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EXPECTED STAFF (Cognitive) COMPETENCIES

1. Define collaboration and the need for an interdisciplinary approach to geriatric care.

2. Describe the types of teams and stages of team development

3. Differentiate the education and skills among the different professionals on geriatric health-care teams; the overlapping skills of physicians, nurses, and social workers; and individual / team activities.

4. Define the principles of successful teamwork, interdisciplinary collaboration, and steps in the care-planning process.
5. Discuss the concept of team conflict and conflict management skills.

EXPECTED STAFF (Clinical) COMPETENCIES
	Behaviors
	How validated
	Novice
	Advanced Beginner
	Competent
	Proficient
	Expert

	1. Participate as a member of an interdisciplinary team and determine the stage of team development and its characteristics
	Direct observation and discussion
	
	
	
	
	

	2. Demonstrate collaborative behaviors at all times when working in a team environment
	Direct observation
	
	
	
	
	

	3. Effectively lead an interdisciplinary care planning process setting priorities using the planning model for setting team goals 
	Direct observation of consensus-building and facilitation skills

Review of documented team goals focusing on the older adult’s needs and problems related to medical, psychological, emotional, social, economic, living conditions, and nursing issues and interventions.
	
	
	
	
	


Competency 1.  Define collaboration and the need for an interdisciplinary approach to geriatric care.

A. Collaboration implies a process of shared planning, decision making, responsibility, and accountability in the care of the patient.  In collaborative practice, providers work well together through effective communication, trust, mutual respect, and understanding of each other’s skills.  While some skills and services appear to overlap, most skills and services are complementary and reinforce each other.  Collaborative practice and care is cost-efficient.

B. Reasons for collaborative care for older adults:

B.1. Older adults confront chronic and acute medical and psychosocial problems that may be too complex for one provider to handle alone.

B.2. Assembling a group of providers can assure that all issues will be addressed to develop a comprehensive and integrated care plan.

B.3. Working together, providers can increase the coordination and continuity of care.

B.4. Care can be more efficiently delivered.

C. With advanced technology and the growth of community-based care, skilled care that was previously delivered exclusively in the hospital setting is now provided in the person’s residence or in a nursing home.  Monitoring older adults in these settings requires well-honed communication skills because providers need to be informed about, understand, and correctly implement complex plans of care.  It is crucial to recognize when to alert other providers of a change in the person’s status.  Team members need to learn what information other team members require to make decisions about treatment.

D. With the advent of managed care, there is an emphasis on efficiency and appropriate use of resources.  Skills in coordinating care and being responsive to the changing needs of elderly patients are increasingly important.  Physicians, nurses, and other providers must recognize when referrals to other providers are necessary and must know what outcomes can be expected.  Knowledge of other health providers’ skills is critical in the care of frail elders.

Competency 2.  Describe the types of teams and stages of team development.

A. Traditionally, the physician directed patients and assumed the role as team leader.  The physician was the initial contact and often worked independently to address the patient’s needs.  Tests or services were ordered as needed and there was limited input from others.  
B. Teams, in contrast, focus on common goals from the unique perspective of what a discipline or expertise can bring to goal achievement in concert with the skills of other team members.  Successful or problematic teams can be distinguished by the decision-making processes used to achieve goals through prioritized and agreed upon assignments.
C. Types of Teams:
,

	Characteristics of Teams 
	
	Multidisciplinary Teams 
	 
	Interdisciplinary Teams 
	 
	Interdisciplinary Learning Teams 

	Focus
	
	Providing quality care 

Achieving Care Outcomes 
	
	Providing quality care 

Achieving Care Outcomes

May Attend to Process 
	
	Providing Quality Care Plus Continuous Improvement 

Achieving Care Outcomes plus Team Learning 

	Attitude toward change
	
	Accepts change
	
	Accepts change
	
	Stimulates and Embraces Change

	Attitude toward diversity
	
	Recognizes diversity
	
	Respects diversity
	
	Capitalizes on Diversity

	Roles
	
	Fixed
	
	Fixed but collaborate
	
	Flexible and Synergistic

	Presumptions about Leadership
	
	Physician leadership assumed
	
	Is assigned or may emerge according to the situation
	
	Emerges According to the Situation or Need

	Attitude toward patients and family
	
	Consulted on plan of care
	
	Variable Range of Involvement in Plan
	
	Partners in Designing a Plan of Care


C.1. Unidisciplinary teams:  A group of different people from the same discipline who work together.
C.2. Multidisciplinary teams:  A group of people from different disciplines who develop treatment plans independently.  Generally, each discipline conducts an independent assessment of the patient.  One person, usually the physician, orders the services and coordinates the care.  The group may meet but generally each discipline implements their independent plan as an additional layer of services.  There is no joint planning or discussion of how one service affects another.  Services may overlap, duplicate, and be fragmented.
C.3. Interdisciplinary teams:  A group of people from different disciplines who assess and plan care in a collaborative manner.  A common goal(s) is established and each discipline works to achieve that goal.  Care is interdependent, complementary, and coordinated.  Joint decision making is the norm.  Members feel empowered and assume leadership on the appropriate issue depending on the patient’s needs and the members’ expertise.
D. Membership in a team does not automatically mean the group functions well and efficiently.  Teams are dynamic entities that evolve and change over time.  Effective teamwork requires specific skills related to group dynamics and conflict management.  Members must recognize their role, group responsibility and how they personally affect the team’s dynamics.  Skill development in various team “roles” is critical for well-functioning teams.
E. Most experts believe teams proceed through the following stages of team development:

	Forming Stage
	The first stage of team development is the creation stage.  What is the group setting out to do?  Team members are testing out group norms and trying to define the boundaries of their tasks as individuals and as a single entity.  Members will be polite, but untrusting and in trying to understand their own roles and that of other team members, questions are asked in an attempt to define the group

	Storming Stage (Confronting stage)
	While trying to label or define group purpose, goals, and understand each member’s tasks and roles, team members will come into conflict.  This brings about friction and jockeying for position among members.  Friction and jockeying for power produce emotional responses.  Members deal with conflict and resolutions, meeting interpersonal and job-related challenges.  This is the stage where team members test out each other.

	Norming Stage
	This stage represents a time of change in which interdependence develops within the group and members become more willing and able to express opinions and ideas constructively.  The group begins to establish norms and patterns, and the group will openly confront issues and provide feedback.  The group will begin to head in the right direction.

	Performing Stage
	Group members begin to apply their “oneness” to the task at hand, developing solutions and making real progress.  The team’s interests and concerns are shared by all team members, and they will work together for the care of the patient.


Competency 3.  Differentiate the education and skills among the different professionals on geriatric health-care teams; the overlapping skills of physicians, nurses, and social workers; and individual / team activities.

A. Team members from different disciplines bring unique sets of skills but some skills may overlap, for example, interviewing skills.  Understanding the skills and education of various team members contributes to respect and appropriate referral of older adult clients to other professionals.  Each profession has its own culture and trains its members in a common language, professional behaviors, values, and beliefs.  Sometimes, there is disagreement because expectations of and language between professional groups create confusion.  Most professional training is done in a vacuum.  Professionals learn what other professionals do only after they are out and practicing.  The table below describes the practice roles / skills, education, and licensure / credentials of members of an interdisciplinary team.  

B. The older client and family are members of the team with full rights to information and participation in decision making.

C. A team focus identifies the older person’s needs and problems from the following perspectives:

C.1. Medical issues and interventions

C.2. Psychological / emotional issues and interventions

C.3. Social issues and interventions

C.4. Economic issues and interventions

C.5. Living conditions and interventions

C.6. Nursing issues and interventions

Table 20.1 Team Members Overview

	Discipline
	Practice Roles / skills
	Education / Training
	Licensure / Credentials

	Nurse (RN. LPN)
	Licensed technical (vocational, practical) nurse [LVN, LPN] provides basic nursing care and client teaching under direction and supervision by an RN; may pass meds; often is charge nurse on swing shifts.

Registered professional nurse [RN]: assessment, planning, evaluation, coordination of care, teaching, direct and indirect client care.
	LVN / LPN: 1-2 years of training; no CEU requirement at present.

RN: Associate Degree (AD): 2 years community college education; Baccalaureate degree (BSN); 4 years college; Masters prepared: 2 years or post-grad study; PhD or EdD: 3 – 4 years post-grad study that includes research.
	LVN / LPN; RN: state licensure exam required for practice; license must be periodically renewed; CEU requirement varies by state.

	Nurse Practitioner (NP) or Clinical Nurse Specialist (CNS)
	Health assessment, promotion; history and physical exam; risk assessment; order, conduct, and interpret some lab and diagnostic tests; prescription privileges (most states); teaching and counseling.  Diverse practice specialties.  See PA, below.
	Masters prepared; state and / or national certification.

Education includes advanced physical assessment, pharmacology, and client teaching.
	Licensed as RN with certificate or licensure in area of specialization; varies by state.

CEU requirement and specific hours of practice per year needed to maintain national certification.

	Physician (MD)
	Diagnose and treat diseases and injuries; preventive care; surgery
	Medical school (4 years); 3 – 7 years graduate medical education in area of specialization
	State licensure; periodic renewal.  Special areas may require exam and periodic recertification.  CEU requirement varies by state.

	Geriatrician
	Physician with specialty training in diagnosis, treatment, and prevention of disorders in older people.
	1-3 year post-grad fellowship [in geriatric medicine]
	Certificate of Added Qualification (CAQ) in geriatrics might be required.

Geriatric board every 10 years.

	Physician Assistant (PA) [PAC]: certified
	Provide a broad range of diagnostic and therapeutic services under supervision of physician; autonomy in medical decision making and practice skills somewhat similar to NP.
	2-year PA program in a medical college or university.  Most Pas have baccalaureate degrees; many have prior health experience.
	Certifying exam (NCCPA) given annually; must be recertified every 6 years via national exam.  

CEUs: 100 hours very 2 years.

	Social Worker (MSW)
	Assessment of individual and family psychosocial functioning; interventions to enhance or restore autonomous functioning that can include locating community-based support services, individual, family, or group counseling.  Financial assistance (e.g., Medicaid application) and Case Manager role.
	BSW: 4-year college degree

MSW: 2-years post-graduate education

PhD:

SWA: social work associate; an individual who has some education and experience but does not meet the full ed or licensure requirement.
	State certification required for clinical 

SWs: ACP; licensure for independent clinical practice; LMSW: masters level;

LSW: baccalaureate level.

CEUs: 15 hours annually, to maintain certification

	Psychologist
	Assessment, treatment and management of emotional and behavioral disorders; psychotherapy with individual, family, groups.  No prescription privileges; might use non-pharmacological alternative therapies
	5 years post-grad training that includes clinical experience and coursework in area of specialization
	PhD, EdD or PsyD.

State licensure required.

CEUs

	Psychiatrist
	Licensed physician; treats mental, emotional and behavioral diseases and disorders
	2 – 4 years post-medical school residency
	State medical boards

	Pharmacist
	Review client’s medication therapy regimen; information resource for client and healthcare team; make recommendations for optimal pharmacologic outcome; supervise and inform about potential adverse effects.
	5-year baccalaureate program.

PhD
	State licensure (RPh); some states use the national exam (NABPLEX).

Board certification available in specialty areas, e.g. oncology, nutrition, psychiatry

CEUs:

	Occupational Therapist (OT)
	Utilize therapeutic goal-directed activities to evaluate, correct or prevent physical, mental, or emotional dysfunction or to maximize functionality
	BS or MS with a minimum of 6 months field work.

OTA: Assistant who is associate degree prepared.

OTA or OTA Certificate: min. of 2 mos. fieldwork
	State exam to receive credential (OTR).

COTA: certified OTA; exam given at least annually

CEUs

	Physical therapist (PT)
	Examination, evaluation, and utilization of exercises and rehabilitative procedures (e.g. massage, hydrotherapy, electric stimulation) to achieve maximum functionality
	Baccalaureate degree in physical therapy required for eligibility to take state exam.

Masters degree
	State exam for PT, licensed physical therapist and PTA, licensed PT assistant.

Bi-annual license renewal: both categories

CEUs: 3 hours every 2 years

	Chaplain
	Visits and spiritual ministry to staff, clients and family.
	Masters degree in theology that includes at least 1 year of supervised clinical work.

Most but not all chaplains are ordained ministers.
	Certification: chaplaincy Board of Certification; BCC credential normally not used.

CEUs: 50 hours per year

	Dietitian
	Evaluate nutritional status; determine appropriate nutritional goals with client and family that recognizes cultural preferences
	BS in food and nutrition in program that includes clinical experience.

MS
	RD: registered dietitian via national exam given by American Dietetic Association;

LD: licensed dietitian , in some states

CEUs:


Competency 4.  Define the principles of successful teamwork, interdisciplinary collaboration, and steps in the care-planning process.

A. The essential elements of teamwork are: (a) coordination of services, (b) shared responsibility, (c) communication, and (d) mutual accountability.  Effective teams must work across settings and have an effective mechanism for information management and access.  Patient assessment is usually shared with those providers who conduct a variety of geriatric assessment tests (see overlapping roles).  With the team focus on the older adult, providers must share information clearly and effectively.  By focusing on the client, the team shares a common goal.

B. Principles of Interdisciplinary collaboration.  Collaboration is an intentional human interaction that creates a whole that is stronger than all its parts.  Collaboration involves skill, hard work, and understanding the needs of team members for information and communication.

B.1. Identify the right issue or area of concern in your discipline for collaborative work.  Each discipline must accept the concept that each team member has a different priority related to the issue(s) or care planning at hand.  It is important to identify time commitment, personal expectations, dependencies, and final expected outcome.  For example, if one team member’s involvement in the team is dependent upon the completion of a task or series of tasks by another team member, then conflicts arise and these become sources of personal anxiety and tension if not anticipated, planned for, and averted effectively.

B.2. Involve the right stakeholders in your discipline and gain support from those at the top of your field or discipline, and the rank and file members, to ensure the success of collaborative efforts.

B.3. Invite collaborators external to your discipline.  Learn to respect the process and contribution of all members of the team however varied and diverse.  For example, physicians, pharmacists, nurses, social workers, and psychologists have been educated to think and process problems in various ways, although each has a significant perspective on the problem.  One must acknowledge and appreciate how other disciplines process to ensure that care planning is patient and family focused and outcomes oriented.

B.4. Negotiate, articulate roles and responsibilities, and establish individual ownership and accountability for all participants in the team.  Ownership establishes personal responsibility and an opportunity for acknowledgement.  

B.5. Have a plan of action, clear goals, timelines, and clearly stated outcomes; so that all members of the team can get the sense that they are winners.  Find a common method to communicate needs, ideas, and results among team members.  Keep communication channels open at all times.  Clarify confusion immediately.

B.6. Minimize competition.  Each party should feel a sense of contribution to the care plan / resolution of patient care issues.  Document the successes and failures of the collaborative effort.

C. Teams usually meet to discuss patients.  Effective meetings have structure and rules.  Learning to be an effective team member requires practice and experience, such as learning to listen, organizing information, presenting effectively and efficiently.

C.1. Structure refers to the organization of the meeting.  The structure encourages efficient and effective meetings and the following are essential elements:

C.1.1. Agenda – what do we expect to accomplish?

C.1.2. Estimated timeline for completing agenda – reasonable time frames.

C.1.3. Establishment of roles for the meeting.  Members should expect to rotate the roles listed below but every meeting should have:

· A Leader or Facilitator.  This person calls the meeting to order, has an agenda, and sets expectations.  This role is essential to avoid team dysfunction or difficulty.  A facilitator role is one of neutrality; it keeps members on task.  Facilitators clarify issues and model effective communication techniques.  The facilitator elicits input from quiet or reluctant members and limits the dominance of boisterous members.

· A Timekeeper, who keeps the group on task.

· A Recorder keeps track of agreements about the care plan and modifications, and is responsible for recording changes to care plan.

C.1.4. Summary of agreement which the recorder reports.

C.1.5. Evaluation / Reflection on team process.  Both team process and outcome of the meeting are discussed.

C.2. Team Rules.  Teams must agree to a set of team behaviors.  Rules set the expectations for behaviors within the meeting.  Rules generally cover:

C.2.1. Attendance and timeliness.

C.2.2. Preparation of materials before the meeting.

C.2.3. How disruptions and interruptions (e.g. cell phones, beepers, pagers, talking) will be handled.

C.2.4. Appropriate ways to manage conflict.

C.2.5. Importance of contributing to, and fully participating in discussion.

C.2.6. Acknowledgment of other professions’ roles on teams.

C.2.7. Sharing information in an atmosphere of respect and cooperation.

C.2.8. Confidentiality of team discussion.

C.2.9. Agreement that the team goal represents all participants’ views.

C.3. Characteristics of effective teams:
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D. Steps in the care-planning process:

The purpose of a geriatric interdisciplinary team is to create a care plan that reflects the patient-specific goals, is feasible, and can be implemented in a cost-effective way.  The team’s goals should be clearly understood and agreed on by all members.  An interdisciplinary team that develops care plans and treatment goals must be able to incorporate all relevant information and know how different pieces of information relate.  The ability of each discipline to add to the overall care plan depends on team member’s understanding of the linkages between problems. 

Learning Activity.  Case Scenario:  Break the class into several groups.  Each group will have 10 minutes to present its final care plan to the entire group. Your group will function as a team and you will be evaluated by the observers on your ability to participate and plan a team meeting.

The goal of the meeting you are about to join is to come up with an interdisciplinary care plan for Ms. J.  Please decide your team roles and prepare an agenda for the meeting.  Decide how you will conduct your team meeting.  You should plan on 20 minutes for your team meeting.  
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Questions:

· What team members need to be involved in this case?

· What are Ms. J’s most important health issues, and who should be involved in managing these issues?

· Develop a management plan for Ms. J.

D.1. Use the following grid to assess the patient’s situation from each need aspect (medical, emotional, etc.), identify the impact of the problem on the patient’s health and quality of life.  Identify community or family resources that could be redirected to address the problem and outcomes or triggers to notify the team that the plan is or is not working.  The care plan should identify what activities are expected but also which member of the team is responsible for initiation, follow-up, and reporting back to the team with the results.

OVERARCHING TEAM GOALS:

Patient’s: 













Family’s: 












Team’s:   













	Problem
	Expected Outcome
	Impact on Health and Quality of Life
	Strengths / Resources
	Plan (What / Who / When)…Includes getting more information

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


D.2. Assess the actual functioning of the team – the team process and the efficiency of addressing clinical aspects or needs.  The learners / participants should be able to develop the plan and set the priorities for the team plan of care, and be able to evaluate what to look for and when to determine if the plan was effective.  The last step reinforces the team’s responsibility for ongoing care management and joint accountability.

D.3. Considering the patient’s medical, emotional, social, environmental, and economic needs, answer each of the following questions:

D.3.1. What is the overarching goal?  At least three perspectives need to be considered and reconciled: (a) the patient; (b) his/her family; and (c) the team.

D.3.2. What are the patient’s problems?  Consider a wide range of possible foci: medical, emotional, social, environmental, and economic.

D.3.3. What is the impact of each problem on the patient’s health and quality of life?

D.3.4. What strengths and resources does the patient have or can be mobilized to deal with each problem?

D.3.5. What additional information is needed to adequately define the problem or its implications?

D.3.6. What is the plan of care?  What needs to be done?  Who will do it?  When will it happen?

D.3.7. What priority should be assigned to each problem in either a linear order or categories of importance?

D.3.8. How important is its effect on the overarching problem?  What other factors might influence its relative priority?

D.3.9. What outcomes should be expected for each problem?  Express each in measurable terms.  When would be an appropriate time to measure the outcomes?

E. Team Effectiveness.  Look for the following criteria of team effectiveness:

E.1. Patient problems identified and discussed; and patient and family preferences were considered in planning:
E.1.1. Medication management was carefully considered and the team looked at lower costs of medications.

E.1.2. Team focused on critical problems and set appropriate goals.

E.1.3. SW revealed information re: application for Medicaid and seeking community services for herself and her mother.

E.1.4. Some benefit accrued to patient in the development of a financially feasible medication plan.

E.2. Team members negotiated team priorities.

E.3. Team members agreed to specific care and task assignments; who will take action was addressed.

E.4. Team members engaged and provided group input……no ‘silo’ mentality.

E.5. Pharmacist and MD offered expert opinion.

E.6. A follow-up plan is ensured by reporting plan.

Competency 5.  Discuss the concept of team conflict and conflict management skills.

A. Conflict is defined as competitive or opposing action of incompatibles; a mental struggle resulting from incompatible or opposing needs, drives, wishes, or external or internal demands.  When individuals face conflict, they view conflict in various ways.  One may pursue or initiate conflict as one in which one must win (competitive); others try to find a middle position in which all parties give a little to gain something (compromising); one may also try to find a solution in which the needs of both or all parties are completely met (collaborative); one may decide not to engage in conflict (avoidance), or appease the other side by changing positions (accommodating).

B. In order for groups to be able to work productively, certain core tasks must be performed. The responsibilities for these, and the corresponding actions, are frequently assigned to the same individuals.  Some group members, for instance, regularly assume responsibility for creative ideas; others are particularly active when it comes to assessing, while others in turn work mostly in the field of monitoring and control. 

C. When do conflicts tend to occur?  Whenever a group member experiences the following:

C.1. Feels pressure from the group to assume a role which they do not want and to which he or she objects; 

C.2. Experiences the allocated roles as constraining and inhibiting development, 

C.3. Feels that the sanctions imposed, in order to induce him or her to maintain a role, as incommensurate; 

C.4. Cannot develop acquired capabilities in the assigned role; 

C.5. Wishes to go beyond an extrinsic definition of his or her role to self-definition. 

D. Conflict on teams in inevitable.  Team members need to be able to express opinions and disagree with each other.  It is important to recognize that most people would rather avoid conflict but health teams encourage open discussion of differing views.

E. The following communication skills are critical to learn and practice on teams:

E.1. Actively Listen:  Rephrase the issue and repeat the statement.

E.2. Define the Problem.  Emphasize the areas of agreement and frame the area of disagreement.

E.3. Open Questions.  Ask questions that encourage discussion and permit disagreement.  “Can you tell me more about it?”  “What else do we need to consider?”

E.4. Clarify Responses.  Help others recognize members’ attitudes and feelings.

E.5. Paraphrase and Reframe.  Summarize discussion to ensure that the disagreement is understood.  Explore group problem solving and encourage solutions that have not been considered before.

F. Tools to Overcome Conflict.  There are many ways to handle conflict constructively.  Using situational leadership with teams is an excellent way to overcome conflict and move forward.  Here are some additional steps you can use and share:

F.1. Attack the problem, not the person.

F.2. Focus on what can be done, not on what can't be done.

F.3. Encourage different points of view and honest dialogue. 

F.4. Express your feelings in a way that does not blame. 

F.5. Accept ownership for your part of the problem. 

F.6. Listen to understand the other person's point of view before giving your own.

F.7. Show respect for the other person's point of view.

F.8. Solve the problem while building the relationship.[image: image3.png]






Listen to each other








Clear roles and responsibilities





Cooperation & coordination; decision by consensus





Competent, professional, and personally effective





THIS MODULE INCLUDES: 





Expected Staff Cognitive Competencies


Expected Staff Clinical Competencies


Content Outline including Learning Activities


REMINDER TO INSTRUCTOR: Read activities in Instructor Guide and prepare materials for activities in advance 


Scripted PowerPoint Presentation


10-item Post Test


Resources





Known and agreed-upon purpose, goals and objectives








Open, sharing, and honest communication





Disagreement without tyranny


Constructive criticism without personal attack








EFFECTIVE


TEAM 





Assignments are clear, accepted and carried out








Members support each other





TRUST


Minimal Struggles for power





Debra J. is a 55-year old woman, widowed, and living in a small rural town in the Central Valley.  She has worked on an assembly line at a local manufacturing plant for the past 25 years.  She drives to work in an old car.


Debra married at 15, had her three children before age 20.  She did not graduate from high school.  Her husband died 5 years ago of a heart attack and left her a $70.00 monthly pension from his work on the railroad.  She lives on her family’s farm with her 85-year-old mother.  Her children are all away from home.  Her two eldest live out-of-state and her youngest daughter lives in San Francisco


Medical History.  BP = 150/80; Weight = 150 lbs.; Height = 5’5”


She has smoked 1 pack per day for 30 years; had her lower teeth extracted at age forty with dentures made, and had three normal vaginal deliveries.  She has two or three urinary tract infections per year.  In addition to her work on the assembly line, she works long hours on the family farm.  She is beginning to show signs and symptoms of degenerative joint disease in her hands and knees.  She comes to the clinic today for a simple check-up.
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