conduct comprehensive evaluations of the home or living environment, including physical aspects (e.g., safety, lighting, and accessibility) and social supports (e.g., family members, friends, paid assistance and neighborhood support system(s);

5. Utilize a variety of culturally appropriate individual, group, family and/or community resources to assist clients who are experiencing change in health status, and/or change in functional abilities;

6. Articulate psycho/social factors related to health care conditions and crisis, as well as describe key psychological and social factors of aging; and

7. Demonstrate crisis intervention skills.

_______________________________________________________________

SOCIAL WORK

Exit Competencies for Social Work


The following competencies are required of social work interns. _______________________________________________________________

The Intern will be able to:

1. Complete a comprehensive geriatric assessment including information related to client perceptions of health;

2. Communicate effectively with health professionals on a geriatric team;

3. Demonstrate knowledge of values and roles of health science professionals;

4. Effectively utilize members of other disciplines in work with geriatric clients;

5. Assist older adult clients to successfully negotiate the health care system and services available to them; and

6. Assist older adult clients to maintain their sense of autonomy within the context of declining health and ability in a complex health delivery system.

Ernie: You wanted to "take this to a higher level of learning competencies."  Did you want to speak w/ Enid re: this?
_______________________________________________________________

Pharmacy

Pre-requisite Pharmacy Competencies


The following competencies are required of Doctor of Pharmacy students.  

_______________________________________________________________

The student will be able to:

1. Elicit a comprehensive patient-specific drug history;

2. Assess the patient's ability to successfully self-administer medication(s) by demonstrating appropriate motor skills to open prescription vials, removing tablets, and cognitive skills (e.g.,  reading, understanding directions and using good judgment);

3. Recommend appropriate drug-therapies for geriatric individuals with complex medical illnesses and drug regimes.

4. participate in and perform drug use evaluations;

5. Select the appropriate dosage form, formulation, administration and/or delivery system of specific drug(s) in the older adult;

6. Assist physicians and other prescribers in the selection of drug therapies, regarding dosage form, formulation, administration, and/or delivery system;

7. Judge the quality of products; select manufacturers based on appropriate data, such as biopharmaceutic, economic, and quality control information;

8. Determine the dose and the dosage schedule utilizing the underlying principles of pharmacokinetics and pharmacodynamics;

9. Prepare medications for patient use;

10. Develop and supervise management systems to ensure that adequate supplies of drug products are available to meet patient's needs; 

11. Ensure that products are stored under appropriate conditions; 

12. Ensure that products are delivered to patients in a timely, safe, and efficient manner; 

13. Ensure the security of the drug inventory;

14. Ensure that medications are labeled appropriately;

15. Counsel and educate patients and their caregivers regarding drug(s) utilized to treat a specific disease state, the rationale for the selection of the specific drug(s), the appropriate dose, administration, frequency, the benefits and risks of individual drugs or the total drug regime;

16. Participate in the implementation of the therapeutic plan to include simplifying the regime if at all feasible;

17.  Monitor patient adherence to the therapeutic plan, and provide adherence aids such as pill boxes, medication calendars, etc.;

18.  Judge the effectiveness of the regime, and ascertain if the desired outcomes are being accomplished;

19.  Monitor patients for the development of adverse drug reactions, drug-drug, drug-food, drug disease interactions as well as drug-induced states; and

20.  Provide information related to the cost effectiveness of pharmacotherapy.

_______________________________________________________________

Pharmacy

Exit Pharmacy Competencies


The following competencies are required of Doctor of Pharmacy students.  

_______________________________________________________________

The student will be able to:

1. In the process of evaluating drug therapy, develop and extract an adequate database from the patient, as well as the patient's medical and pharmacy record, and the records of other health care practitioners;

2. Organize and present an assessment of the patient's health-related problems;

3. Identify subjective and objective outcomes of drug therapy and recommend a pharmacotherapeutic plan based on patient-specific information;

4. Observe and understand the signs and symptoms of diseases as they relate to and impact drug therapy;

5. assist with the identification, prevention and/or resolution of drug therapy problems by recommending the appropriate use/ modification/discontinuation of a drug or dosage regime;

6. Assess drug efficacy and safety through the evaluation of appropriate physical and laboratory parameters;

7. Select, critically evaluate and apply information from the medical, and pharmacy literature to specific patient situations;

8. Justify, establish, and improve patient-centered services using effective management skills;

9. effectively communicate drug information to other health care professionals, patients and caregivers;

10. Provide clear, concise, written documentation of patient encounters--from both the clinic and from telephone conversations--and document in the medical chart; and

11. Document the outcomes and cost impact of pharmaceutical care in the ambulatory setting.

_______________________________________________________________

DENTISTRY

Pre-Requisite Dentistry Competencies


Dental students will have developed the following competencies prior to enrollment in the course.
_______________________________________________________________

The student will be able to:

1. Conduct a complete assessment of an older adult's oral health; 

2. Assess and record the oral problems presented by the patient;

3. Prescribe a sequential treatment plan and be able to perform a majority of the care required by the patient;

4. Provide and supervise preventive education services for patients;

5. Recognize when it is necessary to refer the patient for further treatment and coordinate care provided by others;

6. Understand the indications and contraindications for contemplated treatment and recognize when the scope of treatment is beyond his/her capability; and

7. Assess patients, diagnose and demonstrate treatment planning skills.

_______________________________________________________________

DENTISTRY

Exit Competencies for Dentistry


Dental students will have developed the following competencies prior to enrollment in the course.
_______________________________________________________________

The student will be able to:

1. Conduct, more fully, a comprehensive geriatric assessment;

2. Identify medical and psychosocial issues that impact oral health care.

3. Describe the most prevalent and troublesome problems in geriatric patients;

4. Create appropriate treatment plans which weigh important multidisciplinary issues;

5. Participate effectively as a member of the geriatric interdisciplinary team;

6. Utilize non-dental health care professionals to promote better oral health outcomes; and

7. Understand the influence of managed health care upon the general and oral health of the geriatric patient.

_______________________________________________________________

Medicine

Pre-requisite Competencies for Medicine Residents


The following competencies are required of Medicine Residents. 

_______________________________________________________________

The Medical Resident will be able to:

1. Conduct a basic, problem focused evaluation, of older adults;

2. Recognize common medical illnesses of older adults; and

3. Participate in interdisciplinary team meetings.

_______________________________________________________________

Medicine

Exit Competencies for Medicine Residents


The following competencies are required of Medicine Residents. 

_______________________________________________________________

The Medical Resident will be able to:

1. Conduct a comprehensive evaluation of an older adult with complex medical and psychosocial health problems;

2. Diagnose and manage common medical illnesses in older adults;

3. Recognize the differences between the younger and older adult in disease/disability, epidemiology, symptom presentation, response to diagnosis and therapy;

4. Assess functional status, and conduct geriatric screening examinations;

5. Set priorities, in order of impact, on the older adult patient who frequently has multiple symptoms, disease, and disabilities; 

6. Solicit and incorporate in treatment planning patient/family wishes and values, with awareness of different cultural health beliefs and practices;

7. Recognize/appreciate models of geriatric care in interdisciplinary team (see Eight Principles of Successful Team Work); 

8. Differentiate the major financing systems (fee for service & managed care) for geriatric care and their implications for medical practice;

9. Demonstrate improved communication skills with older adult patients, their families, and other team members; and 

10. Demonstrate awareness of different cultural health beliefs.

EIGHT PRINCIPLES OF SUCCESSFUL TEAM WORK

1) All team members share a common purpose, and work together to establish explicitly stated patient care goals.

2) The patient and family are at the center of all team activities and are active team members.

3) The full scope of the professional capabilities of each team member is clearly understood by everyone on the team; professional roles are dynamic and are determined by the needs of the team, individual experience, and the knowledge and skills of team members.

4) All team members contribute to team function through constructive individual behaviors, including rotating leadership.

5) The team communicates effectively across all work and care settings.

6) The team has tools or strategies for successful management of conflict (see “Conflict Resolution”).

7) The team has explicit rules about participation and decision making (see “How to Run a Team Meeting”).

8) The team is adaptable and responds to new challenges and conditions as they develop over time.

9) Student's Notes and Learning Issues

INTERDISCIPLINARY GERIATRIC TEAM TRAINING

COURSE MODULE LEARNING OBJECTIVES

The learning objectives that will be discussed are those from a video produced by the UCHSC, and the GITT Resource Center at New York University.  The videotape will be used throughout the course.  These learning objectives will be discussed, accompanied by interactive exercises and activities in the small groups in your interdisciplinary classroom.

A summary of the objectives for the geriatric patient interview follow.  Please make a note of possible "Learning Issues"--questions you have or areas you wish to study in more depth--as you observe this video.  After viewing the interview portion of the tape, the student should be able to:

_______________________________________________________________

1)  Define and analyze the patient's presenting problem;

2) Assess the impact of this problem on the patient and her family;

3) Evaluate the patient's support system in terms of its strengths and weaknesses; 

4) Propose ways to address the areas of need;

5) Identify the remaining important subjective and objective components to be addressed if this interview were to be continued.

Student's Notes and Learning Issues

_______________________________________________________________

TEAM MEETING OBJECTIVES

The learning objectives for the team meeting are as follows.  After viewing the team meeting portion of the tape, the student should be able to:

_______________________________________________________________

1) Distinguish between the goal of the team (as in the patient-centered care plan) and the team meeting process (as in the dynamics and structure of the interdisciplinary team meeting); 

2) Define and discuss each member's role and responsibility on the team: how decisions were made, what leadership styles were demonstrated (i.e., how did each individual demonstrate leadership?), and how the team handled disagreements;

3) Describe how the structure and process of the team meeting--including the team's operating norms--facilitated the efficiency of the team and affected the outcome, or the development of the care plan;

4) Critique the ways in which the client's interest(s), as well as those of the patient's family, were identified, addressed and incorporated into the patient care plan; and

5) Discuss effective and ineffective verbal and non-verbal team behaviors observed, and suggest how one might handle any ineffective behaviors that were observed.

Student's Notes and Learning Issues

Video Cast

Patient:  Mrs. Diana Watson

Daughter:  Elaine Robbins

The Video Team

Dennis Morgan - Pharmacist

Nora Adams - Nurse Practitioner

Cathy Flaherty - Physician

Ellen Knot - Social worker

Nurse Practitioner


Nora Adams
Patient
Mrs. Diana Watson

Note: Video time codes in brackets [minutes.seconds]

Narrator [36]
This is a training tape designed to demonstrate how effective teams work to improve the care delivered to elders.  We will begin by watching part of an interview conducted by Nora Adams, a Nurse Practitioner and one of her patient’s, Mrs Diana Watson.  Mrs Watson has been brought to the office today by her daughter, Elaine Robbins. An Interdisciplinary team meeting follows the interview at which time they will discuss Mrs. Watson’s case.

Nurse Practitioner [1.04 ]
So, what brings you to the office today?

Patient [1.06 ]
Elaine, my daughter, brought me here. She’s worried about me.

Nurse Practitioner [1.12]
She is?

Patient [1.17]
She says I forget things.

Nurse Practitioner [1.20] 
Uh huh, is that true?

Patient [1.23]
Sometimes.  But, at my age, what do you expect?

Nurse Practitioner [1.25]
Is forgetfulness something new for you?

Patient [1.28]
No, I’ve always been forgetful.

Nurse Practitioner [1.32]
Do you forget things like your keys?

Patient [1.35]
Keys...yeah, you know, I never can find them.  

Nurse Practitioner [1.42]
Do you ever go somewhere and forget why you went there or feel lost when you get there?

Patient
(shakes her head NO)

Nurse Practitioner [1.58]
Have you ever left food cooking on the stove?

Patient [2.03]
Did Elaine tell you I left the kettle on the burner?  She was very upset.  She just kept saying “Ma, I told you that you have to be careful with the stove.”  

Nurse Practitioner [2.21] 
Has anything else happened?  

Patient [2.27]
I don’t think so.

Nurse Practitioner [2.31]
Have you forgotten to pay  any of your bills like phone or electric?

Patient [2.41]
Well my phone was turned off last year.  But then Elaine started to pay the bills.  It’s nice that she does that.

Nurse Practitioner 
Do you use the phone to call your daughter?

Patient 
Oh, yes. 

Nurse Practitioner [3.04]
Do you do your own laundry? Mrs. Watson? Do you wash your own clothes, do your own laundry?

Patient [3.07]
Nods in agreement

Nurse Practitioner [3.13]
Do you do your own housework? Do you straighten up around the house? 

Patient [3.16]
Yes.  My granddaughter helps me sometimes. 

Nurse Practitioner [3.22]
How about getting around?  Do you drive?

Patient [3.27]
No, I don’t drive anymore.  Laney takes me everywhere.  

Nurse Practitioner [3.31]
How about shopping?  Does anybody help you?

Patient [3.34]
Elaine brings me groceries.

Nurse Practitioner [3.35]
Seems like your daughter is a big help.

Patient [3.40]
(Nods in agreement)  Oh yes, she’s a good girl.

Nurse Practitioner [3.45]
I’d like to ask you some questions about your medications.  Can you tell me what medications you take?

Patient [3.52]
Pills for the stomach, the heart…there are more pills…and then there is something that’s supposed to help my back.

Nurse Practitioner [4.03]
Do you take anything that you would buy in a drugstore or a grocery store? Like Tums, Aspirin or Tylenol?

Patient [4.11]
I take aspirin when my back hurts

Nurse Practitioner [4.15]
Aspirin? Does it help your back pain?

Patient [4.18]
Sometimes

Nurse Practitioner [4.20]
Sometimes? O.K. The last time you were here I gave you a little medicine box, a little pill box, with little compartments, with your medication, to put the different pills in. Does that help you to remember to take your medicine? 

Patient [4.38]
I think so. Sometimes.

Nurse Practitioner [4.40]
Who fills the box up for you?

Patient [4.46]
Laney.

Nurse Practitioner [4.47]
Elaine fills it up for you? What happens when you forget to take your medicine? 

Patient [5.05]
Well, if she reminds me, then I take it. 

Nurse Practitioner [5.12]
Now, let’s talk a little about what you eat.  How many meals a day do you eat?

Patient [5.25]
Oh, I don’t know.  I  don’t feel like cooking anymore.  I eat with Elaine and the kids.  Sometimes I have soup.

Nurse Practitioner [5.42]
Do you make the soup from scratch or do you use canned soup?

Patient [5.49]
Canned soup.  Anything else is too much of a bother.

Nurse Practitioner [5.58]
Your weight’s down again.  You’ve lost over 10 pounds in the last four months.  Why do you think you are losing weight?

Patient [6.09]
 I don’t know.  I’ve always been thin.  

Nurse Practitioner [6.12]
How’s your appetite?

Patient [6.15]
It’s OK

Nurse Practitioner [6.23]
Are you having any problems eating, swallowing, chewing, nausea, vomiting?  What about your bowel movements?  Any diarrhea or constipation?  Do you take anything to help with your bowel movement?  (Patient shakes her head or murmurs “ no” after each question.)

Nurse Practitioner [6.50]
When was your last bowel movement?

Patient [6.54]
I think this morning.

Nurse Practitioner [6.56]
Have you noticed any changes in color of the stool like black or bloody?

Patient [7.06]
No.

Nurse Practitioner [7.11]
Well, after I ask you a few more questions, I’ll examine you and we’ll do a few blood tests.  When the results are back we’ll meet again.  I’d like to include your daughter in our next meeting.  Would that be OK with you?

Patient [7.30]
 Include, Laney?  Well, I guess so, if she wants to come.

Nurse Practitioner [7.38]
Good, I’ll call her.  I have just a few more questions about your memory and mood.  We’ll start with the memory questions.  Some of the questions may seem easy and others may seem hard but I ask all my patients these questions.  OK?

Patient [7.55]
Ah, OK .

Nurse Practitioner [7.59]
Can you tell me today’s date?             

END
INTERDISCIPLINARY TEAM MEETING
Physician
Kathy Flaherty

Pharmacist
Dennis Morgan

Social Worker
Ellen Kott

Nurse Practitioner
Nora Adams

Note: Video time codes in brackets [minutes.seconds]

Narrator [9.20]
The interdisciplinary care team is meeting to discuss their patients.  The members of the team are: Nora Adams,  Nurse Practitioner;  Kathy Flaherty, physician; Dennis Morgan, pharmacist; and Ellen Kott, Social Worker. 

Social Worker [9.40]
Good morning.  It’s 8:00 and I’d like to get started.  Does everyone have the agenda?  Alright we have three patients to discuss today, four hospitalized patients to assign, some regulations to go over and 40 minutes to get it all done.  As usual we’ll take a five minutes at the end of the team meeting to discuss any team issues.  OK?  Dennis, would you mind helping us keep on time?  Let us know if we’re running over on one patient so we can adjust and stay on track.

Pharmacist [10.05]
Got it.

Social Worker [10.07]
Thanks.  Nora, can you start with Mrs. Watson?

Nurse Practitioner [10.10]
Yeah sure.  Mrs Watson’s a 79 year old Caucasian woman who has had 12 visits in the past 8 months.  Her current health problems are: Depression; cognitive impairment secondary to depression, dementia or other causes; CHF and osteoporosis.  Her Geriatric Depression Score was 17/30 two months ago when she complained of depressive symptoms.  I prescribed Zoloft 50 mg/once day and now her GDS is 14/20.  But the evidence suggests a progressive decline in mental function from previous exams; her Mini Mental Status Exam score was 22 out of 30 last week.  She weighs 132 lbs, a 10-pound loss in 4 months.  Her physical function’s been declining for some time and there are questions of her safety because she lives alone.  Mrs. Watson can do all her ADLs, but a daughter who lives nearby assists her with most of the IADLs.  Her daughter relates that some pills are left in the box.  Mrs. Watson admits to leaving the stove on and burning her teapot.  Her physical exam was unremarkable except for Kyphosus.  Her blood pressure’s 160/90 and her pulse is irregular.  Her daughter fears that her weight loss may be due to her mother forgetting to eat.  Her current medications are: Lasix, 20 mg once/day; KCL, 10 meq once/day;Premarin, one .625 mg tablet/day; Zoloft, 50 mg once/day; Aspirin, 325 mg every day; and Captopril, 12.5 mg twice day.  Let’s see,  her lab work.  Her chemscreen was unremarkable except for a mild elevation in her BUN at 30, serum albumin was 3.3, and her CBC was normal.  Her latest EKG revealed no new changes.  Ellen, you interviewed her daughter, what do you want to add?

Social Worker [12.23]
Well,  Elaine’s been helping with transportation and shopping for three years, but this year she’s really noticed a change in her mother’s ability to remember things.  There is no report from either mother or daughter of hallucinations or paranoid ideation - just confusion.  A year ago the phone was disconnected because she forgot to pay the bill.  Now Elaine handles all the finances.  She’s found lights on all day and night, burned teapot and food, the house in disarray.  She’s very concerned about her safety and whether her mother will remember to take her medications and eat.  Elaine fills the pill box and calls her mother to remind her to take her medications.  Elaine said her mother has some money and she would like to hire someone but Mrs. Watson refuses. 

Physician [13.11]
The gradual decline in cognition is certainly consistent with Alzheimer’s, but we do need to look at some other possible causes.  Do we know for sure that she doesn’t drink?  You know she’s had a few falls.

Nurse Practitioner [13.24]
I’ve asked about her drinking habits and she said she drinks a glass of wine “once in a while”; I couldn’t get a better estimate.

Social Worker [13.31]
I checked that out with the daughter.  Elaine does all the shopping and she says that her mother doesn’t drink.  I don’t think alcohol abuse is an issue.

Physician [13.37]
I still think a more extensive dementia work up is needed including more labs and a CT scan to rule out any reversible causes of her mental decline. 

Nurse Practitioner [13.46]
Besides the CT scan, what other tests do we want?

Physician [13.50]


Thyroid profile, B12, Folate and VDRL.

Social Worker [13.58]
Why do we need a CAT scan now? It’s expensive, another test to put her through and what do we gain from it?

Pharmacist [14.03]
I agree.  We should at least wait on the CAT scan until we’ve determined the effect of the depression treatment.  

Physician [14.09]


Nora, has her GDS improved on Zoloft?

Nurse Practitioner [14.13]
This week her GDS was 14/20 a slight improvement.

Pharmacist [14.17]
Wait I’m not sure she’s received a therapeutic dosage of Zoloft for a therapeutic trial.  We generally need 8 weeks to rule out the peusdo dememtia.  Can we get some more information from the daughter about the pills left in the meds-set when she re-fills it?

Nurse Practitioner [14.30]
Yeah,  there were 2 Zoloft pills left when I checked the medi-set last week.  But she’s been on Zoloft for 8 weeks, don’t you think a gero-psych consult should be ordered?

Pharmacist [14.41]
A gero-psych consult too?  Oh come on.  This lady doesn’t need a CAT scan or a gero-psych evaluation yet.  We need to figure out how to improve her compliance with the meds, get the local pharmacy to validate the usage of the meds and IF she’s been taking the pills, we probably want to increase the dosage of Zoloft.

Physician [15.01]
True, we can increase the dosage.  But first let’s see if we can get a better understanding of her compliance with Zoloft and recheck her GDS next time as well.  Personally, I think it’s better to do the CAT scan now but we can hold off.   

Social Worker 
I think so too.

Physician [15.30]
Isn’t one of the side effects of Zoloft weight loss?

Pharmacist [15.34]
Yeah, although it is generally less likely with Zoloft. I’m worried that this patient’s dehydrated which can also contribute to pseudo-dementia.  Mrs. Watson’s BUN/CR ration is greater than 20/1 which reflects pre-renal azotemia.  With her weight loss and decreased diet, I think we need to reevaluate the lasix dose

Nurse Practitioner [15.55]
That’s a good point.  I’ll see what we can do to get her daughter to monitor the fluid intake.  

Pharmacist [16.00]
After she’s in an euvolemic state, we should recheck the BUN and creatinine.

Nurse Practitioner [16.06]
OK, I’ll arrange that with the daughter

Pharmacist [16.07]
Can we switch her captopril to a once a day ACE Inhibitor like enalapril or lisinopril?

Physician [16.15]
Fine, it simplifies the med regime.  Dennis is right.  We need to be concerned about her nutritional status and hydration, particularly with the serum albumin level and her weight loss.  We also need to add Vitamin D and calcium.  How do we ensure she eats and drinks water?

Social Worker [16.32]
I’ll talk to Elaine and suggest that we enroll her mom at least in meals on wheels and maybe we could get her to join a senior center.  That’ll also help with the social isolation.

Physician [16.40]
Yeah, we need to do that immediately.

Social Worker [16.42]
How do we want to handle the safety issues?  The daughter is very worried with good reason.

Nurse Practitioner [16.48]
We should meet and getting some home care assistance to provide more supervision, nutrition, and companionship.  Then we can discuss safety interventions such as a medical alert system and a home safety evaluation. 

Social Worker [17.03]
OK.  I’ll start on those and when I call the daughter to suggest enrolling Mrs Watson in a Senior Center meal program, I’ll stress monitoring Mrs. Watson’s medication compliance and food intake.

Pharmacist 
Sorry folks but we’ve spent about ten minutes discussing Mrs. Watson and we still have 2 more patients. 

Social Worker [17.16]
Ok, let’s wrap up.  Nora why don’t you summarize who is going to do what.

Nurse Practitioner [17.22]
We’ve agreed to hold off on both the gero psych consult and CAT scan.  We’ll get additional lab work, check the medication compliance for the Zoloft to see if she’s had a therapeutic dose, switch the twice a day captopril to a once a day enalapril, add a multivitamin, Vitamin D and encourage her to get 1 gm of calcium a day from diet.  Ellen’s agreed to talk with the daughter about ensuring her Mom eats and getting a home care worker as soon as possible.  Ellen can you also set up the meeting with the family?

Social Worker [17.50]
Yeah.  I’ll schedule it for the end of next week since we don’t have to wait for a CAT scan or gero psych consult.  Nora, do you think we’ll have the blood work back by then?

Nurse Practitioner [17.58]
Yeah, I can move it along and I’ll try and get some patient education materials on legal and safety issues, including the “Alzheimers safe-return” information.  I also want to discuss advance directives with the family.

Physician [18.09]
Yeah, we need to have a health care proxy form too.

Pharmacist [18.12]
Can we ask the daughter to clean out the medicine cabinet to make sure she’s not taking any other things?

Social Worker [18.17]
Good idea.  I’ll ask the daughter or granddaughter to do right away.  Anything else we need to discuss about Mrs. Watson? No?  Good let’s move on to our next patient, Neil Skinner.

Student Notes from First Viewing of Video

LEARNING OBJECTIVES FOR THE TEAM MEETING

_______________________________________________________________

Learning Objective One: Distinguish between the goal of the team (as in the patient-centered care plan) from the team meeting process (as in the dynamics and structure of the interdisciplinary team meeting). 


________________________________________________________________

Distinguish Goal


What is the goal of this 

from Process


health team meeting?

Determine the goal


(a)  Overall purpose

of an interdisciplinary

(b)  Specifically for this patient

geriatric team from the 

(c)  If you were on this team, would your goals

process of the team.
for the patient be the same or different than those you saw on the video?

Team focus and adherence to 

team's established goals.

Does the team adhere to its goals?  

_____Overall

_____Specifically (give example)
Team composition.

(a) Who is on the team?  Is it likely that other care professionals will be needed as the care plan progresses?

(b) What contributions does each professional make to the care plan?

(c) Identify areas of team overlap.

(d) What other professionals might be involved?

__________________________________________________________________________

Learning Objective One, continued

__________________________________________________________________________

Consistency of team structure with team goals.

Does the team structure support the 

team goal(s)?  Why or why not?

[Faculty handbook will include:

(1) Overview;

(2)  agenda distributed prior to meeting; 

(3) timekeeper identified;

(4) agenda verbalized;

(5)  timeliness (members on time & prepared);

(6) roles/responsibilities clear; and

(6) summary: who/what for further action]

Goals and Process.

Distinguish characteristics of team 

goals as distinct from characteristics 

of team process (e.g., how team meeting 

progresses, team dynamics). 

Does the team process support the team 

goals?  Give examples from video.

Team Process.

Does the team proceed in a productive 

manner? (e.g., is the process smooth, 

erratic, etc.) Give evidence for your answer. 

What are some ways to facilitate the team process?  

What are potential or real barriers to smooth 

team process?

__________________________________________________________________________

Learning Objective One, continued

__________________________________________________________________________

Patient care plan.

Does the team develop a coherent

patient care plan?   Why or why not?

Does the team develop a comprehensive plan?

Why or why not?

Did the team set priorities?

Were both disease prevention and health 

promotion discussed at the team meeting?

Exercise: Get into small groups.  

Develop your own patient care plan for 

this patient.  Compare the video team

patient care plan with your own team 

patient care plan.

Improvement.

If you had been on the video team,

how might you have improved the 

process of developing the patient 

care plan?  How would you hope to 

improve the interpersonal issues that 

you observed on the video?

Team orientation.

Is the team more client-centered

or more task-oriented?  How do 

you know?

Operationalize.

Apply what you have observed: In your 

small groups, discuss general principles 

for identifying team goals and for promoting 

effective team process. 

Give some examples of team structure

that facilitate or impede the team goals.

Student Notes and Learning Issues:

What are some of your learning issues for objective number one?

_______________________________________________________________

Learning Objective Two:  (1) Define and discuss each member's role and responsibility, (2) how decisions were made, (3) what leadership styles were demonstrated, and (4) how the team handled disagreements. 
__________________________________________________________________________

Role & Responsibility

Role definition.

Define each team


Based on the respective 

member's role & 


educational backgrounds,

responsibility, how 


how well did each team 

decisions were made,

member perform?

what leadership styles

were demonstrated, & 

how team members
  

handled disagreements.
  

Responsibilities.

With respect to the educational backgrounds 

and their respective areas of expertise, what 

do you see as each person's responsibilities?

What is the role of the patient/family member(s)?

Role clarity.

Are there instances when  team members do 

not seem clear about their role?

Where is there role overlap?  

Where is there role ambiguity?

Role diffusion (overlap).

Please cite instances where a 

member of a specific discipline

moved outside their role.

_______________________________________________________________

Learning Objective Two, continued

_______________________________________________________________
Decision Making.

What strategies were used to 

make team decisions?  

 (such as coercion, collaboration,

 consensus).  Please give examples

 from the video.

Leadership styles.

What leadership styles were 

demonstrated?

(Faculty handbook will have styles

that can be suggested.)

Team disagreements.

What were areas of disagreement?

How were these handled?

Operationalize.

What would be some of your concerns

that are generated out of this learning

objective?

Team Member’s Overview

	Discipline
	Practice Roles/Skills
	Education/Training
	Licensure/Credentials

	Nurse
	Licensed vocational nurse (LVN) – basic nursing skills that are dictated by the facility; registered nurse (RN) – BS or higher and has increased scope of practice, including planning for optimal functioning, coordination of care, teaching, and direct and indirect patient care.
	LVN –1 year of training; RN with associate degree – 2 years of training, usually in a community college; BS, RN – 4 years in college; MS, RN – 2 years of postgraduate specialty study; PhD, RN – 3-4 years of postgraduate studies
	Check individual state requirements

	Nurse practitioner
	Health assessment, health promotion skills, histories and physicals in outpatient settings; prescribe meds; order, conduct, and interpret some lab and diagnostic tests; follows patients for acute episodic chronic disease; teaching/counseling.
	Master’s degree with a defined specialty area such as gerontology (GNP).
	In addition to RN licensure, NP must pass a National Certification Exam in the appropriate specialty area (e.g., adult gerontological or family practice).

	Physician
	Treat diseases and injuries, provide preventive care, do routine checkups, prescribe drugs, and do some surgery.
	Physicians complete medical school (4 years) plus 3 to 7 years of graduate medical education.
	Check individual state requirements

	Geriatrician
	Physician with special training in the diagnosis, treatment, and prevention of disorders in older people; recognizes aging as a normal process and not a disease state.
	Completion of medical school, residency training in family medicine or internal medicine and 1 year fellowship program in geriatric medicine.
	Check individual state requirements

	Physician assistant
	Practice medicine with the supervision of licensed physicians; exercise autonomy in medical decision making and provide a broad range of diagnostic and therapeutic services.
	Specially designed 2-year PA program located at medical colleges and universities.  Most have bachelor’s degree and over 4 years of health care experience before entering a PA program.
	Check individual state requirements

	Social worker
	Assessment of individual and family psychosocial functioning and provision of care to help enhance or restore capacities; this can include locating services or providing counseling.
	There is a 4-year college degree (BSW); 2 years of graduate work (MSW), and doctoral degree (PhD) (check individual state requirements for CEUs).
	Check individual state requirements

	Gero-Psychologist
	Assessment, treatment and management of mental disorders; psychotherapy with individuals, groups, and families.
	Graduate training consists of 5 years beyond under-graduate training; most course work includes gerontology and clinical experience.
	Check individual state requirements


Team Member’s Overview (continued)

	Discipline
	Practice Roles/Skills
	Education/Training
	Licensure/Credentials

	Psychiatrist 
	Medical doctors who treat patients’ mental, emotional, and behavioral symptoms.
	Medical school and residency specializing in psychiatry.  Residency includes both general residency training and 2-3 years in area of specialization (e.g., geriatrics, pediatrics).
	Check individual state requirements

	Pharmacist
	Devise and revise a patient’s medication therapy to achieve the optimal regime that suits the individual’s medical and therapeutic needs; information resource for the patient and medical team.
	Pharmacists can receive a baccalaureate (BS) – 5 year program; or doctorate degree (PharmD). Annual CEUs required (check individual state requirements).
	Check individual state requirements

	Occupational therapist
	One who utilizes therapeutic goal-directed activities to evaluate, prevent, or correct physical, mental, or emotional dysfunction or to mazimize function in the life of the individual.
	BS or MS in OT with a minimum of 6 months of field work; for OT assistant, an associate degree or OT assistant certificate is required with a minimum of 2 months’ field work.
	Check individual state requirements

	Physical therapist
	The evaluation, examination, and utilization of exercises, rehabilitative procedures, massage, manipulations, and physical agents including, but not limited to, mechanical devices, heat, cold, air, light, water, electricity, and sound in the aid of diagnosis or treatment.
	Four-year college degree in physical therapy is required to be eligible for the state exam; master’s degree in physical therapy is available (check individual state requirements for rCEUs).
	Check individual state requirements

	Chaplain
	Provide visits and ministry to patients and family.
	Master’s degree in theology, plus a minimum of 1 year of clinical supervision to be certified.  Can work in some settings without being certified.
	Check individual state requirements

	Dietitian
	Evaluate the nutritional status of patients; work with family members and medical team to determine appropriate nutrition goals for patient.
	BS degree in food and nutrition and experience are required to be eligible for exam (check individual state requirements for CEUs).
	Check individual state requirements


Remember that the patient and the family are important members of the care team.  If they are to be active participants, they need to inform providers about themselves as well as be informed of what is happening in non-technical language.  The care plan can be incomplete or inadequate if time is not taken to listen and include the patient’s and family’s input.  Information about their life experiences and response to illness can be central to their car eplan.  Making the patient and family team members requires acceptance of their background, culture, and feelings (Ajemian, 1993).

The preceeding tables are adapted from_________________________
Student's Notes and Learning Issues:

What learning issues do you have so far?

THE PHYSICIAN’S ROLE IN AN

INTERDISCIPLINARY TEAM

The physician on an interdisciplinary team interfaces with five distinct groups:  a) the other team members, b) students, c) patients, d) families, and e) caregivers.

1) Responsibilities to team members don’t differ according to discipline.  They involve cooperation, participation in the tasks at hand and respect for the contribution of others.

2) The physician should teach these behaviors to students as well as model them.  The physician should serve as a mentor to not only physician-in-training but to students from all disciplines.

3) The physician should ensure that medical issues are given the proper weight in the decision-making process.  He or she can accomplish this by describing the relevant medical aspects of cases, so that they are fully understood by all participating in the development of the interdisciplinary care plan.

Developed by the GITT – Medicine Interest Group of the John A. Hartford Foundation  Geriatric Interdisciplinary Team Training  Program:

Dr. Carmel Bitondo-Dyer

Dr. Jeremy Boal

Dr. Kathryn Hyer

Dr. Robert Kennedy

Dr. Nora Morgenstern

Dr. Steven Rothschild

Dr. Mary Beth Tupper

THE NURSE PRACTITIONER’S ROLE IN

GERONTOLOGICAL INTERDISCIPLINARY TEAMS1
Upon completion of a formal educational program, gerontological nurse practitioners are able to do the following:

· Elicit a comprehensive health history from the client and/or caregivers, including an evaluation of developmental maturation, physiological/psychosocial/functional status, cultural orientation, perception of health, health-promoting behaviors, risk factors for illness, response to stressors, activities of daily living (instrumental and functional), service utilization, and support systems.

· Complete a comprehensive functional assessment, mental status assessment and psycho-emotional assessment.

· Perform a complete physical examination on the older adult, employing techniques of observation, inspection, palpation, auscultation, and percussion.

· Discriminate among normal findings, normal changes of aging, pathological findings and abnormal findings which require collaboration with a physician.

· Use pertinent screening tools to determine health status.

· Order and/or perform pertinent diagnostic tests.

· Analyze the data collected in collaboration with the health care team to determine health status and need for consultation with or referral to other agencies or resources.

· Formulate a problem list.

· Develop and implement, with the client, caregiver(s) and/or significant other(s), and health care team, a plan of care to promote, maintain, and rehabilitate health.

· Evaluate the client’s response to the health care provided and the effectiveness of the care with the client.

· Collaborate with other health professionals and agencies involved in the client’s care.

· Modify the plan and intervention as needed.

· Record all pertinent data about the client, including the health history, functional assessment, physical examination, problems identified, interventions planned and/or provided, results of care, and plans for consultation or referral.

· Coordinate the services required to meet the client’s need for primary health care and/or long-term care, and monitor outcomes.

· Act as an advocate for the older adult to improve his/her health status.

· Provide for continuity of care over time and in a variety of settings.

· PT/family center care.

· Participates in life long learning, peer review, and continuous quality improvement.

1Sources for these competencies are:  American Nurses Credentialing Center Guidelines for graduating nurse practitioners, National Organization of Nurse Practitioner Faculty and the American Nurses’ Association Standards of Practice for the Primary Health Care Practitioner.  Competencies have been modified to include an Interdisciplinary focus reflecting our recognition of the importance of interdisciplinary care for elders.

In addition to the above areas, gerontological nurse practitioners that have completed the Geriatric Interdisciplinary Team Training Program will be able to:

1) Define the gerontological nurse practitioner’s role in various health care settings.

2) Identify and implement assertiveness and leadership strategies to strengthen the gerontological nurse practitioner’s role in various health care settings.

3) Identify complex geriatric clients that would most benefit from collaboration of other health care team members.

4) Demonstrate sensitivity to cultural and economic issues of clients in planning care as a team.

5) Identify team dynamics that promote collaboration among disciplines.

6) Develop skills in communicating and networking with health care team’s members.

7) Demonstrate knowledge of conflict management techniques for resolving conflict among health are team members.

8) Demonstrate skills in leading and coordinating health care team meetings.

9) Develop and implement strategies that have a positive effect on the advancement of knowledge, political and regulatory processes, and systems affecting the health and welfare of older adults, gerontological nurse practitioners, and the health care system.

Developed by the GITT – Nursing Interest Group of the John A Hartford Foundation Geriatric Interdisciplinary Team Training  Program:

Dr. Joan Bezon


Dr. Lois Halstead

Ms. Sally Brooks


Dr. Kathryn Hyer

Ms. Kathy Echvarria


Dr. Mary Jirovec

Dr. Vaunette Fay


Ms. Ernestine Kotthoff-Burrell

Dr. Karen Feldt


Dr. Kathy Mezey

Dr. Terry Fulmer


Dr. Linda Moody

Ms. Mary Gleason

THE ROLE OF THE SOCIAL WORKER

IN INTERDISCIPLINARY GERIATRIC TEAMS


Although not widely practiced, the value of the interdisciplinary team in the health care of patients presenting with multiple health and social care needs has been recognized for several decades.  With the advent of managed care and increased understanding of the meshing of physical, psychological and social issues in contributing to patient outcomes, there is renewed interest in the interdisciplinary team care approach to the health of geriatric patients, the John A Hartford Foundation  of New York launched a national Geriatric Interdisciplinary Team Training (GITT) program in 1997.  In that year, nine sites across the country were funded to establish team training programs


An ever growing experience of gerontological social workers in their interaction with clinicians from other backgrounds in providing for the health care needs of elders.  In particular, a resurgence in the effort to provide care through teams of health and social service professionals has placed increased attention on the importance of collaboration and communication between team members, and the importance of the role of the gerontological social worker in this group setting.  During the last two years, the Hartford GITT initiative has led to the development of geriatric interdisciplinary teams in a number of universities and health care systems.  This initiative has significantly expanded and offered new insights as to how teams can be developed, integrated into health care systems of the 1990’s and used as a highly effective method of education advanced practice professionals in the techniques of interdisciplinary teams.


The Hartford GITT Program has successfully taken the work of the last several decades in interdisciplinary care and melded it with teaching teams how to function at the optimal level, resulting in an outstanding care environment for elders.  Each of the nine provider organizations includes advanced practice clinicians in social work, nursing and medicine, with many incorporating the expertise of a wide variety of advanced practice students in other health professions.  These teams of trainees receive didactic training as well as an extensive clinical practica in team care for elders.  To date, hundreds of trainees and thousands of patients have benefited from this initiative.  Each Hartford GITT side is unique to its specific program, but all face common issues and challenges.  To be a productive and credible member of an interdisciplinary team, each member needs to first understand the role of his/her own discipline, and to be able to articulate this to others.  At the GITT program sites, it rapidly became clear that this initial step towards a functioning team was both confusing and elusive.


It has become apparent that many, if not a majority, of the clinicians participating in this educational experience do not have an accurate understanding of the skills, knowledge and specific expertise that their colleagues bring to the team.  This is probably most apparent for the gerontological social workers.  Although they make up a critical component of the team, nearly all the training programs have remarked that there is minimal understanding of just what constitutes a social worker’s training and what specific roles she or he may bring to the group.  Even though this problem of limited understanding of roles and skills is not unique to the social workers on the team, in fact, it occurs for every discipline.  The lack of understanding of the social work role by each of the other professionals in a geriatric health care team training experience appears to be particularly glaring.


A social work interest group was formed with representation from the nine Hartford GITT Programs, in part, as a means of trying to improve the understanding of the nature and expertise of gerontological social workers among other health care professionals.  Through a series of several meetings and with inputs from interest group members and other key informants in the field, the members of the social work interest group created a two-part summary of what constitutes the work and critical contributions of social workers in geriatric clinical teams.  The work group created a synthesis document of the purpose, focus, and specific activities that a social worker brings to geriatric teams.  In fact, this document is appropriate for social workers in all team settings.


The one-page synopsis of what social workers bring to teams is intended as a brief but cogent summary of the specific expertise of social workers.  The longer version of this document elaborates upon the specific skills, training, and expertise gerontological social workers bring to teams.  Taken together, these documents provide social workers, other clinicians, and geriatric team members, a thorough overview of the social work experience.  The social work summary documents are intended to be used in conjunction with summary documents of the role and activities of other health care professionals in orientations, during ongoing training programs, and as summary documents to all health care delivery vehicles.  The GITT Social Work Interest Group, consisting of Carol Ashendorf, Joanna Avery, Barbara Bacon, Judy Howe, Kathy Hyer, David Lindeman, Marilyn Luptak, Marty Mandel, Russ Martineau, Joanna Mellor, Baila Miller, Jim Reinardy, Barrie Robinson, Ann Schneider, Ellen Stevens, Nancy Wadsworth, and Lisa West, is very interested in your feedback and any suggestions that might be generated to improve this document.  Feedback, items to improve the description, and methods for circulating the descriptions can be addressed to the New York University GITT Resource Center (212/998-5565, 212/995-4561 fax, or gitt.resource@nyu.edu).  We look forward to your comments and hope that this effort fosters further understanding of the importance of social workers in gerontological team care.

David Lindeman

Joanna Mellor

THE ROLE OF THE SOCIAL WORKER

IN INTERDISCIPLINARY GERIATRIC TEAMS

The Distinctive Role of Geriatric Social Work

Geriatric social workers conduct holistic bio-psycho-social geriatric assessments which attempt to untangle interconnected physical, psychological, and social factors—strengths as well as problems—that affect health and well-being; are skilled incrisis intervention and working with family systems; resolve barriers to service utilization; monitor the effectiveness and appropriateness of services; and assist the older adult in resource development.

Interdisciplinary Teams and Social Work


The social work profession’s emphasis on advocacy, and its knowledge about service delivery systems in both public and private sectors, enables social workers to take a lead role in promoting interdisciplinary practice, facilitating the coordination of services, reducing duplication, and providing potentially preventive approaches.  A social worker can have many roles within teams including team leader, convener, facilitator, and expert in group work skills.

Social Work’s Multiple Roles on Interdisciplinary Teams


Social workers with their training in interpersonal relationships, group work and (often) interdisciplinary team skills play a vital role in the development and functioning of the interdisciplinary team unit and in all major phases of its work, including assessment, goal setting and care planning, and monitoring/evaluation.  The primary roles played by social workers are:

1. Assessor – the social work assessment is based upon the bio-psycho-social model and takes into consideration the strengths and weaknesses of the patient (and the family or caregiver in six areas: physical, psychological, social, cultural, environmental and spiritual.  The social worker assists the patient/family in developing a treatment plan with clearly defined goals based on this assessment.

2. Care Manager – Equally referred to as case manager, the social worker identifies problems, links patient/family with resources, and coordinates resources.

3. Counselor – Individual psychosocial counseling is intended to assist patients and families to adjust to major life transitions and stressors, such as illness, disability, institutionalization, and loss as well as to empower the client.

4. Group Work Facilitators – Group work modalities such as supportive psycho-educational groups are designed to help patients, families or caregivers cope with illness and other life events.

5. Liaison – The social worker serves as a vital link between the patient/family and the professional community.

6. Advocate – Social workers’ serve as representatives for patients/families, working on their behalf to obtain needed services and rights.

7. Community Resource Expert – Social workers use their extensive knowledge of community resources to match patients with appropriate services.

THE ROLE OF THE SOCIAL WORKER

IN INTERDISCIPLINARY GERIATRIC TEAMS

The Distinctive Role of Gerontological Social Work
Gerontological social work is concerned with maintaining and enhancing the quality of life of older adults and their families.  Gerontological social work is particularly concerned with ameliorating those physical, psychosocial, familial, cultural, ethnic and racial, organizational, and societal factors which serve as barriers to physical and emotional well-being in later life.  Gerontological social work interventions are directed at enhancing dignity, self-determination, personal fulfillment, quality of life, optimal functioning, and ensuring the least restrictive living environment possible.  Interventions that enhance older adults’ coping and problem-solving capabilities are perhaps the most basic and crucial aspect of gerontological social work.  Because services are typically sought at times of crisis, gerontological social workers give special attention to the psychosocial meanings of change and loss, as well as to underlying biological, psychological, cognitive and social factors experienced by the older adult and family.

Gerontological social workers are trained to conduct holistic bio-psycho-social geriatric assessments which attempt to untangle interconnected physical, psychological, and social factors that affect health and well-being.  Geriatric social work, as many of the health professions, is increasingly focused on prevention and wellness in late life as well as problems of aging.  Gerontological social workers are also skilled in crisis intervention as well as other forms of brief and/or short-term treatment modalities, and working with family systems in order to strengthen older adults’ coping capabilities and their informal support system.  Resolving barriers to service utilization is another distinctive area of gerontological social work.  Similarly, gerontological social workers emphasize monitoring the effectiveness and appropriateness of services to ensure that needs are being met in the most effective and cost efficient manner for both the consumer and the service organization.  Besides working directly with individuals and groups, social workers seek to promote the responsiveness of organizations, communities, and other social institutions to individuals’ needs and social problems.  This is done through a variety of management and evaluation, resource development, and strategic planning.  Such roles are especially essential to the development and operation of service delivery systems which are effective and efficient (Scharlach & Robinson, 1997).

Interdisciplinary Teams and Social Work
Social workers, with their training in interpersonal relationships, group work and (often) interdisciplinary team skills, play a vital role in the development and functioning of the interdisciplinary team unit and in all major phases of its work, including assessment, goal setting and care planning, and monitoring/evaluation.  The social worker provides key leadership in identifying psychosocial issues.  The social worker’s roles within teams include convener, facilitator, and expert in group work skills which contributes to their ability to foster team collaboration.  Interdisciplinary teamwork recognizes that the complexities of older people’s problems necessitate a comprehensive and planned approach to their resolution.  As with other members of the interdisciplinary team, the social worker benefits the older adult person in terms of providing coordinated service, information, skilled services, avoidance of duplication of services, and the introductions of preventive services (HRSA, 1995).  The social worker acts as liaison as needed between client and family and the health care system.  The social work profession’s emphasis on advocacy, and its knowledge about service delivery systems in both public and private sectors, enables social workers to take a lead role in promoting interdisciplinary practice and facilitating the coordination of services, reducing duplication and potentially providing preventive approaches (CSWE, 1994).  Knowledge and skills contributed by the social worker to the team may, and often do, overlap with other discipline’ s contributions.  In a team environment it is common for some knowledge areas to be “shared” with others.

Field Work Requirements for the Master of Social work Degree
Accredited schools of social work must comply with requirements and guidelines for academic course work and field practica established by the Council for Social Work Education (CSWE, 1994).

Academic curricula must include course work in human behavior and social environment, social policy, methods for working with client populations, cultural diversity and cultural competence, and methods and practice of social work research.  Generally, all students take required “foundation” courses in theses subjects in their first year, and elective courses in the same subject areas in their second year.

Students must also complete 900 hours in field practica (or approximately 40% of student’s time in the overall program) which is designed to prove students with opportunities to apply foundation, knowledge, skills, values and ethics to practice.  Typically these practica take place in governmental or private sector social service agencies.  CSWE requires each school to establish clear guidelines for selecting agencies and field instructors as well as for types of appropriate learning activities and outcomes.

Social Work’s Multiple Roles on Interdisciplinry Teams
The role of a social worker on an interdisciplinary team includes but is not limited to the following (West, Mellor, & Robinson, 1998):

1. Diagnosis/Assessment – The goal of a bio-psycho-social assessment is to identify the strengths and limitations of the patient and family and to assist them in creating a treatment plan with clearly defined goals.  It provides a holistic view of the patient/family.  The social worker can identify barriers to medical compliance and assist others on the team in the management of an acute or chronic illness.  The social worker can also help to assess whether the presenting medical problem is compounded by mental health problems.  The social work assessment takes into consideration how well the patient (and the family or caregiver) is functioning in six areas:

Physical – A brief medical history, functional abilities, appearance and observed behavior.

Psychological – Affect, mood, outlook, attitude, personality characteristics, cognitive functioning, self-image.

Social –Vocation, social roles, support networks, education and financial status.

Cultural – Values, general rules of behavior, definition of the “sick role”, beliefs about the root causes of illness and prescribed treatments, communication patterns that encompass varied language and speech patterns as well as bilingual issues.

Environmental – Living conditions and home surroundings with focus on safety and maintaining functional independence.

Spiritual – Beliefs about people’s roles and responsibilities, rules for living, belief system, diet, and acceptable medical treatments.

2. Care Management – Equally referred to as case management, this social work role includes problem identification (e.g., lack of financial resources, need for help with ADL’s or mental health intervention) as well as linkages to and coordination of community resources to facilitate the highest practical level of functioning for the patient and family.  It requires a knowledge of community resources, linking resources and serving as an interpreter and advocate for the patient/family.

3. Individual Counseling – Psycho-social counseling includes treatment of mental health problems such as depression and anxiety through various techniques including family therapy, relaxation and stress management training for the patient and/or caregiver.  This is intended to assist patients and families to adjust to major life stressors and transitions such as illness, disability, institutionalization, and loss as well as to empower the client.  A patient’s ability to adapt to an illness has a profound impact on quality of life as well as upon the patient’s willingness/ability to comply with the prescribed treatment and are paramount to recovery, physical and emotional healing, timely discharge from the hospital, risk management, and effective decision-making.  The social worker brings skills in listening, problem resolution and negotiation with attention to community and environmental factors.

4. Group Work – Group psychotherapy and supportive psycho-educational groups are designed to help patients/families and/ or caregivers cope with a specific illness, e.g., depression, Alzheimer’s disease, cancer or diabetes.  The social worker brings skills in group development and facilitation.

5. Liaison – The social worker can also serve as a liaison between the patient/family and the professional community forming a vital link.  This is particularly pertinent when the family lives out of the area and their input must be obtained via long-distance communication.

6. Advocacy – Social workers’ training, including a working knowledge of ethics, confidentiality, advance directives, cultural/ethnic factors and patient/family rights, serves to help teams face the challenge of balancing patient needs with the system demands.  Often the most important service provided by a geriatric/gerontological social worker to patients is simply to assist in negotiating an overwhelmingly bureaucratic system, such as Medicaid, Social Security disability, and funeral arrangements, or dealing with insurance and hospital paperwork by acting on their behalf, and/or teaching them to help themselves.

7. Community Resource Expertise – Knowledge of community resources and how to access them is an invaluable piece of the social work profession.  This involves a high level skill in negotiation and bargaining in order to become a broker for appropriate resource allocation.  A working knowledge of financial systems, including federal, state and county programs is part of this expertise.  Serving as a resource referral coordinator requires negotiation and collaboration in order to assist patients and families in setting priorities, care goals, balancing issues.
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_______________________________________________________________

Learning Objective Three:  Describe how the structure and dynamics of the team meeting--including the team's operating norms--facilitated the efficiency of the team and affected the outcome, or the development of the care plan.

_______________________________________________________________

Structure and 


Team norms.

process.  



What is a team norm?

How did structure & 

Are norms the same for 

Process--including team   
all teams?

norms--facilitate team 
 
Who establishes the 

efficiency & outcome.
 
team norms?

Stages.

Identify stages of normal team

team development.

What are the key aspects of

each stage?  Do these stages

need to be sequential?

Identify norms.

Provide examples from the video 

where team norms are utilized

Components of team structure.

What are the components of team

structure? 

Structure.

Did the team structure

facilitate or impede team outcome?

Why or why not?

_______________________________________________________________

Learning Objective Three, continued

_______________________________________________________________

Process and outcome.

Did the team process facilitate

or impede the patient care outcome?

Operationalize.

From your perspective, what 

Would be the desirable outcome(s)?

Student's Notes and Learning Issues

What questions or learning issues do you have regarding this objective?

_______________________________________________________________

Learning Objective Four:  Critique the ways in which the client's interest(s), as well as those of the patient's family, were identified, addressed and incorporated into the patient care plan.


_______________________________________________________________

Client & family 


How were client/patient interests

Interests.



addressed in the video?

Critique ways


Give examples.

these were identified,

addressed, & 

incorporated into 

patient care plan.

Family interests.

Were family interests con-

sidered in the patient plan?

Address interests.

Discuss how the team might

have better addressed the 

client/patient interests.

Priorities.

What are the patient priorities?

Are these different from 

family priorities?

Cross-cultural issues

Are there any cross-cultural

issues present in this team

discussion?  Should there be?

How do you address different

Cultural issues in your patient

care?  Give examples.

_______________________________________________________________

Learning Objective Four, continued

_______________________________________________________________

Operationalize.

How might you operationalize

these principles from learning

objective four into your team?

_______________________________________________________________

Learning Objective Five:  Discuss effective and ineffective verbal and non-verbal team behaviors observed, and suggest how one might handle any ineffective behaviors that were observed.

_______________________________________________________________

Effective & 



Effective & ineffective verbal.

ineffective verbal

Discuss what effective behaviors
& non-verbal


and what ineffective behaviors  you

behaviors.



observed.  Give examples.
Discuss these

behaviors. Propose

ways one could
 


handle ineffective



behaviors observed.


Improve ineffective behaviors.

How might these ineffective behaviors

be handled?

Non-verbal behaviors.

Discuss any effective and ineffective

non-verbal behaviors that you 

observed.  Please be specific.

(Add Nancy's sociogram & Spero's

video & chart to faculty materials.)
_______________________________________________________________

Learning Objective Five, continued

_______________________________________________________________
Improve non-verbal behaviors.

How might these ineffective 

behaviors be handled?

Communication styles.

Discuss useful communication

styles.  What are elements of useful

communication styles?

Professional behaviors & 

attitudes.

Discuss professional behaviors

and attitudes that you see 

demonstrated.

Operationalize.

How might you operationize

these principles from learning

objective five into your team?

	SECTION 1.6
The developmental phases of interdisciplinary health care teams.tc \l1 "SECTION 1.6
The developmental phases of interdisciplinary health care teams.


Becoming a team is a process which involves a group of people defining not only their mission and tasks, but going through interpersonal struggles to define roles and relationships.  While authors use different models for describing team development, one model describes the four major stages of team development as "forming," "storming," "norming," and "performing."  As it goes through the stages outlined below, the properly functioning team develops its own culture and hierarchy.  (Scholtes, 1988)  As team composition changes due to additions or departures of team members, the developmental phases are repeated.  If these developmental stages do not occur, the group is unlikely to coalesce into a team.  

A.
Forming:  Creation of the feeling of being a group, through a transition from individual to group member status.

1.
Goal of this stage is to reduce ambiguity and discover acceptable interpersonal behaviors and actions of the other group members.

2.
Members get to know each other.

a.
Superficial sharing of name and background information

b.
Sizing-up and testing each other

c.
Categorization of one another, with outside-of-team roles and status determining team roles

d.
Relationships are guarded, more impersonal than personal.

3.
Uncertainty regarding purpose

a.
Attempt is made to define task and methods.

b.
Lofty, abstract discussions of concepts and issues are common.

c.
Discussion of problems related to team function are common.

d.
There may be difficulty in identifying the problems which are most relevant to the team's purpose.

e.
Complaints about the organization and the barriers to accomplishing tasks begin to surface.

4.
Goal formation should be the primary task.

a.
A shared sense of mission is needed to establish the basic conditions required for cooperation, collaboration and interdependent function.

b.
Goals provide a rationale for the team's development.

c.
Goals provide incentive for team members to re-prioritize individual and discipline interests.

5.
Conflict is usually neither discussed nor addressed at this stage of development.

B.
Storming:  Most difficult and conflictual stage.  Task and roles begin to be perceived as different and more difficult than members originally anticipated. 

1.
Goal of this stage is to resolve the internal conflicts and focus on the task at hand.

2.
Difficulty in understanding the goals and purpose of the team; attempt to establish common goals

3.
Role overlaps become evident

4.
Concerns about excessive workload

5.
Conflicts are present but are covered up or glossed over

6.
Arguing among members is common, even when they agree on basic issues.

a.
Questioning the wisdom of those who selected this project and appointed the members of the team.

b.
Defensiveness and competition lead to development of factions, sides are chosen.

c.
The implicit or explicit hierarchy which had developed earlier is often challenged, which commonly leads to disunity, tension, and jealousy.

C.
Norming:   The establishment of norms and patterns for regulation of the group process, reconciliation of competing loyalties and responsibilities, and acceptance of roles and team rules.

1.
The goal of this stage is to develop cohesiveness and overcome any resistance in an effort of pulling together.

2.
Establishing and maintaining ground rules and boundaries

a.
Attempt to achieve harmony by setting norms and avoiding conflict.

b.
Determine norms for acceptable group behavior and methods for dealing with group problems.

c.
More friendliness begins to be seen, with members confiding in each other, sharing personal problems, discussing the team's dynamics.

3.
Preliminary agreement on shared goals is usually achieved.

a.
A sense of team cohesion develops, with a sense of purpose and common goals;

b.
Decision is made as to what information needs to be gathered.

D.
Performing:  When a strong sense of group identity and each member's role is developed, useful work can finally be consistently performed.

1.
The goal of this stage is to resolve structural issues and generate energy to the task at hand.

2.
Focus of group meetings is on problem solving.

a.
Relationships and expectations are finally clear.

b.
Common goals for patient outcomes are agreed upon across disciplines.

c.
A mechanism exists that enables all to contribute and share information essential for effective patient care.

d.
Protocols are established which ensure that care plans are implemented, services are coordinated, and the performance of the team is evaluated.

3.
Conflicts begin to be seen as normal and are used as impetus for improvement.

a.
Differences are generally understood and appreciated.

b.
Each member recognizes, accepts, and respects the roles of the others.

c.
Mechanisms for conflict management are in place.

E.
Bringing new team members on board (Rubin, et.al., 1975)

1.
Invest time in the joining-up process.  Don't expect that a new member can be brought up-to-speed immediately. It is not a "one shot" effort but an effort over time.  Don't expect too much from the newcomer right away.

2.
Orientation is best accomplished through face-to-face interactions between the team members and the new member.  Written materials alone are an inadequate orientation.

3.
Orientation should include:

a.
Team's goals

b.
Team members and their roles and responsibilities.

c.
Team functioning:  problem solving, decision making, conflict resolution

d.
Unique aspects of the team

4.
If adequate time is not taken to incorporate a new team member, the following may occur:

a.
New members will experience considerable confusion and uncertainty about the way many of the things which you have learned to take from granted are supposed to be done on the team.

b.
Old members will experience disappointment in the new member who does not seem "to know anything" and may be hesitant to use the new member's resources.

c.
Morale, satisfaction and productivity may be reduced.

d.
The new member might quit because he never quite felt like s/he belonged on the team.

F.
Adjourning:  When either a member leaves the team or the team disbands, the termination process is important.  (Drinka, 1984; Cole, 1993)

1.
Individual leaves

a.
Team and departing member may avoid the difficult and unpleasant work of termination.

b.
Depending on the circumstances, the team and the departing member may feel anger, disbelief, anxiety, relief, etc. 

c.
The team may place subtle pressure on a member not to leave group.

d.
Team may regress to an earlier phase of team development.

2.
Team terminates

a.
Teams may decide to disband (i.e., conflicts within team) or they may be forced to disband for external reasons (i.e., need no longer exists, funding for group is no longer available)

b.
When team disbands, members experience a sense of loss.  To deal with feelings of loss and anxiety, team members tend to avoid these feelings in a number of ways:  withdrawal, devaluing the importance of the team, anger toward the team leader or other team members, silence and inactivity, leaving the team prematurely

c.
Feelings are expressed as testimonials (i.e., review of team's accomplishments or outstanding contributions of individuals to the team)

d.
Team membership is affirmed as a valuable experience

3.
Termination issues need to be addressed

a.
Review the team's/departing member's experience and goals.  Verbalize what has been accomplished

b.
Formally acknowledge the change by allowing team members to say their goodbyes and plan for the transition.

c.
Address feeling of loss, anger, or relief rather than avoiding them

d.
Finish unfinished business with the departing member/the whole team

e.
Give feedback to each other on what they have learned

f.
Generalize what has been learned from the team experience so that it can be applied elsewhere.



g. Notify patients of the team disbanding or change in team composition.  Acknowledge loss for patient.  Reassure patients that their continued care (by individual providers or the remaining team) is addressed.

	SECTION 1.7
The value of conflict in healthy team development.


Conflict is bound to occur in a working team.  The barriers between professions have provided a structure which, however imperfect, has allowed each profession a degree of freedom within its defined role.

To participate in a health care team, one must relinquish the familiar boundaries and hierarchies to some degree.  That degree will be negotiated by each working team in a different manner.  With lowered boundaries and unfamiliar roles, needs, values, beliefs, and expectations come into conflict more readily.

The study of working groups has, however, led to a clear conclusion:  Properly resolved, such conflict can result in greater trust, openness, and willingness to take risks.  All of this can lead to greater creativity.

A.
Conflict begins when one person realizes that another is blocking, or is about to block, something which he/she wants, needs, or believes in.

B.
For a working team, there may be considerable effort expended to avoid conflict.  (Baldwin and Tsukuda, 1984)
1.
Conflict may be seen incorrectly as undesirable due to a sense of loyalty, a desire to preserve team unity, or expectations surrounding the hierarchy of power.

2.
When conflict occurs, mutual self-protection within professions (banding together) or friendships may further break down team unity.

C.
Some degree of interpersonal conflict is useful and healthy for a team.  It can lead to greater efficiency and effectiveness by:

1.
Increasing the level of motivation and energy available

2.
Increasing innovation by providing a greater diversity of viewpoints and a greater sense of urgency

3.
Increasing each person's understanding of his/her own position, by articulating views and bringing forth supporting arguments.

	SECTION 1.8
The nature and types of conflict common among members of health care teams and the outcomes of conflict


A.
Health care team members often desire consensus but encounter barriers in the team's process.

1.
When team members present conclusions and recommendations, they often have made decisions already and are simply defending them.

2.
Disagreement may be expressed indirectly, through the use of:

a.
Questioning

b.
Joking

c.
Commenting on the use of terminology.

3.
Team members often see themselves as representatives of a discipline, rather than as members of a team that transcends individual disciplines.

4.
The perspectives of the most technical and high status disciplines tend to prevail.

5.
To present a unified front, teams sometimes minimize differences when meeting with patients.  Unfortunately, the united front may not result in a complete picture of the patient's status.

6.
Team process may center on discussions between formal or informal leaders with other team members having minimal input.

a.
These team meetings rarely involve open disagreements, since they seem to be settled among leaders, outside of formal meeting times.

b.
This structure may lead to members censoring their own doubts and leaders being less than candid.

c.
It appears to create false cohesion, suppress disagreement, and give an illusion of unanimity.

B.
Conflict should be assumed to be a significant issue, even if it is not obvious, when team members observe:

1.
Mutually agreed-upon end results are delayed, diminished, blocked, or altered to the dissatisfaction of involved parties.

2.
Feelings of frustration, resentment, antagonism, rejection, or misunderstanding occur as a result of interactions.

3.
More time is spent in avoiding interactions than in working through problems;

C.
Three principal levels of conflict (Bolton, 1979)

1.
Value conflict
a.
True value conflicts are particularly difficult to resolve.

b. 
A useful strategy may be to agree to disagree and work around differences.

c.
Many apparent value conflicts actually may be rooted in semantics.  Open discussion aimed at value clarification may yield commonalities.

2.
Emotional conflict
a. 
This type of conflict generates physiologic responses (heart rate increase, increased blood sugar, diversion of blood flow to extremities), not conducive to rational problem solving.

b. 
Emotional conflicts are best addressed by slowing down, focusing on critical issues, and emphasizing mutual respect.

3.
Need conflict
a. 
This type of conflict is most amenable to solution since there is usually more than one way to meet needs.

b. 
Requires problem-solving skills.

D.
There are four basic outcomes possible with conflict.
1.
Avoidance
a.
Conflicting parties avoid each other and/or the team, or thorny issues are avoided by the team.

b.
Avoidance leads to stagnation.

2.
Capitulation and domination
a.
Leaves winners and losers

b.
May be satisfying for winner, difficult for loser, divisive for team.

3.
Compromise
a.
Each party gives up something important.

b.
Both parties may feel as if they have lost, again leading to divisiveness in near-term and avoidance in long-term.

4.
Collaborative problem-solving
a.
Each party states needs in clear, positive, and observable terms.

b.
There is typically more than one way to resolve most situations; solutions are sought to maximize the net gain for both parties.

c.
Both parties feel as if they have won on most important issues.

E.
Special interdisciplinary conflict issues in a rural setting (Caring for the Rural Community, 1995)

If interdisciplinary practice were easy, it might be more common than it is.  Clearly, there are major issues to be dealt with be providers seeking to create this type of practice.  These can readily lead to strategies for constructively managing conflict.  Constructive conflict can lead to growth.  Preceptors and students are encouraged to discuss the following list of issues in interdisciplinary practice.  This may also offer an opportunity to enhance conflict management skills.

1.
Colleagues versus competitors

2.
Isolation

3.
Pressure of multiple roles

4.
Need to involve in team planning other important providers who are involved in a particular case

5.
Impact of large workload and lack of resources

6.
Unrealistic expectations of team members

7.
Differences in socioeconomic status of team members

8.
Legal and regulatory accountability

9.
Organizational/institutional policies and procedures

10.
Willingness to share power

11.
Federal regulations

	SECTION 1.9
Strategies to manage conflict constructively through collaborative problem-solving.


A.
Recognizing the problem is the first step in developing strategies for conflict resolution.

B.
It is necessary to obtain agreement from all parties to move toward a solution.
1.
Parties need to agree, implicitly or explicitly, to a problem-solving process which may include designation of a leader for conflict resolution purposes.

2.
Parties must agree to agree wherever feasible.

3.
Parties must agree to disagree respectfully where agreement is not feasible, and to actively work to accommodate the team's common goals.

C.
Negotiation and identification of roles on a health care team is an ongoing process.  Roles may change with the situation and team-roles may be in conflict with roles outside of the team.  Role clarification should be discussed if any of the following are observed.

1.
The team is newly organized and members exhibit confusion regarding what is required of them and/or what they can expect of others.

2.
Changes and reassignments have been made and there is a lack of clarity about the new team arrangements.

3.
Frequency or intensity of conflicts and disruptions seem to be increasing.

4.
A crisis occurs because everyone assumed that someone else was responsible for handling a situation.

5.
Poor team leadership becomes apparent, as evidenced by:

a.
The team leader engaging primarily in one-to-one management and almost no problem solving done as a total team or between people.

b.
Recommendations by the team being ignored, unproductive discussions taking up time without leading to decisions, or domination by one person or clique.

6.
There is a lack of preparation, commitment, and follow-through by team members.

D. 
Broad strategies exist for maintaining a constructive and professional process in dealing with difficult issues.

1.
At an early stage of conflict, agree on a process or protocol for handling the dispute.  Do not attempt to deal immediately with the substantive or entire issue.

2.
Deal with one issue at a time.

3.
Break issues down into smaller sub-issues, rather than attempting to deal with large, multifaceted problems.

4.
Start with relatively easy issues, that can be quickly resolved to the satisfaction of all parties.

5.
Eventually get down to issues central to the conflict.  Avoid the temptation to permanently skirt hidden or disturbing issues.

6.
Be alert to the existence of hidden agendas: those concerns which are important to an individual, but are not overtly expressed.

7.
Seek a solution which is consistent with the principles of all adversaries. 

E. Emotions need to be dealt with first.  With strong emotions, the physiologic arousal alone can block any capacity for problem-solving.  Emotional responses can be limited by emphasizing mutual respect and by slowing the pace of the discussion. (Bolton, 1979)

1.
Clearly show respect for the other person.  This can be conveyed through active listening, facial expression, tone of voice, and choice of words.

2.
Take turns listening and speaking.

a.
Give the speaker "the floor" and your undivided attention.

b.
Avoid the distraction of composing your response while listening.

c.
Taking turns slows the pace of the discussion to one which may be frustrating, but which may also allow time for control of emotional responses.

3.
Listen carefully, in order to experience the other person's point of view.  It is not necessary or likely that you will agree with it; you simply need to hear and understand it.

a.
Try to understand both the content and the feelings in the other's point of view.

b.
Try to understand why that person feels the way s/he does, given what s/he perceives is going on.

c.
Try to summarize aloud what you heard, and ask if you got it right.

4.
State your own views, needs and feelings.

a.
Be brief -- summarize your side, rather than providing the definitive treatise on it.

b.
Use "I" statements, rather than "you" statements (e.g., instead of saying "when you hang onto the chart" you might say "when I need the chart and I can't find it...").

c.
Avoid loaded words (e.g., words like "bonehead" or "stupid;" verbs like "stole" or "lied").

d.
Talk about the most important aspects of the issue for you, without withholding information or overstating your case.

e.
Disclose your feelings rather than withholding them.

F. 
The following model for collaborative problem solving aims at crafting a solution which maximizes outcomes for all parties.  (Gordon, 1991)
1.
Define the problem in terms of needs.
a.
Each party states needs in clear, positive, and observable terms.

b.
It is typically much easier to "do" something than to "not do" something.

2.
Generate a number of possible solutions, using brainstorming.
a.
Avoid censoring solutions too early in the process.  A good idea might seem impractical at first glance.

b.
There is typically more than one way to accomplish something.  Examine as many of the possibilities as possible.

3.
Select from the brainstormed list an alternative that will meet as many of both parties' needs as possible.  In most cases, this may be thought of as an experiment.  It is reasonable to try out a potential decision for a brief period without permanently committing to it.

4.
Plan who will do what, where, and by when.  This action plan is critical if all involved are to clearly understand what they have agreed to try out.

5.
Implement the plan.  The leader designated by the team will oversee the plan implementation.  This obvious step is sometimes overlooked, with negative consequences.

6.
Evaluate the problem-solving process and, later, how well the solution met the needs.
a.
As the process is concluding at Step 5, review together how satisfying it was.  If one party feels the process was incomplete, hurried, or unfair, success will be unlikely unless the process is re-cycled.

b.
After implementing the plan, meet again and discuss the results.  Particularly if the agreement was for a trial implementation, it must be re-evaluated.  In any event, it is important to verify with all parties that the solution was indeed implemented and to identify which needs were or were not met.

G.
Traps which can lead to problem-solving failure:
1.
Not handling emotions first

2.
Not defining the problem properly

3.
Evaluating or censoring during brainstorming

4.
Not working out details of implementation plan

5.
Not following up with outcome evaluation

6.
Missing hidden agendas.

H.  
Establish "rules of engagement" for conflict.
1.
These are mutually agreed-upon conditions for conflict.

2.
They can create a feeling of safety; an environment in which conflict can be managed safely.

3.
They should be chosen and agreed upon by the team members.  Typically included are:

a.
Fair timing:  If the time at which one party wishes to engage in conflict is not good for the other, they agree to schedule a timely discussion, usually within 24 hours.

b.
Fair location:  The rules may exclude certain locations as inappropriate for conflict (e.g., patient care areas, a work area which doesn't allow privacy, etc.).

c.
Only those directly involved in the matter should participate or be present.

d.
Agree not to ambush, that is, pursue conflict in a situation which precludes an effective response.  An example might be raising a complex issue unrelated to budgeting during a budget preparation period.

I.
Establish a grievance settlement mechanism prior to encountering conflict or grievances.

1.
When conflict erupts, it is difficult to focus on anything other than the issue at hand.

2.
The most effective and satisfying process for handling difficulties is likely to require some discussion and revision.  This is more likely to be possible before conflict begins.

3.
If conflict begins and there is no settlement mechanism in place, it still makes sense to create one before attempting to settle the grievance.  Even when there is no mechanism in place, groups tend to make more progress toward successful resolution, when they first create a settlement mechanism, then attempt to settle the specific disagreement.

CULTURAL COMPETENCY


In order to be able to communicate well with a variety of ethnic populations, it is important for health care professionals to be sensitive and knowledgeable about different models of health and illness, of different perspectives on etiologies of illness, and aware of and respectful of patient choices and beliefs.   There are numerous books that have been written on this in the past decade, and these issues are being covered more frequently in health science curricula than ever before.  

Because of the importance of this topic area, we have created specific case studies and class exercises that will engage you with various patient perspectives around illness, disease and well-being.  In the annotated bibliography in the back of this workbook, you will find recommended readings in this area.  

Summary 

We would like to summarize some of the concepts learned in this course in the following
Twelve C's of Team Work

Communication

Collaboration

Cooperation

Coordination

Contribution

Commitment

Consensus

Confronting Conflict

Compromise

Cohesiveness

Consistency

Caring

From: Making Teams Work: Proceedings of the Second Congress on Health Professions Education, Washington, DC: Association of Academic

Health Centers, 1994.  Developed by Gloria Heineman & Howard Garner.

Geriatric Interdisciplinary Team Training (GITT) Post-Test 

Please complete the following true-false and multiple choice questions.  This post-test is for your self-awareness of team issues and to assist us in improving the course.  (We acknowledge Nancy Wilson and the Houston GITT group for allowing us to use the following pretest for this workbook.)

1. _____  An interdisciplinary team approach to health care is viewed as unimportant by the changing health care industry.

2. _____  An interdisciplinary team differs from other groups or teams in that members represent different disciplines, are interdependent, and one care plan is developed for the client or patient by the entire team.

3. _____  Health care professionals on a newly developed health care team have clear understandings about each other's roles.

4. _____  The patient and family members are not a necessary part of the interdisciplinary health care team.

5. _____  An interdisciplinary team develops in phases over time.

6. _____  In order to fulfill leadership functions on an interdisciplinary team, a member must have a formal designation of authority.

7. _____  It is always most appropriate for a physician to perform the major leadership functions on an interdisciplinary health care team.

8. _____  Within a team of health care professionals, members from differentdisciplines speak different "languages."

9. _____  Which one or more of the following techniques can help overcome communication barriers within a health care team:

a) confrontation

b) insight into another culture's belief system

c) trust development among different disciplines

d) ability to explain one's beliefs about a care plan

e) other (give example)

10. _____  As team members have more experience working together, members can anticipate an increase in conflict between/among team members.

11. _____  No approach to managing conflict works in the face of strong emotions.

12. _____  A patient who believes in fold medicine needs to be educated about why it won't work.

13. _____  A health care professional needs to be knowledgeable about the cultural issues within his/her client population.

14. _____  In an interdisciplinary team, treatment goals are determined by:

a) the physician

b) full-time members only

c) patient and family only

d) the entire team

15. _____  The efficiency of a health care interdisciplinary team is determined by:

a) time involved in patient care

b) cost of care and productive meetings

c) team goals met and the time and cost of patient care

Glossary
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