Victoria Teear		2112535
The proposed adoption of a digital solution to information exchange from an Interdisciplinary Collaboration perspective within Health and Social Care Practices.
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The aim of this project is to improve the interface of a piece of documentation that is being utilised across Wales by Health and Social Care professionals (HSCP) when undertaking an assessment related to Continuing Health care (CHC). Improvement of the the CHC process through improving the flow and accessibility of information between HSCP’s will reduce the impact on the patient journey and Health and Social care resources.
The objective of the improvement is to:
· Improve the documentation format for ease of useability.
· Improve communication between HSCP’s involved in the assessment.
· Allow all HSCP’s involved to see the progress of the assessment and, more importantly, what areas are stopping the assessment from progressing.
· Facilitate access for all the HSCP’s to all the information produced by the MDT for the patient throughout the assessment which may be lengthy in duration.
· Provide a portal for CHC Decision Support Tool (DST) assessment results to be communicated to all professionals involved.
· Maintain confidentiality of the information being shared between HSCP’s.
· Ensure that the technology adopted for this intervention is accessible by all HSCP’s involved and would not incur any additional costs.
· Maintain the contents of the documentation as set out by Welsh Government.

The notation of cross-professional working has been well embedded into daily working practices as well as becoming thoroughly established within UK Health and Social Care policies (World Health Organisation, 1978). Within healthcare and social care there exists the need to communicate personal information about mutual clients in an appropriate, confidential, and timely manner. This exchange occurs numerous times, in countless situations and in multiple formats but the methods of communicating between the two camps are fraught with ‘red tape’. 
Older adults often make extensive use of resources from both health and social care as their needs often straddle the professional and organisational boundaries (Audit Commission, 1997). There are many borderlines that need to be negotiated in order to provide a joined-up model of care through which the patient, carer or professional can navigate. If the older adult involved is to experience any sense of continuity of care provision, addressing these issues must become a priority which is reflected in initiatives such as Better Government for Older People (1998) and the NSF for Older People (DoH, 2001). 
The potential for poor quality, misrepresentative or superfluous information exchange across these systems further impact the issues faced and add to the over complex nature of information exchange. CHC Assessments are one such area that follows the issues already outlined. CHC is the process adopted between Health and Social Care in order to establish if the care requirements of a person are to be primarily funded through the National Health Service (NHS) or Social Services as set out through Welsh Government. The process encompasses all members of the Multi-Disciplinary Team (MDT) that are involved in the care of the patient alongside the patient themselves and their next of kin. Information about the patient is collated after consent is gained to undertake the assessment. The information gathered provides a picture of the patient from all professionals involved and the support requirements that need to be provided for the patient to continue living in the least restrictive manner of their choosing. The aim is to establish if the patient has a primary health need which is at the root of the need for the provision of care. If this can be established, then the financial implications of the package of care required will be met solely by the NHS negating the patient to contribute to their care. If this cannot be demonstrated through the evidence provided, then the care that the patient requires will need to be met by Social Service which may in turn have some financial implications for the patient and their next of kin. There is a third alternative to the outcome where Health and Social Service agree to jointly fund the package of care. This situation does not occur frequently and there must be a strong evidence base to show that the aspects of care that are being put forward to be funded through the NHS are distinct from the additional needs that are to be met through the package of care. In order to standardise practice across Wales, 12 domains of care were established which need to be considered in isolation and then as a whole. These 12 domains constitute the Decision Support Tool (DST) which aims to guide the MDT in their conclusion making. Each domain looks at different aspects of the activities of daily living and require the MDT to unanimously agree of a score under each heading of low, moderate, high or severe. There is also a 13th domain which the MDT can utilize should they feel there was an area not covered in the previous areas. The domains only aim to assist the MDT to form an opinion. The MDT through the DST need to compose their assessment of the patient’s needs under a set of titles which aid the formation of the recommendation of the MDT. The intensity, complexity, unpredictability or nature of the ‘care needs’ have to be established as a primary health need in order for the CHC application to be successful. This assessment is then reviewed at 3 months initially, then on an annual basis. Should the needs of the patient change during this period, the CHC eligibility will need to be reviewed, a DST will need to be held in accordance with the Welsh Government guidelines and the patient may no longer meet the criteria meaning that the provision of care will fall to Social Services.
The DST that needs to be completed both prior and during an MDT is a multifaceted document that requires the input of several professionals to feed into the assessment. Currently the DST is a basic Microsoft Office Word document, the contents of which are prescribed by the Welsh Government as the All Wales standard for CHC assessments across Wales. The DST paperwork requires different professionals to complete different sections as well as gathering additional assessments from other HSCP’s involved. The primary three members of the MDT in this case are the Nurse Caseload holder who not only co-ordinates the MDT but also completes a nursing assessment, a medical professional, often the patients’ own general practitioner who completes the medical opinion and a Social Worker who undertakes an independent assessment. All three assessments need to be completed prior to arranging an MDT to undertake the DST. 
The process is linear with time allocations to each section giving each professional time to complete ‘their’ section before the MDT can be planned. Co-ordination of this falls to the nurse with whom the patient falls under as a caseload holder. This may be a ward sister but will most commonly be a district nurse sister in the community. Additional assessments also need to be gathered from the wider MDT that may be involved. Currently this compilation of documents is haphazard and very much relies on the organisational skills of the co-ordinating nurse as opposed to any real structural administration. There is great potential through digitalisation of this process to streamline the procedure, improve communication channels across the MDT and take the onus off one professional to ‘chase’ assessments and subsequently distribute the information accordingly. The drive to digitalise for the right reasons as set out within the Wachter Report (2016) and the goals described in the NHS’s Five Year Forward View (2014) but later coined in the Wachter report as “better health, better healthcare, and lower cost” are at the forefront of this proposal. Additionally, the proposal has the potential to enable staff to gain more time as less will be wasted in the ‘leg work’ required to complete the assessments which is furthermore highlighted as a key principle within the Topol report (2019).
A robust and comprehensive search strategy will provide a systematic and structured review of the literature pertaining to MDT communication evaluation, specifically in relation to cross-agency working. An ECLIPSE table (Wildridge & Bell, 2002) will be initially employed to ensure the search concepts are clearly defined before the search is undertaken as well as focus the aim of the literature review. Table 1.





	[bookmark: _Hlk89797467]Expectation;
Why does the user want the information?
	Discover if the relationship between cross-agency working has been explored within the literature and if the potential issues that may occur with exchanging patient identifiable information have been identified or addressed in other contexts.



	Client Group;
For whom is the service intended?
	Primarily and legally needs to include:
Nurse Caseload Holder (District Nurses, Ward Sisters, Discharge Liaison Nurses etc.)
Nurse Assessors
Patient’s own GP
Patient’s Social Worker

Secondary input can also include:
Care Providers
Wider members of the MDT that are involved including SALT, Physiotherapist, OT etc.
Specialist Consultants


	Location: 
Where is the service physically
sited?
	All areas of practice within health and social care. The physical location is not paramount in this case.



	Impact: What is the service change being evaluated? What would represent success?
How is this measured? What are the anticipated
measures, improvements, or affects?
	The service being evaluated pertains to Continuing Health Care and the transfer / co-authoring of documentation. The development being proposed would use the existing paperwork format which has been established by Welsh Government and develop this into an interactive format which will improve the ease of useability, open up communication channels and the ability to share patient identifiable information more easily. 

Success:
Increase in the ease of useability for all MDT members involved.
Reduction in unnecessary delays in the exchange of information.
Increased flow of information across the MDT involved.

Measured;
Questionnaire of staff opinion pre and post intervention


	Professionals: Who provides or improves the service?
	District Nurses / Ward Sisters / Discharge Liaison Nurses
Myself as a programme facilitator




	Service: What type of service is under
consideration?
	Continuing Health Care documentation that pertains to the Decision Support Tool utilised within Health and Social Care.






Table 1. ECLIPSE system (Wildridge and Bell, 2002).

The key terms of reference will include: MDT and /or MDT communication and health and social care. Booleans will be employed to focus the literature review using three recognised databases in which articles will be reviewed for both the type of research and grade of evidence for consideration. Table 2, Table 3 and Table 4.
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Table 2.

	Search 1
	
	Search 2
	
	Search 3

	
Multi-Disciplinary Team
OR
Interdisciplin*
OR
Multi-Profession*

	


AND
	
Communication
OR
Co-ordination
OR
Collaboration
	


AND
	
Health and Social Care 



Table 3.

	Database Name
	Search Number
	Limiting Terms
	Number of Articles
	Number of Relevant Articles Identified
	Duplicates
	Number of articles Accessed / Reviewed

	Science Direct (Elsiver)
	1
	Peer Reviewed. 2011 – Current Year. Filter Duplicates.
	24,240
	
	
	

	
	2
	Peer Reviewed. 2011 – Current Year. Filter Duplicates.
	113,665
	
	
	

	
	3
	Peer Reviewed. 2011 – Current Year. Filter Duplicates.
	19,247
	
	
	

	
	1 “AND” 2 “AND” 3
	Peer Reviewed. 2011 – Current Year. Filter Duplicates. Full Text.
	105
	4
	0
	4

	Ovid Medline
	1
	Full Text. Peer Reviewed. From 2017 to Current Date. English Language.
	27,067
	
	
	

	
	2
	Full Text. Peer Reviewed. From 2017 to Current Date. English Language.
	149,008
	
	
	

	
	3
	Full Text. Peer Reviewed. From 2017 to Current Date. English Language.
	13,725
	
	
	

	
	1 “AND” 2 “AND” 3
	Full Text. Peer Reviewed. From 2017 to Current Date. English Language.
	201
	6
	4
	2

	Final Article Number to be Reviewed
	6


Table 4.

A comprehensive search of three bibliographic databases was conducted (Ovid Medline, Science Direct Elsiver, Cumulative Index of Nursing and Allied Health (CINHAL) EBSCO Host) with the search criteria set as above in Table 4. The databases were selected in order to represent medicine, nursing and allied health professionals, social sciences and health policy within the findings. The search was initially run in CINHAL however due to the low number of citations received and the considerable overlap with the MEDLINE databases, this search was discontinued at this stage although a simplified search of the CINHAL database was conducted towards the end of this literature review, no further studies were identified validating the change in search strategy (Table 5).











Flow Diagram of Search to Inclusion
Science Direct Search: 105n 

Ovid Medline Search: n 201


 Papers excluded as did not focus on defined elements of interdisciplinary collaboration: n 4

Titles / abstracts excluded: n 296 
– Did not meet inclusion criteria, Did not investigate any elements of Interdisciplinary collaboration
Records after duplicates reviewed: n 306

Titles and Abstracts Screened: n 306

Studies investigated some element of Interdisciplinary Collaboration: n 10

Studies included in review: n 6

























Table 5.
A fundamental phase of any systematic review of the literature is the appraisal of quality of evidence that needs to be synthesized. A framework will be adopted for the appraisal of the literature employing Critical Appraisal Skills Programme (CASP, 2018) tools followed by the identification of themes within the literature. These themes will then be used to frame the discussion around the papers which forms the basis for this literature review. The quality appraisal results will formulate the body of synthesis so using the correct tool is fundamental to the quality of the review. Despite the significant role this tool can play, there is little academic consensus on the essential criteria that should be employed or empirical evidence of the specific contents (Dalton et al. 2017). CASP (2018) provides a framework for this but is not a panacea for evaluation of research quality and additional questions have also been looked at in relation to the articles being evaluated in order to broaden the potential synthesis of pertinent information (Hannes and Macaitis, 2012).
In a review of the literature, six papers were identified as relevant to this study. All papers identified the role of interprofessional working within various settings as fundamental to effective care as already discussed but also recognised that translation of this into practice is challenging when it comes to implanting this into everyday working behaviours (Morgan, Pullon and McKinlay, 2015). The variability of success in adoption of these best practice models is notable as well as the lack of common understanding as to what interprofessional collaboration actually means and if this is really the same as ‘teamworking’ (Nancarrow et al., 2013. Xyrichis and Lowton, 2008). Defining the definitions in this instance is paramount as the terms are used interchangeably across the literature which distort the data that is surmised if the terminology adopted is not clearly defined. It can be observed in the literature that the terms interprofessional collaboration; multiprofessional and teamwork: multidisciplinary; transdisciplinary; interprofessional collaborative practice; interprofessional; interdisciplinary; teamwork, and teams (Xyrichis and Lowton, 2008), are use variously and interchangeably to describe differing aspects of the same subject matter but from vastly differing viewpoints. This can range from individual patient assessments and treatment plans that involve very little in the way of patient identifiable data being transferred (multidisciplinary / cross-professional) through to deep levels of collaboration with the exchange of large amounts of data and intense engagement in complex situations (interdisciplinary/ transdisciplinary collaboration). For the purposes of this literature review, the focus will be on the more indepth, intense aspects of interdisciplinary collaboration which will be the focus of the project and deemed more relevant in its nature. In addition to this definition of the search and review criteria, it must also be outlined that the literature also defines the view of two separate areas of research underneath the umbrella term interdisciplinary collaboration. Some research explores the area of collaboration between interdisciplinary teams as teams which include both professionals and non-professional members whereas some research only explores the collaboration of professionals exclusively (Thylefors et al., 2005). As the focus of this project is cross disciplinary in nature with multiple professionals and non- Health and Social care professionals specifically from different sectors, where possible and defined within the literature being reviewed, this distinction needs to be noted and recognised as of greater note within the synthesis of the literature. 
The aim of this review is to establish the nature of interdisciplinary collaboration and what can influence this in both a positive and negative way in order to influence a successful model on interdisciplinary collaboration going forward. All the literature reviewed concurred that interprofessional collaboration, once clearly defined, can improve patient satisfaction, patient safety, improve health outcomes, increase job satisfaction and improve staff retention (Proudfoot et al., 2008; Strasser et al., 2008). A range of methodologies were adopted reporting various levels of details. Thematic analysis of the literature identified two themes which are fundamental to the oration of the interdisciplinary collaboration’s success or failure. The ‘top down organisation’ of the collaboration, alongside the ‘bottom-up intrinsic factors’. The two themes are both clearly definable and individually distinct but are also inherently linked together in the character of the team it is being applied to as demonstrated in the phrase ‘micro and macro activities’ (Welch et al., 2013). Frequent and recurring opportunities for reciprocal information interaction between team members which is also effective and well-structured in nature is the single most important and palpable element of interdisciplinary collaboration noted within the literature. 
The ‘bottom-up intrinsic factors’ are inherently linked and influenced by the ‘top down organisational’ factors and vice versa. ‘Top down’ factors include things like policy, structural administration, time allocation to deliver on the goal of the team have been highlighted as key in allowing the development of the collaboration and have a big impact on the collaboration being a success or failure. The ability of interdisciplinary collaboration teams to be able to foster informal communication is paramount and has been highlighted as a key determinate in weather or not the team has a positive outcome (Morgan et al., 2015). The nature of ‘top down’ or ‘macro’ factors are inherently organisational in the facilitation of interdisciplinary collaboration. They refer to the formal processes as set out in policies and structural administration of professional organisations as well as leadership or management styles as well as facilitation of the opportunity for informal collaboration to occur organically between participants. The requirement for this sort of structure within organisational bodies and the necessity of explicicity of policy to formalise procedures is inherent and at the core of the Health and Social Care organisational bodies. Although the size and scope of the policies may vary in accordance with the situation and structure they are being applied to, they have commonality in their aims. The policies aim to provide a structure that is integrally collaborative in nature. It must support the development of the team as an autonomous entity and have the structure to support a reciprocal relationship of development and feedback on the performance of the team as well as formalising roles and defining responsibilities. Unfortunately, what makes the policies accomplish their aims can also form barriers to the effective communication. Innovation is at the root of addressing these barriers identified and this is often seen as an intuitive process that occurs organically as a ‘bottom-up’ answer to the issues being faced. Multiple studies noted various novel ways of bridging communication whilst navigating the policies that are intended to facilitate but can restrict the communication inadvertently. Asynchronous communication tools have been adopted in some studies to good effect and particularly within a primary care setting where the additional bridge of physical separation divides the interdisciplinary team. The digital tools and systems adopted to address issues include smart whiteboards and electronic clinical records which can bridge the barriers and facilitate effective communication within the collaboration whilst being accessible, comprehensible and manageable to all participants of the interdisciplinary team (Gum et al., 2012; Kislov et al., 2012; Munday et al., 2007).
An additional observation in the literature is the methodologies employed to gather data and the variability in the resultant data’s reliability or ability to truly reflect the circumstances and presentation of Interdisciplinary collaboration role within an organisation. There are no studies evidenced in the search that directly observe the Interdisciplinary Collaboration but rather rely heavily on self-reported data alone. Whilst direct observation is costlier to undertake, often more difficult to organise and would pose further issues with integration or synthesis in analysis, the prospective advantages of this methodology outweigh the difficulty in implementation. Morse (2010) discusses research design in regards to ascertaining a participant’s behaviours, experiences or opinions as having fundamental compromises attached to the approaches being employed. The subsequent impact of this would be a loss in the overall quality of the study and conclusions or implications drawn from the study generally. Each methodological approach to data gathering and the analytical view point that can be ascertained from this are linked inherently with advantages and disadvantages. Some approaches, such as examining accounts of the experience ranging from official records to patient assessment data or assessing the experience through alternative qualitative descriptors, produce more robust data sets which in turn can distort or fail to capture the essence of the participant experience. Alternatively, some approaches provide the researcher with subjective data, such as examining the perceptible behavioural patterns within a setting or situation such as microanalytical behaviours e.g. facial expressions and scrutinising the individual, group or interactions being observed within a defined situation, with the exclusion of hard data focussing on the emotional or trying to ascertain meaning in events. Some approaches, such as second-hand interpretations of other participants experience by synthesis of the literature surrounding the research focus area, provide the researcher with a very different version of the experience from indirect accounts and perceptions of the experiences.
[bookmark: _Hlk89957697]The conclusion demonstrated within the literature points towards a mixed methodology approach in order to increase the breadth and scope of the data collected and aim to establish an accurate reflection of the experience from both within the collaboration and from an independent, observational perspective free from bias or preconceptions. Establishment of the conceptualisation and anticipated resultant data production configuration needs to be decided early on within a research proposal as this will form the fundamental narrative of the discussion, however, it is of note that not everything can be anticipated within a project (Morse and Niehaus, 2009). The heart of a well-planned and thought through structure is understanding that within qualitative research you need to anticipate the unexpected and try and plan for this also through potential alternative statements which remain within the limits of the study but can guide the researcher during events which could have the potential to throw off the whole study. The ‘armchair walkthrough’ approach to study design within qualitative research proposals enables the researcher to maintain an inductive position rather than a reductivist, empirical stance combined with its inherent rigidity which is not compatible with the adaptability of approach required in this classification of research (Morse and Niehaus, 2009; Morse, 2010).
Within the literature, case study design of interdisciplinary collaboration was employed most commonly which was often limited to one site as the focus. The case study designs most commonly adopted included longitudinal studies, embedded practice or comparative perspectives however three of the studies identified broadened the field to multiple sites or multiple organisations within the collaborations (Hjalmarson et al., 2013; Kislov et al., 2012; Nadeau et al., 2012). Surprisingly considering the difficulties that this methodology presents when synthesis of the data, ethnographic frameworks were utilised within around half of all the studies identified with the most commonly described data collection method being a non-participant ethnographic approach to observational data. As expected the adoption of the costlier and more complex direct participant observation was found minimally within the literature reviewed. The reporting of this data collection methodology varied extensively with variable times spent in direct observation from twenty hours to one hundred and thirty-nine hours. The approach can be seen in the literature as inductive, responsive, interpretative and/or lacking the inflexible composition attributed to traditional research methodologies however this is not to be taken in any negative sense of the descriptions applied. The particular focus of this area in the literature as it pertains to the project being proposed is to ascertain the value or inconsequentiality of this methodology therefore attention was paid to the areas of described approaches towards analysis as well as the frameworks adopted and sequence of deployment of the method within a research study. There is a contrast to be seen between the studies that adopted the direct observational data methodology as an initial framework and the studies that used self-reported or interview based / focus group discussion data in the quality and relevance of the significance attributed to the study within the settings of the literature review. Triangulation of data through utilising a mixed methodology approach is a fundamental successor to the data establishment, especially as there is no evidence available to demonstrate that this approach is able to produce depth when used in isolation (Kevin et al., 2007; Latvala et al., 2000). Taking these ‘lessons learnt’ forward into future projects of the same nature is paramount to the aim of the literature review in this project.
A project management methodology has been selected to provide structure to the project delivery through application of different principles, themes, frameworks, processes, and standards. A hybrid approach towards this project would be deemed most appropriate as this would provide structure to the development, i.e. PRINCE2, but allow for flexibility during the design and implementation, i.e. Scrumban. It was felt that Scrumban would allow professionals involved in the design and implementation of this project to step outside their normal sphere of practice and thus input into all other aspects of the project’s development. Gaining different perspectives at all stages will benefit the final product and ensure the focus remains on the end goal of the project rather than being side tracked at any one stage. The linear nature of Scrumban assists with the projects progression and similarly to the objectives of the project being developed itself, will allow the team as a whole to see progression of the development stages and how this can be expedited as the group comes together as a whole. The integration of Scrumban into PRINCE2 allows for a set of principles to be defined with work in progress limiters to be set for example for individual member do not become overwhelmed through multi-tasking the development stages. These policies can be set out clearly at the start and implemented through the project manager which reciprocally, progression updates get fed back to the project manager through feedback loops rather than having to micromanage all aspects of the project development. Additionally, the Scrumban model can incorporate additional developmental models such as PDSA cycles which are intrinsic within health and social care institutions so therefore have the additional benefit of offering some familiarity to the participants who may not be adept at more formalised models such as PRINCE2. Watcher (2016) notes that successful digital strategy needs to be multifaceted in nature and requires the ‘buy in’ from the workforce which is supported through their involvement and education on the change. 
A pre-intervention assessment of the current process will need to be undertaken in order to assess accurately if the project’s implementation has had a positive impact. Generating data surrounding the current process will be difficult as there has not been a formal assessment undertaken into the impact of using the DST paperwork in its current format therefore a Grounded theory approach will be adopted. The most appropriate method would be to gather qualitative data through a mixed methodology on the wider MDT. As discussed within the literature review, research into this area is often best established through the use of both self-reported data and directly observed practices. Therefore, a series of semi-structured interviews will be held with the key members of the MDT involved in the DST process after a pilot of the questions has been undertaken to ensure appropriateness of the lines of enquiry. In addition to this, a longitudinal case study approach will be adopted to evaluate in real time the experiences of the interdisciplinary collaboration. Data can then be triangulated and analyse thematically in order to provide an accurate representation of the current circumstance that participants of the interdisciplinary collaboration experience whilst undertaking the DST. This strategy can then be repeated at a later point post implementation to compare and correlate. It is the contrast of these data sets which will lead the projects conclusion as to whether the change has had a positive impact on practice and to what degree this can be demonstrated.
The implementation of this project would hope to impact the exchange of patient identifiable documentation directly and positively across the interdisciplinary collaboration. This small-scale pilot has the potential to expand into all areas where this documentation is being utilised i.e. all Health Boards across Wales. The objectives of this project, if achieved, would facilitate better methods of communication across the interdisciplinary collaboration which in turn would hope to improve cross professional relationships, improve staff job satisfaction and retention within health and social care organisations. As discussed previously it will give the gift of time to the participants which can be better utilised away from administration of a document (Topol, 2019). It would also hope to improve the patients own experience of being assessed for CHC through the improvements in cross-professional communication and transferability of data increasing the time undertaken to complete the assessment and hopefully reduce the repetitive nature of the assessment as all professionals will have access to the same information in a live document. Keeping the patient at the centre of this development is well evidenced within literature as a key determinant of success or failure of a project and highlighted in many key pieces of strategical documentation (Watcher, 2016. Topol, 2019). There may also be the potential for the data sharing platform to be expanded into other forms of documentation that need to be shared in a similar way. 
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