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Patient involvement in IPC

Abstract

Rationale: The purpose of thistudy wa to examine the patiefived experience and
their rolewith interprofessional teams.

Methods: This case study used a mixed method approach that was focused on the views
of patients with mental illness (L2nd healtbareand sociakare professionaldl) at a

mental health unit in a Canadian community hospidalta collection includedontextual
observations of interprofessional team meetings, a iquesire completed by
professionalsand individual interviews witiprofessionalsindpatients.

Results: Shortage of social workers, low interprofessional team diversity, and a lack of
patient education created negative patient experieacdslelays in patient discharge
plars. Improving patient satisfaction and adherence to treatment plresagsociated

with developing patient decisionsupport aidsand including a diverse group of
professionals and community partners.

Conclusions: Shareddecisionmaking is a fundamental amponent of patiententered
care and encouraggmtientsto take responsibilityof their own mental health needs.

Key Words: Interprofessional, collaboration, patient involvement, mental illness
patientcentered care.
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Glossary of Terms
Interprofessional care: The provision of comprehensive health service to patients by
multiple healthcargrofessionalsvho work collaboratively taleliver quality care within

and across settings (Health Force Ontario [HFO], 2010).

Interprofessional collaboration (IPC): When a group of professionals representing
particular disciplines with different values and experiences work together as a team to

provide healthcare service delivery (Kilfoil, 2007).

Interprofessional Education (IPE): It is theprocess by which two or more health
professions learn with, from, and about each other across the spectrum of thamglife
professional/educational jouyeo improve collaboration, practice, and quality of

patientcentered care (HFO, 2010).

Interprofessional (IP) Team: Multiple health and social care providénat work

together as a team to provide healthcare service delivery (Margison, 2009).

Interpr ofessional team meeting (IP meetings):Daily meetings held at the Mental

Health Unit with the IP team to discuss patient discharge and treatment plkacasn

by-case basis.

Xili
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Key Informants: Professionals selected for interviews based on highest dafgree
participation and contribution to tlikecisionmakingprocess duringP teammeetingsat

the Mental KalthUnit.

Methodological Triangulation: The use of more than one research method (e.qg.,
interviews and observations) to gather data to compergatedfvidual limitations and

exploit the respective benefits of each method (Shenton, 2004).

National Interprofessional Competency Framework (NICF):This frameworkserves

asa guide to six competency domains that were developed based on the experience of
healthcare professionals and their practice context to achieve effective IPC. The domains
include:patient/client/family/communitgentred care, role clarification, team

functioning, collaborative leadership, and intefpssional conflict resolutiofCIHC,

2010).

Patient-Centered Care (PCC):Care that requires practitioners to integrate and value the
engagement of patients, their families and the community as partners in designing and

implementing care/services (Canadian Interprofessional HealthbGrkive [CIHC], 2010).

Xiv



CHAPTER 1
Introduction
1.1 Statement of the Problem

The Biopsychosocial Model was championed in the-2fi century in an effort
to reverse the dehumanization of medicine and disempowerment of patients by the
prevailing bianedical model Borrell-Carrié, Suchman, & Epstein, 2004 The
Biopsychosocial Model is a holistic approach which focusses on the patient subjective
experiences i n order t o understand t he
psychological, and social densions of their illnessBprrell-Carrio et al., 2004
Unfortunately, the clinicahpplicationsof this Model remain unsuccessful aresources
to treat and prevent mental illness remain insufficient in Canada and all over the world

(World Health Organiz#on [WHO], 2011).

Mental illnesses are recognized as a serious and growing problem in Canada, such
that the Canadian &htal Health Association [CMHA[2014) estimatedhat 20% of
Canadians experience a mental illness at some point in theirNMeesalillness includes
mood disorders, anxiety, eating disorders, Attention Deficit Disorder, schizophrenia,
psychosis, and suiciddt affects all Canadians either directly or indirectly through a
family member, friend or colleague (CMHA). In 2014, CMHA repdrthat teenagers
and young adults aged -P4 experience the highest incidence of mental iliness of any
age group in Canad@he economic cost of mental illnesses in Canada for the healthcare

system was estimated to be at least $7.9 billion in 1998.7 billion in care, and $3.2
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billion in disability and early death (CMHA) he stagnancy in progress with reducing
the effect of mental illness on Canadians is alarming, especially when there still remains
few data and limited guidance about how to implenietdrprofessional Collaboration
(IPC) in the delivery of decision support to patients with mental illness (Campbell,
Stowe, & Ozanne, 2011)PC is a process that includes a group of professionals from
particular disciplines and experiences, working togetio deliver healthcare services
(Kilfoil, 2007). In 2010, Health Force Ontario (HFO) definBC as the provision of
comprehensive health service to patients by multiple healtipcafessionalsvho work
collaboratively to deliver quality care within @nacross settingsAlthough IPC is
increasingly linked to patiergtentred care, the role of patients in the collaborative
process is not clear in the mental health literature to Hatece to address the role of the
patient withn interprofessionallP) teams, the objectives of thisase study using a

mixed-methods approachere:

l. To documenthe patierdived experience from the perspectiviepatients
with mental illness.
Il. To determine the extent to which patients with mental iliness are gwolv
in plannng their care.
[l To identify approaches by which IPC can facilitate patcsritered

practice and support the decisioraking process with patients in mental health settings.

This casestudy useda mixed methosl approach to gather daféhe purposive
sampleincludedhealticareand social care professionadsd patients s Mental Health

Unit situated in a Ontario community hospital
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1.2  Background

The Canadian Institute for Health Information (CIHI) reported that the national
healthcare expenditure bygwincial and territorial governments in Canasas $183.9
billion in 2009 (CIHI, 2011) Howeverthe Conference Board of Caatla, WHQ and the
Commonweal th Fund have al/l rated Canadaods
for money and efficiency (@adian Medical Association [CMAJ2010). Surveys have
repeatedly shown the Canadian healthcare system is not as well managed as it must be,
resulting in the rise of issues such as the lack of timely access to see Family Physicians,
an increasing lack of aess to specialists and specialized treatment (CMA, 2010). End of
life issues are also becoming increasingly important with the rise of the Canadian aging
popul ations many of which dondt Moacover, acces
diabetes is raagnized in Canada as a prevalent chronic disease, and the Ministry Of
Health and Long Term Care (MOHLTC) announced in July 2008 a comprehensive
approach to preventing, managing, and treating diabetes includes improving service by
the increased adoption a@linical practice guidelines by interprofessional (IP) teams
(HFO, 2010).In 2008, it was reported that 70% tie consultations with Family
Physiciansin Canadainclude psychological problems (Grenier, Chomienne, Gaboury,
Ritchie & Hogg, 2008). Therefoe in healthcare settings, registered nurses, family
physicians and other allied health professionals have been encouraged to work together to
improve healthcare access, patient satisfaction, and optih@aithcare(Enhancing
Interdisciplinary Collaboratio in PrimaryHealthcare 2005). Also, the Romanow and
Kirby Reports on the future of healthcare in Canada recommended that mental healthcare

needed to be communityased and accessible (Grenier et al., 20B8]). has therefore
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been increasingly consideréa healthcare as it is believed to provide patesered

and high quality careThis collaborativeprocess also hopes tmprove the care of
seniors through timelyaccess to necessary health services @mmunity supports
better coordination betweenpse c i a |l i z eservices grafeissonaglsamd mprove
access and suppatoundwellness sel-management, and prevention (Margison, 2009)
Interprofessional Education (IPE) for collaborative patmariered practice has also
been adaptedo improve coldboration, practice, and quality of patieeinered care
(Ateah et al., 2010)IPE is defined as the process by which two or more health
professions learn with, from, and about each other across the spectrum of themnglife

professional/educational jowey (HFO, 2010).

IPC is not a new concept in the literature and over the years has been recognized
more in the world of academia as an effective approach to imprmadthcaredelivery.
Since 1987, the Centre for the Advancement of Interprofessionaiidn (CAIPE)has
beeninternationally recognized and designed spedlifycfor the advancement of IPC and
IPE, and has been promoting and developing IPE through its members in the United
Kingdom andelsewhereg(HFO, 2010).To address the issue of ensgrithe long term
sustainability of the healtbare system, federal, provincial, and territorial governments
conducted a number of inquiries and commissions. These included the Romanow
Commissionn 2002which focussed on the Future ldéalthcaran Canadaand stressed
the importance of interprofessional education for patentered care in Canada by
highlighting the need for new models of heattire education and training (Margison,
2009).In Ontario, the Family Health Teams (FHTS) initiative was fordaggbhysicians,

registered nurses, nurse practitioners and other keasadtprofessionaldo help improve
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healthcareoutcomes by focusing on disease prevention laealthcarepromotion. In

2006 HFO wasformed by the MOHLTC ashe interprofessional care ategic
implementation committethat isfunded by the Government of Ontaridheir focus is

on the implementation of IPC andtroducing new and expanded provider roles to
increase the number of caregivers workinghaalthcareand build the skills of thes
already in the system (HFO). Supporting the HFO Strategy in 2009, the government
introduced Bill 179, theRegulated Health Professioi&atute Law Amendment Aat
attempt to improve access tealthcarein Ontario and make teatvased care a key
componat of health college qualitgssurance programs to ensure the ongoing
competence of registered health professionals (HR@ditionally in 2009, the Canadian
Interprofessional Health Collaborative (CIHC) was formed by a group of Canadian health
organizatims, health educators, researchers, health professionals, and students to promote
collaboration in health and education (CIHC, 2014). ClW@s funded by Health
Canada, and shifted its focusddving IPC beyond academic institutioris, revitalize

the workng lives of practisinghealthcareprofessionalsand directly affect patient care

(HFO).

1.3 Significance and Research Questions

IPC has been reported to promote o$elinical resources, increase efficiency
and coordination, reduce tension and conflicts amongst caregivers, and reduce rates of
staff turnovers, (Barrett, Curran, Glynn, & Godwin, 2007; Curran, Sharpe, & Forristall,
2007; HFO, 2010; Interprofessional r€&Strategic Implementation Committd€SIC),

2010). Ateah et al. (2010) confirms intergrs$ional interventions increakealthcare
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professionals’ satisfaction as a result of reduced workloads after adding nurse
practitioners to the staff mix of registel nurses and physicians in an emergency
department. Thenterprofessional collaboration approach to healthcare has been found to
reduce errors and healthcare associated ,cosfgove quality of care and patient
outcomes, as well as increase job sattgfacand retention (HFO, 2010As IPC is

associated with improved quality of care and patient outcomes, failure to implement this
collaborative approach may result in delivering -sptimal care to patients (HFO).
Therefore, IPC must be implemented tophehprovethe patient experience as well as
increase the health providerds satisfactioc

(HFO).

As previously noted in section 1(Statement of the Problem), mental iliness has
negatively impacted both the healthdaeconomy of Canadians. IPC has then become
increasingly linked to patiergentered practe Active involvement by patients in tine
recovery processhowedsignificant improvements in clinical outcomes for patients with
depressior{Campbell, Stowe, & Ozanne, 201However,the role of the patient in this
collaborative process remains uncl@arthe mental health literatur€ampebellet al.,
2011).Therefore the purpose of this study is to examine the patientered experience
and the role of the patiemtith interprofessional teamsithin a collaborativanpatient
mental health setting. It is essential to note that IPC does not only include hezaith
professionals, but alsgocial care professionatsich & social workers and community
partners who work together to ultimately maximize the strengths and skills of health

workers, and manage crises and chronic conditions. Therefore, this study also identifies
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benefits and challenges of this patieehered aproach from the perspective of patients,

as well as healthcare and social care professionals.

The research questions investigated were:

l. How does Interprofessional Collaboration supgatientcentereccare at
communitybased mental health settings?

Il. To what extent is the patient involved in the IP team?

1.4 Methodology

This case study design uses a mixed method approach with survey, observational
and interview data. It takes place at the acute setting of a Mental Health Unit at a large
Canadian communityospital in Ontario. IPC has already been incorporated into the
hospi t alhdlthcargpeograne.linpatients have an average stay of seven to twelve
days, and are then dischargagon stabilizationto continue their treatmenh the
appropriate settop such as their own homes, nursing homes, emergency community

housing, tertiary facilities, and addiction counselling for detox and/or case management.

1.5 Overview of the Study and Framework

The following overview is provided to outline the remainingpthes addressing

the research questions stated above.

Chapter Two is a detailed review of the existing literature on IPC and the
significance of patient involvement within the field of mental health. It specifically

focusses on the integration and perme® of IPC as well as relationships between
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professionals. This chapter also reviews barriers and facilitators to implementing

interprofessional practice within health settings.

Chapter Three discusses the methodological approaches, the data sources and
techniques used to analyze the data. Similar to other research, this study is subject to
limitations which are also described in this chapter along with methods used to validate

the findings.

Chapter Four examines in detail all findings produced framrterviews
with healthcare and social cgreofessionalsand patients, as well as thesults from the

survey distributed tthe professionals.

Chapter Five provides a discussion of the findings in relation to the
National Interprofessional Competernesamework (NICF) which guided the analysis for
this study. NICF was proposed by the Canadrdarprofessional Health Collaborative
(CIHC) in 2010 as a guide to six competencies required for achieving effective IPC. The
domains include: patient/client/falyicommunity-centred care, role clarification, team
functioning, collaborative leadership, and interprofessional conflict resolution. These
domains were developed based on the experience of healthcare professionals and their

practice context (CIHC, 2010).

The thesis is concluded with Chapter Six providing implications of study
findings. It also presentessondearned and suggestions for improving IP pradticthe

mental health setting. Finally, this chapter summarizes the subsequent contributions of
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this study to implementing interprofessional practice and some suggestions for future

research.
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CHAPTER 2

Literature Review

A literature review was carried out to address the research questionshesing
standard electronic databades>-Questand Medline, and Psychinfiey words used
were as follows:patient and involvement and interprofessional and ea mental
Aheal t h .dhe searchl wae coredacted for the years of 203, and further
supplemented with current knowledge fromewrliterature sources includingealth
Canada, Canadian Medical Association (CMA), Health Force Ontario (HFO), and the
World Health Organization (WHO). d®erence lists of relevant articles were also hand
searched.Inclusion criteria consisted of pemrviewed articles in English, from
Evidenceb ased Medi cal Resources and Scholarly
and Medicinebo, a n-2014. Bxclusibnhcateriy ersistad ofddtters2d 0 5
the editor, interviews, newsletters, debates, e@mfce proceedings, npeerreviewed,

and norEnglish literature.

Abstracts of the 184 articles produced were scanned to narrow down the results to
30 literature sources based on six seledtexines. These themes were identified in
previous literature asgletrimental factors to the delivery of effective IPC and patient
centered practice. They includadtegration of IPC, perceptions of IPGnequal power
relationships within professions, facilitators and challenges encounteretl lastly

evidence of pagint involvemenin the IPC process.
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2.1  Sample Characteristics

From the 30 studies selected for this literature review, two studies were conducted
in the United Kingdom, one in Australia, one in Sweden, and one in Iréfanee of the
studies wereconduced in aninternational contextfive studies were carried out in the

United States, while seventeen studies took place in Canada.

Six literature sources included representative random sampldseatthcare
personnel and professional students who werevendth the nation within which the
research was conducted { w a | & Cal dwel I, 2005; Cl HC,
Foristall, 2007; Thomas, 2008; Wa tane |, Pi e
Canadian study used the snowballing sampling technigo@ initidly surveyed
informants from various professions across federal, provincial and territorial
governmentshealthcareand educational sectors in CanaBarker, Bosco & Oandasan,
Canada, 2005)The remaining studies were conducted using purposive saraples
professional groups including occupational therapistgjisterednurses, physicians,

psychiatristsandpsychologists.

Only the two studies by Kilfoi{2007)and Coulter and Salha(®2009)included
more diverse teams of professionals for their studigssisting ofguidance counsellors,
youth workers, social workers, police officers, family physician, community health
nurses, mental health counsellors, occupational therapists, and nurse practitioners. The
remainder of the studies on IPC and IPE, alsontiagority of the studies reviewed,
focused on the communication between physiciansregidteredhurses. Very little has

been reported on other healthcare workers (e.g. social workers, occupational therapists,

11
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etc.). It is important to ensure this groupetsity when investigating the perceptions,
facilitators and challenges encountered in the practice of IPC, as they also deliver
services that impact patient outcomfeshvat t s , Pi erZ2@n Many teae dner ,
expert knowledge about community resouredsich are important to illness prevention,
treatment and discharge proceeds of patien@®a t t s  8)0.18 &am diversity has

shown to facilitate the delivery of comprehensive services to patients in their own
communities, thereby creating a conwtiand comfortable patienentered experience

(Kilfoil , 2007.

2.2  Study Designs

Most of the literature on the topic of IPC and IPE is based on qualitative
methodology. As stated by Barker et al. (200&)alitative research is a means of
exploration whth can inform future researcimcluding investigation about whether the
factors identified by the participants in the study are applicable to other populations and
in other professional settings. Barker et al. recommends that future research incorporates
a larger scalenixed methodology exploration of the identified barriers and facilitators to
IPC care, in order to achieve optimal results in the interprofessional field of patient
centred care. The combination of quantitative study designs as well agatoueali
methods could shed more light on the relationship of the variables in question to the

success of IPC and IPE initiatives (Barker et2005.

Six studies used a quantitative study desigtedh et al., 2010, Haverkamp,
Robertson, Cairns, & Bedi,021; HFO, 2010; Mitchell, Parker, & Giles, 2011,

PoochikianSarkissian, 2008; Thomas, 2008; Watts, Pierson & Gardner, .20063e

12
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studies adapted a mixed methodology (Kilfoil, 2007; Margison, 2009; Schroder et al.,
2011). Barker, Bosco and Oandasan (2008¢d agroundedtheory design to study
factors associated with IPE and IPC piaetnitiatives, as well as webased surveys dn

key informant interviewsNVivo was used for data analysis. Ateah et al. (2010) used a
guantitative experimental design witbcussed group sessions and a -fpent Likert
scale questionnaire in order to i1 dentify
collaboration. SimilarlyMitchell et al. (2011) used a questionnaire, with a se@nt

Likert scale, to study pfessional diversity, team identity, threat to professional identity,

interprofessional openness, and team effectiveness.

To gain a more hdepth understanding of the challenges and successes of
implementing IPC initiatives, nhdepth interviews were condied in eleven of the 30
studies Barker, Bosco & Oandasan, 2Q06oulter & Salhani, 2009; Kilfoil, 2007;
Haverkamp, Robertson, Cairns, & Bedi, 2011; HFO, 2&KMarnstrom, 2008; Mann et
al., 2009; Reeves et Al., 2009; Shaw, 20PBjuette, Reeves, & Lebia, 2009;Schroder
et al., 2011). Interviewing is an ideal method to collect data on the experiences of
participants during various stages of the research process, andtserired interviews
benefit the interviewer by ensuring all question areas arered using a written guide,
while still allowing the participants to talk freely while allowing the researchers to collect

more dataBarker et al., 2005).

Moreover, ten studies collected data using questionnaires that enabled researchers
to articulate heir questions and variables of interest, and maintain a higher response rate

especially when sample size could be limited due to time constraints and limited

13
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resources (Ateah et al., 2010; Barker et al., 2005; Coleman, Roberts, Wulff, Van zZyl, &
Newton, D08; Curr a®har pe, & ; Mitcheli, Barkar] & Giles2@L.0; 7
Kvarnstrom, 2008; PoochikiaBarkissian et al., 2008; Schroder et al., 2011t Was ,
Pierson & Gar dnerMitchelleDab (201 M)\EQ stated thdt & higher
response rateould be ackeved when participants feeglomfortable to provide their

honest opinions about IPC while allowing them to remain anonymous.

2.3  Selection ofQuestionnaire

Thetenquestionnairefound in the literature reviewere comparedsing thesix
thenmes identified by the National Interprofessional Competdiramework(NICF) as
competency domains necesséoy facilitating effective IPQTable 21). These domains
were chosen because theytfie objectives of the study, which were to identifg role
of the patient with IP teamand how IPC affected the decistoraking procesbetween
patients and IP team professiondlee domains were numbered in the comparison found
in Table 21 below as the following: (1) patienentered care, (2) communicatidf)
conflict resolution, (4) collaborative leadership, (5) team functioning, and (6) role
clarification. The questionnaires were reviewed for items addressing each of these
competency domains to assist with finding the questionnaires that covered alhglomai
including items on patiertentered care, patient involvement and patient communication
with the IP team which are specific in the objectives of this study. Y indicated that the
guestionnaire item covered the domain while N indicated that the questeones did

not cover the domain (Table1).
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Table 2-1: Comparison of Questionnaires from the Literature Review

Questionnaire by Author (s) 1 2 3|4 |56
Pulse Survey byPoochikian-Sarkissianet al. (2008 Y [N|N|Y Y |Y
Questionnaire byColeman et al.(2008 N [YIY]Y|Y|Y
CPAT by Schroder et al( 2017) Y [Y|Y|Y|Y|Y

Stereotypes Rating Questionnairdy Ateah et al.(2011) N [N[N|Y |Y [N

Thylefors Survey in Kvarnstrom (2008 N |[YIN|Y |Y|Y
Questionnaire by Mitchell et al. (2011 N |[YN|NJY N
Web-based Survey byBarker et al. (2005 N |[YIN|Y Y |N
International Survey by WHO (2011J) N |[N[N|N|N/|N
Questionnaire by Watts et al. (2009 N |[YIY|N]Y [N
Questionnaireby Curran et al. (2007 N [N[N|NJY [N

The questionnaire byPoochikianSarkissian et al. (2008)ncluded items
measuring sharerkesponsibility and team leadership between members of the IP team,
but focussed primarily on organizational factors whighre not considered fdohis study.

The study byColeman, Roberts, Wulff, Van Zyland Newton (2008) used a
guestionnae thatassessedsttitudes towards an IP learning program, conflict resolution,
and of power dynamics in the decisioraking process. Th8tudent Stereotypes Rating
Questionnaire (SSRQ) by Ateah et al. (2008) rated rezaktprofesionals on nine
characeristicsto measure their perceptions and understanding of their own and other
health professions, however did not include items on patemiered care or patient

involvement. Kvarnstrom (2008) used a questionnaire which covered the dimensions of
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role specialisation, task interdependency, coordination, task specialization, leadership,
and role interdependency. Mitchell, Parleard Giles (2011) used a sewpoint Likert
scalequestionnairgo study the relationship between team identity and team diversity
with the performance of IP teams. A wdiased survey was used Bwrker, Bosco, and
Oandasan (20050 describe livegexperience of professionals who successfully and
unsuccessfullyimplemented IPC/IPE initiatives, and understand factors that affect
implementation and sustainability of these initiativéglditionally, the study by the
World Health Organization (2011) used a questionn&irecollect and dissemite
information on mental healthre resources, policies, and budget allocation for mental
heathcarein differentcountriesWa t t s , Piersonm6 asdd Gar qunest
t hat wa s d e s i factoesdcontritutingi td elifficulties yin implementing
discharge planslhe questionnaire by urran, Sharpeand Foristal(2007) was designe

to measure attitudes towards IPE, IP teams and IP learning in academic Jettialys.

the Collaborative Practice Assessment Test (CPAT) by Schroder et al. (2011) was the
only questionnaire that covered al siomains of the NICF model, and thus vsakected

as means afata collection for this study

The CPAT measurd collaborative practice with intprofessional (IP) team
membersaswelléashe | evel of patient involvement i
201]). The purpose of the CPAT matchthe objective ofthis study in identifying the
role of patients with IP teams in the Mental Health Unit. Also, the CPAT was designed to
enable IP teams to recognize their strengths and weaknesses pertaining to collaborative
practice (Schroder at aR011). Since another objective of this study was to investigate

how IPC supports patiercentered practice, results from this questionnaire is believed to
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assist the IP team in the Mental Health Unit with deciding collectively on the
collaborative approachdsr providing comprehensive, timely, and appropriate patient

care (Schroder et al201]). The CPAT questionnaire was developed so practitioners
could provide their views on working collaboratively, and analyze the similarities and
differences in their \@ws (Schroder et al.201]). Schroder et al. validated this
guestionnaire through two pilot tests, which indicated it was a reliable diagnostic tool for
assessing levels of collaborative practice with IP teams. The CPAT indlugedopen

ended questionand 56 items cross nine domains including: mission and goals;
relationships; leadership; role responsibilities and autonomy; communication; decision
making and <conpict management ; community
effectiveness and patient imvement (Schroder et aR01J). Professionals we asked to

rate their level of agreement across a seqwant Likert Scale, ranging from the lowest
value of AStrongly Disagreeo to the highe
guestionnaire needeto ke adapted however to sifte particular design of this study,

and therefore was shortened to 23 statements. The rationale for modifying the CPAT

guestionnaire is further explained in Section 3.2.

2.4  Analysis of Current Themes in the Literature.

The litemture review studies were analyzed using a data extraction tool that
categorized each study based on findings, designs, methodology, sample types and the
year and context of the studgs shown in Appendix AFindings commonly reported
advantages and draatks to establishing interprofessional collaborative daeekier et

al., 2005;Campbell et al., 2011Haverkamp et al.2011; HFO, 2010; Kilfoil, 2007;
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PoochikianSarkissian et al., 2008; Shaw, 200Bjofessionals positively correlate IPC

with increasedsupport, feeling valued and respected, and improved deg¢rsading
(Kilfoil). However, IPC is time consuming, especially for pay for service physicians
involved, who consequently see fewer patients due to time constraints, and ultimately
face a reductiom their profit (PoochikianSarkissian, et gl200§. Kilfoil (2007)further

adds that IPC imposes some challenges in maintaining patient confidentiality, especially
in small communities with distinct interpersonal relations between professionals and
community members. Challenges to treating patients with mental illness include a lack of
facilities, programs, and human resources, as well as high workload among professionals
(Kilfoil). Moreover, Salhani & Coulter (2009) suggest tmaicro-political dynamis were
increasingly reported in the literature of IPC. For example, Occupational Therapists and
Registered Nurses see themselves as superior in terms of communication, interpersonal
and practical skills in comparison with psychiatrists and psychologhsso, the
existence of unequal participation amongst nursing staff (charge nurse and assistant
nurse) and medical staff (interns, residents, and full time physicians) was frequently
reported by a number of studidd&t wa l & Cal danalet al., 2009;0 5 ;
PoochikianSarkissian et al., 2008; Reeves et al., 20@pwing literature is found to

offer ways by which IPC and IPE can be accomplished; yet it ignoresesiutant
constitution of competitive and political systems of interprofessional teams (B&han

Coulter)

18



Patient involvement in IPC

2.41 Patient experience and outcomes.

Numerous studies identified benefits of using IPC in the patientered
interprofessional practice settings, as th
outcomes. For example, HFO (201@ported service improvements to patient care
delivery including increased accessh&rlthcareand improved outcomes for people with
chronic diseases. Also, healtlreprofessionals and social services workers reported that
teamwork facilitated treatmenf mental health issues because it provided comprehensive
care that assisted in keeping patients in their home community (Kilfoil, 2007). IPC has
positive effects on the delivery of care and resulted in statistically significant outcome
differences in paéint mortality rates. Kilfoil also stated the collaboration of qualified
professionals interacting was effective $precific patient populations including geriatric
evaluation and managemertngestive heart failure, and neonatal care and screening,
and improved the delivery of care to patienEurthermore,Zwarenstein, Reeves and
Perrier (2005) examined the effectiveness ofljpensure interprofessional education
and the poslicensue collaboration interventions. This studygued it was difficult to
measure effectiveness of greensure interventions, but reportgabsitive patient
outcomeswith postlicensureinterventionsby proposing that measures of health status
outcomes, disease incidence rates, mortality rates, readmission rates, adheesnce rat
costs, and patient or family satisfactiall strongly correlated tonproved patient care

and reduced costs.
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2.4.2 Involving patients in the decisiormaking process of IPC.

Effective IPC is dependent on six competency domains, as outlined by the
National Interprofessional Competency Framew(@anadian Interprfessional Health
Collaborative [CIHC] 2010). One domain is patient/client/family/commusagnered
care, which is sharing information with patients in a way that is understandable,
encourges discussion, and enhances participationdecisioamaking. In patient
cenered collaborative practice, patients are seen as experts in their own lived experiences
and are critical in shaping realistic plans ofec@€CIHC, 2010). Campbell et gR011)
stated clinical decision support and decision aids are methods used to educate patients
and encourage their participation in decisions involving their medical care. These aids are
specifically designed to encourage a shared deemimking process betweehe patien
and provider. Shared decistomaking for a person with psychiatric disabilities has been
identified as an implicit part of the recovery process. Campbell ¢2@l1)suggested
active involvement by the patients in their recovery process shasugnificant
improvements in clinical outcomes in primary care settings for people with depression.
Although the concept of sharetkcisioamaking with patients has been discussed in a
few studies (Campbell, Stowe & Ozanne, 2011; Col, 20&Wn et al, 2011; Politi et al.,
2011), a shared decisiemaking process between thealthcareprovider and patients
with psychiatric disabilities, including the use of patient decision aids, has seldom been
researched and discussed in the mental health literatunep(@dl et al. 2011). Future
research shouldurther establish the active role of patients in interprofessional care.

Launching a provincial IPC campaigmo acknowledge thehealthcare sector

20



Patient involvement in IPC

accountability in the promotion and facilitation ¢PC leadersip developmentis

recommended to successfully integrate IPC intdh#athcaresystem (HFO, 2010).

2.43 Barriers to IPC.

Some barriers to IPC includeane consumption, especially for phgisins under
the feefor-service pay structure, and also the diffty of maintaining patient
confidentiality in small communities (Kilfoil, 2007). Kilfoi(2007) proposed other
challenges for treating mentdlhess such as the lack of facilities, programs as well as
high workload between professionaléJnfortunately many professionals were poorly
trainedin mental healtrand had minimal experience in treating meriflaess There

were also insufficient resources to coordinate mental health services.

Barker et al. (2005) identified otheatiers such as unrealistexpectations about
other disciplines, professional knowledgeundaries, professional culture differences,
and a lack of knowledge about other o f e sxpertisa) skils, tining, and theory.
Individual professional disciplines became protectivéheir own territorial turf and only
engaged in interactions with members of their own disciplines. It was also reported that
the medical profession posed challenges in terms of cultural beliefs about collaborative
practice and interprofessional practice tley were more resistant to reaching out to and
joining with other professional groups (Barker et &003. In addition tot he wor k
overl oad barrier, unpl anned patient di scha
team members contesbubhedmpbencehtfi ngla pat.i

et al., 2006) .
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The National Interprofessional Competency Framew(@KCF) addresseshe
issue of interprofessional communication and role clag&HC, 2010) Role
clarification is one domain in whigbractitioners are required to describe their own roles
and that of others, while also recognizing the diversity of other health and social care
roles, competencies, and responsibilities. Team functioning, collaborative leadership and
interprofessional cofi€t resolution are also other domains proposed by this Framework
to develop and maintain interprofessional working relationships, which consequently

facilitate optimal health outcomes.

2.4.4 Professional identity.

Profession specific stereotypes existcsirstudents complete their professional
programs and begin careers with certain perceptions or understandings of other
professions (Ateah et al., 2010). Professions have traditionally achieved power, status and
the rights to practice by virtue of their kmledge and areas of specializatiorhis
resulted in the failure of professions to acknowledge and understand the roles of other
professions, and led to the formation of segregation, ignorance and stereotypical attitudes
towards other professionals. Thgsgceptions remain as unchallenged ideas because the
students seldom interact with students from other professhitshell et al. (2011)
suggested this threat originates from the perception that professional status may be lost or
professional boundariegeay be threatened, thereby increasing professional solidarity and
salience, and sharpening the defence of interprofessional distinctions. Threat to
professional identity is defined as a perception of risk regarding the diminishing of a

pr of es s iisenvalees & ocqgupational rqMitchell et al, 2017).
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Atwal & Caldwell (2005) conducted direct observations and reported the
existenceof unequal participation amongursing staff (charge nurse versus assistant
nurse) and medical staff (interns amgidents versus futime staff physicians). Hence,
they concluded that it would be beneficial to better undersiatrd-professional
communication patterns before attempting to look at 4ptefessional communication.

Key informant interviews conductdxy Barker et al. (2005) with heatthreprofessionad
illustrated thatpr of essi onal At ur f s ¢ and the difficuttipsoof t a nt
changing entrenched professional beliefs and cultural prescriptions of how to educate
healtlcare professionals @ as abarrier to the success of IPC and IRtiatives.
Haverkamp and colleagues (20]drpposedthat family physicians reported a lack of
familiarity with the scope of practice and training of psychologists, and how that training
differed from the traiing of nonregulated professionalsAs a result, the rate of
participation by psychologists in the health sector is low as they are not included in the
publicly funded system, and continue to face challenges in collaborative teams in the
health sector. Gareason suggested was tphhaysicians and psychologists have limited
knowledge of the dture and content of a ¢ h  avorlh €oroGescome this challenge

and induce greater participation, psychologists need to familiarize themselves with the
operations bthe healthcaresector, including rules and power structures (Haverkamp et
al, 201). Findings by Ateah et al. (2010) suggested {batning together in an
interprofessional environment can positiveippact the perceptions of other health
professionsFollowing participation in interprofessional education sessionslests in

this study rated all participatirtgealticare professionals higher than they were rated prior

to the interprofessional educational experience. Therefore it was concluded tat suc
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early learning experiences can help students establish effective and collaborative working

relationships in the healthcare team (Ateah efall(.

2.5 Current State of IPC Care and Gaps in Literature

HFO (2010) proposed that implementing IPC and distabg a firm base for IPE
requires the commitment of a range of stakeholders, including regulatory bodies,
healthcare professional organizations, academic institutions, hospitals, insurers,
community and support agencies, organizéabour, researchers,agpent/consumer
groups, government, crown agenciesalthcare professionaleducators, administrators,
patients, and families. HFO developed an Integrated Interprofessional Education Model
to act as a guide for teaching and assessing interprofessioma¢tsmcies. Fortunately, a
commitment to IPE across Ontario was found and could be sustained through sharing the
knowledge of IPE with schools and organizations concerned with health sciences
education (HFQ 201Q. Campbell et al. (2011) suggested thwitial and continued
training is required for successful implementation of interprofessional decision support.
They proposed that financial incentives such as paid time off for training and paying for
accommodations and transportation could potentially stppmfessional training.
Nonetheless, there remains a gap in literature such that there is af lacklence to
confirm the provision of incentives and compensation, and how they could in fact engage

in teamwork.

The Australian study by Mitchell et alf 201 1) stated t he
commit ment to their team enhances t he

cooperatively. They also proposed that management of interprofessional teams should
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incorporate interventions that focus on developing shareds,gaatl a shared sense of
interdgpendence that contributes to team attachment and identificatiofhe
professional s connection and commitment
collaborative practice. However this was a finding that has been raselysded in the

Canadian literature to date.

Moreover, it was evident from the sample types of 3@estudies that they
primarily includedhealthcargersonnel such as registered nurses, occupational therapists
and physicianslt is imperative to understdnthat adiverse team of professionals
including psychiatrists, primary care physicians, psychologists, social workgistered
nurses, case managers and peer support specialists is required for high quality care in the
mental health setting (Campbellt @l., 2011). Consistency in decision support
interventions in psychiatric settings requires participation from all of these groups to
assist patients with their treatment decisidsnethelessthere are few data and limited
guidance about how to implemteinterprofessional practice in the delivery of decision
support to patients with mental iliness (Campbell et/d&d, very little has been reported
on other healthcare workers (e.g. social workers, occupational therapists, etc.).3@f the
studies idatified for review, only two focused on the role of all healthcare professionals
and social workers involved in the IPC process. It is important to include other
healthcare professionals when investigating the perceptions and facilitators of IPC, as

theyalso deliver services that impact patient outcomes.

Anot her gap i n | PE materi al s exi sted

Ainterprofessional conflict management o (F
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been developed over the past few decades to fdetite knowledge, skills, and
behaviours required to be a successful practitioner in any profession (CIHC, 2010). These
frameworks mainly focussed on the regulation of professional practice, such as the
Canadian harmonized enttg-practice competency fraawork for nursing graduate.
Although these frameworks acknowledge the significance of IPC and teamwork, they do

not provide an explicit direction for interprofessional practice (CIHC, 2010).

2.6  Implications

This studyaddressesarious gaps found in tHaerature to datdor collaborative
mental healtbare. IPC is increasingly linked to patie@nered care, but the role of
patients in the coll aborative process i s
the rural mental health facility in Newifadland reportedthe absence of dedicated
resources to coordinate mental health servicessagdestedhat professionals IPE and
training programsare necessary tgpromote collaborative patiegentered practice as a
practice orientation (Margison, 2009Haverkamp et al. (2011l)reported that
psychologists are undeitilized despite the fact that thisport also confirmed 70% of
consultations with family physicians involve psychological problems and concerns. Also,
most mental health services are dekdgein the private sector and available to only few
Canadians.There remaindimited data andlittle guidance about how to implement
interprofessional practice in the delivery of decision support to patients with mental
illness (Campbell et al., 2011). Tleéore, this study investigates how patiecdsitribute
to their own healtbare within a collaborative mental health setting, and the impact of

patient engagement on their patieentered experience. The study also compares the
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pati ent and apdregperiertes in®rsler to méngfysbarriers to collaborative
practice, and provides recommendations to improve the delivery of petietered care

at the Mental Health Unit.
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CHAPTER 3

Methodological Approach

3.1 Introduction

This casestudy adapteda mixedmethod approachvith contextual observations,
survey and onen-one interviewsThe study began withontextual observations of IP
team meetings to gather information about the collaboration between IP team members
and idenfy how patents were involved at the Mental Health Unthe CPAT
guestionnaire was distributed to the IP team members to evaluate the strengths and
weaknesses of the teambs <coll aborative ap
patientcentered care. Theoneon-one interviews with patients were conducted to
document and analyzieir experiences during theitay at the Mental Health Unit.
There were also oren-one interviews with the IP team professional to identify how they

involved patients in the collabdinge care process.

Theresearch questions investigated for this study were:

l. How does Interprofessional Collaboratismpportpatient cergred-care at
communitybased mental health settings?

Il. To what extent is the patient involved in the IP team?

To ansver these questions, the study began with contextualized observations of
daily interprofessional team meets¢p understand the functionality of the IP team at the

Mental Health Unit (Appendix B). This was followed by sestructured interviews with
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patierts and healthcare and social carefessionaldo gain a be#r understanding of
how patientcentered practice and patient involvement are implemented during
interprofessional (IP)meetings (Appendix C). Finally, the Collaborative Practice
Assessment TegCPAT) questionnaire was modified for this study (Appendix D) and
distributed to professionals tcomparethe professionals experience with that of the
patientso. The rationale for modi fying thi
The questionriee had a mixture of open and closendedquestions that were analyzed
(Chapter Fivg and used to complement findings from the obsgons and interviews
(Chapter Four Theresponses to these questions wezkeved to aid in identifying the
extent to vihich patients were in fact involved and identifying approaches for improving
the patienicentered practice from thgerspective of both patients ahealtircare and

social care professionals

3.2 Research Methods

The field of health research encourages lgioing qualitative and quantitative
research methods, given the practical nature of the discipline and the complexity of
factors affecting health andealthcare(Neutens & Rubinson, 2010). Mixed method
designs have been defined as the use of qualitatt/gwemntitative methods in parallel or
sequential phases, with the goal of having one method enhance the performance of the
other (Bowling & Ebrahim, 2005). Thus, qualitative and quantitative methods were
integrated in this study at the data collection phascausé¢he inclusionof quantitative
study designs as well as qualitative methods in this study could shed more light on the

relationshipof the variablessupportingthe success of IPC initiatives (Barker et, al.

29



Patient involvement in IPC

2005).Most of the literature on the tapof IPC is based on qualitative methodology. As

stated by Barker et alqualitative research is a means of exploration which can inform
future researchjncluding investigation about whether the factors identified by the
participants in the study are @able to other populations and in other professional

settings.

The study used a mixed method casaly approach with a purposive sample of
healthcare and social care professionals, and inpatients at the Mental Health Unit. In
particular, this was an xplanatory casstudy design whictwas used to answer the
Awhy o and A hquestions r(¥ns 2083). cThe castudy is preferred in
examining contemporary events, suchirgsrprofessional team meetsig this study,
and relies on direct observation the events being studies as well as interviews of the
individuals involved, including inpatientsith mental illnessand healtbare and social
care professionals Casestudies are useful for studying educational innovations,
evaluating strengths and alnesses of programs, and informing policy so modifications
can be instituted (Merriam, 2009). They also offer means of investigating complex social
units consisting of multiple variables that are important for understanding a phenomenon.
Case study methotbgy plays a critical rolee n advancing a fieldos
especially for applied fields of study such as health and social work (Mer2idd9).

This enabled the Principal Investigator (Pl) to comment on the operations of the IP
meetingsand the gtent of patient involvement, and establish why and how patient

di scharges were fchaot i cPatiant CateiMareagaai theas de s
Mental Health Unit. The case study methodology was best for this project because this

type of design resulis a rich and holistic account of a phenomenon, and offers insights
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that can affect and perhaps improve practice. This design was ideal for answering the
research questions investigating how the process of interprofessiohaboration

promotes patiententered practice and how patients are involved.

As with all study designs, castudiesalso have limitationsOne is that it focuses
on a fgle unit or instance, such as the Mental Health Unit in this study. This adds to the
issue of generalizability. @écording to Polit, Beck and Hungler (2001) generalization is
an act of reasoning that refers to makingrdarence about the unobserveaised on the
observed. Generalizability is used to evaluate the quality and external validity of a study.
However, manyesearchers do not agree about the importance of generalizability as it
requires extrapolation that cannot be fully justified since findings are cdvasgt (Polit
et al, 200). In nursing and other applied areas of health research, generalizations are
critical to applying the findings to people and situations other than those in aBaldy
et al, 200). Moreover, producing a worthy case study may require a lengthy detailed
description and lengthy analysis of the phenomemdarfam 2009. Yet theproduct
may be too lengthy, very timeonsuming and too involved for participants, professionals
and patients in this study. To overcome this limitation, this case study involved different
stages of data collection in which multiple and key professionatk the chance to
participate in either a questionnaire or interview stage. Data from all sources were used to

complement the findings from patient interviews.

Furthermore, case studies are limited to the integrity and sensitivity of the
investigator, who may not have training in observation or interviewing prior to

commencing the study. The study then becomes limited to his own instinctsikrnesa
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To overcome this barrier and prior to data collection, the Pl met with her research team
who have professnal expertise in research applications and methods, and extensive
research experience and knowledge of intégasional collaboratiorFirst, it was agreed

that the Pl conduct the contextual observations under the supervision of the Mental
He al t hPatientiCare Specialistho is also a research partner and a member of the
Supervisory Committee for this researcBecongd a semustructured format was
developed with the help of the Supervisory Committee and was followed for all

interviews to maintaindcus @ the objectives of the study.

3.3 Sample

This study used a nemndom sampling technique in which participation was
completely voluntary. The sample was purposive and composed of two groups: patients
and healtbare and social care professionals. ®fessionals included psychiatrists,
registered nurses, narpractitioners, patient care managamd social workers who all
participated in thénterprofessional team meetmagt the Mental Health Unit and met the
inclusion criteria as stated ire&ion3.3.2. The sample size was based on the voluntary
participation of subjects, with an aim of having 10 professionals and 10 patismisr
the collective sample sizes of mental health literature studies (Barker et al. S2{it#ni
& Coulter, 2009; Kilfal, 2007; Margison, 2009;Parker et al., 2011Schroder et al.,

2011; Wat t s, Pi er s 02009. &or @Guaposgan efr gnalysis, healthcare
professionals were allocated into three groups to ensure anonymity in responses, and
allow a more discrete intrand intergroup analysis. Firstly, the Medical Leads was the

group primarily composed of physicians. This group consisted of the primary decision
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makers for treatment and discharge plans, as noted by the investigator in the
contextualized observations of Heetings(see Appendix B). The second group was
comprised of bedside and clinical support workeduising registered nurses, patient
care manageiand nurse practitioners. Lastly, the Allied Health group included all other
professionals involved in thé>C process, such as social workers, community partners,
and psychologists. The groups were created for the purpose of analysis which was
supported by Krippendorffdos idea for sur v
Krippendorff(2013, chap. 5)samping units are distinguished for selective inclusion that
aids with the analysis of a study. In survey research, units are those indivithva¢siag
guestions, for example the healthcamed socialcare professionals in this study. Units

can be defined byheir membership in a class or category, as they have something in
common and this is used for analygigposes (Krippendorf2013, dap. 5).Hence, the
healtlcare and socialcare professionals group in this study was gatézed based on

their decisioamakingauthorityand participation in IP@neetingsto further aid with the

analysis of results.

3.3.1 Setting and participants.

The study took place at the acute setting of a Mental Health Unit at an
urban Canadian community hospital in Ontario. IR@ llready been incorporated into
t he hos pi bealthoarsprogreans. tingdtients had an average stay of seven to
twelve days, and were then discharged to continue their treatment upon stabilization, into
the appropriatsettingssuch as their own moes, nursing homes, emergency community

housing, tertiary facilities, and addiction counselling for detox and/or case management.
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3.3.2 Inclusion criteria.

The inclusion criteria for healtlare and social care professionals include
physicians, social works, community support workers from Durham Mental Health,
Pinewood Addiction Center and the Canadian Mental Health Association (CMHA), case
managers, registered nurses, charge nurses, psychologists, and psychiatrists who have
been practing, for oversix months or for at least thremonths posteturn froma short
termwork-leaveat the Mental Health Unit where this study is taking pldteés timeline
is important because newly hired individuals are placed in a six month probationary
period at the hospitalo demonstrate their skills and competencies for the job. Their
contracts are only extended after the successful completion gértbatiorary period
and only then they will have gained working knowledge of the Mental Health Unit.
Similarly for thosereturning from a leave, a post thme®nth period is necessary to
ensure these individuals have completed a smooth transition back into the culture of the
Unit. Hence, they can provide comments and insight which more accurately reflect their
experiences ofnterprofessional team meetsgcollaboration between team members,

and any evidence of patient involvement at the Unit.

The inclusion criteria of patients included males and females between the ages of
nineteen tor0, who were admitted as inpatients aedeived primary care at the Mental
Health Unit. They received care from at least two hezdtle and/or socialcare
professionals, and have beswproved by theiPatient Care Specialiahd caring nurse to
participate in this study to ensure the intemgewill not cause them anxiety issues.

l npatients had t o be <cogni ti v disphayedsthea bl e

34



Patient involvement in IPC

capacity and experience to comment on prof
the ability to seHmanage their daily livingctivities.Details on how this was determined

are further explained below i8ection3.4.3 of the Sampling Method section. Patients
included were specifically diagnosed withpression and/@chizophrenia and/or anxiety

and/or psychosis and other moodatders. These specific criteria of illness were set
because those were patients seen by the most variable groups of professionals within the
interpfessional team, and their mental illnesses were most prevalent among patients

mental illnessat the Memal Health Unit.

3.3.3 Exclusion criteria.

Exclusion criteria for the group of professionals included residents and
medical students, and those wHm not qualify under the inclusion guidelineBhe
sample excluded professionals working night shitisthe hours of 19:00 to 07:00 since
they do not parti ci paneeting. The paheats exdluded wezedb s mo
those diagnosed as cognitively nonfunctional, experiencing a state of crisis, and with a
new chronic condition. Patients that neeacutely suicidal, and/or suffer from
neurodegenerative diseases (dementi a) and/
excluded since they no longer had the capacity to provide consistent responses and may
skew the resultsDetails on how this was termined are further explained below in

Subsectior8.4.3 of the Sampling Methdsection
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3.4  Sampling Method

3.4.1 Pre-study contextual observations.

Prestudy observations were completed to understarature of
interactions amongrofessionals and tHanctionality ofinterprofessional team meetmg
at the Mental Health Unit. Another purpose was to investigate how decisions concerning
patient treatments and discharge were made, as well as investigate any evidence of

patient involvement in the decisiemaking process.

These observations also aidedidentifying key informants for the interviews.
Permission from theinterprofessionalteam was given prior to conducting the
observations durinthe Interprofessional (IP) meetingand observations were caraded
under the supervision of theatient Care SpecialisPrestudy activities consisted of
observingseventeerweekly interprofessional team meetsm@t the Mental Health Unit
from May toJuly 2012. This was conducted primarily to develop familiaritthwhe
individuals and setting of the Mental Health Unit, and was a foundational step in later
guiding the development of this study desidfhmeetinggake place at the Mentalddlth
Unit to gather all professionals and discuss patient treatment intiengand discharge
plans. Moreover, the Pl attended two daily IR@eting, both of which included the
mental health team. The first morningeetingtook place at 8:30am at the Emergency
Department, and included social workersgisterednurses, a phys@n, community
partners from the Regional Mental Health Association (RMHA) and Canadian Mental
Health Association (CMHA) as well as onéthe Patient Care Manager or Patient Care

Specialisfrom the Mental Health Unit. Thisieetingmainly took place to wugate the IPC
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team at the Emergency Department with vacancy at the Mental Health Unit, number of
beds currently occupied, as well as any potential discharges planned thereby creating

vacancy for new admissions seen by the Emergency Department team.

The seond IP meetingtook place at the mental health clinic at 8:50am,
and involved the same staff aforementioned as well as the remaining dnagistered
nurses and team members working at the Mental Health Unit. nié&tinginvolved
discussion of each jmatient conditions, treatments and subsequent discharge plans. The
Patient Care Manageand Patient Care Specialistho led this IPCmeeting also
communicated all patient castesbe admifted into the Mental BEalthUnit as disassed
at the previous 8:30am® meetings This was a critical step so the Pl was better able to
identify those professionals who were more frequently involved duhied¢P meetings

and would more likely be willing to participate in the study as key informants.
3.4.2 Sample of profssionals.

The Pl personally distributedhe consent forms and questionnaires to
eligible healtlcare and social capgofessionals to invite them to participate in this study.
This took place during three tea meetings (Tea for the Team ExpeEBExpess), held
for the IP team at the Mental Health Unit confeeemoom. The Mental Health Unit
Patient Care Specialisipecifically organized the times for these T4T Express events,
occurring weekly starting April 25to May 9" 2013, for approximately ortgour each. A
small advertisement (Appendix E) for this study was displayed in the conference room
andregisterednur ses ® r oo m a tnittolpremota @articigation ih thesé t h

events. ThePatient Care Specialistas not present during these egetd avoid any
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coercion imposed on staff due to his role as the research supervisory committee member
and thesupervisoiat the Mental Health Unit. Thus, he was excluded from the recruitment
process, and had no knowledge of which staff chose to partiopatet. TAT Express

events were solely used to promote the study objectives investigating the experiences of
patients and professionals with IPC and identifying the extent of patient involvement in

the care process. Moreover, the events were used tcagecstaff participation rate,

during which the PI also requested the return of the signed consent form and
guestionnaire answers upon participant approval of being included in the study.
Healtlcareand socialcare professionals filled out consent forms (@endix F) and the

modified CPAT questionnaire to provide their views on IPC and the extent of patient
involvement in the patient care plans at the Unit. This took no more than twenty minutes

to complete, which was why the PI asked interested participantslividually fill out

and return the questionnaire (and consent) in 48 hours after the T4T Express event, as this
did not allow group discussions and prevented potential group bias. The consent form
asked participants permission to also be invited foindividual interview with the PI,

which would be audibaped and transcribed. Once completed, the questionnaire were
returned to the PI, each in separate and sealed envelopes with numerical codes only, and
without any | abel s iardaeohspdcidlty or nagne. fThe &I crpated t i C |
a separate professional i denti fier I i st I
specialty with numerical codes, which will be kept only by the PI, and remain strictly
confidential as no other individuaah access to it. This list consisted of numerical codes

of "pl," "p2," eetc. , and serves t he p u

confidentiality. Also, information from the modified CPAT questionnaires was kept
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separately from this identifier list ia locked, safe drawer at the University of Ontario
Il nstitute of Technology (UOIT) Faculty Sup

on either the questionnaire or envelopes.
3.4.3 Sample of patients.

The sample of patients was selected randomly faqmil 25" to June &
2013 by thePatient Care Specialsth o was t he Pl 6s research pa
physiciands di agnosi suns RadsteGhre Onit Ceanguge Thise nt a |
Census is a daily list of inpatients at the Mentahlhe Unit specifying details of their
age, diagnosis, attending physician, length of stay, and their respective family physician.
The Patient Care Specialisbllowed the inclusion/exclusion criteristated previously,
during thepatient selection procesgfterwards, he passed on the names of eligible
patients to the caring nurse on the floor, who then approached patients to obtain a verbal
consent for the PI to contact t hem. The
permission to be contacted by adent researcher, the PI, to explain the study that she
needs your help with?d6, and t hePagiemttCarent si
Specialist the attending physician and the caring nurse were not present during patient
interview to mitigatethe risk of feeling pressured and potential conflict of interest. Upon
permission to sit in for an interview, the caring nurse was asked to be present outside the
room in which the interview took place with the PI. This was to ensure the Pl could get
thenur se to escort the patient i mmediately
request. The PI informed patients about the study in detail, and obtained signed consent

forms prior to proceeding with the interviews. She also created an identdfieofli
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patients; the first person interviewed wil

to maintain confidentiality.

35 Data collection and tools

3.5.1 Questionnaire.

As previously mentioned in Section 2.2, tl@ollaborative Practice
Assessmet Test CPAT) includes nine domains: missions and goals, general
relationships, team leadership, general role responsibilities, communication, community
linkages, decisiomaking and conflict management, perceived effectiveness and patient
involvement.Respondents were asked to rate their level of agreement with each of the 57
statements along a sevpmo i nt scal e ranging from the
Di sagreed to the highest val ue of-ende®t r ong
questions (Schra et al, 2011). The questionnaire was shortened tos@®ements
(Appendix D) to suitthe particular design of this study. The statements chosen were
those the PI found relevant to the purpose of this research project for identifying the role
of patientswith interprofessional teams and how interprofessional collaboration could
support patiententered practice. The 23 statements were also chosen to address the gaps
identified in the current mental health literature as proposed in Chapterwhich
indicated there werdimited data about patient involvement with interprofessional teams
andlittle guidance about how to implement interprofessional praaticbe delivery of
decisionsupport to patients with mental illness (Campbell et al., 20tig.Supensory
Commi tteeds i nsights wer e shared and use

Statements chosen for the modified CPAT were directly related to the objectives of the
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study and the six competency domains of the National Interprofessional Competency
Frameavork (NICF) which were developed to improve the effectivenes®Gf(CIHC,

2010). The domains includeterprofessional communication, role clarification, team
functioning, patient/client/family/communigentered care, collaborative leadership and
interprofessional conflict resolution (CIHC, 2010NICF was used to analyze interview

and observational data. The statements chosen were also based on the recurring issues
identified from the prestudy observations of IP@eeting (see Appendix B) at the
Mentd Health Unit, twice a week during the months of May to July 2012. Ultimately, the
Pl used the modified questionnaire to measure domains specific to the study, including:
professional 6s goals and perceptions of
responsibilities, communication, and community and patient involvement in the process
of IPC. Focussing on the items of interest for this study reduced the length of the

guestionnaire which had the potential to increase participation rate as well.

3.5.2 Semistructured interviews.

Interviewing is an ideal method to collect data on the experiences of participants
during various stages of the research process, andsseriured interviews benefit the
interviewer by ensuring all question areas are covas@ug a written guide, while still
allowing the participants to talk freely and allow the researchers to collect more data

(Barker et al., 2005).
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3.5.2.1 Interviews with professionals.

Semistructured interviews were conducted with key informants idedtbesed
on their degree of participation during tHe meetings A key informant is an expert
source of information (Marshall, 1996). Trempl@l989) states an ideal key informant
should demonstrate willingness to communicate their knowledge to the ewtervand
cooperate as fully as possible. Registered Nurses and Social Workerongstently
participated in IP meetingvere willing to cooperate and share their professional
experiences during interviews and provide their input openly. They were nvoteed
and familiar with the operations of the Unit; thus were better able to comment on the
major themes of the study such as how IPC was implemented, communication between

professionals and extent of patient involvement.

Interviews were semrstructuredbased on the observations made, and were
associated with the domains of the modified CPAT questionnaire, and the domains of the
National Interprofessional Competency Framework as previously listed in section 3.6.

The purpose of conducting interviews witlrofessionals was to gain a deeper
understanding of t h e e patueefoé mteractionsadmeripe r ol e s
interprofessional (IP) team. Each interview took between 30 to 60 minutes in length, and

was audietaped and transcribed. The interviewed aranscriber is the same person (PI),

and the only one able to identify the participants. Similar to the identifier list created for

the modified CPAT respondents, the Pl created a second professional identifier list
linking the identity of professionaisterviewed with numerical codes, which was only

kept by her and remained strictly confidential as no other individual had access to it. This
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listconsisedof numer i cal codes of "pl interview,
purpose of protecting he pr of essi onal BafentcCare Specahlesiidl t i al 1 t
not know who participated in these interviews, and did not have access to interview notes

or transcripts. For data storage and archiving, the eag® and any written information

from the audietape were kept with the Pl in a secure locked filing cabinet at the Faculty
Supervisor's office once the interview was completed. Only the PI had access to this
identifier list. Names were not marked on either the tape or any paper material.
Partiagpant contributions remained strictly confidential, and participants were not

identified in any part of this study.

3.5.2.2Interviews wth patients.

Il ntervi ews wi t h el igible patients wer e
impressionable experience ofGP as wel | as investigate the
IPC processThe interviews with eligible patients were guided by interpretive questions
adapted from a Canadian study at the Toronto Western Hospital Family Health Centre by
Shaw (2008)All intewviews lasted 3®0 minutes in length, and were recorded with
digital audiotape (Sony Dragon Digital Voice Recorder {EK333D) upon patient

consent, then transcribed by the PI.

Consent for participation was obtained at the beginning of the interview, and
participants were reminded not to use staff or patient names during the interview.
Confidentiality agreements were signed by the Pl Batdent Care Specialistn this
study, confidentiality of patients and professionals participating is an importaict aspe

the research design, as approved by the Un
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(REB). Confidentiality of participants was protected such that no identifying information
of participants was revealed, and results were reported without idegtiany
informants. The Pl informed patients about the study in detail, calidcted signed
consent forms prior to proceeding with the interviews. Ongoorgsent was sought. As
previously indicated, this study focused on patmeitered care, and thatgnt was an

active part of the treatment plan at the Mental Health Unit.

On the day of the interview, the Pl confirmed with taingnurse thapatient
stability was maintained and whether ther
participate de to a disturbed state or change of medication. Also, the Pl would not carry
on with the interview if the patient had scheduled activitrests or appointments at that
sameime, or if the patient arrivechian agitated state. The attending physicianld be
contactedtorassess the patientos el-takgn ORgoing t y an
consent would be reviewed and any basis of the patient being unable to give informed
consent under the original agreement, due to change of medication atistateance,
the interview would be rescheduled until patients were fully capable of participating as
per t he phy Al paiicpant haveothedight te withdraw from the study at
any point they wish to do so, and this was stated in thenpat@sent formas well as at
verbally statedthe beginning of the interview. Participants were free to contact the
Uni versityosf fCGamnpl ioarnctehe Hospital s Chair
any questions. Upon request of withdrawal, partidipgansent forms and any data,
including audio/transcript records collected prior to their withdrawal would be removed
from study results, and kept unused, and locked in a filing cabinet at the UOIT Faculty

Supervisorodés office, for regulatory purpos
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The caring nurse acted as the professional care escort for patgetitspating in
the interviews, and warmesponsible for escorting patients to and from the conference
room for interviews as per REB criteria. The interview would be terminated immediately
if the patient became incapacitated and/or withdrew consent to proceed because of
feelings of anxiety and depression involving the interview, its content and dynamics. In
the first instance, the care escort would escort the patient back to his/her treatment
locality. The need tdollow-up would be communicated to the supervisory care giver

guided by the principle of sensitive referral.

The Pleliminatedany identifiable information, together with any information
breaching professional and/or patient conftdeity in the study Interview transcripts
produced were reviewed by the PI to verify its content, thereby ensuring validity of

resultant indings, as well as further maintaining confidentiality of the subjects.

Patients interviewed by the Pl were ass@ymumerical labels, and this list was
kept in a secure locked filing cabinet at the Faculty Supervisor's office. Only the Pl had
access to this identifier list. Data produced was all assigned numerical labels, rather than
personal names, and were stored dnother locked filing cabinet at the Faculty
Supervisords office, t o whatienthCare Spkcialisid h e P |
not know which patient participated or not. He only had access to the original hospital
Census with patient names thaétthe inclusion criteria, budid not communicate the
data of this Census with any team member to maintain patient confidentiality. This
Census is stored at a locked drawer atRheet i e nt C a rofeice, Sopmbichina | i st 6

one else has access. Follogicompletion of this study, consent forms and all study data,
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including audio and transcript records collected would be kept for seven years as
required, then destroyed immediately as per the Faculty of Health Sciences policy at
UOIT. Written data would beshredded and the voice recordings would be deleted
permanently from the device. Similarly, the USB flash drive with data related to this
study would be inserted into the computer and its contents removed. Then the USB flash
drive would be physically brokeby the PI (with a hammer) and thrown in the trash to

ensure safe disposal.

3.6 Data Analysis

This mixedmethod study utilized three data analysis approaches: descriptive

statistics, thematic approach and the framework approach.

Descriptive statistics copleted withMicrosoft Excel2010were used to analyze
guantitative data from the questionnaires. The modified CPAT questionnaire covered
domains specific to this study: leadership, communication, community linkages, and
patient involvement. On the otheiard, the National Interprofessional Competency
Framewor k (NI CF) approach guided the anal.y
professi onal s & meetingabsewatiensy h&lkCh id depeRdeént on six
competency domains including interpreéeonal communication, role clarification, team
functioning, patient/client/family/communiyentered care, collaborative leadership and
interprofessional conflict resolution (CIHC, 2016urthermore, the qualitative software
NVivo 10 (QSR International2014)was used to organize, identify trends, and analyze
data collected. This marked the thematic approach which was utilized to further develop

codes, or t hemes, rel evant to the framewor
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data from interview tnascriptions and questionnaire results. It also included comparing
sections of texts in the transcripts, coding and reorganizing of the text, as well as
displaying data to form a conceptual theme or pattern specific to the variables of this
study. Toensure he ri gour of this studyodos findings
unlabelled transcripts and a questionnaire to code the data using specific themes. The
transcripts were for a Registered Nurse, a patient with Depression, and another patient
with Depression and Post Traumatic Stress Disorder. This step was also taken to confirm
reliability and credibility of the coding scheme used for analyzing the data. The reviewer

was also required to sign a confidentiality agreement.

3.7 Ethical Considerations

Ethics approval from the Research Ethics Board at the University Of Ontario
Institute Of Technology (UOIT 2R13) was obtained as of January 31, 2013. The study
also obtained approval from ethics at the hospital (RID# 2@B3 and data collection
commencedn April 2013. After the approval oRID# 2013009 consent forms were
distributed to study participants, including healthcare and social care professionals and

eligible patients as per inclusion/exclusion criteria.

It was stated in the consent forms tbparticipants, as well as verbally prior to
interviews that they do not have to answer any questions they do not wish to answer. As
well, participant consent forms for professionals and patients each indicated their right to
withdraw from the study whemer they wish to do so, without any consequences to

discontinuing their participatro Moreover, the participants coultbntact the social
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worker at the hospitailf they experienced any questions, concerns tr feeasy or

anxious.

Additionally, to manag the psychological risk on patients, tRatient Care
Specialistand caring nursenitially approved of the patients' capacity to participate
without undue emotional stress or anxiety. Pagtient Care Specialiatso confirmed the
inclusion criteria anceligibility in the study by randomly selecting patients from the
Patient Care Unit Census. The caring nurse of each eligible patient obtained a verbal
consent from each patient prior to allowing the PI to contact each of those patients. The
nurse asked gpse ci fi ¢ question fcan | get your pel
researcher, the PI, to explain the study t
signed at theime of agreement. The Patient Care Specjélst attending physician and
the caring nurse were not present during patient interview to mitigate the risk of feeling
pressured and potential conflict of interest. Upon patient approval of sitting in for an
interview, their respective caring nurse on duty that day was asked to bet pnetséde
the room in which the interview took place with the PI. This was to ensure the PI could
get the nurse to escort the patient immediately once completed, as well as for reasons
such as providing immediate assistance if the Pl and/or the patieningafe or

uncomfortable or if the patient suddenly became agitated and/or severely anxious.

All information and data collected were kept anonymous. The data were
anonymous since the Pl did not communicate the names of the participants she
interviewedto the supervisory committeeHence, participants were informed in the

consent forms, that their personal information including name will not be published. The
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Pl and thePatient Care Specialistere required to sign a confidentiality agreement at the
hospitl prior to commencing data collection. For data analysis and reporting purposes,
The Pl generated a separate identifier list for patients interviewed, such that they are
assigned numerical labels (patient 1, patient 2 and so on...) and kept in a Ieckedat

the faculty supervisor's office separate from Bagient Care Specialsts | i st . Al
produced was stored in a secure, locked location, and only thedBtcess to this data.
Following completion of this study, the data will be kept foreseyears as required, then
destroyed immediately as per the Faculty of Health Sciendey o UOIT, in January
2021.Only the PI had access to the interview voice recordings and transcribed each

interview which was saved in a passwmrotected USB flds drive.

3.8 Validation

The modified CPAT guestionnaire used in this study has been approved as a valid
and reliable survey for measuring healthec
collaboratively (Schroder et al., 2011). This study was a pilotatmlate the modified
version of the questionnaire whiclontained23 rating statements and three oparded
guestions. The CPAT needed to be adapted to the specific design and/ebjetthis
study as listed in &tion 3.5.1. The modified version of tiI’kPAT was validated in
context of working with the research partner at the Mental Health Unit and as a result of
having this study recommendations implemented in the Mental Health Unit. These
recommendations are further discussed in Chapter 6.

Moreover, trangulation refers to the combination of different study groups,

methods and theoretical perspectives in dealing with a phenomenon (Flick 2007, chap.

49



Patient involvement in IPC

14). Triangulation is used in this study to validate results obtained from different data
collection methds. It is also used to formalize the association between quantitative and
gualitative research as well as strengthen the quality aktdearch and its design (Flick
2007, chap. 14)There are different types of triangulation. First, data triangulatif@nsre

to the use of different data sources. Second, investigator triangulation minimizes bias
using different interviewers or observers. Thitldeory triangulation involves the use of
multiple hypotheses and theoretical perspectives. Lastly, methodoldgazjulation
involves the use of different methods such as interviews and observations, and it is the
type used in this study to compensate for individual method limitation and combine their
individual benefits (Shenton, 2004). The modified questionremk interviews in this
study focus on the experiences and perceptions of all study participants. This isa called
Awi tmeitrhod t r i an gsadtaemphasizé comfimebility lsased on subject
perceptions to help reduce the PI li@kenton 2004.

To sustain credibility of findings, debriefing sessions with the supervisory
committee members took place throughout the period of this project to refine methods,
explanations of design, and strengthen arguments if necessary. Another form of
methodologeal triangulation in this project is the use of a wide range of informants from
a sample of physicians, psychiatriggisterechurses, psychologists, social workers, and
patients. This ultimately provides a comprehensive assortment of perceptions and

behaviour under scrutiny for this study.
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3.10 Summary

In summary,this study used a mixed method approackexamine the patient
centred experience, patientds contribution
involvement works with respect to @rprofessionatare at a communitpased mental
health setting. Observational data was initially collected during 16 wéekheetingsat
the Mental Health Unit. Specific inclusion/exclusion criteria were used datd
collection includedh papetbased gastionnaire with operand closeended questions, as
well as oneon-one indeph interviews withtwelve inpatientswith mental illnessand
elevenhealthcare and social capgofessionalsrom the IP team. The questionnaire
included items to determine viewon interprofessional care (IPC) and patient
involvement and was distributed farofessionalsworking in the communitpased
mental health setting. Data was analyzed initially with the aid of a thematic approach and
theNVivo 10qualitative software. Thefurther analysis were developed using descriptive
statistics and the framework approach guided by the National Interprofessional
Competency Framework. Several measures were taken to protect participant
confidentiality and anonymity as outlined. Debriefisgssions with the supervisory
committee and triangulation methods were used to control bias, increase confidence in

the findings and counteract the limitations of this study.
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CHAPTER 4

Results

41 Introduction

Interprofessional collaboration is sees key to promoting the recovery of
patients with mental illness and enhancing services provided to them. This study looked
closely at the patiententered experience within a Canadian commtivéiyed mental
health setting. It adopted a case study desigh avimixed method approach, including a
modified version of a validated questionnaire completed by a group of basdthnd
socialcareprofessionalparticipating in the IPneetings Observations of the IReetings
took place and later informed the séiec of professionalshat were interviewed. Lastly,
patients with mental illness meeting the inclusion criteria and whose cases were discussed
in the IPmeetingswere interviewed. This was to gain further insight on the palied
experience and exteof involvement in their care process. The final sample consisted of
twelve inpatients with mental illness and eleven hezltkeand sociakareprofessionals
The purpose of the study was to examine the contributions patients make to their care,
and invetigate how the dynamic of patient involvement worked with respect to

interprofessional care. More specifically, the research questions were:

l. How does interprofessional collaboratsumpportpatientcentered care?

Il. To what extenis the patieninvolved with the IP team?
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4.2  Questionnaire Results

Twentythree statements from th€ollaborative Practice Assessment Test

(CPAT) by Schroder et al. (2011) were used in this study. Respondents were asked to

rate their level of agreement with each of the statemalaisg a sevepoint scale

ranging from the | owest value of &6Strongl )

Agr eeo, and answaed qeestions abouw nha Imearing efnpatient

centered care, whether patients can be part of the IP teanwhestlder patients were

involved in treatment and discharge plans. They were instructed to place a number next

to each statement corresponding to their response. A copy of the modified questionnaire

is attached in Appendix D. The questionnaire includedstemo n : 1) professio

2) perceptions of IPC, 3) team leadership, 4) team relationships, 5) roles and

responsibilities, 6) communication, and 7) community and patient involvement in the
process of IPC.

The results from this questionnaire, for lead the domains abovementioned, are
presented in the following tables below, gnd ovi de a compari son
response. Twentywo questionnaires were distributed, eleven of which were returned.

All eleven questionnaires were included ie final analysis.

4.2.1 Description of the respondents.

The encoded I i st of professional sb
distributed is stated below inable 41. The questionnaire also contained items on

occupation, the number of years of senat¢he Mental Health Unit, and total number of
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years of service at other hospitals and/or thef@cilities, as presented iralbles 42 and

4-3, and 44, respectively.

Table 4-1: Occupational Status, Total N= 11

P# | Response| Profession

1 Y Registered Nise

2 - Nurse Practitioner
3 Y Registered Nurse
4 - Registered Nurse
5 - Nurse Practitioner
6 - Registered Nurse
7 - Charge Physician
8 Y Registered Nurse
9 Y Patient CardManager
10 Y Nurse Practitioner
11 Y Registered Nurse
12 Y Registered Nwge
13 Y Registered Nurse
14 Y Registered Nurse
15 - Registered Nurse
16 |Y Nurse Practitioner
17 Y Registered Nurse
18 Y Registered Nurse
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19 - Social Worker
20 - Registered Nurse
21 - Nurse Practitioner
22 - Social Worker

Total 11

Table 4-2: Occupational Status, Total N= 11

Occupation

Registered Nurse

(RegisteredNurses group/bedside caregivers)

Nurse Practitioner

(RegisteredNurses group/bedside caregivers)

Patient Care Managéedical Leads)
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Table 4-3: Years in the Profession at the Mental Health Unit, Total N = 11

Experience in profession n
6 months to 1 year 3
More than 1 year to 5 years 3
More than 5 years to 10 years 2
More than 10 years to 20 years 2
More than 20 years 1

Table 4-4: Years in the Profession at other health facilities/hospitals, Total N = 11

Experience in profession n
6 months to one year 1
More than 1 year to 5 years 4
More than 5 years to 10 years 2
More than 10 years to 20 years 2
More than 20 years 1
No answer 1

A totd of eleven participants responded, with a 50% response rate. All
respondents provided direct care to patients with mental illness at the Unit, and the
majority of the questionnaires returned (eight) were by Registered Nurses. One

respondent was RatientCare Manageand two were Nurse Practitioners.
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The number of years in the profession ranged from six months to more than
twenty years. Three respondents had 6 months to one year experience, three had more
than one year to fivy e ar 6 s ¢ twe leadmoeentlare five years to 19 ear 0 S
experiencetwo had more than ten years to tweptg ar 6 s  eandgome responderd
had more than twenty years experience at the Mental Health Unit in the community

hospital.

For years of professional experience algsithe Mental Health Unit: one
respondent had 6 months to one year experience four had more than one year to five
years experience , two had more than five to ten years experience , two had more than ten
years to twenty years experiencand one respaent had more than twenty years

experience at other hospitals/health facilities.

4.2.2 Questionnaire Open ended questions.

Question: What does patiefienteredcare mean to you? Who does it include?

Regidered Nurses identified patienéntered care with carthat is focussed
around setting patient goals and treating the patient as a whole while including the

patient, their family and a multidisciplinary team of professionals.

~

il t means t hat al |l i nterventions, treat ment

A | t udesrbatH théealthcardeam, the patient, and their families. Patieentered care
allows us to increase the satisfaction of the patient treatment, linkage, understanding, and

community resources. Treating the patient
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AViewing the hpatcieemtteraof the care being pr

i nput so as to provide the best profession

AHol i sti c approach based on clients goal
mandatory and must be develdpe f i r st , must be clientsd goa
ACar e t hardundi ke bmaateident 6s specific set out

APCC means we are |l ooking at the patient
anyone from RT, community supports to even
APateenyg benter of their care, them drivin

Nurse Practitioners associated patient centered care with providing treatment and

treatment options to the patient. They stated:

i P a t-centered care means that each patient is treated on an indivasisl bhis
includes treatment based on personds ment a
ADIi scussing treat ment o-ollow-apmeeds apdrifeatientsi ng |

are committed to do so. 0

The Patient Care Managetescribed patient centered cai® a way to assist the
patient with identifying their concerns, setting goals and involving the multidisciplinary

team as well as family and friends for support.
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A P a t-centered care is about the patient. What can we (interdisciplinary team) assist th
patient who has identified issues and concerns and what goals the patientovant, t

on and with whom (family, friends,sruppor t s) . 0

Question: How does your clinic advocate for patient involvement in treatments

and in discharge planning, and why?

All Registered Nurses agreed the Mental Health Unit advocated for patient
involvement via patient and family meetings, connecting patients with community
resources and discussion of treatments. One Registered Nurse felt she was neither
involved nor aware athe treatment and discharge planning for patients, however agreed
the Unit involves patients by having mandatory groups scheduled as part of their

treatment.

AWe do hol d i nt e meetingfwlich si¢ludencatside agenciaesi Wegdo

participatein building and cementing relations with community stake holders.

ADuring patient and family meetings we are
they may advocate for themselves. It makes them understand the system and understand

whatisgoing o happen to them, and how they can &

AAl'l ow the patient to freely discuss thei

providing care, 0

Alt i s my job to advocate for clientsd nee

ones,we(shhul d al ways) be seeking treatments an
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AWeekly meetings are booked. EDD is set wup
timely, effective discharge), o

AConferences, allowing them to have a say.
Al uswually work in PICU, and am not that f

| am aware of groups that are offered to p

Nurse Practitioners also agreed the Unit advocates for patient centeradacare

discussions with the staff and asking patients how they would like to be part of their care:

AApproaching staff to inform team that the

ADIi scussion. Why, better outcomes. Decreas

The Patient Ca@ Managerstated patients are being involved upon admission
during which a care plan is developed and discussed with the patient and interdisciplinary

team:

ADi scharge planning is discussed with inte
Plan of cae is developed creating the care plan. It is important to involve the patient as

this is their car e, not the teams, O

Question: Can patients become part of the interprofessional team, and why?

Registered Nurses agreed patients can become part of theTteaimresponses

were:
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AAbsol utely. | f décisiengnakiagt ermdnt, pdarety aovfontbhe und
the ultimate goal for them is. They can better reach their goals if they are on board with

the decisions (or at least they understand why thangse bei ng done) , 0

They are present at case conference and

2

—

eam member s, O

Yes by being involved in their care, o

1

AThey must be. Only the clients know what

feel is theclient goals. Clients must dictate goals, needs and level of functioning. | always

see clients in this team, o0
Al dondét think it is done formally, at pr e:
to include the patient, o

AYes it is great to involvenem in their care to provide a more realistic outcome for them,
although some patients may not be able to participate based on competency (i.e. form

33), 0

There was onexception of a Registered Nurse who stated patients are not
professionals and cannot treated as members of the team, but only as clients receiving

care:

APatients are not part o f the interprofes
professionals from the health prospective; however they are the client, at the center of

care. o
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Nurse Practitioners agreed patients can become part of the IP team and are
Aexperto in their car e. Al t hough | imitat:i

illness, a change in treatment plans by including patients can be effective.

AYes as plad ibeentisnwsohlowed i n their care, o

AYes, they are part of the team and | ikely
disorders this may precipitate ineffective coping, sometimes change is the best way to

treat ment, O

The Patient Care Manageonfirmedpatients are part of the IP team and need to
be involved as they are most aware of their own health issues, thus must be allowed to

utilize as well as develop new coping skills and strategies to recover:

AA patient i s a par t asdhe patidmtas the pdrserr tp ideotifye s s i
current and past issues (if unresolved) that still require a plan of care to decrease negative

symptoms and allow a patient to team and utilize new coping skills/strategies.

423 Prof essi onal s 6 orpas easeyorizechby @GRAT domaine.s p

Respondents were asked to read various statements (S) and rate their answers on a
scale of one to seven, ranging from the lowest value of strongly disagree, to the highest
value of strongly agree.  Out of the elewvesponses to the modified questionnaires
received,all statements were rated except statements three and fourteen which were
answered by ten and nine respondents, respectively. The statements used in the modified

guestionnaire were categorized under spedifimains of the CPAT to assess the views
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of healthcare and social capgofessionals(see questionnaire in Appendix D). Each
domain is presented in a table below, which summarizes responses to the corresponding
statements. The sev@oint scale used for tiag responses ist. strongly disagree, 2.

mostly disagree, 3. somewhat disagree, 4. neither agree/disagree, 5. somewhat agree,

6. mostly agree, and 7. strongly agree.

Table 4-5: Responses based on mission, meaningful purpose and goals of IPC, N=11

S 1 2 3 4 5 6 7 N
1 0 0 4 0 1 5 1 11
2 2 0 1 0 2 6 0 11
3 1 1 0 2 3 1 2 10
4 0 0 3 1 2 5 0 11

The majority of respondents indicated that they somewhat, mostly or strongly
agreed their IP team members hadsolid understanding of patient care plans and are
committed to collaborative practice. While tRatient Care Managenostly agreed, two
Nurse Practitioners howeveprsewhat disagreed team membersraveommitted to
collaborative practice and somewhat disagreed thereswa real desire to work
collaboratively among the IP team. Six respondents, which included Registered Nurses
and the Nurse Manager, agreed their patient care plans incorporated best practice

guidelines from multiple professions.
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Table 4-6: Responses to determia general relationships amog the IP team, N=11

S 1 2 3 4 5 6 7 N

5 0 0 0 2 6 3 0 11

Nine respondents agreed team members respeca c h ot her 6 s r ol e ¢
within the IP team. Two respondents, which were Nurse Practitioners, neither agreed nor

disagreed with this stateent.

Table 4-7: Responses to determine team leadership within the IP team, N=11

S 1 2 3 4 5 6 7 N

6 5 1 0 4 1 0 0 11

The majority of respatents agreed their team leaderswaawvare of the team
member s6 concerns and per ageeenordisagree, twoofur r e
which were Nurse Practitioner©nly one respondent who was a Registered Nurse

somewhat agreed the team leadeswat of touch with members in the IP team

Table 4-8: Responses to determine general role responsibilities and autany

amongst the IP team, N=11

S 1 2 3 4 5 6 7 N
7 2 1 2 1 3 2 0 11
8 1 1 1 0 4 3 1 11
9 0 0 2 0 1 3 5 11
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10 0 0 0 1 3 5 2 11

Ten respondents agietéeam members fettomfortable advocating for patients at
the Mental HealtlUnit, and nine agree everyomwas held accountable for their work in
the team. Eight of the respondents adreleysicians usually askl other team members
for their opinions about patient care, and the remainder of respondents consisting of one
Nurse Practitioner and two Registeredrdes disagreed with that statement. Five of the
respondents agreed team membersevable to negotiate their role in developing and

implementing patient care plans, while the other five disagree

Table 49: Responses to determine extent of communicatioand information

exchange in the IP team, N=11

S 1 2 3 4 5 6 7 N
11 11
12 11
13 11

Four respondents disagrethat patient concerns veebeing addressed effectively
through IP team discussions. Five responddigagred communication strategies vee
effective when sharing patient treatment goals. Six respondents ddsdhgeseteam

meetings provide an open, comfortable and safe place to discuss concerns.
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Table 4-10: Responses to determine extent of coordinath of care and use of

community linkages at the Mental Health Unit, N=11

S 1 2 3 4 5 6 7 N
14 1 2 0 2 1 2 1 9
16 11
17 11
18 11

Everyone agreed their team hagrocess to optimize coordination of patient care
with the community service agencies, anghéiagreed the team shaiatbrmation about
community resources. Fouespondents agreed patients evable to see multiple
professionalsn a single visit. Nine respondents agtee IP team ha@stablished

patnerships with community organizations to support better patient outcomes.

Table 4-11: Responses to whether physicians are recognized as decision

makers in the IP team, N=11

15 0 0 0 0 1 5 5 11

All respondents agreephysicians witin the team madéhe final decisions in

patient care, five of which strongly agreed with this statement.
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Table 4-12: Responses to determine extent of patient involvement with the IP team,

N=11

S 1 2 3 4 5 6 7 N
19 1 0 0 2 4 3 1 11
20 0 0 0 0 3 5 3) 11
21 0 0 0 0 0 2 9 11
22 0 2 0 2 3 1 3 11
23 0 0 0 1 2 4 4 11

All respondents agréepatients mieface to face with team members caring for
them, and eight respondents agré® team members encourageatients to be active in
care ckcisions. All resporehts agreg IP team members sharénealthcarerelevant
information with the patients. Ten respondents afestients and their families wee
included in care planning, and seven respondentsagatents are considered members
of the IP team. Two respdants however, which consisted of Registered Nurses, mostly

disagred that patients we members of the IP team.

4.3  Qualitative Results

4.3.1 Contextual participant observations.

The Pl hasattended two daily IP team meetindsoth of which involvd the
mental health team. The first morningeeting tookplace at 8:3Gam at the Emrgency
Department, and involvedocial workers,registerednurses, a physician, community

partners from Durham Mental Health Association (DMHA) and Canadian Mental Health
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Associaton (CMHA) as well as thdatient Care Manager of the Mentagalth Unit.

This meetingmainly took place to update the I am at EMERG with vacancy at the
Mental Health Unit number of beds currently occupied, as well as any potential
discharges plannedhéreby creating vacancy for new admissions seen by the EMERG
team. The second IP@eetingtook place at theMental Health Unitat 8:50am, and
involved the same staff aforementioned as well as the remaining grouvpgstered
nurses and the mental heatdam members. Thisieetinginvolved discussion of each
inpatient conditions, treatments and subsequent discharge plansPakiemt Care
Specidist or Patient Care Managerdehis IP meeting, and communicatell patient
cases to be admitted into tMental Health Unitas discussed at the previous 880
teammeeting The PI then created a standard mgffiable4-13) which was based on the
format of theinterprofessional team meetsglhe matrix included notes on Discharge
Focus, Length of Stay, Pati#aamily Involvement, Community Partner Involvement,

and Physician Present (Appendix G).

Table 4-13: Observation Chart from Daily IP Meetingsat the Mental Health Unit.

(Please see Appendix G for full and detailed overview of chart

Community
Physician Discharge Open Patient/family | Length
partner
present focus | communication | involvement | of Stay
involvement
No- doctor
1 Y Y Y - Y
didn 6t w4
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discharge a
patientthat the
team believed

was ready

4.3.1.1Physician presence.

A physician was present in foof the seventeen IP@eeting observed. ® Day
Seven, there was an apparent need for physicians to attend to confirm patient treatments,
communicate patient progreasd finalize discharge plansn@ay Eight however, the
physician that attended was knem geabl e and wel | aware of
The team was frustrated due to the absence of physicians mostly, and discharge plans
were delayed as a resul't o f not having u
Phystian came to the IP meetiopDay Fourt een, andermotherel At
to communicate about their patients at tharietingpand we <canodétThaupdat e
Patient Care Manager and Patient Care Specvatigted as team leadetaking turns in
leading each of the severga IP meetings They communicated information about new
admissions from the Emergency Department to the rest of the IP team, as well as led
discussions about each patient on the Daily Chart posted at the Mental Health Unit

(Appendix B).

4.3.1.2Communitypartner engagement.

A full group of community partners were present in sixteen out of the seventeen

meetings. This included social workers, case managers, and mental health and addiction
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counselorsOn DayThree the meeting was described by the Piiadre efficient, much

more patient focussedndividuals were volumering to look after patienipdate patient

information and talk to the patiedt. T h e P | il Haiditiative-drivenarid @atient

centered meeting clearly displaybgt a community paner saying hewill check with
patient X to see if theyor e awdolow-upo f me €
appoi nt ment n®PayhNea thée Bldhoted th® IP team had discussions of

community support availability and referrals in place for tpaitents (Appendix B).

4.3.1.3Communication.

Discussions in everymeeting included r evi ewi ng each pati e
diagnosis, whether patient was medically cleared to go, length of stay, bed availability
and new admissions from the Emergency Departyreamd potential discharges at the
Mental Health Unit. Evidence of open and comfortable communication was observed in
most meeting. For example o Day Three, the Pl wrotefieveryone contributed to the
discussion and that there were open and comfortabbeisdi®jns about treatment and
patient cases. On Day Hve, community members and social workers had open
discussion of options for patierdisOn Day Sx, the Pl recorded an example of an
informative interaction between déhteam; however, ro some days therevere
disagreements between physicians and the IP watmregards to patient discharges: O
Day Heven, the Pl noted another disagreement between the physician and IP team
(Appendix B). It is important to note that as previously mentioned, a physician was
present in only four out of the seventeemeting observed. At times, there was a

different dynamic observed with the openness of communication and types of discussions
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taking place when the presence of a physician aeteifed in. @ Day Onethe Plnoted

in her observations that communication was more open after the physician left the
meeting during which theegisteredhurses and social worker were discussing why the
Adoct or wants to keepea dp stciheaDay Edcdieena b ed i e
physician entered the IP room, but did not participate imtheting such that he was

involved in a separate discussion with someone who seemed to be a medical student.
However, the Charge Physician joined thari@etingshortly after and was well aveaof

the patientodés story and diagnosi s. Il n cl ea
another doctor saying he dAclearly did not
the patientds chart. o Th enDajrhirtegnein whichyhnei ci an
encouraged open communication and asked everyone on the IP team how they felt about

di scharging the patient. The discussion i
medical history with previous physicians, and how well the patipentshis weekend

pass.On Day Eight, the physician came in late to the rieeting However, the PI
described him as cooperative and knowl edge

discussed treatment and discharge options with the rest of thani t

4.3.1.4Discharge focus.

Daily IP meeting were organized aroudicharge planning, and there was not
enough focus on patient education of treatmedtracognition of patient goals.ndDay
Five, the Patient Care Specialistt at ed t her @ diSBcamge and deersaseu r e
Il engt h @Onfdaysevea,yan B° team member suggested discharges were always

planned by physicians on Fridays which created an overload especially at the end of the

71



Patient involvement in IPC

work week.On Day Sixteen, the Patient Care Specialiaskedfi i tlse patient due for

di scharge?o0, and the Nur se $olow-dp toddy dou t ano
di schargeo with communOn Pay Flezen,t tiheeteam wasf er r a
frustrated because they had six new admissions from Emergencglidtnotprovide
accesdecause the physician was absent and discharge decisions were not fialized.

Day Seventeen, thd”atient Care Specialisisked the IP team at the beginning of the

meeting fido you have any anticipated disch

4.3.1.5 Family/patient involvement.

There were often discussions about inpatient transfers to outpatient facilities and
the patientds responsi v eameDaysTwot Patierit ICar@at me n t
Specialistseemed to really know the patient and open commuaicatas observed
between him and theegisterednurses. Talks of the patient and involving his mother
were al so ment i oGnedayNinenthetPhdecurfehtédsheatienttCars
Sp e ci didcusson abeut a patient with a young son and hisige concerns with

who had contacted the son and who was looking after him.

4.3.1.6Length of stay.

Length of stay for each patient was discussed in every me@mday Five,
there were dicussions aroundvailability of bedsOn dayseven, a patienvas at the
Uni t for thirteen days and fiwas supposed
RegisteredNurses describedn Day Eleven, the Pl wrotefiPatient D has been here for

51 days, and still has no plan set because the doctor missed the meetingeanithev
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Nurse Manager spk e t o hi m, t hjwst dal whichewver plas sou dhinkii o h

w o r kOs Day Thirteen, there was a patient who stayed at the Un#4alays and was

due for discharge after having a weekend pass and settled with medic@mBbsy

Fourteen, the physician and the team discussed a patient who was not happy with his

di scharge, the physi taceadorstaysoa hisddown, fietcdmeemitp at i e n
here 122 year s wunt i | OnhDay Seventeen, the dears discugsedatient

who was at the Unit for forty days, but having a fight with her husband was not a reason

to stay.

4.3.2 Professionals mterviews.

Encoded list of professionals (p) who participated in the stmctured

interviews:

Table 4-14: Encoded list of gofessionals (p) who participated in the semstructured

interviews

Interview number P# coded Title

1 7 CHARGE PHYSICIAN

2 9 NURSE MANAGER

3 15 NURSE PRACTITIONER
4 18 SOCIAL WORKER

5 1 REGISTERED NURSE

6 8 REGISTERED NURSE

7 11 CHARGE NURSE
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8 22 REGISTERED NURSE
9 20 NURSE PRACTITIONER
10 25 SOCIAL WORKER

4.3.2.1 Collaborative team leadership.

Collaborative team leadership refers to how practitioners work together with all
participants, including patients and their families to formulate, impigrand evaluate
care services, and enhance health outcomes (CIHC, 2010). This type of collaboration was
described in the interview with the Charge Physician, as he acknowledged the role of
RegisteredNur ses as the forefront représenatveseof and
| PCo. He explained that physicians howeve
prescriptions and discharge procee8snilarly, the Social Worker agreed that doctors
make the final decisions with prescriptions and discharge. She ajdainex that
psychiatrists have too much power and missingndting cause delays with discharge
plans. A Nurse Practitioner further added that she feels frustrated and not in control when
the team and doctors fail to work together towards a unifiecsidaciA second Social
Worker interviewed further confirmatiatthe physicians are the ultimate decision makers
when discharging patients. A Registered Nur
during morning IPOmeeting at the Unit including comunicating discharge plans and
length of stay. At times, physicians make sudden discharge plans after meeting with the

patients, and inform theegisterechurses afterwards.
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4.3.2.2 Interprofessional communication.

Interprofessional communication refete how practitioners from different
professions communicate with each other in a collaborative and responsive manner
(CIHC, 2012). The Charge Physician stated there was constant communication between
physicians andegisterednurses via the Meditech computsoftware system in which
patient notes are entered. Communication between the IP team extends to community
members collaborating as the Charge Physician descridbedf@ao f f i ci al col | al
unofficial collaboration with the constant review of patien not e s o0 . One Soci
explained that psychiatrists should be mandabedttend IP meetingdaily to promote
effective communication and eliminate individualeeting with psychiatrists Social
workers and the IP team always communicate with eactr,ofts the Social Worker
described. Communicating with patients is lacking however. The Social Worker stressed
the need to educate patients about the resources available to support their recovery. Sharing
of patient information with family membersisndt ways an opti on base
competency and due to the fear of breaching privacy. Fdteent CareManager also
stressed the importance of good communication skills especially when patients are often
not forthcoming with psychiatrists arégisterednurses about their medical state. The
Patient Care Mnager added that times it was difficult for psychiatrists to treat patients
with addiction disorders, and that was fna
treat or have a difficult timetreai ng peopl e with addiction di :
One Social Worker explained the need to prioritize her conversations and cut them short
with patients due to the hi greetingmo longer o ad,

include patients and & u | | i nterprofessional t eamo. A
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communication inmeeting mainly focussed on discharge planning and not educating
patients, and another one mentioned there was a breakdown in communication between
physicians and the IP team. Aefistered Nurse explained it was important to have

physicians communicate patient information with the IP team dthigigmeetings

4.3.2.3 Role clarification.

Role clarification refers to how practitioners understand their own role and the
roles of thee in other professions, to establish and meet patient, client, family and
community goals (CIHC, 2010). The Nurse Practitioner described one of the roles of
social workers and at times community partners was to run group therapies to ensure
patients wereeducated of the community resources available. Fdteent Care Manager
statedthat theabsence of geriatricians and social workers can affect the accuracy of
patient assessments ashe ment i oned tthhvw com@dtedassessmyentsy o n ¢
physicians do 6 t necessarily di fferentiate bet w
symptomso. One of the Social Workers descr
everyone on the IP team as well as patients and their families, to assess patients and
provide them wih necessary resources to recovdre Social Worker added they also had

arole in discharge planning and transition management.

The Patient Care Specialistuggested physicians need to be better educated in
mental health. Many of them generate unnecesssfgrrals to psychiatrists, thereby
adding to hospital waitlists and wait times for mental health conditions that could have
been managed initially by their physiciarhe Charge Nurse acknowledged psychiatrists

run busy schedules however still need tovpghe their IP team with patient updates.
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Nurse Practitioner explained the role of patients as clients and not members of the IP

team.

4.3.2.4 Patientcentered care and patient involvement.

Patientcentered care refers to how practitioners integrate ealde the
engagement of patients, their families and the community as partners in designing and
implementing care/services (CIHC, 2018)Registered Nurse explained patient families
must be involved and actively included in the patient care protleescial Worker also
stated the patientbés family needs to be ir
The Charge Physician addddat there was a gap in iolWing patients, angatients
unless deemed incompetent by the IP team, have the right tentdnstreatment and
participate in the processle f urt her described patientso
complex.The Charge Physician also explained community partners have a major role in
supportingpatientcentered practice as théllow-up with treatment and discharge plans
as well as financial and housing needs. The Social Worker described the process of
collaboration between the team and the community to include the patient and ensure their
needs and goals are met. Another Social Worker spatiéehts must be offered options as
part of their medical assessments. Fatient Cardvlanager agreed patients neepart of
the IP team and must be involved. She also addgdhatients were noalways happy
about being discharged and were often looKmrgquick solutions to treat their mental
health condition. Th@atient Care Managstressed the importance of patient transparency
with drug use. She and the Charge Nurse each confirmed the extent to which patient are

involved in their care depended dreir cognitive function and willingness to participate in
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treatment. A Registered Nurseported thasome patients refused to participate in setting
goals and treatment plans and that they were not consistently involved in the IP team
meetings. She confted however the I mportance to gai:
treatment plan. A Social Worker explained there was a heavier emphasis on the medical
model and that conversations with her patients had to be minimized due to the high
workload, short sting, and degree of busyness. She further added it was disappointing to
patients that some group therapies were cancelled due to the shortage in social workers at
the hospital. Moreover, a Registered Nurse described the inpatient experience as dynamic
andhence a holistic approach was needed to deliver care. The Nurse further expressed that
giving patients control of their treatment and validating their feelings could enhance their
willingness to collaborate with treatment plans. Another Registered Niatsel patient
involvement was necessary for full recovery and decreasing readmission rates to the
hospital. She added their involvementpeieded on their diagnosis, and having a

communitythat equipped themvith resourcebeingavailable to patients.

4.3.25 IP team functioning and understanding of IPC.

Team functioning refers to holealth and social capractitioners understand the
principles of team dynamics to facilitate effective IP team collaboration (CIHC, 2010).
When the Charge Physician wafshis understanding of IPGnd he answedghatit was
not necessarily evidence based, and depended on the use of tools as well as working with
the patient, provided their mental illness state allowed. He described IPC as working
using different degrees of ¢aboration betweemegisterednurses, doctors and social

workers when time permitted her e was fAoffici al and wunoff
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doctors andegisteredn ur ses with the constant revi ew
input from community pat ner s . The Charge Physician a
deliver most comprehensive treatment plans and after care plan, plan after discharge:
financial need of patient, coverage for medication, housing of patient, profedeltmva!

up through psyclatry (medical) and psychosocfallow-upd by communTheda vy par
Soci al Worker believed | PC idis a inclgiagn wor k
the care plan, patiermteeds,and discharge planning of the patient. So it takes every
member ofthe team, has a role to play in providing a holistic approach to the treatment of
the patient. o She also added that the fAbi gc
of psychi atr i s meeting atthp Meéntal iHealthdJait Thgatiert Bare
Manageifurtherstated thathere would be no improvements in the team dynamics and how
they function dAuntil doct or smeeatingeandhhelpind acc o

finalize discharge plans.

ThePatient Care ManagenderstoodP C as t he fAcoll aborati on

ot

di sciplinesd and is a gener al coll aborat:
with a plan of care with the patient. o0 Her
necessary professional disciplineégtee hospital, including an Occupational Therapist and
Psychol ogist, to fnget a better understandi
i ndividual client, 0 and Adiagnose peopl e c
as the collaboran between different team members and the community partners. She
expected that all team members work together to make patient care better, and found it

frustrating when physicians disagree with t

IPC followeda more holistic approach in contrast with the medical model previously used
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by physicians. Due tbnancial constraintand staff shortages, full group meetings were no

longer possible on daily basis. She also added getting a Recreational Therapist,
Psyco | ogi st and Occupational Therapi st coul
careo to patients and fAcan teiget €abiimedmhetterc o mpr
so that when they do get dthecdayrogedhyra hey or

threewe e ks . 0O

4.3.2.6 Interprofessional conflict resolution.

Interprofessional conflict resolution refers to how practitioners actively engage
self and others, including the patient/client/ family, in dealing effectively with

interprdessional conflic{CIHC, 2010).

4.3.2.6.1 Transitions preand postdischarge.

With theaim for decreasing length otay for patients at the MentalgdlthUnit,
a Social Worker questioned the effectiveness of their system. She stated there was
ineffectivenessin dischargep| anni ng which created a nrev
returning to the clinic post discharge. The Charge Physician also mentioned there was a
lack of comprehensive treatment plans fbstharge including community housing and
financial support to patiesit The Patient Care Managetescribed the revolving door as a
result of patients not accepting treatments well and failure to deal with their issues. She also
attributed the issue of mental health stigma to being one of the reasons why patients do not
accet treatments, and another being the length of stay that is too short for patient with

mental illnesss to recoverThe Nurse Practitioner stated patiethbanot accept treatments
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if they arenot involved which contributs to an increase in likelihood faeadmission.

The Social Worker commented a conflict she perceived was length of wait time with
patients staying in the clinic while waiting for an ECT treatment and the insufficient use of
community resources available. Another Social Worker commented smeker shortage

was a recurring problem in the clinic such that patients oftan flar group therapies that

canno longer be offered. She added that decreasing the length of stay contributes to the
revolving door of returning patients to the cliniteSstated there was a need to make care
Amore comprehensive and understanding that
revolving door 0. She also agreed there was:s
disorganized at times. The Social Worker fartadded she understood psychiatrists were

under similar pressures and perhaps cannot attend mornmgdéhg due to their busy

schedule. The Charge Nurse described discharge as chaotic at the clinic. A Registered
Nurse stated dailgneeting wee focuse on discharge planning and mzttient goals. She

ex pl ai mee'dthat patigt todayHow are they? Do they have knowledge of meds?

Havethg been taught ab ohaitcopindiskils? Haveéhdydbhéen gbiogv o r e

to groups™oneof those thing ar e tal ked about. Just di sc
continued patients I|living with mental 1 In
are very dynamic, changing, the needs chanc

4.3.2.6.2 Decisioimaking and conflict resolution

There is an apparent need to improve communication between physician and
registerednurses responsible for executing discharge plan. The Charge Physician also

indicated there is a lack of communication and perhaps @ tm@anagement issue for
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decisionmaking with treatments between the social workers group, the physicians and
registerednurses.The Social Worker stated there was a huge issue with privacy when
attempting to collect information from patients and their families which shewfedt

essential tal p u t together the pieces of the puzzl
stated there was a need for an Occupational Therapist that can assess elderly problems,
their treatments and safety more specificélige further commented on issues of tregatin

the elderly were not commonly addressed even at tisiment areagiBut also on the

medical floors a lot of people are depressed because they have ltelimesaes, the
elderlytherethey fallt hey have bruises. Thepdsse@ Bubot as
that piece is very seldom addressed. Once in a while you know they have a consult, a psych
consult of some sort right. But again it goes both ways because we see more in mental
health, we see more and more elderly people. And why is thabfdifd issues, empty

nest issues, financial issues, retirement, #ghou find partner, um loss of aagner,

somebody is dead, righthTey canét cope. 0

The Social Worker also discussed the issue of patient education and having
patients not familiar wit resources and different treatment options. She sthte
options could be a physiotherapist, an occupational therapist, and a recreational therapist

which she believed fiment al heal th needs bac

The Patient Care Managsuggested a recurring isswas educating physicians in
the community about mild symptoms of mental health to improve the referral process and
thus wait ti mes. She also commented on the

as |l acking as pati enulsl sdane tafmels Thaeedtentn cetf i n
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Care Managediscussed the issue of accountability with unregulated professionals such as
security guards and Personal Support Workers such that they do not report to the
Managers at the clinic. She was not iegged with having extreme cases of patients with
mental illness issues assigned to unregulated professionals as opposed -tm-armne
nurse from a registered professiobatkgroundyet still holding theMlanages and clinic
accountable for the type ohue being deliveredShe stressed the importance of having
oneornoneregisterednurses to care for patients when constant rebien was needed
because theyra a risk to self, a risk to others, or unable to care for themselves, since the

Security Guaraften ends up calling theggisteredNurses for help with these patients.

The focus on medication came up as one of therrimg conflicts, as th@atient
Care Managed € s ¢ ra ubre da cfit u a | mandat e, medi cate and
Patient Cee Manageralso canmented there was lack of transition between services to
young patients and when they turineteerand become adults. She explained young adults
should be made aware of their choice to be involved with nursing and medication as
opposedo just social work and family involvement when they were children. She added
further about the difficulty in bringing an elderly to the Mental Health Unit which includes
psychotic patients who display signs of instability and violence due to theirioosdand
unintentionally threaten their safety. A solution she suggested was creating an additional
unit with geriatricians, Geriatric Emergency Management (GEM) nurse, and a team
tailored to providing more specific care to patients of the elderly populand living with

mentalhealthissues.
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A Registered Nurse described the work of the IP team afivery poor o
Adi sjointedo on the f astThepCharge tlurse explaned tteen wh i
decision to include patients in an IP team meetindiscuss treatment plans depends on
their mental diagnosis and ability to cope. She further addeatitbeen difficult to hold
goalsetting groups becausegisterechurses are not necessarily qualified to run a specific
therapy group. She explained iagessential to consider consistency with who runs groups
with patients regardless of how successful the group turns out. She suggested to have more
than one nurse to run groups if necessary, to be able to handle any potisesalithin a

large group bpatients.

4.3.2.7 Expectations.

The Charge Physici an edelpes mastcomprahansivel PC s
treat ment plans and after care plan, and p
the financial needs of patients, coverage for oadtin, housing of patient, and

professional follow-up through psychiatry (edical) and psychosocial folleup by

community partners. He also stated the i mp.
poor and |l ack social support and | ack of hc

The Soci al Wor ker says t hat Apsychi at
interdisciplinary teanmeeting 0 . By doing so, she states t

meeting t hat we have with some oTheRatkereCagsychi i
Managerstatedthat many patients leave the Unit unhappy when discharged because they
do not understand that someti mes people re

never been a hotelo. Al t hough i tlredowry,cost | vy
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she al so expects that hospitals deter mine
person as aPatigneQare Managedt althees t hat | PC i s achi
wor k with ti me, education, anih should basecallr c e s
necessary di sci pAn @Tehsre couldSrimegroupspyp Getrd betser A
understanding of where the cognitive functioning is for each individigsitcAre they at a

high level? Are they at a lower level?hatkind of suppats do they needAre they able to

manage to do activities of daily living like write a cheque, make dinner, or their wife just

died and the man has ngot a clue how to pay the bills?o# do you do groceri@s

Shocking little things like that but whatdgfference it makes, arts and crafts, they have to

have an enjoyment here asw@dllhough we 6r e s Hotsrotactivitestmt t her
could be done. A Recreational Therapist, | would lo¥eareational Therapist but do not

have the money. lwoudove a psychologist to actually ¢

The Nurse Practitioner clearly stated her expectations were that IPC supports the
teamwork process with everyone working together to improve patient dageSocial
Worker explained there is a&ed formore nursing, social work, and OT staff orderto
produ@ more comprehensive care plam& help patients get stabilizedhout returning
to the clinic shortly after discharge.hé&statedfiAgain it comes fromMinistry; it comes
from lack of funds, resources, budget, thiait kind of stuff. So people are quite devastated a
|l ot of timesé when they say can | sit down

right now | candot. o

A Registered Nurse stated her expectations include discussiagt gatals during

morning meeting instead of majorly focusing on patient discharge. Another Registered
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Nurse expects more professionals to attendntieeprofessional team meetsng i | know

is hard to get all that orchestrated. But | think it realbrks well when you have all the

pl ayers together é | expect that we all/l b e
everyone has aroletoplayinit. Anthve n  you donodott uthiilnikz e/ oiuté,r el
doing the best poe Nurse siniilarlg statee theve isTahneed forhnaore

community partner involvement:

Al think we wegistkrediumses,dbctpr, saceal wiork. aile they try,
and community partners obviously tooe .. Bu
down to EMERG we dicewdnd seriicey @e dosbave as puchP
Durham Mental Health, we have one for part of the day. So sometimes if you have

somene going for the afternoon@ta | i tt 1l e di fficult. o

A Registered Nurse expectsgistere nurses to be more involved since their
opinions and observations can strongly impact care plans. Also, the Nurse Practitioner

expressed the need for making psychological counselling more available to benefit patients.

4.3.3 Patients interviews.

Table 415 describes theneoded list of patients who participated in the semi

structured interviews:
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Table 4-15: Encoded list of patients (pt) who participated in the semstructured

interviews.

PT Gender Diagnosis

1 M Depression and Post Traumatic StressI(®S
2 F Major Depression

3 M Major Depression

4 M <30 Bipolar

5 M<30 Drug Induced Psychosis
6 F Depression and Anxiety
7 F Bipolar

8 M<30 Bipolar and Depression
9 M<30 Depression

10 M Depression

11 M<30 Bipolar

12 F <30 Depression

psychiatri st

4.3.3.1 Inpatient experience.

4.3.3.1.1 Collaborative leadership.

A patient (PT1) with depression and pesaumatic stress described his

as

Avergvagroywdda ya nav em iidf:

It

It could be 5 minutes to 25 depenglion how long | need, like he would stay if | needed to

t al

K .

He

di dnot

rush me
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Anot her patient suffering from depressi
was going to be discharged the following day. PT10 stated his experiemcgosd, ifis
been peaceful here. Except for the last | guess this morning had a girl who went nuts on the
ward and they had to take herout. Wh en t he i rhowehatmiade Wi feel,a s k e d

he answered:

AAh | i ke the hesehiked Wathnagetoout of here. | hae been here since

|l ast Thursday, so I 6m tired of being in her

The young male patient diagnosed with drug induced psychosis, PT5, stated he
had a fstricto expenriieenncceed .wiHeh pfrneofte ra eldo tm

less breaks with longer timespans, and more food options for the patients.

A young bipolar male, PT4, said the social worker informed him first of the
discharge, then the doctor confirmed it, and thgisterednurses helped him with

planning it.

PT12, a young female who suffers from depression said her psychiatrist helps
gui de her wilknow thaeli@e rightrfow &s isaon a8 medication is right, my
psychiatrist will guide, like he Wilet me know what mnext stepis. @ woul dndét | e
me just ok you wi | be I i ke fine, out the door and
with social workers and was disappointed with reduced number of groups offdred:f o u n d
that there was nieenough group caugbey run the group so if they are sick thesenio
group. Um | think everyone kinda struggled with that a little bit, cause that goal setting

group in the morning is really good. But | think the need to try and fill in all the time with
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groups a little bit morethe more groups would be more satisfactory to aotothe

patients | think wewodl s ay . 0

PT8 described care at the clinic as fAun
and that he was fAvery happepplewmave beens@ag r y on e ¢

here, say 99. 9% of the time, people are ver

PT9, a young male patient with depression acknowledged the significance of
communi cati ng wi Wih cuttingsout ghe goctdr iorajustr goirsgtta the i
nurse, it would jusbe a temporary solution. Whereas the doctor can actually say ok this is
what | feel is happeng, and this is whatiswhatwe & gonna dexplanetHe f ur
t hat doctors are the Atrue professional so
He was however disappointed that his psychiatrist did not seem to have read his patient
not es t aken |dowyd khowevhere lhe gotehat infpression that | had a bad
weekend cause all nmggisterednurses said how well | was doing. So | thought theat h

didnét read any of the notes. 0

4.3.3.1.2 Readmission within 30 days.

PT1 explained he had been to the clinic six times in 2012 but was his first time
this year in April 2013 when the interview took plaéeWe | | this was ah,
soundssix timesin less than a yeathree voluntary threémes | was brought in by the
police. Last year when | came for the fitlstee or fout i me s,  lly kmbw WhatGa r e a

expect,Iddnb really go with the program.o
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PT4 had been admitted to the clinic omgthin the past 30 days of his stay at the
clinic. In the previous admission, he stated that he had stayed for two weeks, was
discharged, ahthen readmitted two days pabt s ¢ h ar g eJust odce | staged fbr. i

like fourteen days and got dischargeceWt home and | had to come

The female patient with a bipolar disorder, PT7, was admitted to the clinic once
within the past 30 day then returned two weeks paschargePT12 was admitted to

the clinic one time in the past 30 days.

4.3.3.1.3 Legth of stay.

The young male who suffered from depression and bipolar disorder, PT8, stated he

was at the clinic for two and half weeks.

PT9 stated he had been at the clinicdmhteendays, and was given a weekend

pass to attempt setting a date fordigcharge provided the pass went well.

PT10 stated he was at the clinic for tinst time and had stayed for sevdgys and
his discharge plan was dated the foll owing

him.

PT7 had been at the clinic fawurteendays. The female patient with depression
and anxiety had been at the clinic fovelve days and not aware of the expected
discharge dateThe young male with drumpduced psychosis was at the clinic fifteen

days and expected discharg seven dg after discussiowith his psychiatrist.
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PT4 was at the clinic for seven days, and not aware of when his discharge was

going to be.

The female patient with major depression, PT2, had stayed at the clinic for 21

days.

PT1 was at the clinic f@eventeeays:

AiThat 6s why | came in to get some medi ¢
become stable on the meds and have a real/l

seventeed ays it took a couple of tries but we |

He alsoexplained:

AOne of the things I really enjoyed out
you come in, youodll never get to a 100% in
know 6370% and the rest is on you outside of the hospital. Andgtregs that point to
everyone, and | think that really helps people realize | will get as better as | think | will in
the hospital, canbét get to a 100 percent.
spirits up and then once my spirits are upd have got a plan in place, | think you can do

the rest outside. 0

PT12 had been at the clinic flmurteendays, and was expected to be discharged in

five days.
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4.3.3.2 Understanding of IPC.

PT1 answered to the intervingolliPCadsshe gquest

following:

AHow al | ,tedisteredhwsestsarial svorkers, hospitalist? | forget what
the otherregisterednurses are called. They come in and basically someone needs a
medi cal problem or you k nthewthe nuSes can addréss a p s
both and they get certain people to come in and take a look at you. Yea it makesl you

liketheyae actually doing something for you. OO

PT2 answered collaborative care should not be about sharing secrets like those in

the theapy groups that she disliked. She said:

A | ¢ about creating boundaries, everybody should have secrets andethat

should not be sharing secretssitia | i berating experience. 0

The male with major depr e spsopl®e wrkingP T 3, S
together. It § teamworkbetween the psychiatrist and thé social worker and ah the

housing fellow. o

When PT4 was asked the same question, he was unawaretgpthf care and

answer eldongiUbngal 'y know. 0

PT5, the young male diagnosed with dindguced psychosis explained IPC to
him meant providing patients with enough food and keeping their lunch rooms clean

from garbage. He said:
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AThe f r i abgstockea fergatients, theneanot keeping track of garbage

disposal in the lunchroomlikeast ni ght . 0O

The female suffering from depression and anxiety, PT6, explained it was the care

she received fromegisterechurses and psychiatrists.

PT7 stated:

AMy understanding is to get you functi
attend to you family. Being able to go back to work. Being able to just function in
society. When youodre depressed, or when vy
schizophrenia and you get that depression indideu dondét get any back
your laundrydone,your house is not clean. Suppers ar¢ noc o o k e d you dono
And here, they get you, | do nleave trouble taking my medication. Some people do, and
they get you back taking proper medication. They get you eating properly. | eat worse
herethat | do at home, cause | canrstand the food. But my mom gives me money for
food. They just help you, and get you back functioning. And when you can function, you

can go. o0

PT8 answered:

APeople make a $100, 000 or $1dofede 00O,
and support no matter what you do. You can be making ten dollars an houe, geop

very greedy these daystha not saying that to be rude. 0
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PT9answer ed: Nl sssapposed to ba «llaliofdatn of everyonei
together to make one pent t as good as possible. Um t ha

canna f i x everything here but thée soaaywortkargs t hei

well as some of theegisterechurses try to keep my family in the loop."

When PT10, another male patievith depression, was asked what he understood

about the coll aborative process, he answer

PT11, another male patient who was bipolar, initially did not have an
understanding of IPC and asked for further clarifications. The intervieweatesp the
definition of | PC as per her script: AThe

provide you with care. That includesgisterednurses, it includes social workers, it

includes um patients as well . catinfltevaspat i er
coll aboration bet ween patients amongst tt
continued:

A We |l | | would say about that, that | 0m

to most people. Sometimes it can be ahh difficult to try astdritofour people at once.
Like the doctor, psychologist or psychiatrist, social worker, rights advisor, a lawyer

doctor again. You know ah nurses, RPNs, pe

PT12 explained IPC meant that patients were to help theessehanage their
own illness while working with theegisterednurses and attending group therapy

sessions at the clinic:
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=]

I d say it would be um, that you as a patient, you as a patient to work like,
youdre not jJust i n herken yduselfasenauth.as theinkrges y o u
have to work on you. Likdo you understand, like you canray here in bed and expect

to get betteré But there are groups that a
think thatos gr e aearnth@vdogoasset. Ypwlearn kawaoowm, likeo u |
deal with your anxiety, and you learn you know, you talk about your, the reasoyowhy

are here and you expect from being here And wel | I t 6s &mokust it st
laying here and without deay with your issues. You have to work, you have to help

yoursel f .o

4.3.3.3 IP team functioning.

PT1 noted good communication between himself, the nurse and the psychiatrist
when it came to addressing medi changedor ef f e
what not, the nurses would also come in after you get the first one at night time. You try it
the next day and they come in and say well how do you feel today after taking that last

night, and it was good because they pass it along to the dd@fd explained:

A T h esraéot of peopl®n this floor | noticed, theresia few of them that have
been here for 28en years stuff like that. They enjoy it. They enjoy this floor with the
nur ses; psychiatri sts havemmenan enjoyalle jdboygaet her

familiar place. 0

PT5 claimed psychiatrists were more professional in their treatment with patients

thanregisteredn ur s e s : ADoctors are good. When t hey
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doctors are way more professional, magwrwhere your room is batsk about going to a

room. gbett ougd h a twaitrlfoyourcortect him, die will rtobug you or

anything like that. Nurses are rait as professional like | do hthink nurses should come

into your rooepiwmhgegnoryooper dober regwterpd et el y
nurses were not fully aware of the dischjge pl ans: 0 Dcobappeming®wio | d me
the discharge plan, | do nthink nurses know about the plan. Because so many nurses and
should be more infoned of each patient, personality of some people who like to be alone

or |l ouder, understanding the patient and ce

PT8 described the care hsingwell put together despite the few times he had

seen his psychiatrist:

fAln generalthe care is pretty well put together. Um the nurses and social workers
work very well together. On the other hand the doctors seem to talk to the doctors rather
than the patients. Like in the tibratothldve be

of 20 minutes. And | hae been here for justovevow e e k s . 0

PT9 explained everyone from the IP team, which included the social worker,
registerechurses and psychiatrist, were all involved with planning his discharge. He said:
"My nurse worked with me toeg an appointment set up with my social worker. The doctor
spoke to my nurse beforehand about it as well. The nurse came to me and we went from
there for the social worker and we had a meeting set up, so everyone was involved in that

process."
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When PT10wa asked how he thought | PC wor ked

just think itds working pretty good. "

4.3.3.4 Patientcentered care.

4.3.3.4.1Expectations.

PT1formulatedhis expectations from the previous admissions he experienced at
the Clinic, andindicated his expectations were to cooperate equally withethistered
nurses and psychiatrist to recov@rS o t harosindthey noéced | have to come in
with the expectation of somewhat | guess &6801 had do half and the doctor can help
me with the rest. And | came in with that moto in my head, that idea, and ah it really

wor ked. o

PT1 went on describing his expectation to work with the psychiatrist and receive

medication that can stabilize his mental health illness:

fiHe was pretty good if | s&ioh this med you know is actually not working &

getting me more drowsy or & bringingmedownmoe t han it 6s slveryi ngi ng
good on thatés why | came in to get S 0ome
become stable onthe medslanhave a really good mixture. o

PT2 stated that she needed freands and family, as well as emotional support.
She also said: AWe should have somebody t

heal s. 0
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PT4 s tl wanmadjet befier, | wanna have profesdwiiaat understand what
itdés | i ke that |l 6m going through, and | wa

through. Get the help that | need. 0

PT7 explained her expectations were to achieve recovery that would allow her to

live a normal life:

Al expehat | 6m going to be able to func
year s. I would not havtreegears @ut of, dnd smaynotgds di d |
back to school but | definitely want a job in a grocery store or something. Sogyethih
can get off ODSB, | dondédt wanna be on ODSB
and | want them to be able to give me that

not not help me anymore. o

PT9 said he expected everyone in the clinic tdabokate and meet the patient
needs, and that collaboration would stem from the psychiatrists down tediséered
nurses to communicate the plan to patients. He explained: "I expect for everyone in the
facility to work to the best to the needs of eadividual patient. | expect the collaboration
to go from the top to the bottom. So from the doctors down to the patients, of every detalil
being described no matter which person ito
the nurse, and ifthenursemmes t o t he patient and says th

that as beneficial to everybody."

When PT10 was asked what his expectations from IPC were, he answered: "just

that | expect to be better than | was before | came in."
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PT12 wished the socialakers kept patients more informed of the community
resour ces ik \keeprgane linbrmed A Quess of what is out there in the

community for help.o

4.3.3.5 Interprofessional communication.

4.3.3.5.1Patient relationship with psychiatrists anelgisterednurses.

PT1 described communication between rbgisteredhurses and psychiatrists as

quick:

AAIl the doctors have a message board and they put it on there so when the doctor
first comes in he can go at inttgwhithiiskgeod he al
because then it doesnodot really make me have

He was comfortable in his communication with thgisterech ur s e s : Al came
first | was \ery ah | guess, not as social | wabiday as today, and thmegigerednurses
really hel ped me wi toupahdetrme khotv bey You dotiava Kk e N me
to come out but coming out will make you feel better so | started to come out slowly, they
really brought my moodip after . 0 He reusudy praettyugpal:at tieTh ey
communication with each other. So it does work very well because they seem to have it on

a good plan. o

PT5 however felt that communication was forced betwegrsterednurses and
patients, and that psychiatrists should meet wittepatt s mor e often: AA | a

five minutes, but had to repeat herself million times but forced her to go on wheelchair
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back to her room and paint. So therebds a g

often and get help better.o

PT6 explaned although she saw her psychiatrist every day, communication was

lacking:

AMy doctor | f eel , dnbeasksemesaquestionetvsme v day,
eye contact. Hebds writ i raglstarnogeningruptd hitnhgi and

gone. | gethreeto fivemi nut es wi th hi m. 0o

She also claimed her good and bad days depended on which nurse was taking care
of her: Al have my good and my bad days. It
of me each day. | have a few nurses thigel more comfortable putting up with, where
theyseem more sympathetic to whyrhan here and are able to talk me through it if they

notice more of my behavioré Whereas | have

my pills. o

PT7 said theegiserednurses were helpful especially with the families, however
she wished that they would be more informative and provide patients with resources such
as social workers. She explained that she had to ask for an appointment because she was

not previouslyaar e of HAwhat they could doo for her.

PT9 stated his healing process was improved with the help ofethistered
n u r sTée nursefihere are very involved. Thereeaa couple nurses here that will go
completely out of their way and try and help you in ammay possible. Like for instance,

when | started here | lost my privileges to go outside and | was put orhsagribiey call a
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form. So | did nbhave any rights, basically | was just present in here. | had the help of the
nurses that helped mesolcogib of f it , so I 6m able to go

have a cigarette, have a better healing prdcess.

However, PT9 felt psychiatrists did not oftelow-up with theregisterechurses'
patient notes documenting incidents at the clinic and updateatient recovery process;
however they are improving in reading the nokée. s ai d: Al felt that
assumedhat it was a situation | would @ had a bad time with it. But since then he has
been a lot better, | feel he has beenewing the notes now, and honestly $tjihink he

assumedthatlwasho goi ng to handle the situation pr

PT9 said he wished to see his psychiatrist more but also acknowledged psychiatrists
were busy: "Honestly, | wish | would see my doctor mé@et | feel like theregistered
nurses and social workers make up for iteée ¢
should be little more involved with the patientsnblv they are busy so thatwhy they do
nbdohae much time a&ynalet hat 9sngwhynt hurses and

they al ways get over when you have to see t

PT12 said theegisterednurses talked to her on a daily basis, which she found
caring and hel pful: AThe nurses rieandl y car
introduce themselves before thehifsis started. And then there always a time period
where you can sit down i f you have any i ss!
askushows your day g ositatkgahout whateveskobatieering yoe They
have time for that which is great because being a patightmental illnessyou need

somebody to actually talk to yaun a daily basis about how yoleahow youare doi ng. 0
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PT12 said her psychiatrist paid attention and listendideveis patients:

A We l | the one psyclhiaamdtst r ¢ mesabadyrs omies
funnyé Li ke istrhgs vigitedyme tike a tolde is really listening, and he is
really paid attention to his patients, right. You know and he really tell like my

experence, hecanreally tellifyouesre ady t o move to the next st

4.3.3.5.2Patient relationship with social workers.

PT1 indicated a good r el aeaitherais b sopial wi t h

worker, |1 06m tpphetoarwyeclwset avlikdd. 0

PT2 described her communication with the
social worker connects you to housing, tal

do you I|Iift off this problem. o

PT4 had good communication with thecgl worker. He saidfil have social

workers to talk to, mine ar When | need to get something r ai ght ened out ab

PT6 was felt disconnected with her so¢i wor ker : ATheseoci al
her one, twice. One that was a few minutesiher of fi ce and Ait was:¢
were given to me about program@sd who | can speak to. It wastmouch of a talk of my
problems or anything; it was just all about what programs can be offered to me. And then
on Tuesday, she wanted a meetinthwny husband and her in her room. And agavwmas
for himto find outwhatwae goi ng on, an éiomlongam | gomdlzeol 6 m o1

them Il just want somebody to understand and
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and these arsteps wera gana take it fromBut | just do not feel like Ira getting that

from her . 0

PT7on the contrarye ivertyhoughor matdiyvea 0
t hought they knew how to help me when | dic
know they were db to um, lead the conversati and offer things that | did hknow was

out there. Andtheydoho have to do that. o

PT9 felt soci al wor kers were fdexcell ent
social workers spend as much time as they can, and thapdrio keep youwnithe loop

with everything thats going on. Especially the one bdavorker here is excellerit

PT11 stated social workers were very busy and it was difficult to meet with them:
iThe social workers t heyorsetod$eessomalworkeodimnet i me

di fficult.o

PT12 did not find the s ¢ddndbetthedeclikger hel
of caring, fom the social worker | have. It is more of heréhis information | hope you do
well see you later. What she dicsvshe, gave me these papers which made no sense to me

what soever . 0

4.3.3.5.3Education and group therapies.

PT1 gave feedback of the different types of group therapies available to patients:
AA lot of the patients did mind, stress and anxiety group wikielh basically we go in and

we do a conversation about any stressors or how to deal with stress and anxiety. But I think
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people did noreally open up to it as much because the doctor always would say a set
conversation, likeso well what do you guys waartalk about today, and thégt us s i t é
That group is ok, but the hope group is only once a week, but everyone really ehaiyed
group because itsian open floor conversation. Umm so the conversation gets a little
intense or hit you emotionally, yourcget up at any point and leave and come back. And |
found more people opened up to each other or to the whole group. It mighHiesjest to

the chaplain so isia little bit easier than to a nurse or a doctor or you know,temmgédike

that. Achaplan,itis a | i ttl e more empathetic and comf

He alsoment i oned t he soci al wor ker 6s short

cancellations:

AStaff shortage of the soci al wor kers a
here the one has been off favo and half weeks or been on holidays, she was sick for a
week and off for the holidays for a week. And the other one was sick for a week. | found
t hat there wasnot enoggbupgreopi tatdmeydhey:

group. o

PT2stateher experience was fApretty good exc
also said: dl really |Iike the group meetin
to learn how to |ieo, teaches hypnosis as

andno toa question he had me under.deia r egi st ered MD. O

PT3 stated group meetings were only beneficial at times, and not helpful and

depressing other times:
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A S 0 me etimes anrthe morning like did not have any this week cause eve ar
short on staff. Butwheneverthose meetings take place, thene aort of beneficial.
Someti mes they just bring you down becaus

depressing for me to sit and watch that. o

P T4 s and thered graups that are very helpful to attend

Patients collectively stated there was a greater focus on patient medication

however lacking the education of how the medicines work. PT5 stated:

AThey should inform patients a | ot more of
side effects or alkgies that can make that illness worse. What am | taking and how is it

going to help me. o0

PT6 described that depending on which nurse she got, segisterednurses

were less sympathetic and more focussed on giving medication:

Al have other nurses thaffiéel do nd give a cap. You know what | mean, theyeanere to
do their job, give you your pills. Just basically by textbook. And in here 1 feel, like for me
personally that | need one on one for someonadenstand me and talk to me. We all

inhee f or di fferent reasons. 0

PT6 was wunhappy with some group therapi

privacy and increasing her anxiety:

A find t he grmeuupcomfoetable,ibacguse | ohahrgpen up or say

anything but | hear other peogglea | ki ng and | f eel l 6m invadi
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get up and leave, and like a lot of things they say reflects on some#mngoing through
ldond wanna hear i t. | tabgetlupakncleaze, | Hagetrimeen| t hi n

toald of group meetings because of it.o

She also stated there was a huge focus on medication as opposed to offering

someone to listen to her issues:

AWher eas | have other nurses theteitgoasst com
like you know they hee heard it all before kinda thg right, and | understand theyea
busy and what not, but what | expected coming in here was for someasteoaind
understand why Ira here deal #h it. But | just feel like it $ pills more pills and more

pills. .o

PT6 aso felt that psychiatrist did more of the talking than patients:

A | velsat there and one topic one day and sort of asketdthe room, where the doctor

did more talking and comparing to other pat

PT8 said the graomapitnlger aamide < omd ri en ufe d :

fiWe have group sessions here which is good.v8oyene gets to know us in seniicle.
And | try to help if someone is raising their hand or somebody is talkingké e |
support them. Cause | have been there, | thinkve leen through every kind stage of

depression. o

PT11 explained group therapy sessions were very important:
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iGroups | think are the most i mportant thin

Patients also mentionethat their expectations include setting mogeoup

therapies at the clinic.

i L & Iksaid there was hehis timearoundcause sé was sick but the nurse should/éa
filled in. but I think that um, a lot of people are asking for the hope group, or groups like
the hope group to be more often. At least once a day, we have people théitnmeet

refl ect each day. o

AfBecause so many nurses should be more inf
people who like to be alone or louder, understanding the patient and can specialize the

treat ment . 0O

PT12 appreciated goal setting groups fatidwere helpful:

AiThere are groups that are mandatory tha
great because you know, you learn how to goal set. You learn how to um, like deal with
your anxiety, and you learn you know, you talk about your, thesré n why youobr e

you expect from being here. o

4.3.3.5.4 Treatment plan.

PT7 described the importance of involving her family and getting their support

with the treatment plan:
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fiThey ae (nurses) really trying with my mom. they let me sign papethaany
mom can phone to the nurses station and get any informatioshatants from them,
like that s bonus cause | feel when you have atalehealth iliness, then if yodiamily is
notimportant to you and you do not have that support, you ateagat is not good. You
need iteé Like you definitely need family s

families, and they do here. o

PT9 explained he was getting updates in meetings with his family and the social

worker. He further explained:

"The registerednurses will spend individual time with every patient. The social workers
spend as much time as they can, and they try and to keep you in tivétloeperything
that s going on. Especially the one social worker here is excellent. We haeoenahvery

caring nurses that try to get down to the root problems."

PT10 said: "I hae got nothing teomplain about, actually there hasver been."

PT11 found it difficult to listen to everyone when his team meetings include

multiple professionals. Heasl:

ASometi mes it can be aftuhpeogle d dncecliké the doctor, t r vy

psychol ogist or psychiatrist, social worker

PT12 felt theegisterechurses being supported helped with the treatiam:
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AYou know the treatgmerdté mmerde aild wehel Inwr
been in contact ummnhmat seem to really care. | dotri@ve one incident where | felt like, |

felt like ahh | guess maybe Ilwastno supported. 0

4.3.3.5.5 Dischargelan.

PT1 shared his collaborative experience with the IP team to get discharged:

Al made the plan myself, Saturday | found out about the jolbvest so | knew | needed

some time to get stuff in order and | felt ready come Saturday. So | said to hinetvaant
pass next Tuesday make sure | 0Om ready agai
went and decided | had to meet the social worker on Wednesday and talk to the social

worker for a little bit, and today Ira outo

PT2 was aware of when she wpsng to be discharged from the clinic.

ADoct or t olsHapperengvithithe tischvai@e plan, | do nthink nurses know

about the plan. o

PT8 explained that he had requested a discharge but was delayed because his

3t

parents wer e oowever mentiohed ihe discharge dvasiglanndd:

AW had planned, we had a plan. We already

PT9 was aware of his discharge plan as per his discussions with the psychiatrist;

however he did not have a date set:
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"The doctor told me of the 8Brt di scharge dat e, which woul d
However after my meeting with the social worker yesterday, she said she was going to
speak to the doctor and say what she thoughildrhappen. So at this pointrhanot sure

about the discharge @a"

PT10 was aware of his discharge date and said "the doctor told me." He did not

share in detail what the plan included and how it came about.

PT11 was aware of his discharge plan as the social worker initially introduced it
to him, then the psychiattieonfirmed his discharge at their meeting andrdwstered

nurses helped with the planning. He said:

~

A | knew | was goi ng tYea abdethe dactercsdys thg godal t hi s

worker actually was the first person to talk to. ne

There were soméelays in his discharge however, as he expressed in frustration:

Alt s still frustrating when you have a dat

interruptedoriis not properly explained as to why i

PT12 said that her pehiatrist suggested a discharge date depending on how she

would be doing:

ADr . hav ehammexhTuesaday levduld e, he wablle thinking about discharging
me, umm so hopefully that will be possible. But he always asks me first like how, what are

you gonna do when you wal k out the door. o
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4.3.3.6Patient involvement and interprofessional conflict resolution.

4.3.3.6.1 Patient accountability.

PT1 sai d: AOne of the things | real |y
moment when you come igiou will never get ta 100% in the hospital. You carnngou

canonlygettoyouknowéP 0 % and the rest 1 s on you out ¢

PT12 said goal setting groups were helpful because they helped patients realize

they too need to work with the tBam to help themselves recover:

AANd well it is like it should not, thera ino just laying here and without dealing with your

issues. You havetowok , you have to help yourself .o

She continued:

~

Al t hi Kyod aneantthe haspital you needwork with your professional team to
get better! Like again, you carirjast expect them to be sitting in the chiédrhours a day

just watching you. o

4.3.3.6.2. Willingness to collaborate and patient transparency.

PT1 expressed frustration with the dellayis discharge:

Al was expecting to be discharged today,ymut know they are looking foma a crisis bed
so | can go to. So | donno what the hell happened. Later on this afternoon or maybe

tomorrow. O
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He understood the importance of collaborating witle 1P team to achieve

recovery. He said:

Alf you work with the nurses they actually
you just come irand say | am not taking notes | am not doing thimIret doing hat.
You are gonna be loud, youeagonnabe rude, and bmean to patients, they just dotno

care. o

PT6 told the IP team members she did not find group meetings helpful and came up

with excuses not to attend:

Al dgotogoump meetings.. They are just mBot for
told the doctor, | have told my social worker | have told the nurse,d twda everybody
that every day | came up thia different excuse why | did hwanna go into the meeting.

They called me, | said | had addache | was tired, becaussihothé pi ng me. 0

PT6 described her discomfort attending group therapies to avgoh@rd by other
pat i ent st:havefidnythidgobesmas group meetings where | cam op or say
anything. |1 do not antto share everything, Inanot praud of a lot of thingand | do no
want people judging, | feel like pple are judging me, and | was tiée that before. | feel
sometimes when | go in and get some stuff of what the doctor is saying, but then the other
people start speaking up and relate topics like persopdriences. And | start getting
bothered by that, not thatlo not care. It is just that haafraid to speak what mirzge and

get it out there and people judging me. o
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PT7 also refused to attend group meetings and said instead, she went to individual

counselling.

PT12 said patients need to collaborate with the professionals and explain how they

feel to help with the recovery:

A S o s important that you either go to them with your issues or your pain, or whatever
you ae feeling and you need tet themknow because they cartn@ad your mind. You
have to |l et them know whatds going on with

you to the next phase even you know. o

4.3.3.6.3 Patient safety.

PT1 commented some patients do not seek treatment kealiube need is a

safe place to stay:

Al think ah thered some paple like | said to you who do hgive two scents about getting

better or not. They just needed a place to

PT11 commented the clinic feldt safe and

AANd like security here does a great job of monitoring things, the hospital is Vergnsh

clean. You feel like yourae at home away from home. 0O

4.4 Conclusion

Challengesto the delivery of patiententered care originated from extdilog

patients from the desionmaking process. The interviews and observations of IP
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meeting rather alluded to a bigger focus on discharge planning and length of stay, and
less focus on patient education and involvement in group therapy sessions at the Mental
Health Unit. Differem dynamics between team members were observed, such that more
comfortable and open discussions of patient treatment and discharge plans took place
when physicians were present. The Charge Physician acknowledged during one of the IP
meeting that some psyddtrists lacked proper communication with the team. Also, the
absence of psychiatrists duringterprofessional team meetsgshortage of social
workers and lack of a diverse interprofessional team created negative patient and provider
experiences as prsted in their iterviews. The concept of sharddcisionmakingas

well as the effect of these factors on patient discharge plans, length of stay, team
functioning, as well as the patient and provider experiemeefurther analyzed in the
Discussion Chagr Five using norparametric analysis of the questionnaire results and

thematic analysis of the interviews.
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CHAPTER 5

Discussion of Findings and Recommendations

The purpose of this study was to document and analyze the experiences of
inpatients ad healthcare and social care professionals in an interprofessional
collaborative mental health setting. The following research questions were used to
identify the role of the patients and examine IPC approaches used by professionals to

deliver patienicenered care:

l. How does interprofessional collaboratisumpportpatientcentered care?

Il. To what extenis the patieninvolved with the IP team?

The National Interprofessional Competency Framework (NICF) identifies six
competency domains required for effectiveterprofessional collaboration. These
domains include: 1) collaborative leadership, Il) interprofessional communication, IlI)
conflict resolution, 1V) ptient/client/family/communitcentered care, V) team
functioning, and VI) role clarification (CIHC, 20). This framework was used to guide
the analysis and discussion of the results for this study. Chepterdiscusses the
findings of the study in relation to each of the domains. It also presents implications and
suggestions for the Mental Health Unit bow to incorporate IPC and involve patient in
the care process. The chapter concludes with study contributions and suggestions to

further benefit future areas of research.
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5.1 Collaborative Team Leadership

Collaborative team leadership is the domainNICF which refers tohow
practitioners work together with all participants, including patients and their families, to
formulate, implement and evaluate care services to enhance health outcomes (CIHC,

2010).

5.1.1 Leadership from the perspective of profegsnals and patients.

According to Schroder and colleagues (2011), leadership with baadth
professionals is experienced at different levels, and loaa#iprofessionals work on
multiple services within one institution with more than one leader. Hesadthca
professionalshoose their leader depending on the context and situations (CIHC, 2010).
Physicians traditionally make decisions with regards to discharge, as they are ultimately
responsible from a medicldgal perspective (Lahey & Currie, 2000)n theother hand,
Macleod (2006) and Day and colleagues (2009) suggesttiiaterechurses should also
be proactive leaders in discharge planninggiBteredNurses are believed to have the
most wupdated i nformati on abothey spénd e npostt i en't
time interacting with them and their families (Macled8milar to these findings in the
literature, this study presents situations in which Psychiatrists and Nurses assume the role

of leaders in the collaborative mental health setting

The essential role okgisterechurses as leaders is confirmed by the Psychiatrist
and Charge Nurse interviews, in which nurs

representatives of |l PC. o Dur i n g meetihge inte
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professionals complained patient wait times were higher as some patients were not ready
to be discharged wi t hoherewere hwo inurse Raders; the at r i
Patient Care Specialist and thatient Care Managewho took turnsto lead the
interprofessional (IPneetingat the Mental Health UnifThe Patient Care Manag@?9)

was not on the supervisory committee and was interviewed for the purpose of data
collection and analysis. P9 acknowledged in her interview that psychiatrists have high
workloads and massive patient waitlists perhaps contributing to their absence during IP
meeting. Hence, it appeared to the PI during thenetingobservations thahe Patient

Care Manageattempted to workaroundthis conflict by sharing the leadershiple with
psychiatrists. BottlPatient Care Manager and the Patient Care Spea@alibie Mental

Health Unit took accountability for discharge and led patient centric meetings by
encouraging their team to provide input for patient status, length of atay,
communicate discharge plans if known. They led team meetings that were well organized
in relaying information from the Emergency room to update the rest of their team. They
also provided updates of new admissions and bed availability at other whiishiospital

to facilitate discussions of patient movement at the Mental Health Unit. Overall, the
shared leadership created a positive experience for those who attereetiRg, which

was also noted in the IP team meeting observations. P9 stressedpibrance of
Aknowing the story of the patiento which
treatment plans and possibility of discharge. Open communication was more evident
during specifioneeting run by theéPatient Care Manager and the Paiti€are Specialist
instead of the Psychiatrist, during which everyone on the team seemed more comfortable

and more willing to share their insights and concerns of whether patients were responsive
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to treatments and whether their family were involved andrevof the planThese
findings were consistent with studies that reported many professionals, including social
workers, dieticians and physiotherapists find it more comfortable to speak with the
registerednurses and thakegisterednurses were easier teach than physicians (Day,

McCarthy, & Coffey, 2009).

Likewise, the modified Collaborative Practice Assessment Test (CPAT) responses
supported the role of psychiatrists as leaders in the delivery of patient care at the Mental
Health Unit. The majority ofprofessionals (six out of eleven) agreed the team leader,
referring to the psychiatrist, i's in touct
The Psychiatrist during the interview also acknowledged his role as a leader in making
medical decisions suchs prescri ption changes. The Psy
decision maker was well understood by the rest of the IP team members, as both Social
Workers interviewed and fourdgisteredNurses referred to the Psychiatrist as their team
leader with autority to make the final decisions with patient care pldarse role of
psychiatrists as leaders at the Mental Health Unit was clearly supported by patients
during their intervi ews as wel |, I n whi c
professgondés, 06 and able to fAbetter di agn
confirmed that psychiatrists, and in once instance the Social Worker, were responsible for
communicating discharge plans to them. They also acknowledged Psychiatrists control
their mediation by asking how they felt and how the medication was affecting them.

One patient stressed the importance of communicating with his psychiatrist by giving an

example and stating that getting cared forrégisterednurses alone will provide him

wi t hkemporafysbut i ono to his mental i1l ness.
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5.2 Interprofessional Communication

Interprofessional communication is the NICF domain which describes how
professionals of various disciplines communicate in a collaborative and responsive
manner (CIHC, 2010)The various disciplines represented during IP team meetings at the
Mental Health Unit included social workers, addiction counsellors as well as case
managers. In each meetirmpmmunitypartners shared feedback about their patient and
family meetingsfollow-up appointments scheduled, and referrals to outpatient programs.
This feedback resembled a strong patfectised approach to providing care at the
Mental Health Unit.Six patients describe®egisteredNurses as helpful during their
interviews and thathere was good communication betweRagisteredNurses and
Psychiatrists. IP team meetings were still focussed on addressing patient concerns, and
this finding was similarly paralleled not only by patient interviews but also by the
pr of es s i onwdyseSpon€eB.BevVenositof eleven professionals agreed that

patient concerns were effectively addressed duringdBting

However, there appeared to be a clash of perspectives between psychiatrists and
registerednurses during patient discharge plaacdssions. Similar responses the team
Al eader shi pdo and Acommunication and commu:
CPAT questionnaire were produced, such that five out of the eleven professionals
surveyed disagreed communication strategies were eHeatihen sharing patient
treatment goals. Six professionals disagreed that the team had open and comfortable
conversations during IP team meetings. Salhani and Coulter (2009) indicated this type of

miscommunication can result from miepolitical dynamics Hecting how professionals
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perceive their skills in communication, interpersonal and practical skills, and compare it
to those of medicaprofessionalsThere was also one patient who expressed he was
unhappy with his psychiatrist who did not seem too Ivew with his care planThis

finding was consistent with the breakdown in communication similarly experienced by
professionals at times when the psychiatrists did not attenme&ding. Hence, it seemed

that frustrations built up when the psychiatriser@vnot present to communicate patient
treatment plans and potential dischargesstated repeatedly in the interviews with the
Nurse Practitioner, Charge Nurse and two Social Workevgadtalso apparent from the
observations and interviews that thgsefessionalswere pressured by the conflicting
needs of making beds available for newly admitted patients and the needs of existing
patients not ready for dischargghis produced miscommunication and uncertainty, as
professionalsvere not able to deternenwhich patients were ready for discharge. These
findings were consistent with results from other studies noting the lack of communication
presents a barrier to the implementation of interprofessional collaborative practice
(CIHC, 2010; D'Amour, Ferrada/idela, San Martin Rodriguez, & Beaulie@005;
Herbert, 2005Pethybridge 2004;Suteret al., 2009)Barker et al. (2005alsoindicated
barriers to interprofessional care include professional knowlbdgedaries, professional
culture differences, and lack of knowledge about othgrr o f essi onsd exper

training, and theory.
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5.3 Interprofessional Conflict Resolution

Interprofessional conflict resolution is the domain of NICF describiow h
practitioners actively engage self and others,uiicly the patient and his family, in

dealing effectively with interprofessional conflict (CIHC, 2010).

5.3.1 Decisioamaking with a full IP team.

When it came to making decisions with the IP team, not all members on the team
were involved and neither wethe patients. Psychiatrists afkgisteredNurses used
patient care notes to share their updates, however both Social Workers expressed they
were not included in thdecisioamakingprocess. The Psychiatrist agreed it was difficult
at times to include sa&i workers with treatment plans and proceeded without their input,
possibly due to factors such as the shortage in Social Workers, inadequate funding and/or
issues of time management. Similar to other studies, the need to have a full and
comprehensive intprofessional team attend Heeting was highlighted in this study,
such that physiotherapists, occupational therapists, social workerggstemrednurses
need to share their opinions in teams more effectively if they are to be competent and
committedpatientcentred practitioners (Atwal & Caldwell, 2005). A Social Worker said
the IPmeeting no longer include patients and a full IP team as very few psychiatrists
were able to attend. The finding was again confirmed by the CPAT results from the
coordinaton of care domain, in which onfpur professionals agreed patients are able to
see multipleprofessionalsn a single visitA Registered Nurse expressed in distress that
the team is unable to execute on patient treatment and discharge plans wherrigsychia

are not present to provide their input. Another Social Worker recommended mandating
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psychiatrists to attend those IReeting would benefit by eliminating individual

psychiatric wardneeting with patients.

Although psychiatrists were scheduled ttead psychiatricmeeting with
patients on a weekly basis, this was perceived as ineffective by members of the IP team
as commented by the two Social Workers and Registered Nurse during their interviews.
As supported bylones and Plowman (2008)js coutl potentially eliminate psychiatrist
individual meeting thus help psychiatrists save time, improve team communication and
promote effective and efficient treatment/discharge plannioges & Plowmaralso
suggested cases of criminal offenders sufferingpfmental iliness are best discussed in a
diverse interprofessional team with diverse understandings and explanations of harmful
behaviour and the assessment of rigkker and Wellman (2005) similarly noted positive
outcomes result whel® team members &m various disciplines bring their experiences
to the team by utilizing their knowledge of the community resources. Dealing effectively
with the patientds problem can be achievect
identify teamwork skills in the gan and collaborate to allocate optimal resou(Begka
& Clark, 2000; Hornby & Atkins, 2000; Kvarnstrom, 2008). However, these optimistic
views oversee tensions that can potentially arise from the differences in interpretive
frameworks that professionalse fordecisionmaking(Shaw et al., 2007). The study by
Shaw et al. report thabn-medical professionals feel that their capacity to negotiate new
ways of working was limited by medical dominance. The impact of these professional
power differentials onpatients and the negotiation process however reruauer

researched.
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5.3.2 Shortage of social workers.

Kilfoil (2007) proposed challenges for treating patge with mental illness
including insufficient resources, the lack of mental health facilitied programs as well
as high workload between professiondlbie shortage of social workers was another
issue that was discussed during professional and patient interviews. One Social Worker
stated she had to shorten her patient meetings to manage the drigHoad while
addressing al/l patient needs. Patients fou
Social Worker described, when they were not able to receive more sessions as they
expected from hett was previously discussed ire&ion 2.1, thavery little research on
IPC reported on social workers and occupational therapists, so having included two social
workers in the sample of this study adds to its uniquehes®asing diversity in the IP
team by including Social Workers is essentialhen investigating the perceptions,
facilitators and challenges encountered in the practice of IPC, as they also deliver
services that impact patieattcomeq Wat t s e)tMarylhave exgerd Kh@vledge
about community resources, which are important teedf prevention, treatment and
discharge proceeds of patieftsVa t t ¥ It wak alsa hpparent from the observations
that community involvement was valued by the IP team at the Mental Health Unit such
that a full group of community partners attende&o9df the meetings. It was also noted
that community partners were engaged and patient centred driven as they often took
initiative to follow-up and ensure patients were aware of their appointments and meetings
with their families and healtare professions. This was further supported by the
modified CPAT responses in which all of the professionals agreed their team has a

process to optimize coordination of patient care with the community service agencies,

123



Patient involvement in IPC

and eight out of eleven professionals agreed #®mt shares information about
community resources. It was clear from the observations that the IP team valued their
community partner input and integrated them with their patient programs. Again this
finding was paralleled in the modified CPAT, with resudteowing nine professionals
agreed the IP team established partnerships with community organizations to support

better patient outcomes.

5.3.3 Discharge planning.

Discharge planning is a complex process requiring the collaboration of multiple
healthcarerofessionalsThe goal is to develop a plan for the patient prior to leaving the
hospital and consequently improving patient outcomes and reducing Sbstgpérd,
Parkes, McClaran, & Phillip2004).The push for discharge by the hospital produced a
heightened sense of frustration with IP team members at the Mental Health Unit, as they
modified discharge plans to make the discharge process more efficient and to improve
patient outcomes. The Charge Nurse described discharge as chaotic when scheduled
dischages suddenly change at the Unit. Some team members also complained in the
interviews and from the observations that patient discharge plans were delayed due to the
absence of psychiatrists who were primarily responsible for finalizing treatments and
approwe discharge of patients. Thiecisionmakingdomain of the modified CPAT also
confirmed everyone on the team agreed Psychiatrists made the final decision for patient
care. In each of the meetings, the question of whether a patient was ready for discharge
came up as a priority, and as professionals discussed length of stay and push for making

beds available at the mental health unit for new admissions. A Registered Nurse further
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confirmed discharge was not a patient goal but a hospital goal, and thayalidheas

talk primarily of discharge planning during these meetings. These findings are supported

with previous research indicating delays in discharge have a significant impact on patient

flow throughout the hospital and hospital admissions (A#aCaldwell, 2002). Thus

healtt ar e professionals adhere to the hospit
and provide efficient service, and the implementation of mental health interventions
becomes restricted Campbel, Stewe [&ozanpe, 2001)S6nee b u d g €
frustration was also experienced by some patients, for example the patient with
Depression and Pe3raumatic Stress indicated his discharge plan was rescheduled
without a set date. Patients are aware that the discharge procetsbigratbn between

patients and their psychiatrists, as described by a Bipolar patient in his interview.
Nevertheless, there were multiple incidents of patient readmissions and discharge plan
delays as noted in the results Chajpteur. Hence, effective I approaches need to be

adapted at the Mental Health Unit because effective IPC between team members facilitate
better use of clinical resources, redinemalthcarecosts as well as lower admission and
readmission rates to critical wards (Dietrich et @04 Interprofessional Care Strategic
Implementation Committee (ICSIC) (201(Reeves Abramovich, Rice, & Goldman,

2007; Mitchel| Parker, & Giles2011; Tieman et al., 2006).

5.4 Patientcentered care

Patientcentered care is the domain in NICF whiclfere to low practitioners
seek out and integrate the input and engagement of the patient their family and the

community in designing and implementing care/services (CIHC, 2010). In the interviews
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with patients and professionals in this study, participavdse asked to share their
experiences and expectations of patesrtered practice. Botjroups were asked what
patientcentered practice meant to them, and to provide examples of patient involvement
in implementing care plans and services at the Mergalthl Unit. The modified CPAT
statements numbered 19 to 23 (Appendix D) were also used to determine the extent of
patient involvement with the IP team and further condidithemessurrounding patient
centered practice and identified in the interviews.tFeducating patients of their mental
illness symptoms and coping mechanisms and of the sugp@ilable through
community resources can motivate patients to change their behaviour, encourage
engagement in treatments, and enhance transparency abounémésd health issues.
Second, providing a support structure for patients -gissharge and ongoing
assessments are necessary to reduce the rate of readmissions back to the UniasThere w
also mutual agreement amomd] study participants that involvingapents and their

families helps facilitate a smoother recovery for patients with mental illness.

5.4.1 Patient involvement and patient education.

Collaborative team leadership that involved patients and their families was not
always evident at the Mentalealth Unit when it came to formulating their care plan.
Half of the patients interviewed said their families attended meetings with the Social
Worker andRegisteredNurses, and only two patients agreed they were actually included
in setting their treatrmé plan with the IP team. Only those two patients that were
involved said they felt supported by the registered nurses, and explained they were also

able to get updates and discuss treatment plans. The remainder of the patients expressed
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frustration with faving delays or being unaware of discharge pl@ndy five patients

gave positive feedback about their experience of care in the clinic, and were satisfied
with the goal setting and hope groups they attended. Hope groups at the Mental Health
Unit is a tyge of therapy designed to help patients adjust to their mental illness, share
their concerns, and find ways to manage their emotions. Previous research suggest that
when group members share their experiences, this can help them become role models for
one amther, teaching each other coping strategies effective in managing the illness
(Classen et al., 2001). One patient felt it was only beneficial to attend at times depending
on who was running the group. The patient with ficaimatic stresslisordernoted
patients would be more willing to share their experiences in hope groups that were led by
a Chaplain, who seemed more empathetic and comfortable to communicate with in
comparison with having a group run lbsgisteredhurses or psychiatrists. P9 added her
feedback about some negative patient experience from surveys completed at the Unit, in
which she described during her interview that patients were often unhappy because they
expected quick recovery with the helrp of
Mental Health Unit not being a hotel, similar to what the Charge Physician had
previously mentioned in one of the IReetingdiscussions. To her pointhe patient
diagnosed with a bipolar disordanswered she wished for medication that would work
andhelp her live a normal life for a longer time span before she needed to come back for
more treatment. Also, when patients were asked what ¢lpiectations of IPC during

their interviews, patients suggested longer breaks, more food options and frequent

garbage disposal in the lunch room.
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The responses from the patt interviews as discussed ircHon 4.3.3 were also
similar to responses noted the comextual observations, in whichsychiatrists were
focused more on medication and procedural treatrpkmts, whileregisterednurses
advocated strongly for community support needed by patients and their families. Also,
the Social Worker stated in her interview that communication with patients was lacking
and there was a need to educate patients aboutothenunity resources available to
them. Similar to results obtained in other healthcare IP settings, it also appears that
patients place professionals in a MAnegat.
reflection of the p &dsiasetimey appearftochetHe irenegvingo f p o w
end of multidisciplinary decisions (Barker & Walker, 2000; Happell, Manias, & Roper,
2004; ShawHeyman, Reynolds, Davies, & God2007). This is a strong indication that
partnership between patients and professi® and ensuring patient involvement in
treat ment and discharge planning are esse¢€
feelings. Observations of IReeting suggested that there was a reduced focus on patient
education of options of treatments anddication effects during IP team meetings. This
was also confirmed during interviews with thefessionals as one of the social workers
stated patients were not familiar with the resources available and necessary to promote
their recovery. Similar to othestudies, the findings of this study support the need to
educate patients and provide them with treatment and desispport options to assist
with their recovery (Howe, 2006). This is essential to motivate patients and ensure their
engagement with intevent i ons speciyc to their own pe
better understand their diagnosis (HFO, 2010; Howe). One patient suffering from

depression and anxiety and another with the bipolar disorder refused to attend therapy
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sessions because theyt filne groups were not useful. Three patients who suffered from
depression stated in their interviews that there was a huge focus on medication, and
another patient suffering from draigduced psychosis said he needed to be more
informed of how medicationsould help him cope with his iliness as well as be informed

of the possible side effects. Moreover, P9 said that often times, patients were not
forthcoming about their addiction disorder or other mental health issues due to their fear
of being ridiculedand stigmatized by society. Consequently this could make it difficult
for registerednurses and psychiatrists to treat those patients and their recovery process
could beslowed Previous literature indicates that increased collaboration between
practitiorers and patients is correlated with positive outcomes of care such as increased
motivation to change behaviour, enhanced acceptance of advice and improved self
management (Bissell, May, & Noyce, 2004; Canter, 2001; Howe). One patient suffering
from depressn stated she found group therapy sessions helpfah@ouraging her to

deal with helissues and work more closely with the IP team to recover. She said patients
need to open up more atwallow professionals to collaborate with patients to help them
understand how they feel and guide their recovery process. This was consistent with
results fromCampbell, Stowe and Ozanne (2011), which indicated that sdacssion
makingfor a person with psychiatric disabilities has been identified as an implicivfpart

the recovery process.

5.4.2 Patient discharge and readmissions.

The delays in discharge resulted in increased length of stay for patients thereby

creating another major conflict at the Mental Health Unit. Results in Ch&oter
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(Section 4.3.1.7) showvekthat patients were staying for thirteen, 44 and 51 days while
waiting for treatment. The issue of lacking community housing resources also came about
in one of the team meetings in which the Psychiatrist acknowledged patients could not
extend their stajor the lack of housing reason. Having patients return to the clinic post
discharge was an alarming concern raised by multiple professionals interviewed. One
patient mentioned she needed to be more informed bRegesteredNurses and Social
Workers aboutthe community resources available to support her recovery after
discharge. The Social Worker stated more than 50% of her patients at that time were
returning patients within the last two months. This was suggestive of ineffective
discharge processes imapk, since successful discharges would result in no readmission
back to the Unit and better aguthe patient and their familie®r continuing care at

home Barrett, Curran, Glynn, & Godwin, 2007). Also, theatient Care Manager
proposed a reason for thiggh rate of return would be that patients were not accepting
treatments and that they were unable to cope with their mental health issues. She also
suggested a new pedischarge transition structure to support the recovery of patients
with mental illnes, as their average length of stay is twelve days when it takes a
minimum of six to eight weeks alone for medicatiorb&effective A Registered Nurse

said the needs of patients with mental illness are dynamic. Thus to help patients cope
with changes toheir mental health, ongoing assessments and a more holistic approach to
care that is different from the medical approach is needed. The Nuwarstidher also
stressed the need poovidepatients with medication suppamd group therapy sessions,

as that could likely increase their cooperativeness with treatment and decrease the rate of

re-admission. A patient with depression said in his inésv that that a patient would not
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reach a 100% recovery state unless they continue to collaborate with tinetdwal after
discharge. Cooperation and open communication between patients and the IP
professionals are necessary sinbarsddecisionmakingfor a person with psychiatric
disabilities has been identified as an implicit part of the recovery procesglp€lhrat

al., 2011). These responses are directly correlated with the modified CPAT responses in
which all professionals agreguhtients meet face to face with team members caring for
them, andseven professionals agreed patients were considered memlbleesiBfteam.
Research supports a number of benefits to using IPC at healthcare settings, including
enhanced patient sethre, better access to healthcare, shorter wait times, and improved
patient outcomes (Barrett et al., 2007; ICSIC, 2010; Howe, 2G06)ed asempowering
patients when patients take an active role in their @ueran, et al., 2007; ICSIC, 2010).
Similar to those studiesill registered nurses agreed patients must be placed at the center
of care which focusses on patient godlse Nuse Manageexplained that patients are
involved from the time of admission when a plan of care is created. Durimgégnc,

there were discussiomsoundpatient responsiveness to treatment, transfers to outpatient
facilities, and about visits by the tgent families.Patient Care Managencouraged open
communication and discussions of patient scesadioring the IPmeetings.IP team
members appear to value the input of patients as partners. These findings are also true to
previous research indicatirtigat all healtbareprofessionals are trained to value patients,
and are proud of their efforts ,2009.Abcus o]
respondent sd6 agr eed Mhealthcargelevrint infermationwighithieer s s
patients, andenagreed patients and their families were included in care plariurgg

the interviews, registered nurses and social workers mentioned it was important for
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families to be involved with the process of care, since they can provide valuable feedback
for how treatments can work with the patients living with mental illness. Registered
nurses further added that having patients participate idebisionmakingprocess helps

these patients understand their own goals as they are experts of theRat@ns are

seen as experts in their own lived experiences and are critical in shaping realistic plans of
care (CIHC, 2010).Although professionals acknowledged the benefits to patient
involvement in the IP team, the Charge Physician suggested there was gabuige
actually including patients in the IP meetings, and tégisterechursesshouldstep in to
represent patient views instedtevious studies in primary care settings suggksttive
involvement by the patients in their recovery process showedisant improvements in
clinical outcomes for people withegression (Campbell et al., 201Hence, it is
important to involve patients in ImMeetingsand give them the opportunity to discuss
thar individual objectives. Revious studieslsoagreed thiaensuring active involvement

of patientswith mental illnessn their own treatment appeared to be a cornerstone of
recovery(Davidson, 2005Mead & Copeland, 2000Joordsy et al., 2002) and improved
clinical outcomes in primary care settings for peopbgosed with depression (Loh,

LeonhartWills, Simon, & Harter, 2007).

5.4.3 Limitations to patient involvement.

Limitations to involving patients in IPC exist and depend on various cultural,
interpersonal and intrapersonal factors (Ho®809. Interpesonal barriers to patient
involvement are associated with effective communication with professionals, such

listening carefully and having a ele open and honest conversation (Levenson, 2002).
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Cultural factors refer to cultural differences in health igisees and organizational
structures in which professional hierarchies exist (Ho2@®6§. For example, doctors
accountable for high stakes oaimes may be culturally more averse to increased patient
involvement and would need further education and emgmment to make this cultural
change into a realityHowe 2006 Paice, 2006). The Psychiatrist said in his interview
that patients have the hgto participate in the process of care unless they were deemed
medically incompetent. On the other hand, tlegiBtered Nurse said that giving patients
some control of their goals and validating their feelings would likely improve their

willingness to collaborate with the IP team and acceptance of treatment plans.

Intrapersonal factors include psychological wrbbility due to their
mental illness, acute pain or physical illness (Vincent & Coulter, 2002), and lack of
knowledge (ChappleCampbell, Rogers, & Rolan@002). The lack of knowledge by
patients was illustrated when a Registered Nurse commented soemspagfused to get
involved. When one patient suffering from Rasiumatic Stres®isorderwas asked in
his interview what his expectahs were, he concluded that hesmaoking to receive
medical stabilization and leave. Another patient with Deprassaid he expects
Psychiatrists and @&jisteredNurses to communicate the treatment plan to him. This
example shows that some patients fail to realize that mental illness requires ongoing
psychological counselling besides medications, as well as develapitigerapeutic
relationship with the IP team and their families, and maintaining good and open
communicationA patient diagnosed with a bipolar disorder explained in his interview it
was difficult for him to focus and listen to multiple professionals duhis team meeting

as they all Aspoke at once. o0 This findi
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patients with care plans is important, there remain exceptions based on the diagnosis of
the patient with mental illness. Li and Robertson (2014fedt emotional responses by
patients are dependent on the clinical status and diagnésiesitionally, Li and
Robertsonods study proposed other factors
interprofessional team meetmgnclude room size, seating argaments, and variations

in preparing and presenting medical informatibaie to the level of clinical interaction

during their hospitalization, patients were most comfortable and wanted their psychiatrist
and wardregisterednurses present during these tmegs (Li & Robertson 201J.

Although some studies may suggest including patients with a lRrgam ma provoke

anxiety and distress, the study by Labib, Brownell, and Lawre2@@9]arguedthat the
patientds opinion r ega algattenglingttheiemeetmgwad e r of
associated with their satisfaction about tmeeting and not the number of people

present.

5.5 Team Functioning

Team functioning is the domain in NICF referring tmahpractitioners understand
the principles of team dynansicand group processes to enable effective IP team
collaboration.Previous literature explains that professionals find difficulties in sharing
their knowledge when team members do not acknowledge, understand, nor respect each
ot her és r ol es triautich (EkvgnodvEldveadg 2009miogn Kneafsey, &
Ryan., 2003; Larkin & Callaghan, 2005). Moreover, team members can lose the holistic
view on the patientodés probl em, l acking con

front to the patient (Kvarnstron2008). Thus the team becomes unable to focus on the
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collective performance and to deliver effective care and services to their patients

(Kvarnstrom).

In the General Role Responsibilities domain of the modified CPAT, seven
professionals agreed team mensbare able to negotiate their role in developing and
implementing patient care plans. In the Mission, Meaningful Purpose and Goals Domain
of the CPAT, sixprofessionalsagreed their patient care plans incorporated best practice
guidelines from multiple prfessions. Also, eight professionals agreed their IP team
members have a solid understanding of patient care plans, and seven agreed all team
members were committed to collaborative practice. While both Nurse Practitioners
disagreed, seven professionalsesgt that there was a real desire to work collaboratively
among the IP teanThese findings were consistent with other studies which indicated
their professionals agreed that IPC was occurring within their t€atiybridge 2004;

Curran et al., 2007Fromthe General Relationships domain of the modified CR#Ade
professionals agreed team members respect
team. The Charge Physician identified IPC as the collaboration between psychiatrists,
registered nurses, cal workers and community partners. Professionals indicated in their
interviews the need to support each other as professionals and work towards a common
patient goal. Similarly in patient interviews, patients identified IPC as team work that
included psghiatrists, registerednurses and social workers. They also expressed this
dynamic between healthreand sociakareprofessionals was a way to provide patients

with proper medication and care necessary to help them function in sdtoetever,

results n the CPAT showed that ontyo professionals agreed that patient concerns were

being addressed effectively through IP team discussions, two disagreed, and the

135



Patient involvement in IPC

remainder neither agreed nor disagreed with that statement. Moreover, seven
professionals disaged communication strategies were effective when sharing patient
treatment goals. It was also evident from the patient interviews that patients were aware

of the communication methods used fegisterednurses and psychiatrists such as the

patient care nes that documented their experiences and progress with treatments. One
patient commentedegisterednurses and psychiatrists enjoy working in a comfortable

and familiar environment where they support each other and find time to see their
patients even aftetheir shifts ended. These findings were consistent with previous
studies indicating thathealthcare professionals reported shared goals, common
perceptions of a need for efycient |l P inte

mutual respect fortoher prof essi onal s expertise (Pig

5.6 Role Clarification

Role clarification is the domain in NICF which describeswvhpractitioners
understand their own role and the roles of those in other professions, and use this
knowledge appropriately to establish and meet patient/client/ family and community

goals (CIHC, 2010).

5.6.1 Understanding professional roles within the IP team.

From the interviews with professionals, it was apparent that team members
acknowledged the criticable each of them played in providing accurate and effective
treatments to patients with mental illness. The Charge Physician suggested Registered

Nurses were representatives of IlRegisteredNurses are the frontline workers and have
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the most direct reteonship with patients as they document their progress from the time

of admission until discharge. Social Workers were recognized as transition managers who
involve patients and their families in assessment plans and meetings thereafter to
facilitate disclarge. Registered Nurses also believed that Social Workers and community
partners held the role of supporting with patient therapy groups and providing patients
with community resources available to them. However, the Social Worker noted
Psychiatrists heldhe ultimate power to finalize treatment plans and discharge patients,
which was delayed when psychiatrists missed IP team meetings. The Nurse Manager
explained this was due to their busy schedules and high workload; however psychiatrists
still needed tqorovide their team with patient updates. This finding was consistent with
the modified CPAT responses, in which one Nurse Practitioner and two Registered
Nurses disagreed that physicians usually ask other team members for their opinions about
patient care.These RegisteredNurses results are similar to those obtained in other
studies, in which they were reluctant to voice their opinions, rarely introduced new
problems into the discussion, found it difficult to present relevant patient issues during
team metngs, and answered questions as opposed to providing unsolicited information
(Atwal & Caldwell, 2005; Manias & Street, 2001). Findings by Kvarnstrom (2008)
similarly reported individual frustrations expressed by professionals in the IP team, which
theyré ated to weakening the teambs ability
suggested such feelings resulted when these team members perceive their team is not
working in an idealmanner They interestingly developed strategies such as engaging
themseles in various forms of interprofessional learning and open group discussions in

attempts to resolve these difficulties (Kvarnstrom).
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5.6.2 Understanding the role of family physicians.

The IP team collectively agreed in their interviews documented imé Results
Chapter (®ction 4.3.2.6.2) that including more professionals, suchsgshBlogists,
Occupational Therapists and Recreational Therapists, was needed to defioer
comprehensive and effective care plans specific to patient goals. ¢éeakind social
careprofessionals suggestecef@tricians and Occupational Therapistsrev@eeded for
the elderly group of patients with mental illness in order to provide more accurate and
effective treatments, a safer environment, and plans specific to #mis.nThey also
brought up the issue of having Family Physicians create unnecessary referrals to Mental
Health Units, and adding to hospital waitlists for mental health conditions that could be
otherwise managed by their physicians. Unfortunately, limitedources in the
community which creates a high workload for professionals, as well as the lack of
facilities and programs for patients with mental illness represent challenges to treating
them (Kilfoil, 2007; Mitctell & Giles, 2011). Asystematic reviewfdarriers to diagnosis
of dementia in primary care identified family physicians are generally limited in early
detection of dementia because of diagnostic uncertainty resulting from factors such as
knowledge and experience gaps and pessimism about ineffezss of the treatment
(Koch & lliffe, 2010). The collaboration between qualified professionals is effective for
specific patient populations including geriatric evaluation and manageougestive
heart failure, ad neonatal care and screening torowe the delivery of care to patients
(Kilfoil, 2007). As previously stated in the Literature Review, Zwarenstein et al. (2005)
further confirmed positive patient outcomes with such collaboration by proposing that

measures of health status outcomes, deseasdence rates, mortality rates, readmission
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rates, adherence rates, costs, and patient or family satisfaaitistrongly correlated to
improved patient care and reduced coste study by Mitchell Parker, & Giles, (2011)
investigating IP team effdgeness made several references to literature sources that
indicated diverse teams are better able to make-iafeimed and comprehensive
decisions, and develop more innovative solutions because they bring in different
professional perspectives (AncongC&ldwell, 1992; Bantel & Jackson, 1989; DeDreu &

West, 2001).

5.7 Recommendations for the Mental Health Unit

5.7.1 Unified electronic notes for discharge planning.

Fromthe perspective of the ngrhysicianprofessionals such as registered nurses
and so@l workers, psychiatrists need to attend iReeting regularly to expedite the
process of discharge and potentially decrease the length of stay at the Unit, thereby

freeing beds for new patient admissioAs.confirmed by existing literature on discharge

planning,di f fi cul ti es in i mplementing a patien
patient di scharges and i nadequate communi
Pierson & Gardner, 2006) . niahagingettisoisswe,of t hi s

missing keymembers of the IP team by creating a unified electronic chart for each
patient and including in it the most up to date patient information including discharge
status (Miller,West, Brown, Sim, & Ganchoff, 20p5Making this chart accessible to IP
teammenbers directly involved with a patient
when colleagues are absent duringniieeting, and hence fditate a more efficient

shareddecisionmakingprocess.
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5.7.2 Communication tools for sharing patient and professiwal goals.

Communication is one of the primary domains of IPC, and strongly impacts all
other competencies of the National Interprofessional Competency Framework (NICF)
(CIHC, 2010). Hence, a breakdown in communication would make it difficult for the
teamto incorporate other competencies, for example collaborative team leadership, that
are required to promote effective IPC in their healthcare setting and contribute to
difficulties in implementing a discharge plan (CIHC, 20¥¢a t t s , Pi erson
2 06D Hence, this study recommends that practitioners make an effort to recognize the
diversity of other health and social care roles, competencies and responsibilities (CIHC,
2010). Effective communication can be achieved via eliminating professional besnda
and increasing sharing professional expertise with a common goal of providing patients
with comprehensivehealthcareplans in order to achieve optimal health outcomes
(Mitchell, Parker, & Giles, 2011)An IP project team at the University Health Netko
(UHN) reported that professionals can establish better practices by developing evidence
based IPC interventions that are focussed on including the patient as an active member of
the health team. Adapting such interventions requires improving currémgadlicies and
procedures or establishing new ones, as well as dedicating time and space for IP team
meetings PoochikianSarkissiaret al., 2008). Lahey and Currie (2005) further added that
the lack of established structures and processes create baffieetsg interprofessional
care. Hence, this study proposes thatRhgent Care Managewho already acts as a lead
in IP meetings, creates a best practices policy or set of procedures for the IP team with
structured examples and information to be shaeout each patient in the patient care

notes. This can be in the form of a unified checklist for caregivers having frequent
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contact with the patient such esgisterechurses and social workers. This checklist will

be based on the patient wants and etgiens at the Unit astated in their interviews

(see GapterFourn), and can include but is not limited to notes on: patient goals, patient
cooperativeness and response to treatment, group therapy preferences by the patient,
record of attendance to manaiat groups, length of stay and discharge plans set, as well

as discussions with the patienith regards to utilizing community resources and other
therapy options available to comtiie their recovery process passcharge. It is expected

that such methoaf communication can be effective in ensuripgfessionalshave

access to patient information and share their knowledge and expertise, and enable them to
formulate treatment and discharge plans focussed on improving the {ocati¢erted

experience.

5.73 Patient involvement and patient education.

Patients may find themselves in a cult:!
and car e, control, and profession&007)expert
Therefore this study recommends includpagients in care plans by acknowledging their
feelings andby providing treatment optionthat can potentially reduce the power gap
between patients artofessionalsand createa more positive experience for patients at
collaborative mental health settsgThis can promote patieoéntered collaborative
practice, in which patientare experts in their own lived experiences and their
contributions are critical in shaping realistic plans of care (CIHC, 20m@g. study
suggests creating group therapy sessiwith structured topics addressing mental health

issues, symptoms and coping mechanisms and having a list available to encourage
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patients to empowdhemselvedy giving them the ability to choose to become involved

in their care plans and facilitate aore successful recovery process. Providing patients
with knowledge of medications and different coping mechanisms, understanding of their
illness are essential to promoting a stronger sense of acceptance, enhancing patient
transparency during their disciumss with professionals, and improving their overall

experience.

5.7.4 IP team diversity.

IP team diversity also facilitates the delivery of comprehensive care services to
patients in their community (Kilfoil, 2007)Therefore, professionals of different
background such as social workers, physiotherapists and occupational therapists can be
included in the IP team at the Mental Health Unit to support therapy sessions and
potentially provide a more comprehensive care plan to patients. This ultimately will
support social workers and make them better able to manage their time and reduce their
workload. Where human resources were limited, partnerships with local community
resources are identified as an opportunity to fill staffing gaps associated with nuing a

social work rol es and (Leanidilieo&VWestonh2814)c | i ni ¢c 6 s

5.7.5 Partnership with community members

The Charge Physician confirmed health and psychosocial professionals need to
work together tdollow-up with patients and enga community partners after discharge.
He also suggested community and housing support are necessary to provide more

comprehensive treatment plans for patients -dstharge. This recommendation is
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supported by previous studies which proposed that profeds may achieve medical
aims for the patient, however often ignore
that all needs maide met to improve the patieogntered experience (Atwal & Caldwell,
2005). Also, studies reported the inability toadxish and sustain comprehensive services

to patients and allow informed patient choices achieves less than optimal patient health
outcomes (O6Connor et al ., 2011) . Theref
sustainable soces of revenue and fungjrto support the delivery of comprehensive
services involving patients as well a diverse selectiorhedlthcareand social care
professionals. Although financial resources are limited, alternate funding streams should
be considered and pursued such astut®nal funds, long term program grants, ongoing
donor support and community fundraising events (Campbell et al., 20Al130,
appointing a committed community member as the designated lead for monitoring
follow-up appointments, scheduling and runngngup therapy and recreational activities

for patients, liaising with community services can alleviate some pressures from the
social work shortage (Lee et al., 2014). The World Health Organization (WHO) (2011)
recognizes IPC as a successful approachrémgthening the health workforce for future
generations. A strong collaborative health workforce is recognized by many policy
makers as an ideal approach to dealing with complex health issuesie¥isuply
mentioned in Chapter Tw@sychologists are undeitilized despite the fact th&0% of
consultations with family physicians involve psychological problems and concerns
(Haverkamp, Robertson, Cairns, & Bedi, 2011). The Canadian Interprofessional Health
Collaborative (CIHC), made up of Canadian healthanizations, health educators,

researchers, heatthre professionals, and students, developed the National
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Interprofessional Competency Framework (NICF), with funding from Health Canada
(CIHC, 2010). NICF is a Canada wide competency framework for IPC, vitnobides
patient and community involvement as one of the six competencies designed to deliver
effective interprofessional working relationships and optimal health outcomes (CIHC,
2010).As this is a policy direction supported by the government, this stuggests the
continuum of services into the community with the reallocation of people resources as
opposed to increased funding to support patients living with mental illness within
interprofessional care settingBhe question of whether there are sudit resources in

the community for patients with mental iliness is an area that future research should

investigate.

5.7.6 Patient decisiorsupport aids.

Studies defineclinical decisiorsupport and decision aids as methods used to
educate patients arhcourage patient participation in decisions about their medical care
(Campbell et al., 2011). Typically these methods provide information about treatment
options, help patients clarify their preferences regarding the outcomes associated with
each optionand support communication with therofessional§Elwyn & Edwards,

2009). Therefore, this study recommends providing patients at the Unit with decision
support aids to support tlecisioamaking process between patients gmfessionals
(Deegan, Rapgslolter, & Riefer, 2008). These aids may include peer support groups and
workshopsaroundmedication uncertainty, and written and/or wWedsed materials and
worksheets on coping mechanisms, symptoms and the uses and common side effects of

psychiatric medid#gons. This recommendation highlights another unique contribution of
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this study, as there are very few data and limited guidance for decision support practices

in the delivery of decision support to patients with mental iliness (Campbell et al., 2011).

5.7.7 Workshops on best practices and collaborative teamwork.

Results of the study suggest patients refusing to engage in treatment plans appear
to have also been aware of theeakdown in communication between IP team members
at the Unit Thus,effectiveteam coll®doration is needed to delivarore responsive and
patientf ocused services and promote these pat
2005). Existinditerature reports that heatthre professionals must collaborate to ensure
best practices for kpatient needs@uintero, 2004 IPC encourages cestfective and
improved patient care as it encourages innovation between professionals and empowers
patients as active partnerdyfkas, Lehti, Paunoneltmonen, 2001; Poochikian
Sarkissian, et al., 2008Therefore, the study proposes that senior members of the team
and/or leaders of the organization offer ongoing workshops sharing best practices and
educational sessions on collaborative teamwork, in order to convey knowledge about
interprofessional pantcentered practicePpochikianSarkissian et gl. This creates a
common vision motivating professionals to work together to improve patient care and
consequently increase 4oy from all team members including patienBofchikian

Sarkissianet al.).

5.7.8 Supporting the role of family physicians and psychologists.

Therefore it is recommended that Family Physicians receive interprofessional

training regardinghow to manage mild mental health conditions and become familiar
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with community mental healthesvices available to support their patients. The study by
Barker et al (2005) and Haverkamp et gR011) indicate there is a need to educate
professionals about other interprofessional disciplines. Barriers to IPC include
professional knowledgdoundaris, professional culture differences, and a lack of
knowledge about othggr of essi onsod0 expertise, skills,
Moreover it was proposed byaverkamp et althat Family Physicians reported a lack of
familiarity with the scopeof practice and training of psychologists. Although 70% of
patients seen by family physicians suffer from a psychological problem, psychologists
still remain undewtilized in Canada (Haverkamp et al.). This correlated to the low
participation rate by pgyologists in the health sector. Hentmepvercome this challenge

is to encourage psychologists to familiarize themselves with the operations of the
healthcaresector through attending seminars and interprofessional networking events
encompassing informian about rules and power structures (Haverkamp et al.). Creating
interprofessional educational seminars for healthcare students can also peamipte
learning experiences and help students establish effective and collaborative working
relationships intie healthcare team especially as they enter the workforce (Ateah et al.,

2010).

5.8  Strengths and Limitations

Strengths of this study include the high response rate of hospital inpatients. This
improves the reliability of the study results because the & able to have idepth
interviews thatwere recorded and then transcribed for use as models of analysis. The

oneornone interviews were a strength of this design, such thatsobpect interaction is
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el i minated and subj ect s otherompembersoah the clnice not
(Coolican, 2004). Alsainpatient interviews generated new findings about their role and
perceptions of IPC at the Mental Health Unit. Investigating the role of patients with
mental illness and evidence of their involvementRnnieetings is a novel concept that

was not previously studied in Canadian mental health settings. Hence, this study analyzes

in great depths the experience of inpatients, and draws parallels to those experiences and
perceptions by professionals. It alsomgares the modified CPAT answers by the
healthcare and social care professionals to those findings from terame interviews

with the same group of professionals, hence adding to the validity of their responses. As
previously mentioned in Section 3i8gthodological triangulation was used in this study

to strengthen the quality of the research design, sustain credibility of findings and
validate results using different data collection methods for obtaining observational,
survey and interview data (Fkc2007, chap.14; Shenton, 2014). The interference of a
researcherds bias is inevitable in any que
the CPAT and interviews targeted experiences and perceptions of the patients and
providers as opposed toetlpreferences of the researcher. This is another method of

triangulation which emphasizes confirmability and reduced investigator bias (Shenton).

Limitations to this study include the small sample size. Only the Pl had access to
guestionnaire data andt@nview transcripts, and the Results did not identify any names in
order to protect participant confidentiality. However, the small sample and setting of the
Mental Health Unit may impose a residual risk of being identified by profession, for the

group of professionals participating. Thus the study results for the professionals group
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aggregated individual participantsd respon

from the Ment al Heal th Unitds small sampl e

Since patients with mental illse can presumably be more emotionally
vulnerable, participants may feel the urge to adopt responses that more likely represent
the researcherés desired outcome highlight
Limited information on the clinical sias and diagnosis of patients was obtained.
Working with various types of mental illnesses and existing comorbidities may have
produced biased results since these patients do not share the same level of enthusiasm,
educational backgrounds, and commitmentaoperating with the IP team. This could
represent confounding factors affecting ea
their mental illness (Carey, Lally, & Abb&ji, 2014). Moreover, a need to provide a
comparison of the voluntary and mluntary patient responses since admission status can
significantly affect t he patientos subj e
meetings (Carey et al., 2014). There may also have been observer bias as the interviewer

was also the author of thisdsis.

148



Patient involvement in IPC

CHAPTER 6

Conclusion

6.1 Unigueness of Study

There is very little research on patient involvement with Interprofessional
Collaboration (IPC) in the literature to date (Campbell et al., 2011). Thus, one of the
unique elements of this study wasat it examined from the patient perspective, the
patientsdé rol e, l i ved experience, expectat
studies, this research analyzed and compared responses from both patients with mental
illness and theiprofessiona under the guidelines of the National Interprofessional
Competency Framework which was designed by the University Health Network to

improve collaborative practice (CIHC, 2010).

Moreover, the uniqueness of this study was further highlighted as it indloeed
contributions of social workers to IPC, whereas majority of studies that addressed the
concept of interprofessional collaboration and interprofessional education focused on the

communication between physicians and registered nurses only (Kilfoil).2007

There still remainlimited data and guidance about how to implement
interprofessional practice in the delivery of decision support to patients with mental
illness (Campbell et al). Hence this study was believed to benefit current and future
research irthe field of IPC and mental health, as it offered findings and suggestions for
empowering patienttiving with mental illnesghrough the use of decisiesupport tools

to promote patienihformed decision and patienéntered collaborative practice.
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6.2 Summary of Recommendations

The collaboration between multiple professionals has been associated with
positive outcomes such as reduced readmission rates, increased patient satisfaction,
reduced costs and improved delivery of care to patients (HFO, 200, 2007;
Zwarenstein et al., 20055ince financial resources are limited, ths&gudy suggests
revisiting t he ditoomtp fundiad sreamsbsiodld) keetconsadered and
pursued such as institutional funds, long term program grantsingngonor support and
community fundraising evente support the inclusion of different professionals in the IP
team (Campbell et al). Because the reallocation of resources is a direction strongly
supported by policynakers in the government, this studyggests using existing
community partners and IP team professionals to run therapeutic groups for patients
(Haverkamp, Robertson, Cairns, & Bedi, 2010IHC, 2014; WHO, 2011). Also, to
reduce pressures created due to social worker shor@agesnmunity mmber can be
appointed as the designated lead for monitoring fellgpnappointments, scheduling and
running group therapy and recreational activities for patients, and act as a liaison with

community serviced e, Hillier, & Weston2014).

To improve inteprofessional communication, this study recommends the
hospital 6s Managers to develop policies an
IP team members including psychiatrists. Lahey and Currie (2005) propose that
establishing structures and procezhi for the IP team can help eliminate barriers
affecting interprofessional care. Thus, this study further suggests creating a unified

electronic checklist of best practices and examples for what information must be included
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in the Patient Care Notes. Antioned previously in the Discussion Chapter, this chart
may include and is not limited to issues identified in the findings sugataEnt goals,
patient cooperativeness and response to treatment, group therapy preferences by the
patient, record of attelance to mandatory groups, length of stay and discharge plans, as
well as discussions with the patiemith regards to utilizingcommunity resources and
other therapy options available to continue their recovery process post disdlieege.
Patient CareNotes should be made accessible to caregivers having direct contact with
patients, as this can improve access to information by professionals absent from IP
meetings (Miller, West, Brown, Sim, & Ganchoff, 2005). The study proposes to increase
patient invovYement by improving current Unit procedures and mandating the attendance
of group therapy sessions in dedicated times and spaceéise same timgroviding
different choices from which patients are empowered to sdPecchikianSarkissiaret

al., 2008). Previous studies show that therapeutic groups allow patients to share their
experiences and learn effective coping strategies from one aijGtheseret al., 2001)
Shareddecisionmaking is a fundamental aspect of patieeintred care, and has been
identified as an implicit part of patient recovdoy patients living with mental illness
(Campbell et al). Therefore, the study suggests developing written and/draseth
decisionsupport aids for the patients with mental illness to encourage theiv@ameht

and educate them about their mental illness, symptoms, medication use and effects,

coping mechanisms, and treatment options.

Finally, Haverkamp et al. (201roposedhatfamily physicians reported a lack
of familiarity with the scope of practicend training of psychologists, and that 70% of the

patients seen by family physicians suffer from a mental illness. Hence, the study
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recommends educational workshops and continued training sessions addressing
professional roles and benefits of IPC, as theae establish effective working
relationships in the healthcare team and promote collaborative pegigtetred practice

as a practice orientation (Ateah et al., 2010; Campbell et al; HFO, 2010; Kilfoil, 2007;

Margison, 2009).

6.3 Knowledge Translation

In context of working with the research partner at the Mental Health Unit and as a
result of this study, the following recommendations have been successfully implemented.
First, Registered Nurses from the Mental Health Unit are specifically assigned to look
after patients admitted with mental illness as opposed to previously having Registered
Nurses from the Emergency Department. This allows for more accurate assessments of
the patient and focusses on setting patient goals upon their admission. Seconandhild
Youth Advocacy Workers participate as members of the IP team to help understand the
unique nature of the child or youth responses to traumatic events, and provide them with
an encouraging therapeutic relationship. Third, to reduce patient waitlisterfonunity
housing, six crisis beds are being built to create convenience for patients and eliminate
their need to relocate to other mental health facilities for housing accommodations
purposesFourth, a number of group thesachoices including Pet Thegsy and Arts and
Crafts boxedave been incorporated into the Mental Health Unit program for inpatients
to promote more comprehensive treatment plans. Fifth, a representative from the
Addiction Counselling community partner conducts weekly visits to patienthe Unit

to provide them with educational materials and the available community resources. In
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summary, the relevance of this study and the knowledge gained have been embedded in
the culture of research and successfully implemented at the Mentah Hésilt to

provide more patiertentered care.

6.4 Future Research

The purpose of this study was to investigate how patient involvement occurs with
IP teams and the impact this dynamic has on the pateriered experience. This study
not only examined he patientdés perceptions and expe

thep r o f e s expedemaed whifie working collaboratively at the mental health setting.

6.41 Comparison of mental illness diagnoses.

Patients with different types of mental illseslo not share the same level of
competency, enthusiasm, educatiopatkground, commitment to cooperating with the
IP team, and admission status (voluntary and involuntary), which are all factors affecting
their responses in the study (Carey, Lally, &b&#ji, 2014). Hence, future research
should provide a comparison of the patient responses and compare these factors to the
patientos subjective experiences of inter
involvement (Carey et al). As psychiatric disai®k present challenges to patients in
making decisiongroundmedication use, and because these support tools are limited by
financial constraints, the potential benefits from the decision support tools proposed in
this study and their cogfffectivenessieed further investigation (Deegan, 20B&Imes

Rovner, Gruman,& Rovne007; Loh, Leonhart, Wills, Simon, & Harter, 2007).
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6.4.2 Availability of community resources.

Kilfoil (2007) also proposed challenges for treating patients with mental illness
included insufficient resources and the lack of mental health facilities and programs.
Future research can investigate the effect of community resource availability on the
patientcentered experience, and the impact it has on the rate of readmissions at the

hospital.

6.4.3 Impact of interprofessional power dynamicson patient involvement.

The study byShaw et al. (2007) report nanedical professionals such as
registered nurses and social workégsl that their capacity to negotiate new ways of
working was Imited by medical dominance. Tensions can also potentially arise from the
differences in interpretive frameworks that professionals use for practicdeaigion
making processes (Shaw et al.,, 2007). The impact of these professional power
differentials on ptients and the negotiation process however remain little researched.
Therefore, future research should examine the impact of these interpersonal barriers to
patient involvement, on the effectiveness of communication with professismetisas
listening caefully and having a clear, open and honest conversation (Levenson et al.,

2002).

6.4.4 Validating research design.

Upon completion of this pilot, it is intended to reproduce this study with a larger
sample size is necessary to increase validity. For elearaprandom sample selected

from participants at different hospital facilities may improve the sarmeterogeneity
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and consequently eliminate the threats posed by sample size and sample type on the
external validity of the research design. Factorially@mm comparing the statement
ratings of the CPAT could further add to the validity of the findings in quantitative values

(Shaw, 2008).

6.5 Conclusion

This study explored approaches by which interprofessional practice can be used to
support the deliverpf patientcentered carén mental health setting®aily meetings
with an IP team took place to share information about patient admissiomksahdrge
plans. Consistent with other studies suggesting registered nurses should be proactive
leaders in discirge planning, it appeared that the Mental Health Bitient Care
Specialist and Patient Care Manager alternatiabk the leadership role in facilitating
team discussionsMacleod, 2006; Day et al., 200%lowever, the study reported the
absence of psyxatrists in IP meetings and shortage of social workers appear to have
caused a breakdown in communication and created a sense of frustratitgarfo

members and patients

Similar to previous studies, there was limited professional diversity in thanf te
at the Mental Health Unit despite the need to provide patients with more comprehensive
and patientcentered servicegSalhani & Coulter, 2009Ki | f oi | ; Watt s,
Ga r d B086) Results of the interviews and survey also revealed findings sinilarl
reported in other studies, which involved delays in discharge, increased length of stay,
increased professional workload, and a breakdown in communication within the IP team

as well as with patient®teah et al., 2011Barker et al., 2005CIHC, 2010;Coulter &
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Salhani; Herbert, 2005; HFO, 2010; KilfoilD'Amour, Ferrada/idela, San Martin
Rodriguez, & Beauliey 2005; Pethybridge 2004; Suteret al.,, 2009) Some patients
appeared to have negative and fApowesl esso
previously documented in literaturBgrker &Walker, 2000; Happell et al., 2004; Shaw

et al., 2007) Thus, sharedlecisioamakingis a fundamental aspect of patieenered

care, which must also include patients to empower them to continue taking tabddyn

of their own health post di scharge. Thi s
knowledge about the patient experience. As a result of this study, a few recommendations
have been implemented at the Mental Health Unit to provide more effquaitrert

centered practice and address the challenges identified during the course of the study.

In conclusion, this research hafentified gaps in the literature and created a
guide to patient engagement with interprofessional teams to improve pateated
practice in mental health settings. The contributions of a complete IP team, stronger focus
on patient education, as well as the partnership with patients and community partners are

required to improve the effectiveness and efficiency of mentéthicase.
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APPENDIX A

Literature Review Data Extraction Tool

Appendix A- Literature Review Data Extraction Tool

Author, Sample Design Researc | Principal Findings
Year, Type h
Country Method
1. | (Howe, purposive | discussion Systemat| - enhanced patient
2006) sampling article- ic review | involvement shows greate
Uk Qualitative patient satisfaction and th

likelihood of positive
organizational changes a
a consequence of enhang
patient input

-One of the greatest
benefits of patient
involvement ighe
potential to increase
professional
that their actions have reg
consequences for
individuals, which can
moderate riskaking
behaviour

-There is a link between
increased collaboration
between clinicians and
patients and a number of
positiveoutcomes of care
T including increased
motivation to change
behaviour, enhanced
adherence to advice, and
improved sel
management

-SIGN the context of
patient safety

Is one where relatively
little work seems to have
been done about the
patient contributia.

-Def of patient centred
approach: literature does
set out some specific
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findings on effective
interpersonal behaviours
which include willingness
to help, mutual
engagement

and O66safety
effective communication,
and openness to giving ar
receving feedback.
Interestingly, these
components strongly
resemble those behaviou
that are known to
characterize a patient
centred approach.

-Thus, best practice in
interpersonal behaviours
the consultation may
overlap to a great extent
with those thatwWl make a
patient or their care giver
feel included in the work
and opportunities of a
clinical team. The

-there are significant
factors that can reduce
patient involvement
applicable to both patients
and staf:
l.intrapersonal factors;
include psychologial
vulnerability (including
mental illness), acute pair|
or physical iliness, and th¢
feelings of
powerlessness or
humiliation in those with
chronic and acute illness,
lack of knowledge, and
because of professional
domination.
2.Interpersonal factors
include the important arez
of effective
Communication and
openness to giving and
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receiving feedback.
3.Professional
defensiveness is a major
cultural barrier to patient
empowerment
professional resistance,
emotional distancing, and
negative attitudes can
significantly reduce the
effectivenes
involvement.
Doctors may be concerne
that more proactive
discussions of risks could
have negative
psychological impacts on
patients, together with
historical paternalism and
hierarchy of medicine,
means thiadoctors may be
culturally

averse to increased patie
involvement, and thus ma
need additional
encouragement and
education to make patient
engagement a reality.
Patient limitations:
patients with stable
physical or mental health
chronic conditions/setigs
are likely to have interest,
capacity and expertise,
whereas patients with ney
acute conditions or
younger people might
have interest and capacity
but not yet have expertise
to comment on
behaviour of professionals
the (mal)functioning of
equipmentpr contest
organizational procedures
Conversely, patients may
have interest and expertis
but have their capacity
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reduced; for example by
impaired consciousness
level or deteriorating
-theme and next step: The
literature for the
effectiveness of
interprokessional learning
remains weak, and more
work needs to be done or
the extent to which
patients want to be
involved in their own
care2 and the extent to
which people are prepare
to look at safety issues th
may be anxiety provoking
When evaluating any
interventions on
interprofessional
partnerships with patients
it is important to evaluate
impacts on altered
behaviours in redife
clinical settings, rather
than on levels of perceive
satisfaction or proxy
indicators.

-Further research is need
to expbre the extent to
which measures

of effective teamwork
correlate with patient
involvement and positive
safety measures.

Poochikian| purposive | Quantitative | IPT -resource tool kit was

- sample design to develope | developed to facilitate
Sarkissian,| included analyze survey d an teams in incorporating the
S, nine eams | results Interprof | interprofessional concept
Hunter, J., | comprised essional | into practice.

Tully, S., | of 75 health| responses to | Practice | -developed an IPCP
Lazar, care the team focus| Pulse Framework to convey the
N.M., professional| group Survey | various factors influencing
Sabo, K. &| s, interview (Pulse the delivery of

Cursio, C. | representing questions Survey) | interprofessional care
Canada, | a broad formed the and team| following the completion
2008 range of gualitative focus of the surveys and
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services,
including
primary and
acute care.
Team
members
included
physicians,
medical
residents,
nurse
managers,
clinical
educators,
advanced
practice
nurses, staff
nurses,
allied

health
members
(physiother
apist,
occupational
| therapist,
social
worker,
dietician)
and clerical
personnel

aspect of the
project.

survey
consisted of 1€
guestions
related to team
goals,
collaborative
practice,
clarity of
scope of
practice,
patient
meeting,
extent of
shared
responsibility,
shared
leadership,
joint decision
making and
inclusion of
patient/family.
A

sevenpoint
Likert scale
was used
ranging from
Ano ext
Nfgreat
addressing
team
involvement.

group
guestions
. Each
team
member
from
various
departme
nts
within
the
selected
organizat
ions was
asked to
complete
the
survey
guestion
naire,
followed
by a
focus

group
interview

interviews,

-facilitators to IPC include
respect, good
communication amongst
professionals, and stabilit
in team leadership.
-barriers to succehd IPC
include time constraints,
limited accessibility to
patient information, lack
of formal policies for
implementing IPC, time
for adaptation and
hierarchical structures.

-Devel oped a
IPCP Framework: An
extension of
professional practice
model

UHNO6s PP mod
of

different dimensions
whose interrelationships
reflect the
mission, vision and values
(such as competence,
compassion, leadership,
patient family,
collaboration)

- Interprofessional Patient
Centred Practice
Framework. Adapted from
D6Amour and
(2004)

-factors influence
successful collaboration i
healthcaregeams including
team interaction, clinical
integration, knowledge
transfer, and
organizational factors.
-The Framework includes
the patient at theentre of
the model and is the focus
of the interprofessional
team process.
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Organizational factors are
included in the IPCP
Framework as a supportiy
environment necessary to
foster collaborative teams
The leadership within the
organization must uphold
a

vision that values
involvement of patients
and their families,
interdependence among
team members and
innovation.

-pilot project concludes:
interprofessional practice
is an effective patient
centred approach. The
inclusion of patients
empowers them to beme
active partners in their
healthcare

-study findings
demonstrate that IP team
can clearly identify
barriers and enablers to if
practice, however
inclusion of patients as
part of the team is an
approach that is absent
from their practice.

-f 1 n d Edoogtional
programs

need to combine curriculg
as well as clinical practice
to prepare t
practitioners for working
together

more effectively to
improve patient care.
Def: Knowledge transfer i
the process whereby
healthcare

providers master new
competencies (skills,
knowledge,
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attitudes and behaviour)
based on the merging of
expertise and evidence
based research from
different disciplines. E.g.
of KT include education
on collaborative
practice, clinical best
practice guidelines, chang
managemergkills.

3. | Shaw,
2008,
Canada

Purposeful
sampling is
used to
select
participants,
who include
only
English
speaking
adults, and
received
care from at
least two
health
professional
s at the
FHC. The
sample
consists of
seven
patients, a
family
physician, a
sodal
worker, and
a
pharmacist.

Qualitative

observati
onal
analytic
type of
study,
which
fosters a
qualitativ
e
methodol
ogy
approach
using
direct
observati
ons,and
semt
structure
d
interview
s. The
study
takes
place at
the
Family
Health
Centre
(FHC) of
Toronto
Western
Hospital.
The
interview
s are
recorded

The author concisely
describes the contribution
this study makes towards
the knowledge gap as the
is limited research on
patientsd pe
interprokessional care. Thé
article successfully
identifies gaps within the
context of Canadian
primary care literature
which seldom addresses
patientsd pe
interprofessional care. Th
author confirms the
significance of the study
such that paé
perspectives are essential
to evaluating and
improving healthcare
(Shaw, 2008). The
literature found on primarn
care mainly focuses on
patient satisfaction as
opposed to patient
experiences; hence,
patientsd pe
area that needs further
investication.

This study compares its
outcomes with American
and British reviews of the
evidence on team based
primary care. The latter is
characterized by being
more patiensensitive,
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and then
transcrib
ed for
use as
models
of
analysis.

cost effective, and
rewarding models for
healthcare professionals.
The literdure search
predominantly supports
interprofessional
collaboration as it is
correlated with increased
provider and patient
satisfaction, increased
access to care, and
decreased hospitalization
Shaw (2008) also states
some literature proposes
that interdisiplinary care
has no impact on patient
experience and that some
patients suffer confusion
as a consequence. She
clearly states the
conflicting findings from
several literature studies,
and variable outcomes of
patient satisfaction with
primary care teams
terms of accessibility,
consultation and the sens
of being listened to.
Results: propose the
majority of patients are in
favour of interdisciplinary
care (Shaw, 2008).
Patients appreciate the
access to and perspective
offered by different
interprofesonal team
members, and believe thi
can contribute to a well
roundecdhealth service.
One patient opposed the
concept of open
communication between
professionals, such that h
felt it breaches patient
privacy. The patient rathe
preferred a distinct
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relationship with one
professional (Shaw).
Moreover, some
participants who were
classified as long term
patients stated that they
did not see any changes
pre- and postthe adoption
of the interprofessional
model at FHC.

Increased availability of
services, contiuity of
care, and timely referrals
were all significant
advantages of
implementing the
interprofessional model as
experienced by the
majority of patients (Shaw
2008).

Although physicians play
a more central role in the
collaborative process,
other team rambers are
more involved with
patientsd afy
share leadership
responsibilities as well.
While governmental
policies, medical
associations, and other
professional associations
in multiple countries adop,
a patienicentered care
approach, Shaw pposes
significant study findings
that suggest health
professionals may resist
patientcentered models
due to their lack the
understanding of how to
put this philosophy into
practice. This reasoning is
convincing, and is
supported in the literature
Shaw uss in her paper to
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indicate the lack of patien
integration in to the
healthcaregeams. Shaw
further suggests this
difference could also be
attributed to gaps evident
between theory and
interprofessional practice.
Shaw states that patients
are beginning tbecome
included in research;
however, their full
inclusion remains limited
in areas ohealthcare
research, planning,
delivery, and services.
while the literature
supports the theory of
patients as full members ¢
the interprofessional care
team, patientare
beginning to be included
in research, their full
inclusion inhealthcare
research, planning,
delivery, and services is
still limited.

Fruitful areas of future
research include
comparisons of
interprofessional versus
routine

care, investigation into
why patients decline
participation in
interprofessional care, an
cost analysis of
interprofessional versus
routine care. Exploration
into how patients
communicate their goals
and the process of
negotiating patient
professional common
groundmay further the
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goal of increasingly
patientcentered practice
and aid professionals in
their quest to

optimize health while
respecting patient
autonomy.

4. | Mann, K.
V.,
Mcfetridge
-Durdle, J.,
Martin-
Misener,
R.,

Clovis, J.
Rowe,R.,
Beanland,
H., &
Sarria, M.,
2009,
Halifax

Purposive
sampling

Fourteen
student
teams, (tota
of 62 health
professional
students)
each
including
one student
from
medicine,
nursing,
pharmacy,
dentistry
and

dental
hygiene,
learned
with, from
and about
each other
while they
were
mentored in
the
collaborativ
e

care of
patients
transitionin
g from
acute care
to the
community
patients
involved as

Students in
their senior
year were
invited to
participate by
their
respective
faculties. Each
team consisted
of one student
from each of
dental
hygiene,
dentistry,
nursing,
medicine, and
phamacy.
Clinical sites
were asked to
designate a
member of
their team to
act as the
integrative
preceptor.
Overall, 24
physicians,
registered
nurses and/or
nurse
practitioners
from each
clinical site
served as
integrative
preceptors,
acting as the
supervisimg

case manager

student
intervent
ion was
offered
twice,
once in
each of
the first
two
project
years. It
consisted
of
several
elements
including
an
orientati
on
worksho
p’ .
ongoing
educatio
nal
sessions
and an 8
week
longitudi
nal
clinical
placeme
nt with
an
interprof
essional
student
team
-Students

also

Developed experiential
model of
interprofessional educatio
designed to extend
classroorrbased
interprofessional educatio
at Dahousie to the clinica
setting. 060S
An Interprofessional
Education Model for Tean
Based Transi
was designed with the
involvement of three
health

faculties (Medicine, Healt
Professions and Dentistry
for the purpose of
preparing pricensure
health professional
learners from dental
hygiene, dentistry,
medicine, nursing and
pharmacy to become
competent collaborative
practitioners.

Each of the patient group:
who

participated in the
Seamless Care
intervention hadhealthcare
needs thatequired a team
approach to their care an(
required active patient
involvement for desired
outcomes to be
achieved. Through their
assignment with these
patients, learners were
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well; The
criteria for
patient
participatio
n were their
willingness
to
participate
in the
intervention
, Which
included a
home visit
from
students,
and ability
to give
consent.
Included 18
patients
patients
with
diabetes,
the frail
elderly,
palliative
care
recipients
and patients
with stroke.
patients
with
gastrointesti
nal
conditions;
patients
requiring
physical
rehabilitatio
n; patients
requiring
nursing
home are;
patients
with

hypertensio

for the patient
as well as the
preceptor for
the tead
collaborative
work. Twenty
nine university
faculty
members from
within each
discipline
served as
discipline
preceptors,
acting as a
resource for
students
particularly for
discipline
speific

clinical or
scope of
practice
guestions.
Both
integrative and
discipline
preceptors
participated
along with
students in the
daylong
orientation to
Seamless
Care, as well
as
interprofession
al learning
sessions noteq
above

paticipat
ed, with
their
preceptor
s,ina
variety
of
interprof
essional
modules
delivered
faceto-
face,
including
topics
such as
interprof
essional
team
learning,
working
with
conflict,
reflectio
nasa
learning
tool,
interprof
essional
communi
cation,
learning
styles
and
reflectio
n and
reflective
practice.
Students
reported
spending
4105
hours
weekly
participat

ing in

actively involved in

the framing of problems
experienced by patients
and in workng with
patients to develop and
implement approaches to
their solution.

-goals for each team wereg
to
facilitate ¢
transition from acute care
to home or nursing home
care, and to

develop skills in working
with an interprofessional
team in planimg patient
care.

Students worked together
with patients to address
gap in the existing post
hospital discharge care.
The patient intervention
assisted vulnerable
patients in the transition
from acute care to the
community by facilitating
the patient g
familiesd ceé€
managing their illness.
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n; and this
patients experien
with heart ce.
failure
5. -there is growing support
for interprofessional
collaboration in health anc
social care, both natiorigl
155 and internationally.
hours of -When probed to reflect o
Purposive .| their participation in
- observati| . .
sampling ons and interprofessional team
47 meetings, nursing
a7 Semi and other professional
participants staff reported that they
- structure :
representing d were anxious about
various ) . engaging in dialogue
e interview . .
positions s were which was medically
within athere oriented, despite the neec
Reeves, S.| nursing ge to offer other, normedical
- with a . .
Rice, K, (floor nurse, ranae of perspectives to the patien
Conn, nurse heagllth care
LG educ_a(_)r), professio -interactions bgtween
Miller, medicine nursing and allied health
. .| nals from . .
K.L., (resident, | ethnographic WO staff duringmeeting were
Kenaszchu stan, . . study general markedly different, as t_he
k,C, & administrati and tended to be characterize
Zwarenstei| on internal by more mutual exchange
n, M., (clerical . of information
. medicine | . :
Canada assistant, (GIM) Tlnterprgfessmnal
2009 clinical settings interactionsbetween
manager), in 9 physicians and other
and the Canada health professionals withi
various Data " | these GIM settings were
other terse in nature.
- were . . .
professions . | -Interactions involving
oo thematic .
(dietitian, all physicians and other
physical an)z/al sed health professionals were
therapist and y rare. When they did occur
trainee). frianaula they were largely
ted 9 unidirectionali from

physician to other
professional asking for
clinical information or
requesting a patient
carerelated task to be
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carried out.

-argues that as medicine
was the firshealthcare
occupation to

engage in a closure
project, it has claimed
areas of high status
knowledge and has the
clinical

influence to direct and
shape most clinical
interactions. As a result,
whil e physi g
intraprofessional
interactions and
negotiations (with GIM
colleagues who share the
power

base) were rich in nature
and covered a range of
formal and informal
topics, they only
engaged minimally with
interprofessional
dialogues. In contrast,
interactions involving
nurses, therapists and oth
professionals as well as
intraprofessional
exchanges were visibly
different. These exchange
were richer and lengthier
in nature and

consisted of negotiations
which related to both
clinical as well as social
content.

6. |St ace
Legar
Poul i
Krywo
hko,

Dunn,
20009

Canad

n/ a

Qual

revi
anal

i-t a
e w/
ysi

Reviewe
d 54
publicati
ons for
theory
analysis
of shared
decision

Most slkeai-sd
mak i moglel s w
as |l ogically
failed to er
and had | i mi
descriptionstg

deci-md kipm @ c €
Fi ngds nhi ghl i
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making
models
and
determin
e how

t hey(
relevant
to IPC in
clinical
practice

need for a
more incl usi
approach

Lown et
al. (2011)
Canada

n/ a

n/a

o C
Do Q
o —
_ -
< ~

describe a 7
be used to
I mpl ement , &
continuing ¢
curricula irn
i nterpnaf esk
deci-ma loiamg
decision sugq
| PC andesh-asr
makiam@ i n n
I mpr ovement
practice

Politi et al.
(2011),

Camada n/a

Qual i ti
i ew/ t henla
anal ysi

providers ne
communi cat e
S hsaernesde o f
sponsi bilii
ti ent
undati o
f

n f
pport o]
clude: t
enti fy t
| emmas a
t i e nstosnba |
cisional,
eds,cprat e m
decision sug
commucnat i on
pport pat.i
ment , and tH
wor k col | abad
communi cat e
member s of t
i nterprofess
care team.

r
h
h
S
P

SO o T Twn HhTT T
O DY TS O DD

9. | Col, N,,
Bozzuto,

n/a

Qual i ti

i ew

Shadedi-ma kjnn
with or wi t H
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L., deci sion aic
Kirkegaard to ensure hi
, P., for patient g
Koelewijn Suggest a se
TVan teaching met
Loon, M., propose pr efq
Majeed, conceptedof ¢
H., Jen deci-md kiarsg n g
Ng, C, & areas: ound
Pachece concept of §
Huergo, acquiring re€
V., Usa, communi cati ¢
2011 facilitate 9
under standi
I nterprofess
sensitivitie
under standin
di fferent pr
within the 1
pri ncaarrye gr o
acquiring re
i mpl ement SI
10. | P lquette, | Purposeful | Qualitiative Semi During the precrisis
Scott sampling structure | period,healthcare
Reeves, & | was used to d professionals reported
Vicki R. recruit our interview | sharing a common goal:
Leblanc, | participants. stoget |[606j oi ntly pr
2009, healthcare more care to each patient of the
Canada professional answers |u n i t appropriatety
s (nurses, (as address
staff opposed [pati ent sd acd
physicians, to focus | complexity,
and group intraprofessional and
respiratory sessions)| interprofessional
therapiss) collaborations were
perceived as essential:
-during crisis, A detailed
understanding of the
specific patient was no
longer the focus of team
me mber s 6 tleef f
they worked towards
taking the proper set of
actions to resolve the
Crisis.
11. | Coleman, | Purposive | Qualitiative Self interprofessional
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M. T., sample of | longitudinal assessmg ambulatory clinical
Roberts, | nurse cohort study | nts of training in primary care
K., Wulff, | practitioner team where learners work
D., Van s, family compete | together providing care to
Zyl, R., & | medicine nce skills| patients can contribute to
Newton, residents fostering both positive
K. (2008). | and social learner #itudes toward
Canada work interprofessional work anc
studens development of team
skills.
12.| Coté, G., | Purposive | Qualitiative Historica | there is active promotion
Lauzon, I and networking, concrete
C., & Kyd- environ | frameworks and funds bu
Strickland, mental | few published results
B. 2008, scan regarding th
Canada (historica| implementing IPC in
| over 10 | healthcarerganizations.
yrs- As experience with the
reviewed | approach accumulates,
52 evidence should grow.
documen
ts
13.| Schroder | Purposive | Mixed Intervie | Pilot testing of CPATdol
etd., method ws and | resulted in validating it as
2011, Qualitiative guestion | a reliable tool for
Canada (questionnaire | naire measuring healthcare tea
with open member sdé per
ended working collaboratively.
questions) and
guantitative
factor analysis
14. | Kvarnstro | Purposive | Qualitiative Semi Weak IP team functioning
m, 2008, | 18 swedish structure | resulted from their
Sweden health d perceptions of lacking
profesionals interview | organizational support,
s and difficulty connecting,and
survey | from experiening
followin | difficulties in using
git. collaborative resources to
arrive at a holistic view of
the patient
15. | Campbell, | Purposive | Qualitative Conduct | -Active involvement
Stowe& sanple descriptive ed i n oneds owr
Ozanne, | Purposeto | design analysis | appears to be a cornens&
Usa, 2011 | examine of of recovery for people
Outpatient | organizatio organizat| with psychiatric
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Communit
y Mental
Health
Clinic In
Southwest
ern Us

nal factors
that
influences
IP practice
within a
decision
support
environmen
t focused on
mental
health issue

ional
elements
of the
decision
support
centre
that
fosters IP
practice
and
mental
health
patients
support,
through
peer
support
groups
and
worksho
ps,
computer
based
decision
aids, and
workshe
ets on
the use
of
psychiatr
ic
medicati
on.

disabilities, and shown to
improve clinical outcomes
In primary care settings fq
people with depression .
-Shareddecisionmaking
for a person with
psychiatric disabilities has
been identified as an
implicit part of the
recovery process.

-initial and continued
training is required for
successful implementatio
of interprofessional
decision support. Financig
incentives such as paid
time off for training and
paying for
accommodations and
transportation will suppor
professional training.
Sign/essential to the
guestion:

-The shared decisien
making process between
provider and patients with
psychiatric disabilities,
including the use of patier
decision aids, has only
begun to be researched a
discussed in the méal
health literature.
-Coordinated and ongoing
IP communication,
continuing professional
development, and decisio
support technologies are
essential to support
delivery ofhealthcare
services in mental health
practices.

- Since there are many
challengs for a person
with psychiatric
disabilities in making
decisionsaround
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medication use, the
potential benefits from
interprofessional decision
support programs for
people with psychiatric
disablities need further
research.

16. | Schmitt Purposive | Corresponden( n/a Literature on physician
(2011) US e patient decision support,
but lack in literature for
the interprofessional
support perspective
17. | Mitchell Purposive | -cross - Partial | -commitment and
Parker & | sample of | sectional least attraction to their team
Giles, a7 guantitative squares [lenhances mer
2011, interprofess| design (PLS) to work together
Australia | ional teams | Dependent structural| cooperatively.
in a tertiary | variables equation | -professional identity play:
referral professional | modellin | a deleterious role by
hogital in | diversityA no. | g (SEM) | moderating an inverse
New South | of professions | was used| relationship between
Wales, in their team, | to diversity and
Australia independent | analyse | effectiveness, suggests th
variables the data, | professional dissent may
threat to asitis increase the negative
professional | less effects of diversity.
identity, team | vulnerabl| (Results:39% response
openness eto rate: an inverse relation
measure | ship between openness a
ment identity threat, and a
errors positive relationship
and between professional
effects of | openness ahteam
outliers, | identity. Also diversity
as well | was positively associated
as can be with effectiveness at the
used to | low level of identity threat
analyze | and a high level of team
data identity)
from - management of
small interprofessional teams
samples | should incorporate
ranging | interventions aimed at
from 30 | developing shared goals,
observati| shared vision and a sensé
ons. It of interdgpendence that
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has contributes to team
proven to| attachment and
provide | identification.
more Essential to the question:
accurate | to further research and
correlati | develop the concept that
on interprofessional
coefficie | composition may not
nts and | always be linked to
significa | improved performare
nce -One of few studies to
levels. examine the impact of
-Two team identity and threat tg
different | professional identity in
question | relation to diversity in
naires profession and not
were demographics.
used to | How findings support
collect thesis:The performance
data, and| and compositions of a
measure | team depends on the tear
d menber 6s per ¢
response| social identity, g. strong
s using a| sense of team identity
7-point | improved performance,
Likert threat to professional
scale. identity is perceivefy
- stimulates hostility
variables | towards other professions
(professi | and reduces team
onal effectiveness.
diversity,
team
identity,
threat to
professio
nal
identity,
interprof
essional
openness
, and
team
effective
ness).

18. | Coulter & | Pumposive | Data collected| Ethnogra| -reveals the complexity
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Salhani,
2009, Ca

sampling

Data
collected on
one unit of
a 368 bed
urban
psychiatric
hospital in
Canada
The
following
unit
professional
s were
interviewed
. seven
psychiatric
nursing
assistants,
SiX
psychiatric
nurses, two
psychiatrist
S,
psychiatric
residents,
and so@l
workers,
and one
medical
resident,
head nurse,
psychologis
t, research
coordinator,
occupationa
I
therapist,
physiothera
pist,
pharmacist,
chaplain,
and ward
clerk.
Associated

overa 12
month
ethnographic
study focused
on
understanding
the actual
relations
among
professionals
in
interprofession
al healthcare
work
processes in
institutional
and
community
settings. The
data gathering
process for the
part of the
project
presented herg
took place
over a6
month period
in the mid
1990s.

phic
methods
included
interview
s, and
intensive
observati
ons of an
interprof
essional
psychatr
ic team
in all
aspects
of its
work,
including
interactio
n among
team
members
, patients
and
family
members
supervis
ors and
administr
ators.

-IP
psychiatr
ic team
of 48
unit
professio
nals were
interview
ed and
recorded,
while
informal
gathering
s and
discusio
ns were

and robustness of micro
political dynamics
(Reveals politics in IP
context is an integral
process in the formatmof
formal and informal
alliances) in the
constitution of
professional and
collaborative
interprofessional work
relations.

- Imp to question b/c
growing literature is found
to offer strategies to
accomplish IP team
building, individual
behavior changes,
communications, but thes
often ignore the resultant
constitution of competitive
and political system of
interprofessional teams.
-The nurses employed
dominance (power over) t
achieveautonomy from
psychiatry, resist the
intrusion of other
professions otheir work
content,

develop and deliver
desired work roles,
exclude others from these
desired roles, and
expropriate the work of
others (e.g. Formation of
alliances and informal
agreements between
psychiatrists and nen
medical professionals sug
as nursesreated struggle
aroundpatients; treated ag
objects)

-concepts of power,
interests, struggle,
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disciplinary
department
heads,
nursing
supervisors,
senior
nursing and
psychiatic
administrat
ors and
hospital
administrat
ors were
also
interviewed
in 45 min
sessions

also
documen
ted. Data
was
transcrib
ed and
analyzed
using
ethnogra
phic
coding
and data
analysis
strategies

alliances, and ideology
can help us understand a
explain dynamic
interprofessional
processes, professional
strategies and tactics, anc
their consequences.
Cana political a dilemma
of governance in the heal
organizations contributes
to the intensity of political
struggles.

-suggest that because of
the reduction of
organizational,
administrative and clinical
power of the medical
profession by the actions
of the statesanctioned
managerialism and other
health professions,
professionals will retreat
to the safety of their own
professi onos
rather than become
magnanimous advocates
for interprofessional
collaboration- further
suggest that in the absen
of an imminent
reformation of the whole
system of healthcare
professions, there must b
a formal political process
to regulate and adjudicate
professional and
managerial interests and
claims for organizational
and work prerogatives an
advantages as walk the
complex ethical
difficulties involved in
interprofessional work.(
Psychiatrists believed
aetiology of mood
disorders to be
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fundamentally biomedical
and perceived treatments
other than
pharmacological and
biomedical therapies as
unscientific. Nurses
formed groups and
performed various types ¢
group and individual
therapies, assuming they
were within their nursing
mandate.

19. | Ki | fo
2007,

Halifax

Purposive

Mi x ed
Quantit
Cross
secti
HC
profess
parti ci
guidance
counsellora
youth

worker, three
social workers,
a police
officer, a
family
physician, a
community
health

nurse, a mentg
health
counsellor, an
occupational
therapist, and
two nurse
practitioners.
Participants
consisted of
professionals
who were
working in a
rural
Newfoundland
community

on

and who had

Mixed
methodol
ogy was
used for
the
research
design
and all
professio
nals
participat
ed in
faceto-
face
interview
S

Professionals identified
increased

support, feeling valued an
respected, and improved
decisionmaking as
benefits for

them professionally.
Participants saw teamwor
as advantageous in treati
mental

health issues because it
provided comprehensive
care that assisted in
keeping patients/cliestin
their home community.
Drawbacks were that
interprofessional
collaboration can be time
consuming and it is
difficult to maintain
patient/client
confidentiality in a small
community. Factors that
helped enable
interprofessional
collaboration included
familiarity and trust,
physical proximity, being
located in a rural
community, and
professional
connections and
commitment to the
community
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completed the

while challenges to

Rural Mental treating mental health
Health included a lack of
Interprofession facilities, programs, and
al Training human resources, aeiv
Program. as high workload among
professionals.
Their connection and
commitment to the
community seemed to
strengthen collaborative
practice, a finding that has
not been discussed in the
literature to date.
there were no dedicated
resources to coordinate
mentalhealth
services, and most
professionals had minima
training and experience in
treating mental
health.
20. | Margison, | Purposive | Case study Mixed Although the team concey
2009, CA design methodol| is not a new idea for
ogy, healthcare
Audio reform (e.g., World Health
and Organization, 1988),
video Herbert(2005) proclaimed
taped 2 | that a change
worksho | in practice amongst heatt
ps with | care professionals has no
13 hc been successful in the pa
professio| because there was no
nals and | cultural change.
1 patient,| for interprofessional
The practice to be a reality
recordn | there
gs were | must be a cultural shift
transcrib | away from health
ed and | professimals being trainec
analyzed | to practice in
using the| intraprofessional silos to
Roter the adoption of education
Interacti | and training programs tha
on promote
Analysis | collaborative patient
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System | centered practice as a
(RIAS), | practice orientation
analyzed | increasing the number
data with | of healthcare
chi- professionals trained for
square | patient-centered
standardi| interprofessional team
zed practice at
residuals | both the entry and practic
levels, and encouraging
networking and sharing of
best
educational practices for
collaborative patient
centered care (Herbert,
2005).
An examination of the
categories with variabtly
indicated that the majority
of the interactions were
taskrelated and that the
response
patterns varied depending
on whether the categorieg
were grouped according t
participant, workshop
group, or profession.
21. - differences in way dif
Di r e ( professions interact
Bal esd |Ob s e 1 -inequality in
At wal |[Repregl nter ac/i on a l participation
Cal dw|i vreand|Pr oces s/ St udy-docsdominate mtgs
2005U|jsampl eAnal ysi|( 14 {-unequalparticipation
was Uusemeet iwithinnurses
) - This will hinder patient
care
22. | Haverkam,| Review Review over | Intervie | -professional identity is
Robertson,| over last the last decadq wed 7 defined as a construct
Cairns, & | decade doctoral | involving acquisition of
Bedi, purposive studens | disciplinespecific
2011, of knowledge, skills,
Canada psycholo | attitudes, having pride in
gy and | the profession, and the
psychiatr | internalization of the
y values and philosophy of

the discipline. It is not
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deliberately constructed,
but is believed to be
acquired through the
proces of professional
socialization in graduate
school.

-Greater participation by
psychologists in the
healthcaresector has been
recognized over the past
decade based on increast
awareness that
psychological wellbeing is
important to overall health
The rert stated 70% of
consultations with family
physicians involve
psychological problems
and concerns.
Unfortunately,
psychologists are under
utilized in the health
sector, and there remains
insufficient funding for
psychological services.
Also, most mental émalth
services are delivered in
the private sector and
available to few
Canadians.

2-Greater participation in
health sector has also bet
faced with

as several authors
reported physicians and
psychologists have limitec
knowledge of the culture
andcontat of eaq
work. Psychologists need
to familiarize themselves
more with the operations
of thehealthcaresector,
including rules and power|
structures. Family
physicians reported a lack
of familiarity with the
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scope of practice and
training of psycblogists,
and how that training
differed from those non
regulated professionals.
-Recommendations made
included advocating for
accurate representation o
counselling psychology
credentials in the
workplace and educating
other health providers on
the trainng and identity of
their profession.

23.

Barker,
Bosco &
Oandasan,
Canada,
2005

Snowball
sampling
technique.
Initially
surveyed
informants
from
various
professions
across
federal,
provincial
and
territorial
government
S,
healthcare
and
educational
sectorsm
Canada. In
the survey,
respondents
were asked
to name
others
whom they
believed
should

be included
in the scan

because of

Grounded

theory analysis

to identify
factors
associated
with IPE and
IPC practice
initiatives.

Web
based
survey to
identify
key
informan
ts, and
then
conducte
d semi
structure
d
telephon
e
interview
s with
the key
informan
ts.
Intervie
ws were
transcrib
ed by

a
contracte
d
administr
ative
assistant
and
analyzed
using

The medical profession
posed challenges in terms
of cultural beliefs about
collaborative practice and
interprofessional practice,
as they were more resista
to reaching out to and
joining with other
professional graps.
-Champions are defined &
individuals who had majo
roles in being
communicators and
convincers in
disseminating information
about IPC and IPE
initiatives. They are
needed to
change, interest and
commitment across a
variety of stakeholdsr 6 6
-professiona
important to consider and
so the difficulties of
changing entrenched
professional beliefs and
cultural prescriptions of
how to educate health
professionals act as a
barrier to the success of
IPC/E initiatives.

7

0 ¢
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their grounded
expertise theory
and/or analysis
experience. techniqu
es and
NVivo
was used
to
support
data
analysis.

24. | Ateah, Purposive | Focussed Quantitat| Ateah et al. (20103tated
Snow, 51 Pre group sessiong ive a profession specific
Wener, licensure in classrooms | modified | stereotypes exist ever
Macdonald| students and experime| since students complete
, Mege, from health | collaborative | ntal pre | their professional
Dauvis, professions | practice test, programs and begin
Fricke, at the settings. posttest | careers with certain
Ludwig, & | university design perceptions or
Anderson, | of Manitoba| To determine understandings of other
2010, health professions that may or
Canada perspectives o may not be accurate. The

other
professions,
students filled
out a Student
Stereotypes
Rating
Questionnaire
(SSRQ) which
consists of a
five point
Likert-type
scale ranging
from 1 (very
low) to 5 (very
high). Each
group

rated health
professionals
on nine
characeristics:
academic
ability,
interpersonal

skills,

perceptions remain as
unchallengd ideas
because the students do
not have opportunities for
direct interactions with
students from other
professions.

- Learning together in an
interprofessional
environment can make
important contributions to
the perceptions of health
professions. Such gg
learning experiences can
help students establish
effective and collaborative
working relationships in
the healthcare team.
Following participation in
interprofessional
education, students in this
study rated all
participatinghealthcare
professionalsilgher than
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professional
competence,
leadership,
practical skills,
independence,
confidence,
decision
making, and
being a
teamplayer.

they were rated prior to th
interprofessional
educational experience.

25.

Cihc,2010,
Canada

Representat
ive random
sample

Grounded
theory Design

Method
working
group of
CIHC
volunteer
S
provided
oversight
and
advice
on the
develop
ment of
the
Canadan
Interprof
essional
Compete
ncy
Framewo
rk. An
external
group
was
contracte
dto
review
and
summari
ze the
peer
reviewed
and grey
literature
as well
as

Effective IPC is depender
on six competency
domains, as outlined by
the Ndional
Interprofessional
Competency Framework:
1) interprofessional
communication

2) patient/client/family
/communitycentred care,
which promotes sharing
information with patients
(or

family and community) in
a way that is
understandable,
encourages disission, ang
enhances participation in
decisionmaking. In
patient/client centred
collaborative practice,
patients/clients are seen &
experts in their own lived
experiences and are critic
in shaping realistic plans
of care.

3) Role clarification is one
domain in which
practitioners should be
able to describe their own
roles and that of others,
while also recognizing the
diversity of other health
and social care roles,
competencies, and
responsibilities.
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selected | 4) team functioning
compete | 5) collaborative leadershiy
ncy 6) interprofessional
framewo | conflict resolution

rks.

26. | Health Purposive | Qualitative visits to | -Implementing IPC, and
Force descriptive colleges | establishing a firm base f¢
Ontario, design and IPE requires the
2010 universiti | commitment of a range of]

es to stakeholders, including
explore | regulatory boeks,

the healthcargrofessional
perceive | organizations, academic
d institutions, hospitals,
benefits | insurers, community and
of IPE support agencies,

and ways| organized labour,

to researchers,

improve | patient/consumer groups,
its government, crown
impleme | agencieshealthcare
ntation in| professionalseducators,
the administratorspatients,
educatio | and families.

n sector | -Committee developed
Followin | four key recommendation
g the and identified associated
scoping | activities. These provide
reviews, | an effective framework fo
site visits | implementing

were interprofessional care:
undertak | ABuilding the foundation:
en at creating a firm foundation
represent| upon which key

ative interprofessional care
colleges | activities can be

and implemented and
universiti | sustained.

esin ASharing the

Ontario | responsibility:sharing the
so that | responsibility for ensuring
Working | that interprofessional care
Group strategies are effectively
members| implemented among
could interested parties.

learn Almplementing systemic

196



Patient involvement in IPC

firsthand | enablersproviding

about the| systems, processes, and
perceive | tools that will allow

d interprofessional care to b
benefits | taught, practised, and

of IPE organized in a systemic
and way.

suggest | ALeading sustainable
ways to | changeleading

improve | sustainable cultural chang
its that recognizes the
impleme | collaborative nature dPC
ntation. | and embraces it at all
Intervie | levels of thehealthcare
wees and educational systems.
expande | --IPC benefitsservice

d from improvements to patient
the care delivery (see Figure
institutio | 2), including:

nsé (A increased
and healthcare

program |A i mproved g
leaders | people with chronic

to diseases

include | A dtension and conflict
the among caregivers
faculty, |A better wussg
staff, and| resources

students |[A easier r eq
involved | caregivers

with A 1l ower rate¢g
interprof | turnover

essional

educatio | IPC not only benefits the
nin patients, but professionals
various | share the burden, reducin
capacitie | stress, burnout, and

S. increasingob satisfaction.
Project

informati | Found t her ed
onand | commitment to IPE across
interview | Ontario that can be
questions| sustained through sharing
were sent the knowledge of IPE with
ahead of | schools and organizations
the visit | concerned with health

197



Patient involvement in IPC

to key sciences education.
site
corntacts. | Developed Integrated
Telephon| Interprofessional
e Education Modk a new
conferen | framework serving as a
cing was | guide for teaching and
used for | assessing interprofession
some competencies.
participa
nts.
Face to
face
interview
s with 9
colleges
and 12
universiti
es
27.| Who, 2011| Representai Tot al o/ Asurvey|Someuntries
verandom [countrijwassentiprovi de dat g
t he WH({toall i ndi cators (
regi ons/Member [provide budg
Af ri ca,| States heal tsh cmacree i
Amer i c aand wi th hc)
We st er nAssociat | Out pati ent f
Paci ficle and primary
Easter nTerritori ([vary bet weer
Medi t er|es. (70% SEA coU
Eur ope,|Data reported hay
East As|were hal t h pol B&2Y
obtained | of t he popul
from184|cover ed)
of 193 More ment al
Member [pol i ci es pr €
states, and South Eeé
covering|Eastern Medi
95% of
WHO
Member
States
and 98%
of the
wor |
populatio
n.

198



Patient involvement in IPC

Atlas
online
guestion
naire
(Word
version
available
upon
request
28. Watt s quantitati Wor kil oad s
: . unpl anned di
Piers 121\8i ct o|ve .
Representai . . .. linadequate ¢
Gar dn criti c & descripti )
ve random . lcontribute t
2006 nur ses |vedesign . .
i mpl ement i ng
l rel a Survey
pl an
29. - Faculty attitudes are
believed to be a barrier to
successful implementatio
of interprofessional
education (IPE) initiatives
Medi cin within academic health
Phar mac sciences settings
Nur sing -Medi cal fac
Curra Sodi &Nor had | ow mear
Sha.rpRepresentaiprogran compared to’
Forlsverandom FacultySurvegfaculty on &
2007 Me mber s towards | PE
Canad Me mor i a -Neither age
Uni vers experience &
Newf oun educators af
Ont ari 9 attitudes tc
t eamwor Kk,
-Femal e facu
faculty who
experilemk eh a
hi gher mean
30. 39,017
?E?'icgla -defined rol
CargiolQuantitatcollaboratic
| . ive communi cat i ¢
Thoma|Representaii npati e .
: comparatle x pect ati ons
2008U|jverandom |r ecei Vv €g. .
on ene|veCas document at i ¢
. g Studiexpectati ons
i nter me .
: i nfl uenced |
and int
care un

199



Patient involvement in IPC

Used

nf eren

stati

st

y S

200



Patient involvement in IPC

APPENDIX B
Contextual observations Notes
Day 1

Meeting is led by the Nurse Manager, the physician is present as well as a group of
nurses.

Discussion of patient status, medically cleared to go, bed situation and potential

di scharges discussed. A Nur se asaftesthdgd he ph
patient | eaves? Transfer to psychiatrists?
Anot her patient has no place to go, put hi
itds too long the Nurse says itodos a housin

My impression ighat there is a huge issue in the communication dumegting based

on the professional sbé perspectives of what
perhaps clash of cultures and core values, the perception of wellbeing of patients from a
phystian, versus social worker versus administrator at the unit.

AThereds a | ack of resources, this 1s hug
coupl es. Thereds a soci al pr es sheingepiedteo di s c
versus Nurses thatdec r i be t hemsel ves as advocates fc
says to me.

| see Nurses advocate for care while physicians mostly focussed on medication and not
necessarily aware of the patientoés full st
Thiswasndét mentioned at all during the meet.i
between nurses and social workers about why the doctor wants to keep a patient they
believe can be discharged. | see the issue and focus of my project is not discharge but
admi ssion of patients and the inpatient ex

Day 2

Meeting with nurses, no physician. Charge Nurse, Nurse Manager, Pinewood addiction
counselor and community support workers present. IPC meeting was led by Nurse
Manager. Talks about inpatient trafers to outpatient facilities and process. Patient is
responding to ECT treatment, Manager seems to really know the patient and open
communication observed between Nurse Manager leading theng&fingwith nurses.

Nur se Manager asks shoyofahss patient?.oTalks okthre patient h e
and involving his mother were mweek ammned.
patient was described as being receptive to treatment and family is cooperating and
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understanding. Another patient is waitirfgr Ontario Shores (outpatient treatment
facility) and does not want to go home so

Another patient is waiting for test results, patient is psychosomatic when it comes to
meds. Can she go home and wait for Ontario Shores? A mmsegers: No because
shedol l |l ose her bed. Nurse in Charge is de
consider alternate accommodations when t hi

A third patient doesnot want t o glist, home,
schizophrenic. So needs to be connected to ACT team and fully supported by community.

Nurse Manager asks: |l s there any progress
accepted into a nursing home, beo sineeenithl | see
her condition she cannot meet a lot of criteria unfortunately.

Nurse Manager: we have several patients in EMERG, he will require a bed so we need
some movement. Nurse Manager from 8:10 meeting communicates with Nurse Manager
leading IPCmeeing.

Day 3

IPC meetinghas a Durham Mental Health Counselor, 2 CMHA Case Managers, 2 Social
workers, CCAC coordinator, Nurses and 2 Patient Care/Nurse Managers.

Meeting is led by nurses mostly today, and community partners. No physicians involved.

Meetirgs were more efficient today, much more patient focussed, and individuals were
volunteering to look after patient/update patient with information and talk to the patient.
initiative driven, and patient <cenheekr ed me
with patient x to see iIif theyoére falomar e of
ups s chedul edo

Also, environment of meeting was more relaxed and everyone got a chance to contribute,
not intimidated since physician is absent (my thought righw?) and more open
communication during themeeting This is different from day 1 when nurses and social
worker still communicated concerns between each other and felt disagreement with
resolution of some patient cases.

Day 4

Discussion of patient, rehabhill not take him so what are the next steps, Nurse Manager

asks. Choice to make as an adult, the doctor said that to the patient previous day. CCAC
have already been connected with him before he was last discharged. He was offered
choices, before he wassdharged, so we just need an EOD to get services in place. The
Nurse said we told the patient we cannot g
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My thoughts: Again there was no physician presemh&eting One is on vacation, and
theredsdoot g9r oagegsi gned so whoevcearl |t adkoecst oa a
During IPC meeting, on call doctor is upstairs working on discharges while the rest of

the team attendetheeting It seems that doctors in general do not believe in attending
meeting is a necessity or priority, and the team of nurses and social workers and
community members affiliated are the ones who take the lead, and are accountable for

di scussing pat ifodow-upsmih patientsumantionednnghe eeeting that
Doctor so or so had the conversation with patient x. or talked to mother of patient y, but
the next steps are often determined by the
recovery process, the inpatient experience shaped through them. | recall the socia
worker was offering an 82 year old female patient the Bible and making her happy. And
another from previous dayodés observation vo
options as to where they want to go after discharge and treatments available.

Thereds pressure to di s crheatingare talk bfinwunberof s o f t
beds available and length of stay. | recall a Nurse Navigator who walked into the meeting
asking who the doctor in charge is. Frustration comes from stigma perhapkeoial

Heal th staff as the Nurse Manager and oth
meetings that take place prior to the IP@eting. Other units they feel are given more

priority perhaps, to treat their patients, not sure so | need to investigagbartarough

my interviews what the perception of mental health patients is. Some more thoughts:
having to get to know your patient at the unit, is the patient discharge affected by
diagnosis, are patients being discharged because of their behaviours,andhe
reasons, what i1 f i1 tds because patients hav
discharge planning be affected?

Day 5

Discussion between the Nurse Manager and myself about reasons for discharge.

Di scharging pati ene¢mettheodRdengthnobssay makimwmrandt h ey 6
have to | eave, i f itéds because patients al
team dondét want to handle those patients,
the benefit of the patient really.

The Nurse Manager beginmeeting Reads through the list of patients, status of
discharge, are they ready to go, need to speak to the doctor to confirm.

Patient x is having an ECT so wil/l be disc
surgery after ET is done. Then we need to know the next steps, make sure we have a
CCAC referral in, the Nurse Manager says.
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CMHA representative states he met with another patient. Nurse Manager says patient is
supposed to be discharged Saturday, today is Mondaydthis n 6t happen so v
speak to the Doctor about that, we just do

Another patient came in last night, never heard back from Ontario Shores because the
Shores are waiting for MRI results.

Another patient t he doctor wants to make ALC, heo:
says. But heds not ALC, hebds stildl active
assessment and Ontario Shores wono6ét take h
hugely decompensated (behavioural problems and yells at the Nurses all the time).
Another Nurse Manager says, we should do our due diligence and get the referral going,
worst thing that will happen is if they say no, if no then we can get back to boarging ste

and see what options are there.

Thoughts: During the meeting, patients receiving ECT treatments are quickly looked at,

ok we canot do anything about the dischar
discussing the next steps or how discharge véll Question now is if the treatments
patients receive hinder the discharge pl an

Day 6

Patient is doing ok with the patch itdos f
going to have to look at fimtegrating her back. We need to m@eoplearoundso we

can have room for 2 people wedre admitting
We need to get the script from Doctor to move things.

Nurse Manager asks, how is patient doing, is she supposed to be discharged today?
Nurseanswets | donodot really know what the plan
only in the &' day. Another Nurse says | met with the patient yesterday and she may be
interested in our Drug Program. Nurse Manager, Excellent. The doctor has his meeting
today,so hopefully the patient wi | | be prese
Manager communicated the two patients being admitted into clinic and the doctor said

will do well just on the floor here. 2 females and both are on form 1 and are short stay
andn ot Pl CU. So thatdés why we can do some
suitable for RASU and theredre 2 patients
discharged.

My thoughts: communicating information from the ER meeting gives everyone a chance
toknow whatoés happening with the patients
admittance. For my thesis I 6m hoping to ta
process more effective for meetings and R€eting and how they can be more patient
focussed.
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Day 7

The Nurse Manager again is leading theeeting Social Worker, 4 Nurses only, no
DHM/CMHA/Pinewood partners, "6nurse came after 10 minutes. Charge Nurse is
absent, also a team leader who does assignments of beds and coordinate floor in
conjurction with Nurse Managers at the Unit. Key players from community agencies are
not present, affects discharge process.

Patient x has been here 10 days, and we need to find out from Doctor when she can be
di scharged. Too bad we tbdefl Gstabohtdhe eisclaarget e a m
plan.

Patient y has been accepted to Ontario Shores, and just waiting to go.
Patient z, we dondét know if sheds going to

Patient m, donot falonsupwietitt heeo ¢t avre, ondeded o & og e
actually 3% diagnosis.

Patient n, mom keeps calling, she also needs a lot of help, this should be counted s
Adoubl ed because the patient and mom both

We 6| | | et Doctor know not to | et everyone
meant).

Patient o, has been here for 13 days and will go by end of this week.

Patient |, 13 days and supposed to have go
see what weodre supposed to do.

Doctords meeting with t hke wilagiteihenndischarge mor r o
afterwards..

Social Worker: | met with him today and his family, and educated them about depression.
Hebés pretty much hooked up and ready to go

Talks about another patient, outburst and delusion medication, but nothing is gorkin
the patient says Al eave me al oneo, and we

My thoughts for the day: giving the patients too much power can sometimes increase
l ength of stay |1 d6m thinking. |l t6s stildl t
according to need of treatment, why let patients get to decide and say no?

Day 8
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Much larger presence of staff, about 10 people, nurses, Nurse Managers and Social

Wor ker . A Nurse says f@Pi newofolldw-updos. nDootc t loe r «
came in te middle of meeting and spoke to the board with patient names and los status,

he said Al od6ll talk to this patient and ple
on Monday 8: 30amo. Doctor seemed knowl edg
asoooperative. 1tdés my first time seeing hi

as he asked the Nurse Manager about the list of patients

Nurse Manager asks Nurses and Soci al wor k
about patient z? Dowe needtopuh a soci al work referral?0
Patient z |ives in Windsor, supposed to be
why not discharged today. So weoll talk to
Day 9

Meeting includes Charge Nurse, Nurse Manager, $d¢@ker, and Case Manager.

Nurse Manager asks, patient x has a son, w
all to visit her? Have you had any contact with him?

Nurse answers | think they need a lot of support in the community.

Nurse Manager sayss k we 61 | have to talk to Doctor i
continue medication there because she does

With patient z, everything is ready and th
discharged today.

Patentmcase worker had seen him a few times
still here. Nurse asks if could move patient to rapid assessment unit (RASU).

Nurse Manager asks whatodods good for the pat
may getupsetihoves t oo much, so ités not a good i

Case worker says fAitherebébre supports in the
but the patient says no and threatened to

Nur se Manager 9 spgaktoth&doctowvand rhakevaalecision, and tell the
Doctor what exactly this patient said. o

Patient n, he knows he needs to be discharged and is good to go!

Thoughts f or tneaingtha patient das beeromentignédsa few times as
well as their family involvement. How the patient reacts to their movements in the unit to
create capacity was also taken into consideration. No physician was present at the
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meeting i to6s very frustrating that we s8s€onoét l
take place, so options A, B, C, D but when
times, nurses can proceed with discharge but doctor likes to see the patient again before

they | eave, the Nurse Manager expsbthisned t

slows process down. This is a very physician driven process when Nurse Managers are
the ones accountable for discharge numbers and charges. Nurses are hesitant to make
decisions for discharge even when an order

Day 10

No social worker, no physician present. Nurse Manager is leadiegtingagain,
theredre nurses and a CMHA rep.

Nurse Manager: Did we check if patient x had interest with the CMHA program? The
CMHA rep answers she hasndét had a chance vy

Nurse Manger says we can move patient y to RASU. Patient M is starting ECT, and
dondét know if the CTO coordinator was here
gave her my information and told her | et m

Nurse Manager: Pient z is extremely abusive, get in touch with OGB. For patient m we
need tdollow-up with doctor because | need to know how his meeting went.

My thought s: thereds a | ot of pressure to
pressure to move people ®A S U . No soci al wor ker present,
need to go, with a plan in place but it os
di scharge and no response from the doctor.
PICU admits downstara nd we have 10 in RASUOoOE

Day 11

Nurse Manager, Nurses, CCAC representative, social worker are all present, but no
physicians again..

Nurse Manager: APatient x is here for 14
CMHA, going to transition to DiabeteBatient |, we need to speak to doctor to see if she

needs ECT. Patient o had a weekend pass and went well, so need to speak to the doctor to
see if sheds a possible discharge since we
pressures today. Patient yas form 1 and we may need to do a referral to home care.

|l tés frustrating with patient b because pa
to support but the doctor refused to discharge and wants another week because he wants

to make sure the pafit has a 24 hour program. Patient A, the doctor would like him to
stay here for a week to stabilize but CTO
EMERG and 2 to be seen still, 3 confirmed
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and maneuverRatient d has been here for 51 days, and still has no plan set because the
doctor missed the meeting and when the Nurse Manager spoke to him, the doctor said Oh
just do whichever plan you think works. o

Day 12
CMHA representative, case managers, Nurse Marmand Registered Nurses present.

Nurse says: patient x0s daughter is very
frequently. The Nurse spoke to patient but still happens; even though the Nurse said to
her she can get chabgeadal sbtosnfbaeénbedawons éc
who never smoked in her life!

Nurse Manager: Patient y has no housing available and patient wants to stay until she
figures out where to go, but we expl ained
casemaager to see. EDD is for patient z, web
we have to wait for the doctor and heds he
has been here before, 1 day so far but dealing with same nurse from last time. Patient m,
CTO and needs housing, meet with case mana
the doctor, so he said try ECT, the doct
whatever you guys decide go for it.

Nurse Manager: Dr. A needs to be spoken to, he neeasike a certain decision. Client

is here for 61 days. We referred him to On
new meds, and after weoll reapply for the
trying something or doing something about it

My thought s: Il tds frightening and frustrat
making orders do no advocate for the patient. when the nurses can only do so much and

the Nurse Manager organized the meeting to figure out a plan with everylmody a
advocate for this patient, the doctor refused to come and said you guys go ahead with

wh at you think??.. SO nurses can only dis
because they know the patient isndtnéteady
had his meeting even. The patient is not being considered at all by this act!

Day 13

Thereds a sense of frustration in the atm
running around tal king of patientsd plans.s, The ¢
al | tal king together, some discussing pati

situation yet with EMERG admits etc. Everyone gathevsindpatient update board and
await the Nurse Manager 6s arri vakveryofldhose n
el se. Another nurse answers itdés Dr. C, an
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Meeting begins. Nurse Managers says, patient x, nurse answers we changed medication

and hedés responding sl owly. Pati ent y is
patients in ECT and the waitlist is until August. Patient z, a nurse says: is very
demandi ng, couldnot wal k, al most catatonic
out all the time, 44 days al most and the p
with- her? The Nurse says | am, doesnodt need
reason to keep her. The doctor says i f the
her in a cab to the home. No matter when
complan!

Doctor present says: patient d 44 days, asks everyone on IP team if everybody feels
comfortable about his discharge. He went on a weekend pass and it went well, settled
down with meds, CT scan getting done beca
previous doctor noted.

Anot her patient, 9 days and showing very
used to ito when he was warned. Weol | see
what med changes we did. But no need to send anotheralel@f€MHA since patient
already wel |l connected to community and |
in here.

Nurse Manager says, we need Dr . zZ to come

she has Dr. x who knows her very well but theepd is not in good demeanor so we
need to give her a couple of days then we can talk to her.

Nurse Manager says: Doctor p is planning a discharge for patient |. Doctor present

answers, heods been discharged! Nurse Manag
Nurse Manager: sothee 6r e 7 admits i n EMERG, fully &
PI CU because wil/l make the area more vol at

available in Peterborough, 3 at the Scarborough Grace Birchmount location. Doctor
present answers: so we cankidab crisis then and let them know if we have to send them
we have to send them.

Day 14

Durham Mental Health, CMHA, Nurse Manager and Nurses present. Also, physician
present but not within group. Hebés tal king
soon after 2 min of the meet imeging Di dndt se

Nurse Manager goes down list of patients with Nurses, patient a is going to be
discharged today. Patient b has very good eye contact, clean and responsive. Patient c,
wifeisupset hedés | osing fast, | ast week the p
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go well. Patient d, need to get doctor here, she needs to be looked at for a possible

di scharge. Patient f, do we know i ferysheods
day and plan a discharge. Patient f, case manager says we have a referral put in for Act
but patient not even open to ACT, so mayb

manager before but patient seems to not remain.

Nurse Manager communicates @harge Nurse results from the EMERGetingwith

doctor x and y re assessing everything from EMERG. Nurse Manager says, patient g has

a place to stay on his own, h2yéass untipfinda nd ab
housing. Hasto be realisttke cause he just doesnét want t
take care of everything for him.

Doctor (also Charge Physician) comes to theetingat 9:15. The Nurse Manager asks
him, we have constant observations of 2 patients since last week, have riovele®ed

to continue. A second patient in room 29 has everything hooked up and belongs to
schizophrenic site

Doctor says: 1itos clear the other doctor i
Day 15

Meetinghas CMHA member, case manager from Pmeivaddiction center, Nurses,
Nurse Managers. Nurse Manager begins, 19 ye
doctor x so we got to get on it. Anot her |
what support is the wife going to have, he becamsationic here and wife is not used

to that. Maybe we need a CCAC referral. Fo

going to be discharged but referred to Ontario Shores and they accepted him, as well as
EPI so he needs to know.

Patient z, famiyf eel s t hey need more support, fami
meeting the Nurse says fl l eft him a note
pl ease ask him to see me. 0

Patient vy, he drinks and over thgang  lobke c au s €
into hooking him up with case management.

Patient n, went on a weekend pass so the doctor needs to review her discharge planning.
For patient o, doctor thinks ECT is a solt
webre hawimeegnga f ami |

Nurse Manager says, we have 1 admission fr
especially that all partners are present.
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My thoughts: Nurse manager is very patient focussed, genuinely concerned about what
happens to patient after discharge awtio will take care of them, what resources are
available etc. from my conversation with the Nurse Manager about an 18 year old patient
thatds not responsive to treatments becaus
stigma and being labelled as ame a | health patient. Theyore
issues transitioning into adulthood so all they want is to be discharged and so their
illness gets accumulated over time.

Day 16
Nurse Manager, 3 Nurses, Durham Mental Health, case manager
Nurse Manager: patient X, is she due for a discharge?

Case manager: weol | have to talk to doctor
But the patient declined the Mental Health Day Treatment and wishes to continue with
her own personal psychologist.

Patiert y, Nurse says: we put in a referral for CCAC to see if his home is appropriate
environment . Hi s wife says heb6s not sl eepi
sleeping medication will help.

Patient z, nurse says patient is seen by DMH and Pineawndcdeeds téollow-up today
for discharge.

Patient m, nurse says shebs got a family r
but shedl |l be kicked out
Patient n, nurse says this patient has sur

hr stayat surgery or what the surgery this is exactly. Nurse Manager says to nurse, ok
| 6fdlldw-up with bed meeting.

3 more nurses joined the meeting.
Day 17
Nurse Manager asks, do you have any anticipated discharged today?

Patient m, had an argument with fua n d , shebs mentally ill, C
to stay. Should be discharged next week and the order goes to the Day Program which
weove reqiand2ded for 16

Patient n is voluntary, been here 40 days, and had review board, she was so sick,
schizophrenic.
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Patient o, during t he dayti me t hereds S
environment % floor locked unit and is so much quieter. Tying her down disturbs her.

Patient p, no privileges after she comes off from form, expires, andsatins i s bed.
not ready to move forward, candét | ive al on

Patient r, is interested in case management the Nurse says.

Patient s, is improving a bit. Sheods a |it
Patientts upposed to decide on referral within
Patient u, has a | ot of support from fami/l

S0 we need to see what doctor has to say.
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APPENDIX C
Interview Scripting
Professionals Interviews:
Key Informant Interviews Script i Statements at beginning of the interview

Hello :

Thank you for taking part in our research projecttified he r ol e of pati ent
in IPC- a catalyst to the delivey of patient-centered care at community based

ment al health settingso

The interview will take 380 minutes in length. During the interview, | kindly ask that

you refrain from using the names of, or any identifying information of your colleagues,
patiens, or other individuals.

The interviews will be audiotaped using a digital recorder and will be transcribed for data
analysis. The interviews will be coded and all identifying information will be removed.
This information will be kept in a separate filern the data and locked in a secure filing
cabinet. The data and the consent forms will be kept in a locked file drawer in the
Research Supervisorodos office. All data wil
If during this interview you feel uncomfortablettvia question, you have the option of
avoiding it and may do so by indicating your choice to the interviewer. If you would like
to discontinue your participation in the interview, you may ask the interviewer to do so at
any time. Your consent form and atigta collected prior to your withdrawal will be
shredded and audiotaped records (if any) will be destroyed at the time of your
withdrawal.

Once again, thank you very much for your participation. Your contribution will help
provide guidance about how tmplement interprofessional practice in the delivery of

care to mental health patients. Do you have any questions before we begin? Thank you.
1. What is your understanding of interprofessional care?

2. Can patients be part of the IP team? To what extent can tlyebecome involved?
3. How does interprofessional care function on a largecale?
4. What are your expectations of interprofessional care?
b) Patient Interviews
Questions were adapted frarCanadian study by Shaw, S. N. (2008) at the Toronto
Western Hospital Faity Health Centre, as well as from the contextual observations of
IPC meeting involving the mental health team.
Patient interviews script as follows:
Hello

Thank you for taking part in our research project studying the role ohgmirethe
delivery of patientcentered care at mental health settings.
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The interview will take between 30 to 60 minutes in length. We need your help.
Interprofessional Collaboration is defined as health and social care professionals working
together withyou to provide care. We would like to know your views on

interprofessional collaboration.

| kindly ask that you refrain from using the names of, or any identifying information of
other individuals.

The interviews will be audiotaped using a digital recosedet will be transcribed for data
analysis. All identifying information will be removed. The transcribed record from the
interview will be kept in a separate file from the analyzed data and locked in a secure
filing cabinet. The data and the consent fomilsbe kept in a locked file drawer in the
Research Supervisorodos office. All data wil
If during this interview you feel uncomfortable with a question, you have the option of
avoiding it and may do so by indicating yainoice to the interviewer. If you would like

to discontinue your participation in the interview, you may do so at any time. Your
consent form and any data collected prior to your withdrawal will be destroyed at the
time of the withdrawal.

1. Tell me aboutyour helpful and/or unhelpful experiences of the interprofessional
care you received during your current stay here at the Lakeridge Mental Health
Clinic.

2. What is your understanding of interprofessional care?

3. How does interprofessional care work on a largscale?

4. What are your expectations of interprofessional care?

5. What experiences do you wish of interprofessional care?

6. Have you been admitted in the mental health clinic here within the past 30 days?
For how long did you stay?

7. When do you expect to be discthrged from the clinic? Are you aware of your
discharge plan?
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APPENDIX D
Modified CPAT Questionnaire

Thesis TitlemeRPhtiand®@iCalvyod tveto

deli vervcehtpaktideochre at cCommun

heal th settings

Questionnaire

By May Helfawi

University of Ontario Institute of Technology
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The Collaborative Practice Assessment TE&¥PAT) includes me domains: missions
and goals, general relationships, team leadership, general role responsibilities,
communication, community linkages, decisimaking and conflict management,
perceived effectiveness and patient involvement (Schroder et al, 2011) nBesisoare
asked to rate their level of agreement with each of the 57 statements along-paeven
scale ranging from the | owest value of 0
6Strongly Agreebo, a ferdled auestions (Schrad&ced, 20119 n a | 0 |
The purpose of the questionnaire is to me
leadership, communication, as well as community and patient involvement in the process
of IPC. These four domains are directly correlated with the vasiagecified for this
study. Hence, the questionnaire has been shortened to 23 questions to increase
participation rate, and refocus on the questions that are relevant to this research project.
The categories were chosen based on contextual observatiomgeigrofessional
collaborative (IPC)neeting at Lakeridge Health twice a week during the months of May
to July 2012. Theseneeting take place at the Lakeridge Health Oshawa to gather all
professionals and discuss patient treatment interventions anbamjscplans. The
purpose of the observations is to understand nature of interactions amongst professionals
as well as investigate evidence of patient involvement irdéogsionmakingprocess of
treatment interventions and discharge planning. Observatitinglso aid in identifying
key informants for the interviews that will take place post questionnaire collection.

The Principal Investigator, Helfawi, has been attending two dailyntie€ting, both

of which involve the mental health team. The first niiog meeting takes place at
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8:30am at the Emergency Department, and involves social workers, nurses, social
workers, a physician, community partners from Durham Mental Health Association
(DMHA) and Canadian Mental Health Association (CMHA) as well as #teeipt care
manager of the mental health clinic. Thieetingmainly takes place to update the IPC
team at EMERG with vacancy at the mental health clinic, number of beds currently
occupied, as well as any potential discharges planned thereby creatingyvewramew
admissions seen by the EMERG team. The secondr@&lingtakes place at the mental
health clinic at 8:50am, and involves the same staff aforementioned as well as the
remaining group of nurses and the mental health team membersndéimginvolves
discussion of each inpatient conditions, treatments and subsequent discharge plans. The
patient care manager who leads this HA€etingalso communicates all patient cases to

be admitted into the mental health clinic as discussed at the previoumEm8iBL
meeting

The questionnaire distributed to the interprofessional team at the mental health

clinic asks the individual to rate each of the 23 statements along a sevaoint scale

ranging from the | owest value ofue®Strong

6Strongl vy Agr eeo. The i ndi vi dual i S i nstr

statement corresponding to their response.

1- Strongly disagree

2- Mostly disagree

3- Somewhat disagree
4- Neither agree/disagree

5- Somewhat agree
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6- Mostly agree
7- Strongly agree
Statements:
1. All team members are committed to collaborative practice.
2.  Members of our team have a good understanding of patient/client care plans and
treatment goals.
3. Patient/client care plans and treatment goals incorporate best pgaitieénes
from multiple professions.
4. There is a real desire among team members to work collaboratively.
5. Team members respect each othersdé rol es
6. Our team |l eader is out of touch with te
7. Team membes negotiate the role they want to take in developing and
implementing the patient/client care plan.
8. Physicians usually ask other team members for opinions about patient/client care.
9. Team members are held accountable for their work.
10. Team members feebmfortable advocating for the patient/client.
11. Patients/clients concerns are addressed effectively through regular team meetings
and discussion.
12. Our team has developed effective communication strategies to share patient/client
treatment goals and owmes of care.
13. Our team meetings provide an open, comfortable, safe place to discuss concerns.
14. Patient/client appointments are coordinated so they can see multiple providers in a

single visit.
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15. On our team the final decision in patient/client care negtsthe physician.

16. Our team has a process to optimize the coordination of patient/client care with
community service agencies.

17. Members of our team share information relating to community resources

18. Our team has established partnerships with commargfgnizations to support
better patient/client outcomes.

19. Team members encourage patients/clients to be active participants in care
decisions.

20. Team members meet fateface with patients cared for by the team.

21. Information relevant thiealthcarglanning is shared with the patient.

22. The patient/client is considered a member of thealthcargeam.

23. Patients/clients family and supports ar
request.

Open ended questions:

1. What does patientcentred care mea to you? Who does it include?

2. How does your clinic advocate for patient involvement in treatments and in

discharge planning, and why?
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3. Can patients become part of the interprofessional team, and why?

References

Schroder, C., Medved., Paterson, M., Byrnes, V., Chapman, C., O'Riordan, A., Kelly,
C. (2011). Development and pilot testing of the collaborative practice assessment
tool. Journal of Interprofessional Care, €5, 189195.
doi:10.3109/13561820.2010.532620

Shaw, S. N. (208). More than one dollop of cortex: Patients' experiences of

interprofessional care at an urban family health cedtnernal of Interprofessional
Care, 243), 229237. doi:10.1080/13561820802054721

221



Patient involvement in IPC

APPENDIX E
IPC Poster

INTERPROFESSIONAL
COLLABORATION AND PATIENT
INVOLVEMENT

o
YOU ARE INVITED TO ATTEND OUR FREE EVENT: 7™

OCTOBER 1.8 & 15

(10:00AM)

Mental Health Unit Conference Room
Lakeridge Health, Oshawa Campus
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APPENDIX F
Professionals Consent Forms

UOIT ==

CHALLENGE INNOVATE CONNECT LAKERII)GE HEALTH
Better Together

August 7, 2012

Patient involvement in IPC, a catalyst to the delivery of patient centregare at community
based mental health settings

Dear participant,

As you are a practicinigealthcarer social worker at the maai health clinic of Lakeridge health
Oshawa, you are invited to participate in an evaluative study to examine the extent to which
patients contribute to interprofessional care as well as the delivery of patient centered care. This
study has been reviewedid received ethics clearartbeough the Research Ethics Board at the
University Of Ontario Institute Of Technology (File # REB) and from the Scientific and Ethics
Review Committee of Lakeridge Health. The investigator group for this project includes:

Principal Investigator:

May Helfawi, B.Sc.(Hon), Master of Health Sciences Candidate, Faculty of Health Sciences,
University of Ontario Institute of Technology, 2000 Simcoe St. North, Oshawa, ON; L1H 7K4
may.helfawi@uoit.ca905-721-8668 ext. 2934

Reseach Supervisor:

Brenda J. Gamble, Ph.D., Assistant Professor, Faculty of Health Sciences, University of Ontario
Institute of Technology, 2000 Simcoe St. North, Oshawa, ON; L1H 7K4

brenda.gamble @uoit.c€005) 7218668 ext. 2934

Purpose of the Research:

Interprofessional collaboration (IPC) practice has been increasingly considaeadtircargas it

is believed to improve patient care and safety, promote greater acceptance of treatment, and
increase patient satisfactioAlthough IPC is increasinglyiked to patiententred care, the role

of patients in the collaborative process is not clear in the literature to date. The purpose of this
study is to explore the patieoéntred experience and how the dynamic of patient involvement
works with respect ttPC. Your participation is fundamental to our project because you are a
practicing social ohealthcargrofessional in Ontario, and are involved in the process of IPC at
the Mental Health clinic at Lakeridge Health.

Participation

Your participation inhis study initially requires that you fill out the questionnaire attached to this
letter, and return it to the Principal Investigator (Helfawi) in the envelope enclosed. This should
take you no more than 20 minutes to complete.
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Second, i f dyoucd cheoosé toletergiesnvedewith the Principal Investigator to
obtain your views on how IPC advocates for pat@itred care at community based mental
health settings.

The interview will take between 380 minutes in length. The interviews wik audietaped and
transcribed. Only the interviewer will be able to identify you. The interviewer and transcriber is
the same person (Helfawi). Once the interview has been completed, théaguedamnd any

written information from the auditape will be lept in a locked, safe place and your name will
not be marked on either the tape or any paper material. If you prefer not to béapediove

will take detailed notes of the discussion instead. Your contribution will remain strictly
confidential.

Potential Harms:

There are no harms associated with your participation in this project.
If you experience stress or anxiety during the interview, we can stop the interview. You may also
contact the social worker at 9656-8711.

Potential Benefit to Individual Subjects:

Your participation will give you the ability to make your views known, provide relevant
observations of the i mpact of patient involvenm
articulate potential improvements in the delivery of patientered care that may not have been

considered previously.

Confidentiality:

We strongly respect your privacy. No information about you or your practice will be given to
anyone or be published without your permission, unless required by Law and therderstus

to give them a copy of our study papers. You will be contacted for permission upon needing this
data to be used for secondary projects. The data produced from this study will all be assigned
random nicknames rather than personal names. The didb& wtored in a secure, locked

location, and only research team members will gain access to this data. Following completion of
this study, the data will be kept for seven years as required, then destroyed immediately as per the
Faculty of Health Scienegpolicy at University of Ontario Institute of Technology. Published

study reports will not in any way reveal your identity.

Voluntary Participation:

Participation in this study is voluntary. By participating in this study you are not waiving your
legal rights. You are free to withdraw from the study at any time during the study period. Any
information already provided by you prior to withdrawing will not be used in the study and will
be permanently destroyed. New information that we get while weodmg this study may affect
your decision to take part in this study. If this happens, we will tell you about this new
information. And we will ask you again if you still want to be in the study.

Publication of Results:

Upon completion of the project approximately one year, findings of the study may be presented
to the interdisciplinarymeetingteam at Lakeridge Health Oshawa. Findings will be displayed in
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a poster at the Mental Health Unit Conference room. The poster will also have an invitation for
you to attend an academic publication at the University of Ontario Institute of Technology.

Consent:
ABy signing this form, I agree that:

1) You have explained this study to me, and any possible benefits and harms (if any).

2) | have read and understooe tfrelevant information.

3) lunderstand that | have the right to choose to participate or not participate in this study, and
my decision will not affect my employment status.

4) | am free to ask any questions now and in the future.

5) lunderstand that no informati about my identity will be given to anyone or be published
in any form.

6) | have read and understood pages 1 to 3 of this consent form, and | agree to participate in
this research project. Please indicate by checking the appropriate box, the paais that y
agree to participate:

Questionnaire. Please complete attached questionnaire.
Interview with audietaping
Interview without audidaping

Printed Name of Subject Subjectds signature

Enclosed here is a@and copy of this consent form that you can keep for your record. If you
have any further questions about this study, please contact May Helfawi or Dr. Brenda Gamble at
905721-8668 Extension: 2934, or email (may.helfawi@uoit.ca).

If you have any questi@regarding your rights as a research participant, please do not hesitate to
contact the University of Ontario Institute of Technology Compliance Officeéda721-8668
Extension 3693,dompliance@uoit.daor youmay contact the Chair of Research Ethics Board at
Lakeridge Health at (905) 5#&711.

Your participation in this research is greatly appreciated.
Sincerely,

May Helfawi

May Helfawi, BSc (Hon)

Master of Health Sciences Candidate
University of Ontario tstitute of Technology
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APPENDIX G

Table 4-13: Observation Chart from Daily IPC Meetings at the Mental Health Unit.

Physician | Community | Discharge Open Patient/family Length of
present partner focus communication involvement Stay
involvement

1 Y Y Y No- doctor Y

doesnodt
discharge a
patient team
believes is ready

2 N Y Yes, Ast|Y-pati ent]| Y-talks of

pati ent 0| receptiveto losing
discussed treatment and patient bed
family is and transfer
cooperating and | to consider
understanding alternate
-Talks of accommodat
involving patient | ions and/or
and mother outpatient
treatment
facilities
3 N Y N Y- everyone Y-1 611l ch|Y
contributes to patient to see if
discussion, open [they 6 r e a
and comfortable | their meeting with
discussions about| Dr
treatment and
patient cases
4 N Y- Choice to make
as an adult,
doctor said to
patient
5 N Y Y- pressure | Y- community Y- talks
to discharge | members and about
and social workers number of
decrease having open beds
length of discussion of available
stay options for and each
patients pati en
LOS
6 N Y - Y-doctor Of- -
psychiatric
assessment
needed for
patiento
but is not done.

7 N- need for| Y Y-don & t| Y-Nurse Y- talks of patient | Y- patient
physician knowwhat Managers and family for 13 days
to finalize the plan is communicating meeting to explair] and
discharge for number of admits| meds/ referrals supposed to
plans, discharge by| from EMERG -Pat i ent 6| have gone
confirm not having | with team and keeps calling yesterday,

226




Patient involvement in IPC

treatments physician discussing openly but still
and present each case here.
progress -physicians | -Social workers Another
always and community patient also
discharge on| partners involved 13 days but
Fridays with patient will be
meetings and discharged
educating them by end of
about illness/ week.
referrals

8 Y-camein | Y Y- doctor Y- discwssions of | Y- meeting with | -

late to confirmed patient doctor and
meeting meeting to | treatments, length discussing
but talked be scheduleq of stay and referrals
to board with patient | discharge

with and family to| plans/meetings

patients, discuss between the

knowledge physician and

able and social workers

aware of and nurses

his

pati e

situations,

9 N Y- Y- can send | Y- but absence of | Y- patient likes Y- patient
discussion of| patient home| physician affects | routines and may | referral to
supports in | can continue| discharge not like Ontario
community | medication | decisions and movement, Shores
and referrals| there and fisl ows p| another patientis| declined and
in place doesnbd6|downod as|awareof still here,

to be here Manager said. discharge and move to
Altdéds velreadytogo RASU
physician driven
process when
Nurse Managers
are the ones
responsibldor
discharge
number so

10 | N N- but a Y- but N/A- not enough | Y- need tdollow- | -
social stressed staff to discuss up with doctor to
worker is because patient treatment | see how meetg
presentwith [ c an 6t plans/discharge, | went
Nurses and | when no social worker,

Nurse physician is | no physician
Manager absent present, just
nurses .
11 | N Y Y- 6 admits | Y- disagreement | Y- talks of family | Y-
from with physician support with concerned
EMERG and| refusing to patient and with
no doctor to | discharge when | programs/commu|p at i en
confirm patient has nity resources if | LOS of 13
discharges | community and | available days and
to make family support went on
availability | available weekend
pass.
Another
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patient was
at Unit for
51 days and
still has no
plan set
because
physician
missed the
meeting.

12 | N Y- physician | Y- frustration with | Y- daughter of Y- same

in charge of | absence of patient is upset | concern with
making physician, missed| mother took up patient for
orders but meeting with smoking because| 61 days
patient of roommate.
Questioning
advocacy of
patient when
doctor tells nurses
to do whatever
they see fit with
discharge orérs
13 |Y N y- Doctor and Y- daughter Y- patient
Nurse Managers | unhappy and there for 44
a bit frustrated opposing to days, had a
with EMERG discharge of mom| weekend
admits of 7 but but doctor pass and is
fully aware no persists ok to settled with
space in PICU, sg discharge meds, and
they decide ready to
patients to discharge,
transfer to other another for 9
hospitals with days but has
PICU beds good
availability. community
- but complée connections
team present and no need
eases to stay at
communication, Unit
after meeting
went smoothly
and open
discussion: docto
asks IP team
members input if
everybody is
comfortable with
discharge
decisions.

14 | N- Charge Y- absence | Y- Y- talks about Y- patient
Physician of physician patient has a place
came in to again delays responsiveness, | to stay on
see no discharge weekend pass his own,
physicians process status, referrals in| doctor says:
present place.Housing Acanbt
and issue comes up ay here 12
expressed a concern for years until
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itods patient he gets
theyo want to be housin
here to discharged
communic
ate about
their
patients at
the IP
meeting
and c
update
chart
15 | N Y-CMHA N- not much | Y- Nurse Y- concerns about -
rep left a focus on Manager patient | what support
note for discharge, | focussed and available for
physician Nurse concerned with patients post
about Manager what happens to | discharge, and
patientbut | s ay s | patient post support for the
h a s gotat | good day discharge, open | wife . talks about
response with 1 admit | discussbn with patients feelings,
from referrals set up and setting up
EMERG, and partner family meetings
and engagement. and/or referrals
especially with case
all partners management.
are pr
16 | N Y Y-Ai s Y- but absence of | Y- team -
patient due | physician delays | discussing
for discharge/ appropriate
di s c h a]| treatment environment for
Nurse decisions. patients, talk to
Manager wife about
asks, Nurse sleeping well,
says about maybe change
another medication and
pati en reassessment
need to needed by
follow-up physician, and
today for follow-up with
di scha bed meetings for
with patient transfer to
community outpatient facility
partner (surgical unit)
referral
placed
17 | N Y- Nurse Y- everybody on | Y- discussions Y- voluntary
Manager team is involved | aroundpatients patient here
asls : fi d indiscussion privileges and for 40 days,
have any patient updates | coming off form, | patient had
anticipated patient has lots of| argument
discharges family support but| with
today? doctor says , husband,
patients interesteq crying but
in case not a reason
management to stay
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APPENDIX H
Patient Confidentiality Form

i CHALLENGE INNOVATE CONNECT

LAKERIDGE HEALTH

Patient Confidentiality Agreement

U Title of Research ProjedRatient involvement itPC, a catalyst to the delivery of
patient centregtare at community based mental health settings.

U Student Investigator: May Helfawi, HBSc, MHSc Candidate
Faculty Supervisor: Dr. Brenda Gamble, PhD
Lakeridge Health Supervisofred Sellers

iU ABYy s thigformnl ggree that:

1) Patient privacy is strongly respected. No information about any patient will be
given to anyone or be published without their permission. Patients will be
contacted for permission upon needing this data to be used for secondary
projects.

2) The data produced from this study will all be assigned numerical labels rather
than personal names. The data will be stored in a secure, locked location, and
only research team members will gain access to this data.

3) Following completion of thistady, the data will be kept locked in a filing
cabinet at the Research Faculty Superyv
required, then destroyed immediately as per the Faculty of Health Sciences
policy at UOIT. Published study reports will not in amgty reveal patient
identity.

Printed name of thesis committee member

Signature & date
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APPENDIX |
Patient Consent Forms

'l

CHALLENGE INNOVATE CONNECT L’\KERIDGE HEALTH
Better Together

August 7, 2012

Patient involvement in IPC, a catalyst to the delivery of patiet centred-care at community
based mental health settings

Dear participant,

As you are a patient at the mental health clinic of Lakeridge health, you are invited to participate
in a study of the role of patients in the delivery of care at mental he#tithgs. Thisstudy has

been reviewed and received ethics cleardimarigh the Research Ethics Board at the University
Of Ontario Institute Of Technology (File #-A4) and from the Scientific and Ethics Review
Committee of Lakeridge Health. The investigr group for this project includes:

Principal Investigator:

May Helfawi, B.Sc.(Hon), Master of Health Sciences Candidate, Faculty of Health Sciences,
University of Ontario Institute of Technology, 2000 Simcoe St. North, Oshawa, ON; L1H 7K4
may.helfavu@uoit.ca,905721-8668 ext. 2934

Research Supervisor:

Brenda J. Gamble, Ph.D., Assistant Professor, Faculty of Health Sciences, University of Ontario
Institute of Technology, 2000 Simcoe St. North, Oshawa, ON; L1H 7K4

brenda.gamble @uoit.c€905) 7218668 ext. 2934

Purpose of the Research:

Interprofessional collaboration (IPC) practice has been increasingly consideeslthtaregas it

is believed to improve patient care and safety, and increase patient satisfdwigurpose of

this study is to xplore the patientenered experience. Your participation is important to our
project to determine the extent to which you are involved in the process of IPC and delivery of
patient care.

Participation:

Participation in this research requires that patticipate in individual interviews conducted in
person. The purpose of this interview is to obtain your views onslecial and healthcare
professionals work together with you to deliver the best care and recovery plan.

The interview will take betweeB0 to 60 minutes in length. We will contact you to set up the day
and the time of the interview according to your preference. The interviews will betapdb

and transcribed. Only the interviewer will be able to identify you. The interviewer andriibansc

is the same person (Helfawi). Once the interview has been completed théapedimd any

written information from the auditape will be kept in a locked, safe place and your name will
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not be marked on either the tape or any paper material. ibngfar not to be audio taped we will
take detailed notes of the discussion. Your contribution will remain strictly confidential, and you
will not be identified in any of our reports or publications.

Potential Harms:

There are no harms associated withryoarticipation in this project.
Potential Discomfort:

Certain people may experience a slight discomfort or anxiety when answering questions in an
interview. If you experience stress or anxiety during the interview, we can stop the interview.
You may alsaontact the social worker at 9656-8711.

Potential Benefit to Individual Subjects:

Your participation will give you the ability to make your views known to the hospital, and your
observations can help improve the delivery of patient care at Lakétielgth and other mental
health settings.

Potential Benefit to Society:

This study will provideguidance orow to implement interprofessional practice in the delivery
of decision support to mental health patients.

Confidentiality:

We strongly respegtour privacy.

1. Your personal name will not be given to anyone, and no information about you will be
published without your permission, unless required by law; for example, if the court
orders us to give them the study papers.

2. The hospital and your physiai will never see your responses to this interview and will
not have access to this data.

3. You will be contacted for permission upon needing this data to be used for secondary
projects.

4. The list of names produced by Sellers will be stored at a locked dpatver Se |l | er s 6 of
at Lakeridge Health.

5. Data produced from your interview will all not be assigned personal names, but randomly
|l abell ed fApatient one, 0 fipatient two, 0 éetoc
Helfawi, to which Sellers and your phyisio will not have access to.

9 Hard copies of this data will be stored in a secure, locked location at the office of
the faculty supervisor at UOIT.

1 Soft copies will be kept on a password protected computer which also will be
stored in UOIT to which onl{Helfawi has access to this password.

1 Following completion of this study, the data will be kept for seven years as
required, then destroyed immediately as per the Faculty of Health Sciences
policy at UOIT. Published study reports will not in any way reyeakr name or
identity.
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Voluntary Participation:

Participation in this study is voluntary, and your decision to participate will not affect your care
or treatment at the hospital. You may ask any questions or speak to anyone you wish (physician,
family, etc.) to help you decide if you would like to participate in the study. By participating in
this study you are not waiving your legal rights. You are free to withdraw from the study at any
time during the study period. You may wish to withdraw aftenpletion of the study, and may

do so by informing Ted Sellers at the mental health clinic. Any information already provided by
you prior to withdrawing will not be used in the study and will be permanently destroyed.

New information that we get while vare doing this study may affect your decision to take part

in this study. If this happens, we will tell you about this new information. And we will ask you
again if you still want to be in the study. We assure you that your decision to continue or
discontnue with the study will in no way affect your care process.

Publication of Results:

Upon completion of the project in approximately one year, findings of the study will be displayed
in a poster at the Mental Health Unit Conference room.

Consent:

i B signing this form, | agree that:

7) You have explained this study to me, and any possible benefits and harms (if any).

8) I have read and understood the relevant information.

9) I understand that | have the right to choose to participate or not participatestutlyisand
my decision will not affect my healthcare process.

10) | am free to ask any questions now and in the future.

11) I understand that no information about my identity will be given to anyone or be published
in any form.

12) | have read and understood pages 2 of this consent form. | agree to partake in this

research study. Please indicate by checking the appropriate box, the parts that you agree to
participate:

Interview with audietaping
Interview without audigaping

Printed Name of Subject

Subjectds signature & date

Enclosed here is a second copy of this consent form that you can keep for your record. If you
have any further questions about this study, pleasacioday Helfawi or Dr. Brenda Gamble at
905-721-8668 Extension: 2934, or email (may.helfawi@uoit.ca)
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If you have any questions regarding your rights as a research participant, please do not hesitate to
contact the University of Ontario Institute of Tectogy Compliance Officer 8005-721-8668

Extension 3693,dompliance@uoit.gaor you may contact Nicole Stevens, the Chair of

Research Ethics Board at Lakeridge Health at (905)3524..

Your participation in ths research is greatly appreciated.
Sincerely,

May Helfawi

May Helfawi, BSc (Hon)

Master of Health Sciences Candidate
University of Ontario Institute of Technology
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APPENDIX J
RA Patient Confidentiality Agreement

l’ CHALLENGE INNOVATE CONNECT LAKERIDGE HEALTH

Better Together

Coding Confidentiality Agreement

U Project Title: Patient involvement in IPC, a catalyst to the delivery of patient
centeredcare at community based mental health settings

U Principal Investigator: May Helfawi, HBSc, MHSc Candidate
Faculty Supervisor: Dr. @nda Gamble, PhD

U By signing this form I, ,
agree to:

1) Keep all the research information asked to code confidential and not discuss or
share this research information with anyone other than the Principal Iaestig
and Faculty Supervisor;

2) Keep all research information in any form or format secure while it is in my
possession;

3) Return all research information in any form or format to the Principal Investigator
when | have completed the research tasks;

4) Erase and/odestroy all research information in any form or format regarding this
research project that is not returnable to the Principal Investigator, and after
consulting with the Principal Investigator.

Research Assistant:

(Print name) (Signature) (Date)

Principal Investigator:

(Print name) (Signature) (Date)

If you have any questions or concerns about this study, please contact:
May Helfawi at may.helfawi@uoit.ca

This study has been revieweddaapproved by the Research Ethics Board at University
of Ontario Institute of Technology.
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APPENDIX K
Audio taping Consent Form
Title of Research Project
Patient involvement in IPC, a catalyst to the delivery of patient centredare at
community basedmental health settings

Investigator(s):

Principal Investigator:

May Helfawi, B.Sc.(Hon), Master of Health Sciences Candidate
Faculty of Health Sciences

University of Ontario Institute of Technology

2000 Simcoe St. North

Oshawa, ON; L1H 7K4

(647) 8877017

may.helfawi@uoit.ca

Research Supervisor:

Brenda J. Gamble, Ph.D., Assistant Professor
Faculty of Health Sciences

University of Ontario Institute of Technology
2000 Simcoe St. North

Oshawa, ON; L1H 7K4

(905) 7218668

brenda.gamble@uoit.ca

Confidentiality :

The audiotapes produced from this study will be stored in a secure, locked location. Only
members of the research team will have access to them. Following completion of the
study the digital recordings will be deleted permanently.

Consent

By signing this form,

1) I also agree to be audio taped during this study. These tapes from this one
interview session will be used to assist with transcription of important information
that will be discussed in the interview.

2) lunderstand that | have the rightreduse to take part in this study. | also have
the right to withdraw from this part of the study at any time. eg., before or after
the recordings.

3) I am free now, and in the future, to ask questions about the taping.

4) | have been told that my transcriptgl be kept private. You will give no one any
information about me, unless the law requires you to.

5) I understand that no information about me (including these tapes) will be given to
anyone or be published without first asking my permission.

6) | have reacand understood pages 1 to 2 of this consent form. | agree, or consent,
to having my voice being taped (in person and on telephone) as part of the study.
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PrintedName of Subject Subjectds Signature

Printed Name of person who explained the consent Signature & Date

In addition, | agree or consent for this tape(s) to be used for:
(Please check all that apply)
O Other studies on the same topic.
O Teaching and demonstration at UOIT.
O Teaching and demonstration at meetings outside UOIT.
O Not to be used for anything else.

In agreeing to the use of the tape(s) for other purposes, | have been offered a chance to
hear the tape(s). | also have the right to withdraw my permission for other uses of the
tape(s) at any time.

Printed Name of Subject Subjectds signaturl

Printed Name of person who explained consent Signature & date
If you have any qustions about this study, please call May Helfawi or Brenda Gamble at
905-721-8668 Ext: 2934.

If you have questions about your rights as a subject in a study or injuries during a study,
please call the Ethics and Compliance Officer, at BP58668, Ext: $93.
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