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Background
Effective teamwork between doctors and clinical nurse practitioners (CNP) is essential to the provision of quality primary care in the South
African context. The Worcester Community Health Centre (CHC) is situated in a large town and offers primary care to the rural Breede
Valley Sub-District of the Western Cape. The management of the CHC decided to create dedicated practice teams offering continuity of
care, family-orientated care, and the integration of acute and chronic patients. The teams depended on effective collaboration between the
doctors and the CNPs.

Methods
A co-operative inquiry group, consisting of two facility managers, an administrator, and medical and nursing staff, met over a period of
nine months and completed three cycles of planning, action, observation and reflection. The inquiry focused on the question of how more
effective teams of doctors and clinical nurse practitioners offering clinical care could be created within a typical CHC.

Results

The CHC established three practice teams, but met with limited success in maintaining the teams over time. The group found that, in order
for teams to work, the following are needed:

A clear and shared vision and mission amongst the staff. The vision was championed by one or two leaders rather than developed
collaboratively by the staff. Continuity of care was supported by the patients and doctors, but the CNPs felt more ambivalent. Family-
orientated care within practices met with limited success. Integration of care was hindered by physical infrastructure and the assumptions
regarding the care of “chronics”. Enhanced practitioner-patient relationships were reported by the two teams that had staff consistently
available.

Significant changes in the behaviour and roles of staff. Some doctors perceived the nurse as an “assistant” who could be called on to run
errands or perform tasks. Doctors perceived their own role as that of comprehensively managing patients in a consultation, while the CNPs
still regarded themselves as nurses who should rotate to other duties and perform a variety of tasks, thus oscillating between the role of
practitioner and nurse. The doctors felt responsible for seeing a certain number of patients in the time they were available, while the CNPs
felt responsible for getting all the patients through the CHC. The doctors did not create space for mentoring the CNPs, who were often seen
as an intrusion and a threat to patient privacy and confidentiality when requesting a consultation. For the CNPs, however, the advantage of
practice teams was considered to be greater accessibility to the doctor for joint consultation. The identification of doctors and CNPs with
each other as part of a functioning team did not materialise.

Effective management of the change process implied the need to ensure sufficient staff were available to allow all teams to function equally
throughout the day, to be cognisant of the limitations of the building design, to introduce budgeting that supported semi-autonomous
practice teams and to ensure that the staff were provided with ongoing opportunities for dialogue and communication. The implications of
change for the whole system should be considered, and not just that for the doctors and nurses.

Conclusion
Key lessons learnt included the need to engage with a transformational leadership style, to foster dialogical openness in the planning
process and to address differences in understanding of roles and responsibilities between the doctors and the CNPs. The unreliable
presence of doctors within the practice team, due to their hospital duties, was a critical factor in the breakdown of the teams. The CHC
plans to further develop practice teams, to learn from the lessons so far and to continue with the co-operative inquiry.
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Introduction

The South African health system is
characterised by a public sector that
provides care to 80% of the popula-
tion." The provision of primary health
care is the cornerstone of health policy
in South Africa and central to health
service transformation.? Primary care is
conceived as being nurse-driven, with
support from doctors, and therefore
the clinical nurse practitioner (CNP) is
central to the realisation of policy. In
rural areas, this support may be located
in the district hospital, while in urban
areas it may be located within the com-
munity health centre (CHC) alongside
the CNP. The CNP is a registered nurse
who has received post-registration train-
ing in diagnostics and in the treatment
and referral of patients at primary level.
Internationally, the fully trained family
physician has been recognised as a key
component of district health systems,
one who provides quality care, supports
rational decision making, communicates
effectively and contributes towards dis-
trict-level public health initiatives and
management.®# The functioning of doc-
tors and CNPs as effective teams within
the district health system therefore is
essential.

Although doctors and nurses often
work alongside each other in the district
health system, it cannot be assumed
that they share the same values and
perspectives as a basis for collabora-
tion and teamwork. Indeed, the literature
points to a host of factors that may pre-
dict important differences. These factors
include the historical roots of the profes-
sions, gender differences, different
socio-economic backgrounds, different
professional  socialisation,  different
educational models,* and language.® Al-
though significant differences in values
and perspectives are therefore likely, it
also appears that doctors and nurses
may collude in an interactional “game”,
with unwritten rules of hierarchy, which
forbids open disagreement or dialogue.®
However, failure to interact effectively
creates an unhealthy working environ-
ment and impacts negatively on patient
care.” The widely promoted concept of
interdisciplinary teamwork is often dif-
ficult to demonstrate in practice.®

In terms of their relative roles, Long
et al. cite studies by Mundinger et al.
and Kinnerlsey et al. that compared the
effectiveness of nurse practitioners with
general practitioners in a developed
country setting, and concluded that
CNPs appear to offer longer consulta-
tions with more investigations, more
follow up, more information and more

patient satisfaction.® In essence, they
found that CNPs are as safe as doctors
for self-limiting illnesses, but are less
productive and not necessarily cheap-
er.’ In the urban areas of South Africa,
up to 57% of trained CNPs may not be
functioning as practitioners due to a
lack of motivation, a shortage of other
categories of nursing staff, the lack of
financial reward, a lack of confidence
and fear of litigation."" Kapp and Mash
also highlighted a lack of teamwork,
with doctors and CNPs working in isola-
tion and seeing patients from the same
pool, without any clearly defined rela-
tionship or differentiation of expertise."
For nurses, trained for the most part in
a task-orientated approach (an organi-
sational practice in which nursing care
is typically broken down into a series
of tasks performed by different prac-
titioners'), working in practice teams
may be unfamiliar and threatening, as
each CNP is then fully responsible for
the comprehensive care of a patient. In
addition, their different roles are more
explicit when doctors and nurses work
together in the same practice team.

This study was conducted at the
Worcester CHC, which is situated in
the Boland-Overberg region of the
Western Cape and serves the Breede
Valley District, which has an estimated
population of 160 000 and one of the
worst levels of poverty in the Western
Cape. The commonest causes of adult
mortality in this population are TB, car-
diovascular disease and HIV/AIDS, and
amongst children the causes are low
birth weight, diarrhoea and respiratory
infections. The CHC is responsible for
the delivery of free comprehensive pri-
mary care services and sees up to 400
clients per day, which includes referrals
from satellite clinics, this explains why
doctors are present in the CHC. Other
services for TB, antenatal care, chronic
diseases, family planning, child health
and psychiatry were run as separate
vertical sections in the CHC.

Prior to this study, the four doctors
and four CNPs worked separately,
although the CNPs were located in
close proximity to each other and saw
patients presenting with acute illnesses.
Other services, such as TB manage-
ment, antenatal care, chronic disease
clinic, family planning, child welfare and
psychiatry were run as separate vertical
sections in the CHC. The CNPs rotated
between these services on a three-
monthly basis.

This study was inspired by the
management of the CHC, who had
implemented a different model of care

based on the creation of three prac-
tice teams in which doctors and CNPs
worked together. In this model, patients
who were previously seen separately by
the CNPs, the doctors or the chronic
disease clinic were integrated into three
practice teams. This model lasted only a
few months and the ‘experiment’ had left
the staff with feelings of frustration and
disappointment, although senior staff
remained committed to the concept. As
this CHC was unique in both its experi-
ence of attempting practice teams and
in its willingness to continue experi-
menting with the concept, the initiating
researchers suggested the formation of
a co-operative inquiry group to explore
how more effective clinical care teams
of doctors and CNPs could be created.

Method

At an introductory meeting, the staff
members were invited to participate in
the co-operative inquiry group (CIG).13
The eight members of staff who commit-
ted themselves to the inquiry included
the two facility managers (one a nurse),
a consultant family physician, one of the
medical officers, a chief professional
nurse and the chief administrator. The
CIG is a cyclical process of action, ob-
servation, reflection and planning, and
this paper represents the findings of the
first three cycles held over a period of
nine months.

Action

The members of the CIG engaged in
in-depth interviews with each other, one
focus group discussion with the doctors
and another with the nurses, a survey of
patient opinions and medical records on
continuity of care, and interaction with
the staff at the routine staff, business
and section meetings. As the members
of the CIG were all active members of
the CHC, they also acted as participant
observers and conducted numerous in-
formal interviews. Attempts were made
to integrate the preparation of acute
and chronic patients in the CHC and to
introduce better information on the avail-
ability and identity of the staff.

Observation and documentation

All interviews were audio-taped and
members of the CIG wrote individual
accounts of their actions. The indi-
vidual narratives of action taken were
also audio-taped at each CIG meeting.
Qualitative and quantitative data col-
lected by visiting medical students as
part of the patient and medical record
survey was summarised in a PowerPoint
presentation. Key discussions in the
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CIG meetings were audio-taped and the
facilitators also kept notes in newsprint
and personal journals.

Reflection

The CIG reflected on the actions taken
through the use of group discussion
that emphasised reflective listening and
clarification. All group discussions were
audio-taped and a reflective summary
was created and circulated at the end
of each cycle. This documented the ac-
tions taken by each group member, the
reflections of the group and the actions
planned for the next cycle. Other tech-
niques that were used to aid reflection
were reflective writing, ‘blind” writing,
free attitude interviews and drawing.

Planning

Each individual had to commit himself
or herself to specific actions during the
next cycle. These plans were recorded
in the reflective summary.

The CIG was facilitated by the two initiat-
ing researchers, who had prior experi-
ence in action research and facilitating
small groups. They ensured that the
CIG remained aligned with its purpose
in terms of the actions and reflections
and trained the group in the research
methodology. These facilitators re-
mained conscious of the need to build
ownership of the inquiry and commit-
ment to the group amongst all the mem-
bers, and took responsibility for creat-
ing capacity in the group for personal
reflexivity and reflection. The facilitators
enabled a democratic and collaborative
group dynamic that evoked a spirit of
acceptance, reflective listening, equity
and valuing each others’ contributions.
The facilitation of the CIG raised a
number of issues. One of the facilitators
was not fluent in Afrikaans and there-
fore the CIG agreed to conduct itself in
English, although members were free to
speak Afrikaans. The members of the
CIG all had established working rela-
tionships with each other that involved
professional, organisational and person-
al dynamics. The facilitators attempted
to create a space within the CIG where
people related on a first name basis and
were equally valued for their contribu-
tion to the dialogue. The members of the
CIG were not familiar with the research
methodology and initially expressed
some reservation about the focus on
personal reflexivity and reflection. One
member of the group dropped out after
the first cycle and subsequently moved
to another hospital and was replaced.
The second CIG cycle took much longer

than expected due to the holiday season
and, in general, the group had difficulty
in establishing dates when all members
were available during working hours.
Nevertheless, the group remained
aligned with its purpose and generated
shared ownership of the inquiry, which
culminated in a two-day meeting at the
end of the third cycle. Not all the planned
actions were implemented, but there
was sufficient engagement in action to
generate enough experience to serve as
a basis for reflection and learning.

Findings

These first three cycles explored the
successes and failures of the previous
attempt at creating practice teams, the
readiness of the staff to make further
changes and ways in which these
changes could be initiated. The group
found that, in order for practice teams to
work, the following are needed:

® A clear and shared vision and mis-
sion amongst the staff of the CHC

e Changes in the behaviour and roles
of staff in the CHC

e Effective management of the change
process

The key results are summarised in Table I.

A clear and shared vision and mis-
sion amongst the staff of the CHC
The initial attempt to introduce practice
teams was championed by the fam-
ily physician, whose vision for the CHC
was based on the principles of family
medicine that included a commitment to
continuity of care, family-oriented care,
integration of vertical services within the
practice team, enhanced practitioner-
patient relationships and better collabo-
ration between nurses and doctors. The
principles had been presented to the
CHC staff, but he had considered only
the practice teams model as a means of
implementation. This approach had not
allowed for sufficient dialogue to create
a genuinely shared vision among the
staff and it was unclear whether these
underlying principles were generally
accepted.

The experience of the practice teams,
in relation to each of the original underly-
ing principles, will now be discussed.

e Continuity of care

A survey of 102 medical records found
that approximately one-third of the pa-
tients saw the same practitioner at each
visit, one-third saw the same practitioner
in 50% of visits and one-third hardly ever
saw the same practitioner. A patient sur-
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vey demonstrated support for the prac-
tice team concept in 67% of 72 patients.
The practice team model was not sup-
ported by 14% of the respondents, as
they were concerned about the differ-
ent waiting times for the various prac-
titioners and whether a second opinion
would be an option if requested. A fur-
ther 19% thought that the continuity of
information in the medical record should
be sufficient.

The doctors supported the principle
of continuity of care, while reserving the
need for second opinions and cross-re-
ferral. In reality, the three practice teams
differed in the consistent availability of
the same doctor, which undermined
continuity. Only two of the teams had
a dedicated doctor and the other re-
lied on several doctors giving their time
piecemeal and often only after complet-
ing their hospital duties. Continuity with
the CNP was also undermined when pa-
tients were referred by a doctor from out-
side the CHC and bypassed the CNP.
The CNPs were more ambivalent about
the principle and some expressed con-
cern that there would be less variety of
experience and/or loss of clinical skills
as a result of seeing the same group of
patients. Each team attempted to intro-
duce a booking system, and this was
seen as being supportive of continuity.
Overall, the CIG felt that the CHC prac-
titioners had understood and accepted
continuity of care as a key principle, al-
though it had not yet been adequately
implemented.

o Family-orientated care

The vision of practice teams anticipat-
ed more holistic family-orientated care,
in which members of the same family
would be seen in the same practice. This
ideal was questioned, as many patients
came from complex extended family
households and did not represent tradi-
tional family structures. Examples were
given of children in the same household
who had different parents, parents who
often were unmarried and had different
surnames, children who often were ac-
companied by neighbours and/or given
different names, and the composition of
households constantly changing due to
the seasonal nature of work opportuni-
ties in the area. Furthermore, some fam-
ilies with internal conflicts might resist
being in the same practice teams. Over-
all, the CIG felt that this principle had
met with only limited success.

o Integration of care
Attempts were made to integrate the
care of patients with acute and chron-
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ic illnesses equally among the practice
teams. The CIG found that the concept
of “chronic patients” was deeply em-
bedded in the mindset of the staff and
appeared to include certain assump-
tions, such as that these were stable pa-
tients who were not expected to experi-
ence new or acute problems and who
only required monitoring or repeat pre-
scriptions. The temptation therefore was
to ignore or postpone dealing with any
new problems. It was postulated that in-
tegration into practice teams would al-
low a more responsive and holistic ap-
proach, although the practitioners who
had previously dealt with the “chronics”
continued to see a disproportionately
high number in their new practice team.
This appeared to be due to the inabili-
ty to integrate the preparation of all pa-
tients in one observation room and the
tradition of sending chronic patients to
a specific doctor. There was discussion
about integrating other services, such
as antenatal care, but the staff felt that
this was unrealistic and they were not
ready to embrace the idea.

e Enhanced practitioner-patient rela-
tionships

The benefits of having a committed and
trusting relationship with the same prac-
titioner were eroded by the unanticipat-
ed negative effects of the introduction of
practice teams on patient waiting times.
When the doctor was not available due
to other duties in the local hospital, the
patients attending that practice expe-
rienced longer waiting times. The long
waiting time and inequality between
teams led to frustration and even anger
among the patients. This frustration was
taken out on the CNPs and other nursing
staff, despite their not being responsible
for the absence of the doctors. The
CNPs’ frustration culminated in a crisis
meeting, at which point they withdrew
from the integrated practices and
formed their own nurse-based practice
team.

The teams that had a doctor available
consistently reported that they believed
they were providing a higher quality of
care, with more time for the patients and
better practitioner-patient relationships.
From this experience it was realised that
more accessible and detailed informa-
tion was required as to when specific
practitioners were going to be available
and that the development of the practice
teams required prioritisation of the doc-
tor's time at the CHC, as well as the em-
ployment of more full-time doctors.
Although there was no fundamental

disagreement with the above principles,
all the staff expressed concern that the
practice teams had not fulfilled their
potential, and most were willing to con-
sider further attempts to realise these
principles if the pitfalls described above
could be avoided in the future.

Changes in the behaviour and roles
of staff

e Respect for different roles

The CIG found that some doctors still
perceived a nurse as an “assistant” who
could be called on to run errands or per-
form tasks and that this role was resent-
ed by the CNPs. Doctors considered
themselves to be practitioners whose
role it was to consult patients, while the
CNPs regarded themselves primari-
ly as specialist nurses who should ro-
tate to other duties and perform a vari-
ety of tasks. The CNPs therefore did not
want to remain as permanent members
of the practice teams, while the doctors
had no problem with this. The CNPs’
role oscillated between that of a prac-
titioner who consulted patients and that
of a nurse who performed basic obser-
vations and side-room tests. The doc-
tors felt responsible for seeing a certain
number of patients in the time they were
available, while the CNPs felt responsi-
ble for getting all the patients through
the CHC.

e Interaction between doctors and CNPs
The doctors were orientated towards
patient care and did not create space
for mentoring the CNPs, who were of-
ten seen as an intrusion and a threat to
patient privacy and confidentiality when
requesting a consultation. This was ex-
acerbated when the doctors experi-
enced a sense of overwhelming pres-
sure from the patient load and entered
a kind of “survival mentality” that only fo-
cused on “getting through the queue”.
For the CNPs, however, the advantage
of practice teams was considered to
be the greater accessibility to the doc-
tor for joint consultation. Such accessi-
bility would be convenient for the patient
and be supportive of the CNP as a result
of such constructive feedback, which
would in turn facilitate her own clinical
capacity and learning. The CNPs varied
in their need to consult, with some being
willing to report their own radiographs
and others seeking help for basic deci-
sions. CNPs also complained that their
patient management was often unnec-
essarily delayed by waiting for a con-
sultation with the doctor and that they
were sometimes criticised or belittled
in front of their patients. The identifica-

tion of doctors and CNPs with each oth-
er as part of a functioning team did not
materialise.

One solution suggested by the CIG
was to create practice teams with clear
role differentiation between nurse prac-
titioners who consult and other profes-
sional nurses and nursing auxiliaries
who support all the practitioners equal-
ly. The CIG also postulated that more
open dialogue regarding roles, as well
as more explicitly negotiated referral
processes, might help in the future.

Effective management of the change
process

The CIG reflected on the following fac-
tors that were important in managing the
change process:

o Sufficient staff

Practice teams require enough practi-
tioners who are committed over time,
present throughout the day and who
can maintain services during periods
of leave. The failure of the CHC to pro-
vide sufficient doctors led to the critical
breakdown of the practice teams.

e Coherent infrastructure

Practice teams require an infrastructure
that is supportive of comprehensive and
continuous care. The current design of
the CHC is not coherent with a practice
team model and, while there was suf-
ficient space to create three separate
teams, it was not possible to integrate
the preparation of acute and chronic pa-
tients or for each team to have its own re-
ception and observation areas. When all
the members of the team were present,
sufficient consulting space was a prob-
lem. In addition, there was a lack of ba-
sic infrastructure, such as telephones, in
the consulting rooms. A restructuring of
the CHC budget was also required to be
coherent with the development of semi-
autonomous teams that might have dif-
ferent needs and priorities.

e Communication and decision making
Insufficient time was spent negotiating
with, listening to and informing the staff
and patients about the planned chang-
es and the rationale for them. There
had been no patient consultation and
no community committee existed in the
CHC. The implications of the change
for the entire staff, and not just for the
nurses and doctors, were not anticipat-
ed, particularly in relation to the admin-
istrative and reception staff. A prelimi-
nary consultation and discussion peri-
od might have anticipated some of the
problems that subsequently occurred,
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Table 1: A summary of the key themes
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(A clear and shared vision and mission amongst the staff of the CHC

Staff largely accepted the principles of continuity of care, family-orientated care, integration of care and enhanced practitioner-patient
relationships that were embedded in the practice team concept. This vision, however, was not jointly formulated and the realisation of these
principles was limited by unanticipated consequences, such as unequal waiting times for the different practice teams.

~

Changes in the behaviour and roles of staff in CHC

Doctors and nurses had different identities as practitioners, different assumptions about each other’s roles and different expectations of the
personal benefits of practice teams, which made it difficult for them to understand each other and work together.

N\

Effective management of the change process

The inability to provide one consistently available doctor for each of the practice teams was instrumental in the breakdown of the teams.
The physical infrastructure of the health centre constrained the development of ideal practice teams. The planning process did not engage
all the health centre staff, even though the changes had an impact on all of them.

J

facilitating the development of a shared
vision and providing alternative strat-
egies to achieve the vision. Motivation
and leadership from management to
implement change are necessary, but
should be preceded by sufficient space
for dialogue so that the staff can express
their concerns and opinions.

Discussion

This inquiry clearly demonstrates the dif-
ficulties of changing complex systems
such as health care. Important findings
included the need for different leader-
ship styles, anticipating the unexpected
consequences of change, better clarifi-
cation of and respect for complementa-
ry roles, improved dialogue and com-
munication, sufficient staffing levels, ap-
propriate infrastructure and collabor-
ative planning. Many of these barriers
to change echo the findings of Hage-
bak, who also studied the South African
context.™ The following discussion con-
siders what lessons can be learnt from
these results.

The initial attempt at creating prac-
tice teams followed a transactional lead-
ership style,'® with one person with a
strong sense of direction attempting to
obtain agreement from the nursing and
medical staff on what they could do to
make his vision a reality. At the end of
the three cycles, the CIG adopted a
transformational leadership style, which
places the leader at the centre of a net-
work of relationships from which a vision
can emerge through dialogue.’® The
challenge to the CIG will be to trans-
fer this approach into the leadership of
the CHC as they reconsider what their
shared vision and mission should be. In
future, the patients should be included
at all levels of this dialogue.

Consideration of the effects of
change on the whole system would

have been more likely in a dialogical
planning process. Dialogue implies
more than just talking to each other or
attending a meeting, but an openness
to acknowledge different and even con-
tradictory viewpoints.' The spirit of dia-
logue therefore affirms the equal validi-
ty of each participant’s knowledge and
expertise and welcomes questions or
challenges as an essential part of col-
laboration. For collaboration and part-
nerships to develop, the potential part-
ners need to believe in the “creative po-
tential of joint working toward purposive
change”."

This study suggests that both doctors
and CNPs may need to evolve different
understandings of their roles to meet the
demands of primary care in a complex,
resource-constrained setting in a devel-
oping country. CNPs may need to de-
velop a stronger identity as practitioners
and clinical colleagues who share a set
of competencies that overlap more with
those of the doctor than with other cat-
egories of nurses. Likewise, the doctor
may need to develop an acceptance of
his or her role as a mentor and as pro-
viding referral support to the CNP. This
role may require a commitment to being
available for consultation, as well as to
developing interpersonal and communi-
cation skills that facilitate the provision of
feedback in a supportive manner. Joint
continuing professional development is
an option that needs to be considered.
Dialogue in order to develop a shared
understanding of their roles, responsi-
bilities and working relationships within
a busy primary care setting is crucial to
the offering of the best available care
and treatment for the patient. Issues
such as the clarification of assistance
(e.g. observations, side-room tests) for
both groups of practitioners, expecta-
tions of the process of doctor-CNP

referral and consultation would have
promoted more effective relationships.
In addition, it was not clear how the
leadership of the individual practice
teams had been conceived, which re-
sulted in conflict and feelings of resent-
ment and frustration.

The physical structure of the clinic
should be planned better so that the
practice team model can be imple-
mented. Consulting rooms and waiting,
preparation and treatment areas require
careful architectural planning that takes
into account how patients will be linked
to specific practice teams.

All the personnel need to be consult-
ed and informed as to how the practice
teams function. Lines of communication,
opportunities for ongoing dialogue and
problem solving need to be included in
the health centre’s working schedule.

Finally, the future success of the
practice teams will depend on the
consistent availability of senior doctors
in each team. In this setting, where the
doctors had local hospital responsibili-
ties, this issue created particular timeta-
bling challenges.

The implementation of the vision of
creating practice teams at the Worces-
ter CHC has met with limited success so
far. Nevertheless, the members of the
CIG intend to learn from the findings of
this inquiry and, on the basis of their out-
come mapping plan,’ to introduce new
changes in the near future. The findings
of this inquiry may also be transferred to
the many similar primary care settings in
South Africa and assist with the planning
of more effective practice teams.

The following recommendations can

therefore be made:

e Adopt a transformational leadership
style

* Engage in a dialogical planning pro-
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cess that values people’s concerns
and opinions

Equip doctors with skills to mentor
and support CNPs

Support the development of a unique
professional identity for CNPs
Facilitate open dialogue on the roles
and responsibilities of doctors and
CNPs

Review how the physical infrastruc-
ture can be modified to better sup-
port semi-autonomous teams

Involve all categories of staff in the
planning and ensure ongoing dia-
logue with regard to the changes
Ensure that doctors are available
throughout the day in all the practice
teams

Consult with and prepare the patients
for changes that are planned in the
community health centre
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