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Section I – Background 

This document contains a number of interrelated components needed to support safe, competent, evidence-informed practice within the NTC Nursing Program. The nursing program mission, vision and values and beliefs underpin all other components. The strategic plan includes an outline of new initiatives for 2008 and 2009 that will help the program achieve its mission and move toward the vision. Position descriptions and performance expectations describe the competencies that RNs and LPNs need to provide care that is culturally sensitive and effective in a rural and remote context. This document also outlines the orientation and performance management processes to support nurses to achieve and maintain these competencies. Last, this document describes a framework for the development, approval and implementation of policies and clinical standards for the NTC Nursing Program. 
The manager and staff of the nursing program work with the Director of Community and Human Services to develop policies and practice standards that ensure:
· Nursing services are directed by the Nuu-chah-nulth Nursing Strategic Plan.
· The working environment supports safe nursing practice.  
· Nursing services and practice standards meet CRNBC and CLPNBC professional standards, the Nurses (Registered) and Nurse Practitioners Regulation, the Licensed Practical Nurses Regulation and Nuu-chah-nulth Nursing Program policies and clinical standards.
· There is no disparity in nursing services among different communities.
·  Nurses can function within their legislated scope of practice and make appropriate decisions about their practice.
· Nursing practice meets the changing health needs and conditions within communities.

Section 2 – 2 Year Strategic Plan
This strategic plan creates a step by step guide for the Nuu-chah-nulth nursing program and includes the program mission, vision for the future and an action plan that identifies professional and clinical objectives for the next 2 years. While the mission statement identifies what the nursing program does, the vision identifies what the program wants to become in the future. The values and beliefs define how people will behave with each other, how they will value others and describe actions that are a living enactment of the fundamental values held by all.  The objectives and related action plans and outcomes describe the key initiatives that the nursing program will implement in 2008 and 2009 to accomplish its mission and move toward the vision.
Mission
The Nuu-chah-nulth Nursing Program partners with Nuu-chah-nulth-aht to deliver professional, ethical, culturally-sensitive, and competent care to meet the communities needs. Nurses within the Nuu-chah-nulth nursing program are accountable both personally and professionally when providing care.
Vision for the Future

Nuu-chah-nulth-aht view the nursing program as a culturally integrated, easily accessible service that provides quality care by competent, professional nursing staff. This care contributes to health, safety and positive outcomes for individuals and the community.
Values and Beliefs

The Nuu-chah-nulth Tribal Council symbol is shown in the center of the nursing framework picture. This depicts a partnership between the Nuu-chah-nulth-aht and the nurse.  The partnership shows respect, which is at the core of Nuu-chah-nulth cultural beliefs and values.  One hand joined by two arms shows that each partner has responsibility, and that the two partners are working together to be responsible for self and others. The arm muscles depict the strength that each partner brings to the relationship. Working as a team brings greater strength toward achieving improved health for all.  

This symbol represents Nuu-chah-nulth cultural beliefs.  In the nursing program, this symbol represents the nurses, Nuu-chah-nulth-aht, and other community staff, as well as the Nuu-chah-nulth responsibility with strong emphasis on our culture, including environment, spirituality, knowledge, compassion, teamwork, and health.  The symbol reminds us of the importance of Nuu-chah-nulth cultural values of combining peace and respect as we work together.

This symbol of unity rests upon the land at the edge of the sea with mountains and valleys in the background as the home of the Nuu-chah-nulth Nations.  Water represents the cleansing and the 
mountains represent where the people came from.  The sun represents overall health of earth and mankind.

The paddles pointing up indicate that the people come in peace and desire to work with you to create balance in all communities with mutual understanding, respect, and clarity.

The four paddles depict the 14 various member tribes from different valleys within the Nuu-chah-nulth territories.  The paddles represent the journey we all travel when we come in peace with ourselves, our families, and the nurses.

The paddles also represent the economic wealth of the people and as such can symbolize the need to manage resources, economics, education, social programs, and politics.

The symbol represents the natural rhythm and balance we create with each other and with the environment as we work together to improve and maintain a better state of health.

Nuu-chah-nulth Nursing Program Beliefs:
· Each life is a precious journey. Together we hold life’s sacred gift, acknowledging our strengths, surviving on land and sea.

· Each life connects. Together we respect and promote individual needs, family systems, and community empowerment.

· Each life seeks fulfillment. Together we promote the full spiritual, emotional, mental, and physical potential of individual, families, and communities.

· Each life completes its cycle. Together we ask for protection, strength, and guidance from Naas.  Together we show compassion, respect, and dignity from conception to death.

Parse’s Theory of Nursing
The Parse approach to nursing embraces the values and beliefs of the Nuu-chah-nulth Tribal Council’s Nursing Program.

Similar to Parse, the Nuu-chah-nulth way of life teaches nurses some important lessons that impact on nursing practice and outcomes.

· Each individual has within them, the truth about their own health.

· The people are the experts.

· Health care providers serve merely as guides to this internal wisdom and strength.

· A true community/person-nurse partnership is possible.

Like Parse’s theory of human becoming, in the Nuu-chah-nulth framework, it is the person’s lived experience that matters – not the dictionary/clinical definition of a concept, not the health care provider’s assessment/analysis of the situation but the person’s actual experience of the lived reality – experiences of time, place, people, things, events, ideas and beliefs. 

Some of the key concepts in the Nuu-chah-nulth framework for nursing have been clearly described in the Parse Model of Care using the lived experience of study participants.

Hope
 

· Hope is a universal experience that is paradoxical in nature. It is described as both powerful and fragile at the same time. Experiences of hope are described as arduous, restrictive, adverse, disheartening, anguishing, ambiguous, tumultuous and despairing. At the same time, people experience feelings of contentment, vitality, liberation, nurturance and inspiration.

· Hope is most often experienced in relation to some specific tragic life event or situation that in some way tests our core beliefs.

· Hope is characterized as “inspiring possibilities” amid various “hardship and personal difficulties”
 

· Comments about relationships and close others were present in all of the studies discussed. Intimate engagements are important in fortifying the persistence of expecting in day to day living.
 

· A diversity of opportunities and challenges is likely to alter what one may hope for but not the core meaning of hope.

Respect

· Respect is a reverent recognition or acknowledgement of a presence.

· Respect is a recognition of the worth of others and respect is earned.

· The core of a person who commands the respect of others emanates power within without the authority or responsibility of a position. This is a personal power based on respect.
 

· Respect is a virtue in professional relationships. “Feeling respected is in paradoxical rhythm with feeling not respected. This rhythm is a co-created phenomenon lived as new meanings and different possibilities surface in the recognition of uniqueness so important to health and quality of life.

· “Feeling respected is receiving feedback from people who trust (my) intelligence and decision-making abilities. Trust is just another part of feeling respected. ……….Appreciation is part of being respected, too.” 

· “Feeling respected was described by all participants as an acknowledgement of personal worth.”

· Respect for Peoples’ traditional values, beliefs, knowledge and practices and the importance and place in their lives are important.

· (Respect between health care providers and individuals in NTC communities are described as) a real, genuine, heart felt, empathic/emotional/spiritually connected respect for persons and their lived experience.
 

· (Respect for communities is described by health care providers in NTC communities as) respect and appreciation for diversity and complexity in the process of regenerating traditional knowledge into contemporary contexts/reality.
Feeling Cared For

· “Feeling cared for is having someone there who understands. It involves being loved for who I am and belonging somewhere. Feeling cared for is being grateful for help through grief and a death of a baby, and it was evident in how the baby was loved and taken good care of while alive.”
· “Feeling cared for involves safety, warmth, security, love, and feeling human. It involves feeling better about self in spite of being viewed as the black sheep of the family. Feeling cared for is spending time doing things together and involves helping someone less fortunate.”
· “Feeling cared for is feeling special and not alone and having self worth. It is knowing that feelings are being validated, and involves someone to talk to. Life here on earth is worthwhile. Feeling cared for is doing something for a more comfortable feeling and having someone listen: it is a feeling respected even though abused as a child and being pushed away by people.”
· A core concept in feeling cared for is “honouring uniqueness amid diversity …… involving respecting the chosen life patterns of others during times of misfortune as well as during times of flourishing. It is an affirming of individuality and human freedom….”
In practice, applying the Nuu-chah-nulth nursing framework and the theory of human becoming:

· The nurse guides the person and family to relate the meaning of their lived experiences. As the person shares this meaning with others in their environment, the meaning is changed and made more explicit. 

· The nurse does not try to balance or calm the unevenness of day to day living. The nurse goes to the rhythm set by the person and family. The nurse stays with the family’s views leading the family through discussion to recognize the harmony that exists within their own lived context. There is always a way to find harmony in the spinning and turning of human relationships. The nurse will go with the person to uncover the personal meaning of the situation.  
· The nurse guides individuals and families to plan for the changing of lived health patterns. Individuals and families are encouraged to dream of all the possibilities and to plan to reach their dreams. 

· Human Becoming is a different kind of nursing. It is not offering professional advice and opinions stemming from the nurse. It is not a canned approach to cure. It is a subject to subject interrelationship, a loving, true presence with the other to promote health and the quality of life (as it is defined by the person receiving care).

· It is not congruent with the nursing process as we have known it.

Using the theory of human becoming as a foundation for our nursing practice and documentation, we must learn how to be present with people. A study, using Parse research methods was done to look at the difficulties that women in abusive relationships have in leaving their partners. The report on the results of that study was named “Persisting While Wanting to Change: Women’s Lived Experiences”. The implications for nursing practice that came out of this research
 are listed below:

· “Feeling alone, drained and bewildered by the complexity of their struggle, it took time for them to find their own direction for change. Professionals who try to intervene by pushing their own agenda for change may convey the message that they are judging the person or expecting them to take action, thus failing to provide a safe climate for them to reveal their situation. Providing unconditional acceptance can create opportunities for persons to explore and clarify personal meanings, values priorities and hopes, wishes and plans for change. Professionals must show an openness to listen without judging.”

· “One way of changing health patterns is creative imaging (Parse, 1990a). For example, nurses can invite persons to picture what it would be like to stay in their situation and, alternatively, how they would like to change it. As persons talk about the possibilities that they see for themselves, and their hopes and dreams, they can plan to make them real. Creative media such as painting, poetry, or storytelling could also be used by persons as they move toward creating desired changes to enhance their quality of life.”

Action Plan
The action plan describes the new initiatives that the Nuu-chah-nulth Nursing Program will pursue to accomplish its mission and vision. Some initiatives have been developed for both the home care and community health programs while others are specific to one area. These strategies have been prioritized and will be the focus of activities in one of the next 2 years. 
	YEAR ONE: January 2008 – December 2008 

	1. Strategic Plan, Clinical Competencies and Clinical Standards Development  and Implementation

	Objectives
	Timeline
	Actions
	Outcomes

	1.1 The Nursing Program has a strategic plan to direct new initiatives over the next 2 years, a clear set of evidence-based clinical standards to direct practice, an orientation program for new staff, and a clear set of competencies & position descriptions for all nursing staff.
	April 2007

April 2008
December 2008
	· Work with nursing consultant to draft a strategic plan (mission, vision, values and action plans), QI initiatives, position descriptions & performance expectations, performance management process, orientation plan and framework for developing and approving clinical standards.
· Revise based on feedback from supervisors and manager.
· Meet with nursing staff to review the above work get feedback.
· Make final revisions. 

· Collaborate with nursing consultant to ensure that structures and processes are in place to implement the components identified above.
· Implement the action plans for 2008, position descriptions, performance expectations, performance management and orientation processes and framework for clinical standards and policies.
· Revise / develop clinical standards with nursing consultant and other experts and set up Nursing Program Clinical Standards Manual.

	· RNs and LPNs in both programs are clear about their roles and the competencies (knowledge, skills, attitudes and clinical judgment) that are required to carry out these roles.
· Nurses can easily access clinical standards (procedures and protocols) as needed. 

· Nurses practice according to the policies and clinical standards of the NCN Nursing Program.

· All new nurses receive an indepth orientation over 6 months. 

· The Nursing Program completes 3-4 initiatives each year that support safe, competent, ethical practice and result in improved health or a comfortable death for Nuu-chah-nulth-aht.

· RNs and LPNs meet their professional association continuing competence requirements.

	2. Review Current Staffing Model  

	Objectives
	Timeline
	Actions
	Outcomes

	2.1 The NTC nursing Program has sufficient registered nurses in place to support other care providers and provide care that meets the needs of Nuu-chah-nulth-aht in a timely way.

	April 2008
	· Negotiate with VIHA to establish a combined RN position for the West Coast.
· Work with CHS to expand the HC RN position to full time.

· Reallocate nursing hours for the West Coast area.

· Reallocate and increase registered nursing positions for the Central area.
· Negotiate with VIHA to increase the allocation of nursing staff to provide service for off-reserve First Nations members.

	· One fulltime RN for Home Care
· One fulltime RN (?? Home care or community health) for the West Coast

· ?? Central area

· ?? off reserve

	3. Update Palliative Care Knowledge

	Objectives
	Timeline
	Actions
	Outcomes

	3.1 HC nurses are knowledgeable about the palliative care activities that their members receive.


	
	· Staff to attend the palliative care course offered by the Victoria Hospice Society or alternatively staff can attend a VIHA palliative care orientation.
· Staff to work with an NTC mentor to explore the cultural traditions associated with dying among the Nuu-chah-nulth-aht.

	· Nurses have a good understanding of the care provided to their members by the VIHA home care nurses.

· Nurses can provide culturally sensitive support to members who are dying and provide input into care provided by others to ensure that it is culturally sensitive. 

	4. Communicable Disease Control

	Objectives
	Timeline
	Actions
	Outcomes

	4.1 Nursing practice for the screening and treatment of sexually transmitted infections, HIV and Hepatitis C is evidence-based and culturally sensitive.

4.2 Education for the public will reduce the incidence of activities that lead to the spread of these communicable diseases.

4.3 Education for the CHNs will support evidence-informed clinical practice for immunizations and communicable diseases.


	
	· Use CDC clinical standards for STI, HIV and Hep C prevention, screening and treatment. to guide procedure and protocol development. 

· Work in collaboration with VIHA and CD hub to undertake contact tracing and treatment.

· Develop a strategy for tracking high-risk activities that lead to transmission of HIV and Hep C. 

· Develop a strategy for tracking the incidence and prevalence of HIV, STIs and Hep C in communities.

· Provide education to the community on harm reduction strategies, case finding, screening and treatment for STIs, HIV and Hep C.

· Nurses are involved in developing a plan to deal with a pandemic communicable disease outbreak.
· Nurses are supported to get the BC CDC immunization certificate prior to immunizing members.

· Support is provided for one or more nurses to attend the National Immunization Conference December 2008

· The NTC orientation for CHNs contains information on immunizations and communicable diseases, e.g. anaphylaxis protocols


	· Nurses are providing education on communicable diseases and harm reduction activities in schools, at the public health center, in the workplace and on a one-to-one basis.

· The incidence of high risk activities that lead to transmission of HIV and Hep C is reduced. 

· The incidence and prevalence of specific STIs, HIV and Hep C are reduced by 25% for 1-2 years following implementation of the new clinical standards.

· Transmission of HIV and other blood borne pathogens is equal to or below the provincial average.

· The incidence of HIV and blood borne pathogens decreases by 25% over the next 5 years. 

· CHNs are participating in available continuing education and using their Education Passport to track this education.

· Nurses are certified by BC CDC before giving immunizations.
· 

	5. Developing an Integrated Approach to Immunization, Nurse Certification and Communicable Disease Program Delivery

	Objectives
	Timeline
	Actions
	Outcomes

	5.1 To improve the integration of CD services between First Nations CHNs and VIHA, specifically their Child, Youth and Family, Aboriginal Health and Public Health portfolios.

5.2 There are evidence-based standards and evaluation methods for immunization certification and communicable disease competence common to FN and VIHA CHNs. 

5.3 There are strategies in place to support practice changes and safe, timely and effective immunization and communicable disease services.

5.4 To ensure the FN CHNs have access to the information necessary to provide safe effective care,


	November 2007
November 2008
	· Form a steering committee with representation from FNIH, VIHA and FN Health Authorities on Vancouver Island. Ensure clear roles / responsibilities.

· Identify priorities for integration of protocols, procedures and evaluation methods.

· Review current immunization certification, including mentoring, examinations and the skills checklist and identify gaps and challenges. 

· Review current communicable disease procedures, protocols and examination methods to identify gaps and challenges. 

· Develop and carry out actions plans to address gaps and challenges for immunization certification and communicable disease competency.

· Develop and carry out service agreements to address integration of procedures, protocols and examination methods between FN Health Authorities and VIHA.

· Explore the impact of rural and remote context on proposed practice changes to determine actual and potential challenges in implementing these changes.

· Determine the supports necessary to support nurses to implement practice changes and ensure that supports are in place or practice changes are modified to fit rural/remote context.

· Explore options for access to IPHIS for FH CHNs.

· Review and revise current process for communication and interactions between FN CHNs and communities and VIHA communicable disease nurse.


	· Partnership between FN Health Authorities and VIHA is strengthened as evidenced by ongoing collaboration and respect regarding immunization and communicable disease services.

· CHNs in FN Health Authorities and VIHA share common procedures, protocols and resources for immunization certification and communicable disease competency.

· FN CHNs have all required supports in place to provide evidence-based immunization and communicable disease services.

· CHNs have timely access to all information necessary to provide safe, timely effective care to FN communities.

	6. Integration Within NTC   (To be completed by Jeannette)

	Objectives
	Timeline
	Actions
	Outcomes

	
	                 
	
	

	7. Influenza Pandemic Planning & Response

	Objectives
	Timeline
	Actions
	Outcomes

	7.1 Pandemic planning will reduce morbidity and mortality in the event of a pandemic communicable disease outbreak.


	
	Pre-Pandemic
· Make annual influenza vaccination available to community members and health care workers.

· Provide pneumococcal vaccine to all eligible community members.

· Keep immunization coverage records by risk groups and overall community population.

· Plan for mass immunization clinics.

· Maintain facilities and procedures for vaccine supply, transportation, and storage.

· Educate community members about antivirals and their use.

· Provide up to date information on changes and/or recommendations in the provincial guidelines.

· Assess clinical capacity and ability to care for members who are sick.
· Estimate needs during a pandemic by monitoring cases.

· Devise appropriate infection control measures (respiratory precautions) in consultation with Nursing Supervisor and/or Manager.

· Review staffing levels and report any deficiencies to the NTC Nursing Manager.

· Develop plans for triage, including phone triage.

· Develop plan to set up “temporary triage site” within the community.

· Establish local community surveillance (monitoring ill people).

· Ensure timely reporting of influenza activity to the Medical Health Officer (MHO) and FNIHB.

· The NTC Nursing Manager will establish a communications reporting structure with the VIHA Administration, who will, establish a communication network with FNIHB.
· CHN to communicate/link with the NTC Nursing Supervisor and/or Manager, who will pass relevant information to the MHO.
Pandemic

· Hold a mass immunization clinic.

· Administer vaccine to community members according to priority groups.

· Monitor vaccine coverage, adverse affects, and proper reporting.

· Ensure antivirals are stored properly.

· Implement infection control measures - respiratory precautions (gloves, masks) that are appropriate for the specific flu virus.

· Administer antivirals to priority group(s).

· Monitor uses of antivirals, maintaining records on use and adverse events/effects; adverse reaction to the antivirals, and report accordingly.

· Implement infection control measures.

· Provide health care services on a priority basis.

· Establish a plan to triage level of illness, establish priority list, and keep NTC Nurse Supervisor / Manager informed.  

· Inform the community about access to health services during the pandemic.

· Review staffing levels and report any deficiencies to the NTC nursing Supervisor/ Manager.

· Arrange for transportation of ill cases.

· Monitor and maintain material supply inventory (vaccine, gloves, masks, syringes, alcohol swabs).

· Track impact of influenza at the community level.

· Report updates on status of pandemic to the NTC Nursing Supervisor / Manager.

· NTC Nursing Supervisor / Manger links with VIHA and FNIHB. 
Post Pandemic
· Dispose of excess vaccine and antivirals as directed by VIHA.

· Evaluate and revise the plan as needed

· Evaluate impact of antiviral use.  

· Evaluate and revise plan if needed.

· Determine when facilities affected by the outbreak can resume normal operations and inform the community.

· Disseminate surveillance report to community members and NTC Nursing Supervisor and to the Nursing Manager who will pass it to VIHA Administration who will pass it to FNIHB.

· Inform the community members when pandemic is over and discuss how it affected the community.


	· A complete plan is developed that clearly identifies nursing roles in the event of a pandemic.



	YEAR TWO  January 2009 – December 2009



	1. Quality Improvement Project – Home Care and Community Health Nursing 

	Objectives
	Timeline
	Actions
	Outcomes

	1.1 Nursing Program has a clearly documented quality improvement structure with indicators, monitoring activities and outcomes developed for the Home Care and Community Health Nursing Programs.

	
	· Develop or revise data bases or paper formats to track all identified outcomes. 
· Develop a process for gathering and collating information on indicators.

· Develop a process for reviewing information and identifying problems. 

· Develop a process for following up and reporting back on identified problems.

· Develop a process whereby Nuu-chah-nulth policies and clinical standards are reviewed and revised as needed at predetermined intervals.

· Develop a process whereby the Community Health Manual is reviewed and revised as needed at predetermined intervals.

· Develop processes whereby all Nuu-chah-nulth nursing manuals are reviewed and revised as needed at predetermined intervals,
	· All pertinent indicators identified in the QI program are tracked and problems identified and resolved.

	2. Chronic Disease Management            

	Objectives
	Timeline
	Actions
	Outcomes

	2.1 Nurses are competent to provide evidenced-based care for chronic diseases such as diabetes and arthritis.


	Jan 09 – Dec 09
	· Review the CDM protocols used by VIHA home care nurses.

· Revise to ensure they are culturally sensitive and appropriate for rural / remote practice.

· Provide education to HC and CH nurses so they are able to use the CDM protocols
	· Will have a chronic disease self management course for communities.

· The course will be offered three times in the south and central regions

	3. Strategic Plan, Clinical Competencies and Clinical Standards Development  and Implementation

	Objectives
	Timeline
	Actions
	Outcomes

	3.1Clinical standards are developed, approved & implemented according to an agreed-upon process.
	Jan 09 – June 09
	· Review the process outlined in the strategic document.
· Identify individuals responsible for each phase of the process.

· Ensure all existing clinical standards are in the approved format, numbered and in the clinical standards binder.

· Clinical standard binders are available in each nursing station.
· Implement a process for reviewing clinical standards every 5 years or as needed.
	· All staff are aware of and use the clinical standards available in each nursing station.
· Standards are developed, implemented and reviewed according to the process outlined in the strategic plan document.


Section 3 - Quality Improvement Program
Nurses in the Nuu-chah-nulth Nursing Program strive to deliver member care which is competent, culturally sensitive, and consumer-focused and achieves improved health outcomes. The primary goal of this quality improvement program is the ongoing improvement of the delivery, quality, efficiency and outcomes of member care and services. This is accomplished through a systematic examination of information provided through ongoing monitoring, evaluation and improvement activities.

The focus of this quality improvement program is broad and includes those nursing activities that are high volume, high risk or problem prone. In addition the nurses carry out activities, as part of their roles that they want to monitor and improve, if needed. 
Quality Improvement Process
In order to review the outcomes of care, there needs to be a process in place that includes the following steps:
1. Collecting information that reflects the expected outcomes.
2. Collating and analyzing the information, e.g. comparing against benchmark or performance in other years, comparing against a provincial. 
3. Exploring the information to determine if the projected outcomes have been met and if not, determine if problems exist. 
4. Communicating the above information to the users

5. In conjunction with users, developing quality improvement initiatives to address any problems.
Quality Improvement Initiatives

	Home Care and Community Health Nursing


	Objectives
	Nursing Activities
	Quality Indicators

	Nurses incorporate cultural safety principles into their practice at all times.


	· All nursing staff receive cultural safety and residential school information during orientation.
· Nursing staff complete a Family Tree for every member who is assessed.

	· Members indicate that nurses are knowledgeable and respectful of Nuu-chah-nulth culture and tradition.
· Cultural orientation occurs for all new staff.
· Family tree identified in Musti’muhw member audits.

	Nurse’s practice reflects the NTC nursing framework & the Parse Theory.

	· Nursing staff include member’s traditional health beliefs and practices in all assessment information.
· Nurses ensure that care plans acknowledge and incorporate stated health beliefs and practices.

· Nurses ensure that assessments and care plans reflect the Parse Theory.

	· Assessment includes traditional health beliefs and practices.  

· Care plans reflect stated health beliefs and practices.

· Assessments and care plans frameworks and content reflect the Parse Theory.

	All individuals considered at risk in the community receive an annual influenza vaccination.

	· Nurses follow the BC CDC protocols for influenza vaccinations.
	· 100% of community members at high risk receive an influenza vaccination.

· All nurses working with high risk members receive an influenza vaccination.

	Develop an understanding of healthy nutrition in NTC schools and communities.
	· Between September 2007 and June 2008 nurses will present education sessions on healthy eating, basic nutrition and the health issues resulting from a high sugar, high fat diet.
· By April 30th, identify 3 communities wanting to participate in a series of session on “Cooking for your Health”.
· By August 30th, provide these communities with a learning module on cooking skills, grocery shopping for healthy choices& reading labels, and healthy choices when eating out.

· Develop a poster presentation of the learning module in the 3 communities.

· Document the community group sessions in Mustimhuw.


	· Students will adjust their eating habits based on a greater knowledge of healthy eating.
· Each of the 3 communities will present a community meal that demonstrates the knowledge of healthy eating they have gained.
· A report describing the healthy eating initiative is available.

	Work with the Tseshaht Band on a pilot project “Diabetes and my Nation”. 

	· Contact participants and coordinate events with Tseshaht Band staff.

	· A report describing this initiative is available.


	NTC communities have TB treatment and control measures in place. 


	· Annual TB screening of high risk pre school children and grades 1-6 as per BC CDC protocols. 
· All children less than 5 years receive TST annually.

· Ongoing communication with BC CDC regarding active cases and prophylaxis and 2-weekly conference call with TBC

· Biweekly meetings with VIHA TB nursing staff.
· Weekly update on TB stats to MoH.

· Weekly NTC TB staff meetings.

· Conduct community screening (x-rays and skin testing) and education with high risk groups twice yearly.
· First Nations TB educator will present at CHR and at community-based worker training.
· TB education is presented by community workers in their communities with support by NTC nurses.
· Include information on TB prevention and screening at all health related events in the community.

· Contact tracing is completed on each active case of TB.

· All contacts are provided with a skin test and/or chest x-ray & those testing negative initially are retested in 2 months.
· All active cases are linked with a physician to provide prophylaxis and/or 6 monthly chest x-rays for 2 years. 
· Follow-up on a regular basis with all members on prophylaxis.

· Members that decline prophylaxis receive a chest x-ray every 6 months.

· At completion of 2-year follow-up treatment, initiate TB regime as per TB Control protocols.

	· Screening occurs every two years for 100% of children in grades 1 to 6 and high risk pre school children.
· 100% of children less than 5 years receive TST annually.

· High risk community groups are identified & 100% of these individuals are screened twice yearly.
· 100% of active cases receive prophylaxis for 9 months or a chest x-ray every 6 months for 2 years.

· 100% of members who have completed treatment for active TB are followed up as per TBC protocols.

· All NTC communities receive community-based education on TB.

	Home Care Program

	Objectives
	Nursing Activities
	Quality Indicators

	All potential members receive an initial assessment and subsequent care plan. 
	· Upon referral, a HCN visits the member and completed a long or short term assessment depending on the needs of the member. 
· The assessment includes other family members if the member wishes.

· All strengths and concerns identified from the assessment are validated with the member and family. 
· Develops a care plan, based on the assessment information, in conjunction with the member, family, nurse and intake worker. 
· Validates the care plan with the member and/or family before implementation.
· Care plans focus on keeping members living safely at home. 

· Care plans include the role of the family in supporting member safety and comfort.

· Care plans include home care service needs.

· The assessment and care plan are documented on the appropriate forms.

· Follow-up assessments are carried out and documented.

	· All HCC members have a documented assessment and care plan.
· Assessment and care plans reflect involvement of members, families and others, safety issues and interventions, and service needs.
· Members are reassessed and care plans updated when there is a change in health status or when interventions are not effective.


	Support nurses to complete Healthy Living Screens and provide follow-up in the 14 NTC communities. 
	· Prepare all the materials needed to test blood pressure, blood glucose / A1C, and cholesterol.
· Screen 3-4 communities every 2 months between April and December 2008.

· Based on the results of the screens, provide 1-1 education, counseling and referral to a physician if necessary.
· Document using the healthy living template on Mustimhuw for each member screened.
· Complete a statistical report in Mustimhuw on each community screened.

· Gather together and organize all Healthy Living educational resources so they are easily accessible to staff and can be borrowed by members as needed.
· Review existing materials and recommend additional up-to-date resources for purchase. 
· The Admin. Assistant will purchase additional resources.

· The Admin. Assistant will create and maintain an inventory of all resources and set up a system so members can borrow these resources.
· Include information from the “Healthier You-Healthier Family” program focusing on obesity and diabetes in the Healthy Living Screening sessions. 

· All individuals with elevated cholesterol and elevated blood glucose / A1C are entered into the chronic disease registry.

	· A random sample of members from all NTC communities is screened by December 2008.
· The Chief and Council receive a complete report on the Healthy Living Screening done in 2008.
· An inventory of all healthy living educational resources is created by August 2008.

· The educational resources are set up in an area and a borrowing system established so members can access materials as needed and be accountable for returning them by August 2008.

· A list of resources purchased in each fiscal year is available.


	Adults and older adults are knowledgeable about the Adult Guardianship Legislation with respect to the problem of elder abuse.
	· The HCN works with community members to develop a comprehensive strategy to address elder abuse.
· HCNs assess all HCC members for risk of elder abuse.
· The HCN refers all members when there is suspicion of elder abuse VIHA Elder Outreach Program.
· The HCN provides follow-up for all members who have been referred.

· The HCN completed all necessary forms and documents concerns and member contacts in the chart.

	· All HCC members have a documented risk assessment if there is suspicion of abuse.

· There is documented follow-up for all members who have been referred. 



	Community Health Program

	Objectives
	Nursing Activities
	Quality Indicators

	Community health nurses participate with other community leaders in the development and implementation of precautions and emergency procedures to prevent and manage enteric disease outbreaks and pandemic diseases, e.g. influenza, SARS, West Nile virus


	· Nurses will contact local emergency planning teams in their areas to discuss their role in the planning process.

· Nurses participate with others to develop and implement the plans.

· Nursing orientation includes information about the community health nurses role in disease outbreaks. 
· Nurses develop educational and health promotion activities to inform the community about activities that will occur in the event of an outbreak or pandemic.
· NTC defines the CHN’s role in working with the NTC community and the Vancouver Island Health Authority.

	· Emergency disease outbreak plans are in place in each community of NTC.

· Emergency disease outbreak plans include the nurse’s role in community planning.

· The relationship between NTC community health nurses, VIHA, CDC and the Ministry of Health is well defined and understood by all nurses.

	Women who receive education are prepared for a healthy conception (preconception health). The education uses a strength-based approach and reinforces the role of the family.


	· Nurses develop lesson plans / education sessions for preconception education.

· Nurses provide preconception education at the on-reserve schools. This education includes the nurse’s role with pre & post natal care.

· Nurses provide weekly pre conception and prenatal education at the Knee-waas center.

· Nurses liaise with teachers and counselors regarding this education.

· Nurses connect with Elders who can reinforce positive traditional approaches to preconception health.

· 
	· 100% of on-reserve schools have at least one on session on preconception health by grade 6 as per the BC health education curriculum.
· 100% of on-reserve schools have at least one session on the nurse’s role in providing pre & post natal care by grade 10 as per the BC health education curriculum.
· Nurses conduct nurse / teacher conferences on preconception health annually and as required.

· Elders are included in discussions about preconception health as required.

	Parents-to-be are aware of & receive health care that supports a healthy and culturally appropriate pregnancy and birthing experience.


	· CHNs have a list of all pregnant members in their community 
· Nurses visit and start a chart on all pregnant members on the list.
· CHNs provide 1-1 or group teaching to all known mothers-to-be.

· CHNs develop a set of lesson plans for all prenatal education or use already developed education packages. CHNs visit known mothers-to-be at least once per trimester.

· Visits are made more frequently at the discretion of the nurse and with the member’s agreement for mothers-to-be who are at risk.

· CHNs provide information on FASD, NAS and the dangers of smoking to all family members.

· CHNs support breast feeding by teaching techniques and benefits.

· CHNs refer all first time mothers and other mothers requiring additional support to the Mother’s Support Worker. 

	· 100% of parents-to-be, seen by a CHN have a written birth plan.

· Eighty-five (85) percent of parents who have contact with a Community Health nurse will choose to breast feed.

· Parents-to-be known to the CHN receive education on health living, a healthy diet for all family members, fetal and maternal growth and development throughout pregnancy, and the effects of smoking, drugs and alcohol during pregnancy during home or clinic visits.

· Babies whose mothers have had ongoing contact with the CHN will be within the normal weight range.

· The “Mother’s Story” is completed on all expectant mothers.

	Parents are aware of and access the health care they need to provide the best care for themselves and their newborns.


	· CHNs provide direct support for breastfeeding at the first post partum visit.

· CHNs provide information on immunizations with parents.

· When required, CHNs refer members to the appropriate agency or service to provide required care for mother and babe.

· CHNs have a list of new mums & babes and for members that return to the community, visit within 1 week of the birth.

· For members that do not immediately return to the community, CHN makes telephone contact within 72 hours.

· CHNs visit new mums and babes every 2 weeks for 2 months following the birth.

· CHNs encourage members to regularly attend the Health Center.

· All member contacts in person and by telephone are documented.

· All mothers with a history of depression or early signs of post-partum depression are assessed using the Edinburgh PPD Screen and other Musti’muhw forms.

	· At 6 months, 60% of mothers will still be breast feeding.

· All families known to CHN have received information about health eating and referred to the Nutrition Program if required.

· If smoking in the home is an issue, this has been addressed by the CHN.

· If drug and alcohol use is an issue, this has been addressed by the CHN and appropriate referrals made.

· All mothers with post-partum depression as referred to the family physician.
· New borns and infants are immunized according to CDC immunization schedules.

	All infants and children (0-6 years) known to the CHN receive immunizations according to BC CDC requirements.

	· CHNs run immunization clinics and well baby clinics with one-to-one follow-up for those not attending classes or at high risk.
	· One & two-year immunization rates are within 10% of BC CDC targets.
· Six-year immunization rates within 5% of BC CDC targets.


	Infants (6 – 12 months) with developmental delays are identified and referred to the appropriate program or agency as soon as possible.

	· CHN screens for growth and developmental delays at 2, 4, 6, 12 and 18 months.
· All infants that are assessed by CHN as having developmental delays are referred to the Infant Development Program or Early Intervention Team as appropriate.
· All infants are screened by age appropriate means for hearing impairment and referred to their family physician if problems are identified.
· All screening and referrals are documented and an action plan developed.

· CHNs follow-up with all families who have been referred to other agencies because of developmental or hearing problems.

	· Infant screening occurs in 100% of infants known to the CHN.
· 100% of necessary referrals are completed within 2 weeks of assessment.

· 100% of action plans are followed for infants with developmental delays and hearing impairment.
· 100% of families receive follow-up from the CHN following referral.

	Children 12 months to 6 years with developmental delays are identified and referred to the appropriate program or agency as soon as possible.

	· CHNs screen all children using growth charts.

· CHN screens all children known to him/her for developmental delays at 3 and 5 years with the Nipissing Infant Screening Tool.

· All children that are assessed by CHN as having developmental delays are referred the Infant Development Program.

· Audiometric screening is done using age-appropriate methods.

· All children are screened for hearing impairment and referred to a physician if problems are identified.

· All screening and referrals are documented and an action plan developed.

· CHNs follow-up with all families who have been referred to other agencies because of developmental or hearing problems.

	· 100% of children known to the CHN are screened at specific intervals for developmental delays and hearing impairment.

· 100% of children with problems are referred within 2 weeks of assessment.
· 100% of action plans are followed for children with developmental delays. 

· 100% of families receive follow-up from the CHN following referral.

	Children with hearing and/or visual impairment are identified and referred to the appropriate program or agency as soon as possible.
	· CHN screens 80% of children known to him/her for hearing & vision impairment.
· All children are screened using age-appropriate methods.

· Vision screening is completed using a combination of physical assessment, depth perception test and the appropriate Snellen chart.

· A hearing screen is completed using a combination of physical assessment and audiometric screening.
· All parents of children that are assessed by CHN as having vision problems are encouraged to have their children assessed by an optometrist.

·  All parents of children that are assessed by CHN as having hearing problems are encouraged to have their children assessed by an audiologist.
· All screening and referrals are documented and an action plan developed.

· CHNs follow-up with all families who have been referred because of vision or hearing problems.

	· 80% of children known to the CHN are screened prior to school entry for vision and hearing impairment.

· 100% of action plans are followed for children with problems.
· 100% of families receive follow-up from the CHN following referral.

	Healthy Living Program

	Objectives
	Nursing Activities
	Quality Indicators


	More than 50% of NTC communities will receive healthy living screening in 2008.
	· Coordinate the dates for 3 community sessions before June 2008 although the session may be held after that date.
· Perform random screening of Blood Pressure, Total Cholesterol, Glucose, A1C (Nurses)
· Provide education to communities on prevention and promotion of diabetes, high blood pressure and high cholesterol (HLPW).
· Provide one-to-one healthy living counseling. 

· Research how to prepare a statistical report on each community session using Mustimhuw program.

· Write follow-up evaluation report provided to Chief and Council and/or staff at the community level.

	· NTC members will indicate that they have changed lifestyle activities based on the education and counseling they received.
· Community members who have health problems identified through screening will receive treatment.
· Program activities and outcomes are documented and shared with NTC Chief and Council.

	All nursing program resource materials are up-to-date, catalogued and stored.
	· All resources are entered into the nursing inventory system. 

· All resources are organized in the assigned office space with proper security by August 2008.
· Review and up to date resources as required and  recommend resources for purchase 

· Spend one day per week working on resource inventory.

· Have resource area set up completed by August 2008.


	· All resources are inventoried
· All resources purchased in the 2008 fiscal year are listed.



	All Communities have access to the “Healthier You, Healthier Family” program in 2008.
	· “Healthier You- Healthier Family” program included at all Community Health Living screening sessions.

· Sessions delivered with a holistic approach and focus on helping individuals become more aware of their mental, emotional, and physical outlook.

· Sessions teach about basic nutrition, the benefits of exercise and goal setting to improve health.

	· Mustimhuw reports are maintained for all sessions and include the number of participants.

· Individuals that are counseled are input into the Mustimhuw chronic disease registry.

	NTC has a Healthy Living information program for schools starting in September 2008.
	· School children receive education on basis nutrition, including the consequences of too much sugar, eating junk food, etc.
	1) Decrease incidence of high blood pressure, and obesity in youth.

	NTC has a pilot program called “Diabetes and My Nation” to be completed by August 2008.
	2) Contact participants and coordinate events with Tseshaht Band Staff

3) Events to be determined.
	4) Statistical report of group sessions included in Mustimhuw.
5) Chronic Disease Registry updates available for Tseshshat and diabetes.


	Communities have access to programs that promote healthy cooking skills by August 2008.
	· Identify 3 communities interested in participating in a series of “Cooking for Your Health” sessions.

· Provide learning module on cooking skills, grocery shopping, discovering healthy food choices, reading labels, making healthy choices when shopping or eating out to session participants.
· Poster presentation of the three sessions will be developed as a future resource tool.

	· Statistical report of community group sessions included in Mustimhuw

· Each community group will provide a community meal demonstrating skills learned.



	NTC provides a holistic program of chronic disease self-management for its communities.
	· Schedule a meeting with key community members to discuss and develop the holistic approach (elders, healers, nurses, CHR, etc)

· Include all resources currently developed as part of the approach.
· Link the screening sessions with the holistic approach.

	· Summary description of NCN Holistic approach on NTC web site by end of 2008




Section 4 – Competencies

The following section includes position descriptions and performance expectations for all positions within the nursing program. Position descriptions outline general areas of performance expected of a nurse in a specific role. Performance expectations describe in more detail the knowledge, skills, attitudes and clinical judgments that nurse must carry out in a role. They are helpful during orientation into a role and also during the performance appraisal process.
Position Descriptions and Performance Expectations
Home Care Registered Nurse Position Description
Position Summary
The Nuu-chah-nulth Nursing Program partners with Nuu-chah-nulth-aht to deliver professional, ethical, culturally sensitive, and responsible care.  

The registered nurse is responsible for admission and ongoing assessments, care planning and treatment and the assignment of service hours for Nuu-chah-nulth-aht with complex care needs. The registered nurse works as a member of a team, together with the member and the member’s family to promote health and increase member’s capacity to function independently. The registered nurse also works within a team to promote health for groups within the community. The registered nurse uses the Parse Model of Care as the basis for all practice.
Relationships

The registered nurse is a member of the nursing team and reports to the Home Care nursing supervisor. 

Specific Responsibilities  

1 Interpersonal Communication

a) Develops a therapeutic relationship
 with members using a variety of approaches that are appropriate for the member.

b) Provides care for all members being respectful of diverse health needs, illness status, experiences, beliefs and health practices.

2 Clinical Decision Making
a) Uses critical thinking and interpersonal skills to conduct an individual comprehensive assessment, encouraging member input.
b) Analyses and interprets information obtained in the member assessment, and validates this with the member and family to draw conclusions about the supports required to improve health and move the family toward independence.
c) Following discussion with the member and family develops a member centered health care plan that includes care and services designed to complement, not replace the care provided by family.

d) Delivers a range of health care services based on the plan of care through planned home visits, clinics and workshops.

e) Based on assessment information and following discussion with the member, refers the member to other service providers as required.

f) Supports members and families to assume responsibility for their own health.

g) Assigns and delegates member care safely and appropriately, and evaluates the outcomes of the assignment and delegation.

3 Clinical Practice

a) Provides care to members with complex, acute or unpredictable health needs, such as depression, diabetes, and mental health problems.

b) Provides supportive care to members with disabilities throughout the life span.

c) Provides nursing care to meet palliative care and end of life needs.

d) Administers medications safely according to policies and clinical standards.

e) Plans, implements and evaluates health promotion and illness prevention activities for adults and older adults.

4 Infection Control

a) Uses infection control principles and practices to reduce the risk of infection to members, families and staff.

5 Education

a) Provides health education to members and families that build on their strengths and enables them to make informed choices about their health.

b) Provides education to groups to promote healthy choices.

6 Case Management

a) Works across organizational and professional groups to ensure that members receive care and services that are not fragmented or duplicated and that resources are used efficiently and effectively.

7 Team Collaboration

a) Collaborates with other health team members across health care agencies and other service sectors to identify actual and potential member needs, strengths, and goals, and to plan and deliver services.

b) Collaborates with and provides leadership to other members of the nursing team.

8 Cultural Safety

a) Develops and implements culturally sensitive approaches to nursing care for members and families.
9 Documentation

a) Reports and documents member care and its ongoing evaluation in a clear, concise, accurate and timely manner.

b) Uses existing information systems to manage nursing and health care information during member care. 

10 Advocacy

a) Advocates for members or their representatives especially when they are unable to advocate for themselves.

11 Quality Improvement

a) Identifies, reports and takes action on actual and potential safety risks to members and their families, team members and others.

12 Confidentiality

a) Maintains confidentiality in written, oral and electronic communication.

13 Illness Prevention and Health Promotion

a) Works collaboratively to assess, plan and provide nursing services to prevent illness and injury by addressing problems such as violence, abuse, and neglect, and clinical conditions such as diabetes.

14 Accountability and Responsibility

a) Is accountable and accepts responsibility for own actions and decisions, including personal safety.

b) Is accountable and accepts responsibility for being knowledgeable about all health care issues relevant to their member population and works to keep this knowledge evidenced-informed
 and current.

c) Is accountable for maintaining own fitness to practice.

d) Maintains registration with the College of Registered Nurses of British Columbia.
Qualifications

BSN required from an approved nursing program or equivalent education and experience. Must have current practicing registration with the College of Registered Nurses of British Columbia. Must have completed of a Basic Cardiac Life Support Course. Requires a valid driver’s license.

Home Care Registered Nurse Performance Expectations
	Duties


	Performance Expectations

	1. Develops a therapeutic relationship with members. 


	· Uses the Parse Model of Care to frame all communication with members and families.

· Uses culturally specific interpersonal skills to work effectively with members.

· Maintains a distinction between social interaction and professional communication and uses both appropriately.

· Communicates in a way that give members and families control over decision making.

· Expresses compassion, sensitivity and establishes trust with members and their families.

· Ensures that ongoing interactions with the member and family reflect their perceptions, opinions, expectations, preferences and beliefs.

· Establish a collaborative process in which information sharing is ongoing and communicated in a manner that is appropriate to member circumstances and needs.

· Uses conflict resolution strategies to transform situations of conflict over time into healthy interpersonal interactions.

· Refers to the nursing supervisor when resolution of conflict situations is not possible by the registered nurse.

· Anticipates and effectively manages closure with the member.



	2. Uses critical thinking and interpersonal skills to conduct an individualized, comprehensive assessment.


	· During the initial visit, assesses member’s health experiences, beliefs and values and completes the HCC Personal Care/Home Care Assessment. 

· Completes the Medication Review and Risk Identification Record as part of the initial member assessment.

· Based on the initial assessment or ongoing changes in health status, completes the following forms as necessary: Elder Nutrition Screen, Healthy Living Program, Disability Benefits Application, Mould Spot Check, Suicide Attempt Reports and the Folstein Mini Mental State Examination. 

· Encourages member and family input throughout the assessment.

· Completes assessments in accordance with agency policies, and clinical standards and uses approved forms.

· Assesses member and family strengths and weaknesses, potential to change if necessary and the willingness to accept service from a health care provider.


	3. Supports members and families to assume responsibility for their own health.
	· Assists members to identify and address, as needed, lifestyle choices and decisions that influence their health.

· Reinforces member and family strengths and abilities.

· Encourages members to identify family members or other individuals in their environment to participate in service planning and activities as appropriate.

· Provides ongoing support to families to manage the member’s health issues at home.

· Arranges in-home respite services.

· Assists members to identify and access health and other resources in their community.



	4. Collaborates with the member and family to develop a health care plan.  


	· Analyses and interprets information obtained in the member assessment, and validates this with the member and family to draw conclusions about the supports required to improve health and move the member and family toward independence.

· Collaborates with members with complex, acute and/or variable health needs to develop mutually agreed upon treatment options and health outcomes and documents these in the HCC Plan of Care and HCC Services Plan.

· Allocates personal care and homemaking hours for members with acute, complex or unpredictable needs and completes the Personal Care / Homemaking Service Plan.

· Completes the HCC Adult / Elder Record, the HCC Personal Care / Home Support Weekly Care Plan, the HCC Core Team Management Plan and the Family Tree during the first or second visit.

· Updates care plans as necessary to reflect changes in member’s health status, and member or family wishes.

· Ensure members and families understand the options, consequences and potential risks prior to making decisions.



	5. Delivers a range of complex and specialized health care services based on the plan of care.


	· Provides care for members that is consistent with the Parse Model of Care.

· Implements a health care plan aimed at restoring, maintaining and promoting health and preventing illness consistent with member expectations and cultural, social and spiritual needs.

· Provides care for members being respectful of diverse health needs, illness status, experiences, beliefs and health practices.

· Ensures member priorities, perspectives and individuality are central to service delivery.

· Has evidence-informed knowledge of major clinical problems associated with older adults such as dementia, delirium, depression, diabetes, pain, incontinence, immobility, wound care, palliative care, cardiovascular problems, gastrointestinal problems, musculoskeletal problems, poly-pharmacy and neurological problems to support effective assessment, care planning, and interventions.

· Exercises professional judgment when using agency policies and clinical standards, or when practicing in the absence of these.

· Manages multiple nursing interventions for members with co-morbidities, complex and changing health status.

· Performs a range of actions, treatments and techniques for members with complex, acute and/or variable health needs.

· Provides supportive care to members experiencing chronic and persistent health challenges, for example, mental health problems, family violence and addictions.

· Assists member to make the link between health promotion strategies and health outcomes for example, physical activity and nutrition.

· Reports inappropriate, unsafe or abusive clinical practice to the supervisor.

· Based on assessment information and following discussion with the member, completes the Personal Referral / Correspondence form and refers the member to other service providers as required.

· Follows up with the member and service providers as necessary following referral. 
· Manages physical resources, such as equipment and supplies, and protective devices for member care both safely and efficiently. 

· Reports situations that are potentially unsafe for members to the supervisor.

· Remains calm and functions effectively in crisis situations.

· Responds appropriately and provides leadership in rapidly changing situations that affect member’s health status to ensure member needs are met.

· Directs and coordinates actions of others in emergency situations as required.

· Work with the Healthy Heart Program to provide nutrition services to members and families. 


	6. Evaluates member and family responses to care. 
	· Updates the member’s health status by completing the HCC Personal Care / Home Support Summary form annually.

· Conducts ongoing reviews and reassessments to identify changes in health status and responds to any significant change in member condition with appropriate interventions and documentation.

· Involves members, their families and other members of the health care team in the ongoing review and modification of the health care plan.

· Discharges members from the Home Care program when the goals and objectives of the health plan have been achieved or can be independently achieved by the member and/or their family or when their requirements can no longer be met by the program.

· Completes the HCC Discharge form on discharge from the program.

· Monitors satisfaction with care in collaboration and consultation with individuals, families, groups and communities.


	7. Uses infection control principles and practices in care.


	· Practices in accordance with infection control procedures.

· Follows procedures for assessment and referral for blood and body fluid exposure.

· Screens a member suspected of having TB or being in contact with an infected individual and refers them to the TB Program, as necessary.



	8. Provides nursing care to meet palliative and end of life care needs.


	· Supports end-of-life decisions for palliative members and families.

· Has the knowledge and skills required to provide palliative and end-of-life care to all members.

· After discussing with member and family, refers a member requiring end-of-life and palliative care, as required.



	9. Provides nursing care to members with disabilities.


	· Ensures health services are responsive to community values and cultural beliefs.

· Involves individuals and agencies in planning and implementing care for members with disabilities.

· Is familiar with and follows all safety procedures and policies to ensure member safety.

· Uses safety principles and protective devices consistently when involved in member interventions.

· Reports situations that are potentially unsafe for members to the supervisor.



	10. Provides health education to members, families and groups.


	· Assesses learning needs and provides individualized, health-related information to members and families.

· Provides relevant and understandable information about health promotion and illness prevention to members, families and groups.

· Provides information that is relevant to the member’s and families unique health issues, capability and readiness.



	11. Provides case management services to members and families.


	· Works across organizational and professional groups to ensure that members receive timely care and services that are not fragmented or duplicated.

· Uses established communication protocols within and across health care agencies and with other service sectors.

· Supports member interaction with service providers.

· When program care and services are not appropriate, refers or directs members and families to other resources.

· Provides required service information and monitors care to ensure that it is coordinated and consistent.



	12. Collaborates with other health team members.


	· Refers to and collaborates with teams, agencies and consultants, external to the home care program, as required and as requested by the member and family.

· Promotes utilization of core team members such as the community health nurse, community health representative, family care worker, mental health worker, and social assistance workers.

· Collaborates with members, the home care team and external teams, agencies and consultants to ensure that information is shared appropriately.

· Builds partnerships with home care nursing team members based on respect for the unique and shared competencies of each member.

· Assigns and delegates to other members of the nursing care team and monitors the delegated nursing activities on an ongoing basis.

· Supports other home care team members to practice to their full scope.

· Addresses questionable actions, orders or decisions made by other members of the team.

· Completes the core team management plan to identify core team members and a date for the team meeting.
· Recognizes and reports situations that are potentially unsafe for team members, for example, faulty equipment, under staffing or aggressive member or family behaviour.

	13. Administers medications safely according to Nuu-chah-nulth Nursing Program policies and procedures.


	· Delegates medication reminders to personal care aides as required and appropriate.

· Monitors members receiving medications, especially those members with complex and unstable health needs.

· Follows NTC nursing program policies and procedures regarding injectable medication administration.

· Ensures the security and monitoring of all injectable medications used for program services.

· Administers and records injectable medications based on physician orders and according to program policies and procedures.

· Knows the actions and side effects of administered medications, observes for these and documents side effects as necessary.


	

	14. Provides leadership to other members of the home care nursing team.
	· Provides work direction to home care aides.

· Provides work direction and delegates to personal care workers and monitors delegated nursing activities on an ongoing basis.
· Follows policies and protocols when assigning care to the LPN.
· Sets priorities for self and for members of the nursing team as necessary when planning and delivering care.

· Provides new nursing staff with sufficient information so that they are able to practice safely and effectively.

· Follows policies and procedures for orientation of new staff.

	15. Develops and implements culturally sensitive approaches to nursing care for members and families.


	· Promotes healthy and culturally safe work environments.

· Identifies effects of own values, beliefs and experiences on relationships with members and uses this self awareness to provide culturally safe member care.
· Is knowledgeable about the Nuu-chah-nulth culture and modifies interactions and care so that they are consistent with the values and beliefs of Nuu-chah-nulth-aht.


	16. Reports and documents member care and its ongoing evaluation in a clear, concise, accurate and timely manner.


	· Uses basic computer skills to obtain information necessary to plan and implement care.

· Uses the Musti’muhw computer system competently to document nursing and health care information and to refer to other agencies.

· Documents, either in the electronic record or the paper health record, significant discussions with members, member assessments and treatments, outcomes of care and discussions with service providers.

· Updates the health record as the member’s condition changes.



	17. Advocates for members or their representatives especially when they are unable to advocate for themselves.


	· Supports members to make informed decisions about their health care, and then respects those decisions.



	18. Participates in program evaluation, accreditation and quality improvement activities 


	· Evaluates program results and effectiveness annually through feedback from Nuu-chah-nulth-aht, statistical data, member records and a review of the home care nursing component of the CHS plan.

· Participates in the development, implementation and evaluation of clinical practices and clinical standards to improve the quality and delivery of care. 

· Identifies reports and takes action on actual and potential safety risks or unsafe practices affecting members, team members and others.

· Questions, recognizes and reports near misses and errors (owns and others) and takes action to minimize harm arising from adverse events.

· Consistently applies safety principles, evidence-informed practices, and appropriate protective devices when providing nursing to prevent injury to members.

· Completes incident reports as required.

· Is responsive to member and family feedback.



	19. Maintains confidentiality in written, oral and electronic communication.


	· Maintains confidentiality in all matters relating to the affairs of the NTC and its member first nations.

· Maintains confidentiality of all member files, records and correspondence.

· Completes the Consent to Share Information Among Health Team Members form during the first member visit.

· Shares appropriate information about member’s care with other members of the team while respecting confidentiality


	20. Is accountable and accepts responsibility for all aspects of own practice.
	· Is accountable and accepts responsibility for own actions and decisions, including personal safety.

· Addresses own learning needs by evaluating own practice, identifying gaps in knowledge and skills and updating competencies.

· Is accountable and accepts responsibility for being knowledgeable about all health care issues relevant to their member population and works to keep this knowledge evidenced-informed and current

· Is accountable for maintaining own fitness to practice.

· Recognizes limitations of own practice and seeks assistance as necessary.

· Organizes own workload and uses effective time management skills for meeting responsibilities.

· Knows how and where to find evidence / information to support the provision of safe, competent, ethical nursing care.

· Maintains registration with the College of Registered Nurses of BC.


Home Care Licensed Practical Nurse Position Description
Position Summary

The Nuu-chah-nulth Nursing Program partners with Nuu-chah-nulth-aht to deliver professional, ethical, culturally sensitive, and responsible care to members with predictable outcomes.  

The Home Care licensed practical nurse is responsible for ongoing assessments, care planning in conjunction with a RN, treatment and the assignment of service hours for Nuu-chah-nulth-aht with stable care needs. The licensed practical nurse works as a member of a team, together with the member and the member’s family to promote health and increase member’s capacity to function independently.  The licensed practical nurse uses the Parse Model of Care as the basis for all practice.
Relationships

The licensed practical nurse is a member of the nursing team and reports to the Home Care nursing supervisor. 
Specific Responsibilities  

1 Interpersonal Communication

a) Develops a therapeutic relationship with members using a variety of approaches that are appropriate for the member.

b) Provides care for all members being respectful of diverse health needs, illness status, experiences, beliefs and health practices.

2 Clinical Decision Making

a) Works collaboratively with the RN to conduct individualized, comprehensive assessments, encouraging member input.

b) Works collaboratively with the RN to analyse and interpret information obtained in the member assessment, and validates this with the member and family to draw conclusions about the supports required to improve health and move the family toward independence. 
c) Following discussion with the member and family, works with the RN to develop a member centered health care plan that includes care and services designed to complement, not replace the care provided by family. 
d) Delivers a range of health care services based on the plan of care through planned home visits, clinics and workshops.

e) Based on assessment information and following discussion with the member and RN, refers the member to other service providers as required.

f) Supports members and families to assume responsibility for their own health.

g) Exercises clinical judgment when accepting assignments.

3 Infection Control

a) Uses infection control principles and practices to reduce the risk of infection to members, families and staff.

4 Clinical Practice

a) Provides care to members throughout the lifespan. Work collaboratively with a registered nurse when providing care to members with acute, complex or unpredictable needs.

b) Provides nursing care to meet palliative care and end of life needs.

c) Administers medications safely according to policies and clinical standards.

d) Provides supportive care to members with disabilities throughout the life span.

5 Education

a) Provides health education to members and families that build on their strengths and to enables them to make informed choices about their health.

b) Provides education to groups to promote healthy choices.

6 Team Collaboration

a) Collaborates with registered nurses, physicians, community health representatives and other members of the team to identify actual and potential member needs, strengths, and goals, and to plan and deliver services.

7 Cultural Safety

a) Develops and implements culturally sensitive approaches to nursing care for members and families.

8 Documentation

a) Reports and documents member care and its ongoing evaluation in a clear, concise, accurate and timely manner.

b) Uses existing information systems to manage nursing and health care information during member care.

9 Advocacy

a) Advocates for members or their representatives especially when they are unable to advocate for themselves.

10 Quality Improvement

a) Identifies, reports and takes action on actual and potential safety risks to members, team members and others.

11 Confidentiality

a) Maintains confidentiality in written, oral and electronic communication.

12 Illness Prevention and Health Promotion

a) Works collaboratively with the RN to assess, plan and provide nursing services to prevent illness and injury by addressing problems such as violence, abuse, neglect and addictive behavior.

13 Accountability and Responsibility

a) Is accountable and accepts responsibility for own actions and decisions, including personal safety.
b) Is accountable and accepts responsibility for being knowledgeable about all health care issues relevant to the member population and community and works to keep this knowledge evidence-informed and current.
c) Is accountable for maintaining own fitness to practice.
d) Maintains registration with the College of Licensed Practical Nurses of British Columbia.
Qualifications

A LPN certificate is required from an approved nursing program or equivalent education and experience. Applicants must have current practicing registration with the College of Licensed Practical Nurses of British Columbia. Must have completed of a Basic Cardiac Life Support Course. Requires a valid driver’s license.
Home Care Licensed Practical Nurse Performance Expectations
	Typical Duties


	Performance Expectations

	1. Develops a therapeutic relationship with members.

	· Uses the Parse Model of Care to frame all communication with members and families.

· Uses culturally specific interpersonal skills to work effectively with members.

· Maintains a distinction between social interaction and professional communication and uses both appropriately.

· Selects methods of communication that are appropriate to member circumstances and needs.

· Communicates effectively with angry or upset members and families and refers to the RN or supervisor when resolution of the problem is not possible by the LPN.

· Communicates in a way that give members and families control over decision making.

· Expresses compassion, sensitivity and establishes trust with members and their families.

· Communicates all required information in a manner that makes sense to the member and family.

· Spends adequate time to understand the member’s health experiences, beliefs and values.

· Anticipates and effectively manages closure with the member.

· Provides care for all members being respectful of diverse health needs, illness status, experiences, beliefs and health practices.

· Uses conflict resolution strategies to transform situations of conflict over time into healthy interpersonal interactions.



	2. Works with the RN to assess members.

	· Based on the initial assessment or ongoing changes in health status, collaborates with the RN completes the following forms as necessary: Elder Nutrition Screen, Healthy Living Program, Disability Benefits Application, Mould Spot Check, Suicide Attempt Reports, Folstein Mini Mental State Examination, and the Modified Mini mental State Examination (3MS). 

· Completes assessments in accordance with agency policies, and clinical standards and uses approved forms.

· Based on assessment information and following discussion with the member and the RN, completes the Personal Referral / Correspondence form and refers member to other service providers as required.

· Follows up with member and service providers as necessary following referral. 
· Assesses families’ strengths and weaknesses, potential to change if necessary and the willingness to accept service from a health care provider.


	3. Supports members and families to assume responsibility for their own health.
	· Assists members to identify factors that influence their health.

· Reinforces member and family strengths and abilities.

· Support members and families to address lifestyle choices and decisions.

· Ensures member priorities, perspectives and individuality are central to service delivery.

· Ensures that ongoing interactions with the member and family reflect their perceptions, opinions, expectations, preferences and beliefs.

· Establish a collaborative process in which information sharing about goals and responsibilities is ongoing.

· Encourages members to identify family members or other individuals in their environment to participate in service planning and activities as appropriate.

· Provides ongoing support to families to manage the member’s health issues at home.



	4. Collaborates with the member, family and RN to develop a family centered health care plan.

	· In conjunction with the RN, interprets information, environmental hazards, health behaviours, psychosocial patterns and physiological functioning obtained in the member assessment, and validates this with the member and family to draw conclusions about the supports required to improve health and move the family toward independence.

· Allocates personal care and homemaking hours based on the tasks required and completes the Personal Care / Homemaking Hours Form.

· In conjunction with the RN, completes the HCC Plan of Care and HCC Services Plan during the first visit following the initial assessment and analysis of assessment information.

· Completes the HCC Adult / Elder Record, the HCC Personal Care / Home Support Weekly Care Plan, the HCC Core Team Management Plan and the Family Tree during the second visit.

· Collaborates with stable members and families to achieve mutually agreed upon health outcomes.

· Facilitates member ownership of health care plans. 

· In conjunction with the RN, updates care plans as necessary to reflect changes in member’s health status, and member or family wishes.

· Assists Nuu-chah-nulth-aht to identify their own health needs and identify appropriate action to meet those needs in the care plan.

· Ensure members and families understand the options, consequences and potential risks prior to making decisions.

· Implements a health care plan aimed at restoring, maintaining and promoting health and preventing illness consistent with member expectations and cultural, social and spiritual needs.



	5. Evaluates member and family response to care.


	· Updates the member’s health status by completing the HCC Personal Care / Home Support Summary form annually.

· Conducts ongoing reviews and reassessments to identify changes in health status and discusses any significant change in member condition with the RN.

· In conjunction with the RN, modifies the care plan in response to member’s changing health status.

· Members and their families are Involves members in the implementation and the ongoing review of the effectiveness of the health care plan.

· 

	6. Delivers a range of health care services based on the plan of care.


	· Provides care for members that is consistent with the Parse Model of Care.

· Shares information about the Home and Community Care program prior to beginning visits.

· Has knowledge of major clinical problems associated with older adults such as dementia, delirium, depression, pain, incontinence, immobility, wound care, palliative care, cardiovascular problems, musculoskeletal problems, polypharmacy and neurological problems to support effective assessment and treatment.

· Ensures the security and monitoring of all medications used for program services.

· Administers and records medications based on physician orders and according to program regulations and procedures.

· Knows the actions and side effects of administered medications, observes for these and documents side effects as necessary.

· Exercises professional judgment when using agency policies and clinical standards, or when practicing in the absence of these.

· Implements therapeutic interventions safely, for example, medications, skin and wound care.

· Provides supportive care to members with chronic and stable health needs.

· Assists members to make the link between health promotion strategies and health outcomes for example, physical activity, nutrition, family planning.

· Assists members to identify and access health and other resources in their community.

· Monitors the effectiveness of member care in collaboration and consultation with individuals, families, groups and communities.

· Individualizes member care in collaboration with members and other members of the health care team.

· Reports inappropriate, unsafe or abusive clinical practice to the supervisor.

· Reviews, interprets and prioritizes the plan of care based on member’s day to day needs. 

· Manages physical resources, such as equipment, supplies and medications safely and efficiently to provide effective care.

· Remains calm and functions effectively in crisis situations.

· Collaborates with others to respond to rapidly changing situations that affect member’s health status.

· Based on assessment information and following discussion with the member and RN, refers the member to other service providers as required.



	7. Uses infection control principles and practices in care.


	· Practices in accordance with infection control procedures.

· Follows procedures for assessment and referral for blood and body fluid exposure.

· Screens members who are suspected of having TB or being in contact with an infected individual, and refers them to the TB Program, as necessary.

	8. Provides nursing care to members with predictable health needs. 


	· Promotes in-home respite services.

· Provides health education to support those living with chronic diseases.

· Work with the Healthy Heart Program to provide nutrition services to members and families. 

· Has the knowledge and skills about specific chronic diseases to support families and members.

· After discussing with member, refers members requiring care for chronic diseases as required.



	9. Provides nursing care to meet palliative care and end of life needs.


	· Supports end-of-life decisions for palliative members and families.

· Has the knowledge and skills required to provide palliative and end-of-life care when care requirements and outcomes are predictable.

· After discussing with member and RN, refers members requiring end-of-life and palliative care as required.



	10. Provides nursing care to members with disabilities.
	· Ensures health services are responsive to community values and cultural beliefs.

· Involves the RN and other individuals and agencies in planning and implementing care for members with disabilities.

· Is familiar with and follows all safety procedures and policies to ensure member safety.

· Uses safety principles and protective devices consistently with involved in member interventions.

· Reports situations that are potentially unsafe for members to the RN or supervisor.



	11. Provides health education to members, families and groups.


	· Assesses learning needs and provides individualized, health-related information to members and families within scope of practice.

· Provides information that is relevant to the member’s and families unique health issues, capability and readiness.

· Provides chronic disease health education as part of the plan of care if appropriate and acceptable to member.



	12. Collaborates with other health team members.


	· Refers to and collaborates with other members of the team and external consultants as required and as requested by the member and family.

· Builds partnerships with health team members based on respect for the unique and shared competencies of each member.

· Uses appropriate channels of communication within the nursing team.

· Works with the RN and core team members to develop a collaborative care plan.

· Supports other team members to practice to their full scope.

· Addresses questionable actions, orders or decisions made by other members of the team.

· Collaborates with members and the health care team to ensure that information is shared appropriately.

· Uses established communication protocols within and across health care agencies and with other service sectors.

· Exercises clinical judgment in accepting assignments.
· Recognizes and reports situations that are potentially unsafe for team members, for example, faulty equipment, under staffing or aggressive member or family behaviour.



	13. Administers medications safely according to Nuu-chah-nulth Nursing Program policies and procedures.


	· Delegates medication administration to personal care aides as required and appropriate.

· Monitors all members receiving medications, especially those members with complex and unstable health needs.

· Follows NTC nursing program policies and procedures regarding medication administration.


	

	14. Develops and implements culturally sensitive approaches to nursing care for members and families.
	· Provides member care by promoting healthy and culturally safe work environments.

· Identifies effects of own values, beliefs and experiences concerning relationships with members and uses this self awareness to provide culturally safe member care.

· Is knowledgeable about the Nuu-chah-nulth culture and modifies interactions and care so that they are consistent with the values and beliefs of Nuu-chah-nulth-aht.


	15. Reports and documents member care and its ongoing evaluation in a clear, concise, accurate and timely manner.


	· Uses existing information systems to manage nursing and health care information during member care.

· Uses basic computer skills to obtain information necessary to plan and implement care.

· Uses the Musti’muhw computer system competently.

· Documents, in the member’s health record, an assessment that supports the plan for care and service delivery.

· Documents, in the member’s health record, significant discussions with members, assessments, treatment and outcomes of care and discussions with service providers.

· Updates the health record as the member’s condition changes.



	16. Advocates for members or their representatives especially when they are unable to advocate for themselves.


	· Supports members to make informed decisions about their health care, and then respects those decisions.



	17. Participates in program evaluation, accreditation and quality improvement activities.


	· Identifies reports and takes action on actual and potential safety risks or unsafe practices affecting members, team members and others.

· Questions, recognizes and reports near misses and errors (owns and others) and takes action to minimize harm arising from adverse events.

· Consistently applies safety principles, evidence-informed practices, and appropriate protective devices when providing nursing to prevent injury to members.

· Participates in program evaluation, accreditation and quality improvement activities to support improved approaches to practice and service delivery.

· Completes incident reports as required.

· Is responsive to member and family feedback.



	18. Maintains confidentiality in written, oral and electronic communication.


	· Maintains confidentiality in all matters relating to the affairs of the NTC and its member first nations.

· Maintains confidentiality of all member files, records and correspondence.

· Completes the Consent to Share Information Among Health Team Members form during the first member visit.

· Shares appropriate information about member’s care with other members of the team while respecting confidentiality.



	19. Is accountable and accepts responsibility for all aspects of own practice.
	· Is accountable and accepts responsibility for own actions and decisions, including personal safety.

· Is accountable and accepts responsibility for being knowledgeable about all health care issues relevant to their member population and works to keep this knowledge evidenced-informed and current

· Is accountable for maintaining own fitness to practice.

· Recognizes limitations of own practice and seeks assistance as necessary.

· Organizes own workload and uses effective time management skills for meeting responsibilities.

· Knows how and where to find evidence / information to support the provision of safe, competent, ethical nursing care.

· Addresses own learning needs by evaluating own practice, identifying gaps in knowledge and skills and updating competencies.

· Maintains registration with the College of Licensed Practical Nurses.




Community Health Registered Nurse Position Description
Position Summary

The Nuu-chah-nulth community health nurse partners with Nuu-chah-nulth-aht to deliver professional, ethical, culturally sensitive, and responsible care throughout the life span.  The community health nurse works in collaboration with CHS staff and community workers and is responsible for assessing, planning and delivering community health programs.  The community health nurse also works within a nursing team to promote healthy lifestyles throughout the life span of the individual. The community health nurse uses the Parse Model of Care as the basis for all practice.
Relationships

The NTC Community Health Nurse is a member of the nursing team and reports to the Community Health Nursing Supervisor. 

Specific Responsibilities  

1 Interpersonal Communication

a) Develops a therapeutic relationship with members using a variety of approaches that are appropriate for the member.

b) Provides care for all members being respectful of diverse health needs, illness status, experiences, beliefs and health practices.

2 Clinical Decision Making

a) Uses critical thinking and interpersonal skills to conduct an individual comprehensive assessment, encouraging member input.

b) Analyses and interprets information obtained in the member assessment, and validates this with the member and family to draw conclusions about the supports required to improve health and move the family toward independence.

c) Following discussion with the member and family develops a member centered health care plan that includes care and services designed to complement, not replace the care provided by family.

d) Delivers a range of health care services based on the plan of care through planned home visits, clinics and workshops.

e) Based on assessment information and following discussion and consensus with the member, refers the member to other service providers as required.

f) Uses health status indicators and determinants of health
 to identify community health issues. 

g) Supports members and families to assume responsibility for their own health.

3 Clinical Practice

a) Plans, implements and evaluates the immunization services provided to the community.
b) Manages communicable diseases and disease outbreaks in collaboration with the nursing supervisor and using CDC protocols and policies.
c) Plans, implements and evaluates pre and post natal services to families. 

d) Plans, implements and evaluates services to families with infants and preschool age children.

e) Liaises with schools to provide support and health services for school age children.

f) Plan nurse/ teacher conference at the start of the school term and as required throughout the school term when health concerns arise.

g) Using population health principles and collaborative practice, works to prevent illness and injury by addressing problems such as violence, abuse, neglect, and addictive behaviours with individuals and their families and in the community.

h) Administers medications safely according to policies and clinical standards.

i) Plans, implements and evaluates health promotion with members throughout the lifespan.

4 Team Collaboration

a) Collaborates with other health team members across health care agencies and other service sectors to identify actual and potential member needs, strengths, and goals, and to plan and deliver services to members throughout the life span.

b) Collaborates with and provides leadership to other members of the nursing team.

5 Infection Control

a) Uses infection control principles and practices in care delivery to reduce the risk of infection to members, families, staff, and the entire community.

6 Education

a) Provides health education to members and families that build on their strengths and to enables them to make informed choices about their health.

b) Provides education at the community level (specific groups or whole communities) to promote health.

7 Cultural Safety

a) Develops and implements culturally sensitive approaches to nursing care for individuals, families, groups and the community.

8 Documentation

a) Uses existing information systems to manage nursing and health care information during member care.

b) Reports and documents member care and its ongoing evaluation in a clear, concise, accurate and timely manner.

9 Advocacy

a) Advocates for members or their representatives especially when they are unable to advocate for themselves.

10 Quality Improvement

a) Identifies, reports and takes action on actual and potential safety risks to members, families, team members and the community.

11 Confidentiality

a) Maintains member confidentiality in written, oral and electronic communication.

12 Community Development / Health Promotion

a) Uses community development strategies to assess, plan and provide nursing services to promote a healthy community through partnership, leadership and capacity building.

b) Using population health principles and collaborative practice, works to prevent illness and injury by addressing problems such as violence, abuse, neglect and addictive behaviours or by referring to other service providers.

13 Accountability and Responsibility

a) Is accountable and accepts responsibility for own actions and decisions, including personal safety.

b) Is accountable and accepts responsibility for being knowledgeable about all health care issues relevant to the member population and community and works to keep this knowledge evidenced-informed and current.
c) Maintains own fitness to practice.

d) Maintains registration with the College of Registered Nurses of British Columbia.
Qualifications

BSN required from an approved nursing program or equivalent education and experience. Must have current practicing registration with the College of Registered Nurses of British Columbia. Must have completed of a Basic Cardiac Life Support Course. Requires a valid driver’s license.

Community Health Registered Nurse Performance Expectations

	Typical Duties
	Performance Expectations


	1. Develops a therapeutic relationship with members.


	· Uses the Parse Model of Care to frame all communication with members and families.

· Uses conflict resolution strategies to transform situations of conflict over time into healthy interpersonal interactions.

· Uses culturally specific interpersonal skills to work effectively with members.

· Maintains a distinction between social interaction and professional communication and uses both appropriately.

· Selects methods of communication that are appropriate to specific member circumstances and needs.

· Communicates effectively with angry or upset members and families and refers to the supervisor when resolution of the problem is not possible by the CHN.

· Communicates in a way that give members and families control over decision making.

· Expresses compassion, sensitivity and establishes trust with members and their families.

· Communicates all required information in a manner that makes sense to the member and family.

· Spends adequate time to understand the member’s health experiences, beliefs and values.

· Anticipates and effectively manages closure with the member.

· Provides care for all members being respectful of diverse health needs, illness status, experiences, beliefs and health practices.



	2. Uses critical thinking and interpersonal skills to conduct an individual comprehensive assessment. 


	· Conducts health histories and physical assessments for members across the life span.

· Completes assessments in accordance with agency policies, clinical standards, and evidence-based resources and uses approved forms.

· Assesses families’ strengths and weaknesses, potential to change if necessary and the willingness to accept service from a health care provider.


	3. Supports members and families to assume responsibility for their own health.
	· Assists members to identify factors that influence their health.

· Reinforces member and family strengths and abilities

· Utilizes a health promotion approach to support members and families to address lifestyle choices and decisions.

· Ensures member priorities, perspectives and individuality are central to service delivery.

· Ensures that ongoing interactions with the member and family reflect their perceptions, opinions, expectations, preferences and beliefs.

· Establishes a collaborative process in which information sharing about goals and responsibilities is ongoing.

· Encourages members to identify family members or other individuals in their environment to participate in service planning and activities as appropriate.

· Provides ongoing support to families to manage the member’s health issues at home.


	4. Collaborates with the member and family to develop a family centered health care plan.


	· Analyses and interprets information about environmental hazards, health behaviours, psychosocial patterns and physiological functioning obtained in the member assessment, and validates this with the member and family to draw conclusions about the supports required to improve health and move the family toward independence.

· Collaborates with stable and unstable members and families to achieve mutually agreed upon health outcomes.

· Facilitates member ownership of health care plans. 

· Updates care plans as necessary to reflect changes in member’s health status, and member or family wishes.

· Assists Nuu-chah-nulth-aht to identify their own health needs and identify appropriate actions to meet those needs in the care plan.

· Ensure members and families understand the options, consequences and potential risks prior to making decisions.

· Implements a health care plan aimed at restoring, maintaining and promoting health and preventing illness consistent with member expectations and cultural, social and spiritual needs.



	5. Evaluates member and family response to care.


	· Conducts ongoing reviews and reassessments to identify changes in health status. 

· Responds to any significant change in member condition with appropriate intervention and documentation.

· Modifies the care plan in response to member’s changing needs.

· Members and their families are involved in the implementation and the ongoing review of the effectiveness of the health care plan.



	6. Delivers a range of complex and specialized health care services based on the plan of care.


	· Provides care for members that is consistent with the Parse Model of Care.

· Shares information about the Community Health program prior to beginning visits.

· Ensures the security and monitoring of all immunizations used for program services.

· Administers and records medications based on physician orders and according to program regulations, protocols and procedures.

· Knows the actions and side effects of administered medications, observes for these and documents side effects as necessary.

· Exercises professional judgment when using agency policies and clinical standards, or when practicing in the absence of these.

· Manages multiple nursing interventions for members with co-morbidities, complex and changing health status.

· Implements therapeutic interventions safely.

· Assists member to make the link between health promotion strategies and health outcomes for example, physical activity, nutrition, family planning.

· Assists members to identify and access health and other resources in their community.

· Monitors the effectiveness of member care in collaboration and consultation with individuals, families, groups and communities.

· Modifies and individualizes member care based on member’s emerging priorities, and in collaboration with members and other members of the health care team.

· Reports inappropriate, unsafe or abusive clinical practice to the supervisor.

· Uses evidence-informed knowledge to select and individualize nursing interventions.

· Manages physical resources, such as equipment, supplies and medications safely and efficiently.

· Remains calm and functions effectively in crisis situations.

· Responds appropriately to rapidly changing situations that affect member’s health status to ensure member needs are met.

· Directs and coordinates actions of others in emergency situations as required.

· Based on assessment information and following discussion with the member, refers member to other service providers as required.

· Coordinates resources for families at risk for family violence.



	7. Uses infection control principles and practices in care.


	· Practices in accordance with BC CDC infection control procedures.

· Follows BC CDC procedures and protocols for assessment, treatment and counseling for blood and body fluid exposure.

	8. Plans, implements and evaluates the immunization services provided to the community.


	· Demonstrates knowledge and skill in the management of an immunization program. 

· Manages vaccines according to NCN medication procedures and protocols.

· Provides a complete program of age-appropriate immunizations.

· Offers vaccinations against Hepatitis B, tetanus and diphtheria as part of a school health program.

· Provides an influenza immunization program for community members.
· Provides age appropriate education on CDC and vaccine preventable diseases 



	9. Leads the management of communicable diseases and disease outbreaks.


	· Demonstrates knowledge and skill in the management of a disease outbreak.

· Demonstrates knowledge and skill in the management of common and notifiable communicable diseases.

· Screens members suspected of having TB or being in contact with an infected individual, and refers them to the TB Program as necessary.

· Applies the concept of disease transmission and control and identifies the use of community-based interventions in the control of common communicable diseases.

· Provides a comprehensive community-wide HIV and AIDS program, including education, strategies for prevention, and ensures the availability of HIV antibody testing including HIV pre and post test counseling services.

· Offers a comprehensive program including education and counseling on the prevention of sexually transmitted diseases through the modification of high risk behaviours.



	10. Plans, implements and evaluates pre and post natal services to families.


	· Applies knowledge of traditional family structure and methods of traditional child rearing among families.

· Demonstrates knowledge and skill in pre and post natal assessment.

· Provides information about proper nutrition and the effects of tobacco, alcohol and infectious diseases during the prenatal period.

· Conducts regular community prenatal classes tailored to meet the physical, social and emotional needs of pregnant women and their partners.

· Provides public information on the importance of proper prenatal care throughout pregnancy.

· Makes appropriate referrals to the community prenatal outreach program.

· Conducts an initial home visit within 2 weeks of the birth.

· Demonstrates knowledge and skill in newborn assessment.

· Provides member information on newborn care, breast feeding, self care, support systems, family planning and contraception, and bottle feeding.

· Coordinates referral and follow-up to community support services, including the post-partum parent support group, as required.

· Provides post-partum follow-up (assessment, planning, intervention and evaluation) for families experiencing loss and grief, post-partum depression, post-partum infection, gestational diabetes, pre-term birth, multiple births and pregnancy-induced hypertension.


	11. Plans, implements and evaluates services to families with infants and preschool aged children.
	· Demonstrates knowledge and skill in planning, implementing and evaluating parenting programs.

· Has contact with children at 2, 4, 6, 12 and 18 months and at 3, 4 and 6 years to provide immunizations, assess growth and development and provide information on nutrition, physical growth, safety and parenting.

· During regular contact, screens for speech and language problems and provides information on dental needs.

· During regular contact, screens for vision and hearing problems.

· Following discussions with parents, refers infants and children if problems are identified.



	12. Liaises with schools to provide support and health services to school age children.


	· Demonstrates knowledge and skill in the promotion of healthy schools.

· Provides a complete program of age-appropriate health screening.

· Teaches health education topics for school age children.

· Prepares students to assume responsibility for their own health.

· Maintains current age-appropriate resources for birth control counseling.

· Consults with teachers and students on physical and mental health issues.

· Collaborates, when asked, with teachers and counselors to plan and implement classroom instruction.

· Develops health promotion activities that link the school with the community.

· Provides accessible and relevant school-based health services as required.

· Identifies and prioritizes health problems as they arise in the school.

· Identifies school-age youths at risk for depression, suicide, drug abuse and alcohol abuse and refers as appropriate following discussion with the youth.

· Involves youths in identifying issues that affect them as individuals, in school or the community and commits to focusing on the issues that they identify.



	13. Plans, implements and evaluates care to adults and older adults.


	· Demonstrates knowledge and skill in planning, implementing and evaluating well adult programs.

· Provides workshops and education sessions on lifestyle practices to reduce the risk for health problems. Provides screening clinics for health problems such as hypertension and diabetes.

· Provides counseling to adults with identified health needs such as respiratory and cardiovascular diseases, diabetes, and mental health issues.

· Following discussions with members, refers those with health needs to the appropriate individual, program or agency. 

· 

	14. Using population health principles and collaborative practice, works to prevent illness and injury.


	· Ensures health services are responsive to community values and cultural beliefs.

· Involves appropriate individuals and agencies in community service planning, implementation and evaluation.

· Is familiar with and follows all safety procedures and policies to ensure member safety.

· Understands the overall organization of health care at the program and community levels.

· Uses safety principles and protective devices consistently when involved in member interventions.

· Reports situations that are potentially unsafe for members to the supervisor.



	15. Provides health education to members and families.


	· Assesses learning needs and provides individualized, health-related information to members and families within scope of practice.

· Provides relevant and understandable information about health promotion and illness prevention to members and families. 

· Provides information that is relevant to the member’s and families unique health issues, capability and readiness.

· Provides chronic disease health education as part of the plan of care if appropriate and acceptable to member.

· Provides health education to new mothers.
· Provides parenting education to new mothers and fathers



	16. Provides education to specific groups and the community.


	· Provides health education to groups and communities using group facilitation skills, presentation skills, role play, demonstration, counseling and other teaching methods.

· Plans, implements and evaluates a prenatal education program, including Fetal Alcohol Spectrum Disorder.
· Provides relevant and understandable information about health promotion and illness prevention to groups and communities. 

· Provides information that is relevant to the communities’ unique health issues.



	17. Collaborates with other members of the health care team.


	· Uses established communication protocols within and across health care agencies and with other service sectors.

· Collaborates with members and the health care team to ensure that information is shared appropriately.

· Refers to and collaborates with other members of the team and external consultants as required and as requested by the member and family.

· Promotes utilization of core team members such as the home care nurses, community health representative, family care worker, mother support workers, mental health workers, and social assistance workers.

· Builds partnerships with health team members based on respect for the unique and shared competencies of each member.

· Assigns and delegates to other members of the nursing care team and monitors the delegated nursing activities on an ongoing basis.

· Uses appropriate channels of communication within the nursing team.

· Meets with core team members to develop a collaborative care plan.

· Supports other team members to practice to their full scope.

· Takes action on questionable actions, orders or decisions made by other members of the team.

· Maintains and strengthens partnerships with school staff, community groups and cultural groups.
· Recognizes and reports situations that are potentially unsafe for team members, for example, faulty equipment, under staffing or aggressive member or family behaviour.


	18. Provides leadership to other members of the nursing team.
	· Sets priorities for self and for members of the nursing team, as necessary, when planning and delivering care.

· Provides new nursing staff with sufficient information so that they are able to practice safely and effectively.

· Follows policies and procedures for orientation of new staff.



	19. Develops and implements culturally sensitive approaches to nursing care for individuals, families and the community.


	· Demonstrates leadership in providing member care by promoting healthy and culturally safe work environments.

· Identifies effects of own values, beliefs and experiences concerning relationships with members and uses this self awareness to provide culturally safe member care.

· Is knowledgeable about the Nuu-chah-nulth culture and modifies interactions and care so that they are consistent with the values and beliefs of Nuu-chah-nulth-aht.


	20. Reports and documents member care and its ongoing evaluation in a clear, concise, accurate and timely manner.


	· Uses existing information systems to manage nursing and health care information during member care.

· Uses basic computer skills to obtain information necessary to plan and implement care.

· Is able to document using the Musti’muhw computer system.

· Documents, in the member’s health record, an assessment that supports the plan for care.

· Documents, in the health record, significant discussions with members and families, care provided and the outcomes of that care.

· Updates the health record as the member’s condition changes.



	21. Advocates for members or their representatives especially when they are unable to advocate for themselves.
	· Supports members to make informed decisions about their health care, and then respects those decisions.



	22. Participates in program evaluation, accreditation and quality improvement activities.


	· Evaluates program results and effectiveness annually through feedback from Nuu-chah-nulth-aht, statistical indicators, member health records and a review of the community care nursing component of the CHS plan.

· Identifies, reports and takes action on actual and potential safety risks or unsafe practices affecting members, team members and others.

· Questions, recognizes and reports near misses and errors (owns and others) and takes action to minimize harm arising from adverse events.

· Consistently applies safety principles, evidence-informed practices, and appropriate protective devices when providing nursing to prevent injury to members.

· Participates in program planning and evaluation, accreditation and quality improvement activities to support improved approaches to practice and service delivery.

· Completes incident reports as required.

· Is responsive to member and family feedback.

· Uses statistical and social indicators to gain knowledge of prevalent issues and health risks.



	23. Maintains confidentiality in written, oral and electronic communication.


	· Maintains confidentiality in all matters relating to the affairs of the Nuu-chah-nulth-aht.

· Maintains confidentiality of all member files, records and correspondence.

· Completes the Consent to Share Information Among Health Team Members form for information that requires the member’s approval prior to sharing with others during the first member visit.

· Shares appropriate information about member’s care with other members of the team while respecting confidentiality.



	24. Uses community development strategies to assess, plan and provide nursing services.


	· Seeks input from Nuu-chah-nulth-aht, local leadership and other community health workers in determining health care needs and setting health care priorities.

· Assesses community health needs using local knowledge and information, morbidity and mortality, and general health status information.

· Leads community members and the health care team to implement strategies to prevent illness and injury, for example, immunization programs.

· Involves community members in determining community education needs to support health promotion.

· Identifies socioeconomic and political factors that influence the health of the community. 

· Consults and works with the community to design a culturally appropriate community health plan.

· Participates with others to identify common environmental hazards in the community and plans interventions using principles of community development.

· In partnership with the community, sets priorities when planning and implementing health promotion activities.



	25. Is accountable and accepts responsibility for all aspects of own practice.


	· Is accountable and accepts responsibility for own actions and decisions, including personal safety.

· Is accountable and accepts responsibility for being knowledgeable about all health care issues relevant to their member population and works to keep this knowledge evidenced-informed and current

· Is accountable for maintaining own fitness to practice.

· Recognizes limitations of own practice and seeks assistance as necessary.

· Organizes own workload and uses effective time management skills for meeting responsibilities.

· Knows how and where to find evidence / information to support the provision of safe, competent, ethical nursing care.

· Addresses own learning needs by evaluating own practice, identifying gaps in knowledge and skills and updating competencies.
· Maintains registration with the College of Registered Nurses of BC.



Community Health Licensed practical Nurse Position Description

Community Health Licensed Practical Nurse
 Performance Expectations

	Typical Duties
	LPN Performance Expectations


	1. Develops a therapeutic relationship with clients.


	· Uses conflict resolution strategies to transform situations of conflict over time into healthy interpersonal interactions.

· Uses culturally specific interpersonal skills to work effectively with clients.

· Maintains a distinction between social interaction and professional communication and uses both appropriately.

· Selects methods of communication that are appropriate to specific client circumstances and needs.

· Communicates effectively with angry or upset clients and families and refers to the RN when resolution of the problem is not possible by the LPN.

· Communicates in a way that give clients and families control over decision making.

· Expresses compassion, sensitivity and establishes trust with clients and their families.

· Communicates all required information in a manner that makes sense to the client and family.

· Spends adequate time to understand the client’s health experiences, beliefs and values.

· Anticipates and effectively manages closure with the client.

· Provides care for all clients being respectful of diverse health needs, illness status, experiences, beliefs and health practices.



	2. Uses critical thinking and interpersonal skills to conduct an individual comprehensive assessment. 


	· Conducts health histories and health assessments for clients across the life span.

· Completes assessments and consults with RN in accordance with agency policies, clinical standards, and evidence-based resources and uses approved forms

· Assesses families’ strengths and weaknesses, potential to change if necessary and the willingness to accept service from a health care provider.


	3. Supports clients and families to assume responsibility for their own health.
	· Assists clients to identify factors that influence their health.

· Reinforces client and family strengths and abilities

· Utilizes a health promotion approach to support clients and families to address lifestyle choices and decisions.

· Ensures client priorities, perspectives and individuality are central to service delivery.

· Ensures that ongoing interactions with the client and family reflect their perceptions, opinions, expectations, preferences and beliefs.

· Establishes a collaborative process in which information sharing about goals and responsibilities is ongoing.

· Encourages clients to identify family members or other individuals in their environment to participate in service planning and activities as appropriate.

· Provides ongoing support to families to manage the client’s health issues at home in consultation with the RN.



	4. Collaborates with the client and family to develop a family centered health care plan.


	· Analyses and interprets information about environmental hazards, health behaviours, psychosocial patterns and physiological functioning obtained in the client assessment, in collaboration with the RN.

· Validates this with the client and family to draw conclusions about the supports required to improve health and move the family toward independence

· Collaborates with stable clients and families to achieve mutually agreed upon health outcomes.  Unstable client situations require RN consultation.

· Facilitates client ownership of health care plans. 

· Updates and reviews with RN, care plans as necessary to reflect changes in client’s health status, and client or family wishes.

· Assists Nuu-chah-nulth-aht to identify their own health needs and identify appropriate actions to meet those needs in the care plan in consultation with the RN.

· Ensure clients and families understand the options, consequences and potential risks prior to making decisions.

· In collaboration with the RN, implements a health care plan aimed at restoring, maintaining and promoting health and preventing illness consistent with client expectations and cultural, social and spiritual needs.



	5. Evaluates client and family response to care.


	· Conducts ongoing reviews and reassessments to identify changes in health status. Reports any changes to the RN for decision making.

· Participates with the RN about modifications to the care plan.

· Clients and their families are involved in the implementation and the ongoing review of the effectiveness of the health care plan

	6. In consultation with the RN, delivers a range of complex and specialized health care services based on the plan of care.


	· Shares information about the Community Health program prior to beginning visits.

· Ensures the security and monitoring of all immunizations for children 5 years of age and older used for program services.

· Administers and records medications under with the guidance of the RN and according to program regulations, protocols and procedures.

· Knows the actions and side effects of administered medications, observes, consults with RN, and documents side effects as necessary.

· Exercises professional judgment when using agency policies and clinical standards, or when practicing in the absence of these.

· Seeks RN direction regarding multiple nursing interventions for clients with co-morbidities, complex and changing health status.

· Implements therapeutic interventions safely.

· Assists client to make the link between health promotion strategies and health outcomes for example, physical activity, nutrition, family planning.

· Assists clients to identify and access health and other resources in their community.

· Under the direction of the RN, monitors the effectiveness of client care in collaboration and consultation with individuals, families, groups and communities.

· Under the direction of the RN, modifies and individualizes client care based on client’s emerging priorities, and in collaboration with clients and other members of the health care team.

· Reports inappropriate, unsafe or abusive clinical practice to the supervisor.

· Uses evidence-informed knowledge to select and individualize nursing interventions.

· Manages physical resources, such as equipment, supplies and medications safely and efficiently.

· Remains calm and functions effectively in crisis situations.

· Responds appropriately to rapidly changing situations that affect client’s health status to ensure client needs are met.

· Under the direction of the RN, provides support services in emergency situations as required.

· Based on assessment information and following discussion with the client, consult with the RN prior to referring client to other service providers as required.

· Coordinates resources for families at risk for family violence.



	7. Uses infection control principles and practices in care.


	· Practices in accordance with BC CDC infection control procedures.

· Follows BC CDC procedures and protocols for assessment, treatment and counseling for blood and body fluid exposure.

	8. Provides immunization services to the community for children 5 years of age and older including adults under the medical direction of the attending physician.

	· Demonstrates knowledge and skill in the management of an immunization program for children 5 years of age and older.
· Manages vaccines according to NCN medication procedures and protocols.

· Provides a complete program of age-appropriate immunizations
· Offers vaccinations against Hepatitis B, tetanus and diphtheria as part of a school health program.

· Provides an influenza immunization program for community members.

· Provides age appropriate education on CDC and vaccine preventable diseases 

· Provides adult immunizations (tetanus, diphtheria, pneumococcal, and influenza).


	9. Assists the RN in the management of communicable diseases and disease outbreaks.


	· Demonstrates knowledge and skill in the management of common notifiable communicable diseases.

· Screens clients suspected of having TB or being in contact with an infected individual, and refers them to the TB Program as necessary.

· Assists RN with a comprehensive community-wide HIV and AIDS program, including education, strategies for prevention, and ensures the availability of HIV antibody testing including HIV pre and post test counseling services.

· Assists RN with a comprehensive program including education and counseling on the prevention of sexually transmitted diseases through the modification of high risk behaviours.



	10. Assists the RN in the provision of pre/post natal  services to families.


	· Applies knowledge of traditional family structure and methods of traditional child rearing among families.

· Works with the RN guidance in pre and post natal assessment
· Provides information about proper nutrition and the effects of tobacco, alcohol and infectious diseases during the prenatal period
· Assists RN with regular community prenatal classes tailored to meet the physical, social and emotional needs of pregnant women and their partners.

· Provides public information on the importance of proper prenatal care throughout pregnancy.

· Makes appropriate referrals to the community prenatal outreach program in consultation with RN.
· Provides client information on newborn care, breast feeding, self care, support systems, family planning and contraception, and bottle feeding.

· Coordinates referral and follow-up to community support services, including the post-partum parent support group, as required and in consultation with RN.
· Assists the RN in the post-partum follow up.



	11. Assists the RN in the provision of services to families with infants and preschool aged children.

	· Demonstrates knowledge and skill in planning, implementing and evaluating parenting programs

· Able to assess growth & development and provide information on nutrition, physical growth, safety and parenting in consult with RN as required.
· During regular contact, screens for speech and language problems and provides information on dental needs and consults the RN as required 

· During regular contact, screens for vision and hearing problems  and consults with RN for clients who fail the screening

· Provides information to RN for appropriate referrals.


	12. Liaises with schools to provide support and health services to school age children.


	· Provides assistance in the promotion of healthy schools.

· Provides age-appropriate health screening that could include hearing and vision.

· Teaches health education topics for school age children.

· Prepares students to assume responsibility for their own health.

· Maintains current age-appropriate resources for birth control counseling.

· Under the guidance of the RN, consults with teachers and students on physical and mental health issues.

· Collaborates, when asked, with RN, teachers and counselors to plan and implement classroom instruction
· Develops health promotion activities that link the school with the community.

· Provides accessible and relevant school-based health services as require.

· Identifies and prioritizes in consultation with RN, health problems as they arise in the school.

· Under the guidance of the RN, identifies school-age youths at risk for depression, suicide, drug abuse and alcohol abuse and refers as appropriate following discussion with the youth.

· Involves youths in identifying issues that affect them as individuals, in school or the community and commits to focusing on the issues that they identify.


	13. Provide care to adults and older adults.

	· Assists in the planning, implementing and evaluating well adult programs.

· Provides workshops and education sessions on lifestyle practices to reduce the risk for health problems. Provides screening clinics for health problems such as hypertension and diabetes.

· Provides counseling to adults with identified health needs such as respiratory and cardiovascular diseases, diabetes, and mental health issues.

· Following discussions with clients and RN, refers those with health needs to the appropriate individual, program or agency. 


	14. Using population health principles and collaborative practice, works to prevent illness and injury.


	· Ensures health services are responsive to community values and cultural beliefs.

· Involves appropriate individuals and agencies in community service planning, implementation and evaluation.

· Is familiar with and follows all safety procedures and policies to ensure client safety.

· Understands the overall organization of health care at the program and community levels.

· Uses safety principles and protective devices consistently when involved in client interventions.

· Reports situations that are potentially unsafe for clients to the supervisor.



	15. Provides health education to clients and families.


	· Assesses learning needs and provides individualized, health-related information to clients and families within scope of practice.

· Provides relevant and understandable information about health promotion and illness prevention to clients and families. 

· Provides information that is relevant to the client’s and families unique health issues, capability and readiness.

· Provides chronic disease health education as part of the plan of care if appropriate and acceptable to client.

· Assists RN to provide health education to new mothers.
· Assists RN to provids parenting education to new mothers and fathers.


	16. Provides education to specific groups and the community.


	· Provides health education to groups and communities using group facilitation skills, presentation skills, role play, demonstration, counseling and other teaching methods.

· Assists RN to provide a pre/postnatal education program, including Fetal Alcohol Spectrum Disorder.
· Provides relevant and understandable information about health promotion and illness prevention to groups and communities. 

· Provides information that is relevant to the communities’ unique health issues.


	17. Collaborates with other members of the health care team.


	· Uses established communication protocols within and across health care agencies and with other service sectors.

· Collaborates with clients and the health care team to ensure that information is shared appropriately.

· Refers to and collaborates with other members of the team and external consultants as required and as requested by the client and family.

· Participates with the core team members such as the home care nurses, community health representative, family care worker, mother support workers, mental health workers, and social assistance workers.

· Builds partnerships with health team members based on respect for the unique and shared competencies of each member.

· Uses appropriate channels of communication within the nursing team.

· Meets with core team members to develop a collaborative care plan.

· Supports other team members to practice to their full range of competencies.
· Takes action on questionable actions, orders or decisions made by other members of the team.

· Maintains and strengthens partnerships with school staff, community groups and cultural groups.

· Recognizes and reports situations that are potentially unsafe for team members, for example, faulty equipment, under staffing or aggressive client or family behaviour.



	18. Participates with Nursing team in delivering health care program.
	· Sets priorities for self in partnership with the RN, as necessary, when planning and delivering care.



	19. Develops and implements culturally sensitive approaches to nursing care for individuals, families and the community.


	· Demonstrates leadership in providing client care by promoting healthy and culturally safe work environments.

· Identifies effects of own values, beliefs and experiences concerning relationships with clients and uses this self awareness to provide culturally safe client care.



	20. Reports and documents client care and its ongoing evaluation in a clear, concise, accurate and timely manner.


	· Uses existing information systems to manage nursing and health care information during client care with RN consultation

· Uses basic computer skills to obtain information necessary to plan and implement care.

· Is able to document using the Musti’muhw computer system.

· Documents, in the client’s health record, an assessment that supports the plan for care.

· Documents, in the health record, significant discussions with clients, families, and RN care provided and the outcomes of that care.

· Updates the health record as the client’s condition changes

	21. Advocates for clients or their representatives especially when they are unable to advocate for themselves.
	· Supports clients to make informed decisions about their health care, and then respects those decisions.



	22. Participates in program evaluation, accreditation and quality improvement activities.


	· Participates in evaluating program results and effectiveness annually through feedback from Nuu-chah-nulth-aht, statistical indicators, client health records and a review of the community care nursing component of the CHS plan.

· Identifies, reports to RN and takes action on actual and potential safety risks or unsafe practices affecting clients, team members and others.

· Questions, recognizes and reports to RN near misses and errors (owns and others) and takes action to minimize harm arising from adverse events.

· Consistently applies safety principles, evidence-informed practices, and appropriate protective devices when providing nursing to prevent injury to clients.

· Participates in program planning and evaluation, accreditation and quality improvement activities to support improved approaches to practice and service delivery.

· Completes incident reports as required.

· Is responsive to client and family feedback.

· Uses statistical and social indicators to gain knowledge of prevalent issues and health risks.



	23. Maintains confidentiality in written, oral and electronic communication.


	· Maintains confidentiality in all matters relating to the affairs of the Nuu-chah-nulth-aht.

· Maintains confidentiality of all client files, records and correspondence.

· Completes the Consent to Share Information Among Health Team Members form for information that requires the client’s approval prior to sharing with others during the first client visit.

· Shares appropriate information about client’s care with other members of the team while respecting confidentiality.



	24. Uses community development strategies to assess, plan and provide nursing services.


	· Seeks input from Nuu-chah-nulth-aht, local leadership and other community health workers in determining health care needs and setting health care priorities.

· Assesses community health needs using local knowledge and information, morbidity and mortality, and general health status information.

· Works with the RN and health team to implement strategies to prevent illness and injury, for example, immunization programs.

· Involves community members in determining community education needs to support health promotion.

· Identifies in collaboration with the RN, socioeconomic and political factors t hat influence the health of the community. 

· Consults and works with the RN and community to design a culturally appropriate community health plan.

· Participates with others to identify common environmental hazards in the community and consults with RN about interventions using principles of community development.

· In partnership with the community and RN, sets priorities when planning and implementing health promotion activities.



	25. Is accountable and accepts responsibility for all aspects of own practice.


	· Is accountable and accepts responsibility for own actions and decisions, including personal safety.

· Is accountable and accepts responsibility for being knowledgeable about all health care issues relevant to their client population and works to keep this knowledge evidenced-informed and current

· Is accountable for maintaining own fitness to practice.

· Recognizes limitations of own practice and seeks assistance as necessary.

· Organizes own workload and uses effective time management skills for meeting responsibilities.

· Knows how and where to find evidence / information to support the provision of safe, competent, ethical nursing care.

· Addresses own learning needs by evaluating own practice, identifying gaps in knowledge and skills and updating competencies.

· Maintains registration with the College of Licensed Practical Nurses of BC.




Registered Nurse – TB Program Position Description
Position Summary

The Nuu-chah-nulth registered nurse in the TB Management Program partners with Nuu-chah-nulth-aht to deliver professional, ethical, culturally sensitive, and responsible care to members.  
The RN works in collaboration with CHS staff and community workers and is responsible for coordinating, planning, monitoring and evaluating member care and community services in the TB Program. The registered nurse provides direction to other members of the TB nursing team. The registered nurse collaborates with NTC and Vancouver Island Health staff and liaises with TB Control as required. The registered nurse uses the Parse Model of Care as the basis for all practice.
Relationships

The registered nurse is a member of the nursing team and reports to the NTC Nursing Program Manager.
Specific Responsibilities  

1 Interpersonal Communication
a) Develops a therapeutic relationship
 with members using a variety of approaches that are appropriate for the member.
b) Provides care for all members being respectful of diverse health needs, illness status, experiences, beliefs and health practices.
2 Clinical Decision Making

a) Uses critical thinking and interpersonal skills to conduct an individual comprehensive assessment, encouraging member input.

b) Analyses and interprets information obtained in the member assessment, and validates this with the member and family to draw conclusions about the support and treatment required to improve health.

c) Following discussion with the member and family develops a member centered health care plan that includes care and services designed to complement, not replace the care provided by family.

d) Delivers a range of TB treatments and services based on the plan of care through planned home visits, clinics and workshops.

e) Based on ongoing assessment and treatment outcomes, revises the care plan as necessary.

f) Based on assessment information and following discussion and consensus with the member, refers the member to other service providers, as required.

g) Assigns member care safely and appropriately and evaluates the outcomes of the assignment.

h) Supports members and families to assume responsibility for their own health.

3 Clinical Practice
a) Provides care to members with complex, acute or unpredictable health needs.
b) Monitors the care of all members in the TB Management Program.
c) Plans, implements and evaluates the TB management services provided to members and the community.
d) Manages TB outbreaks in collaboration with NTC CHS, TB Control and health care practitioners in the community according to CDC protocols and policies.
e) Counsels members and families involved in the TB Management Program.
f) Carries out community and at-home TB screening according to TB Control policies and protocols.
g) Implements contact tracing for members with active TB.
h) Administers medications safely according to policies and clinical standards.
i) Assigns the care of members to the licensed practical nurse.
4 Team Collaboration
a) Collaborates with other health team members, such as NTC CHNs and VIHA RNs across health care agencies and other service sectors to identify actual and potential member needs, strengths, and goals, and to plan and deliver services to members.
b) Collaborates with and provides leadership to other members of the nursing team.
5 Infection Control
a) Uses infection control principles and practices in care delivery to reduce the risk of infection to members, families, staff, and the entire community.
6 Education
a) Provides education on TB, TB care and TB medications to members and families that build on their strengths and to enable them to make informed choices about their health.
b) Provides education on TB at the community level (specific groups or whole communities) to promote health.
c) Acts as a resource for other NTC nursing staff.

7 Cultural Safety

a) Develops and implements culturally sensitive approaches to nursing care for individuals, families, groups and the community.

8 Documentation
a) Uses existing information systems to manage nursing and health care information during member care.
b) Reports and documents member care and its ongoing evaluation in a clear, concise, accurate and timely manner.
9 Advocacy
a) Advocates for members or their representatives especially when they are unable to advocate for themselves.
10 Quality Improvement
a) Identifies, reports and takes action on actual and potential safety risks to members, families, team members and the community.
11 Confidentiality
a) Maintains member confidentiality in written, oral and electronic communication.
12 Community Development / Health Promotion

a) Uses community development strategies to assess, plan and provide nursing services to promote a healthy community through partnership, leadership and capacity building.
b) Using population health principles and collaborative practice, works to prevent TB through education and information sharing.
13 Accountability and Responsibility
a) Is accountable and accepts responsibility for own actions and decisions, including personal safety.
b) Is accountable and accepts responsibility for being knowledgeable about all health care issues relevant to the member population and community and works to keep this knowledge evidenced-informed
 and current.
c) Maintains own fitness to practice.
d) Maintains registration with the College of Registered Nurses of British Columbia.

Qualifications

BSN required from an approved nursing program or equivalent education and experience. Must have current practicing registration with the College of Registered Nurses of British Columbia. Must have completed of a Basic Cardiac Life Support Course. Requires a valid driver’s license. 
Registered Nurse – TB Program Performance Expectations

	Typical Duties
	Performance Expectations

	1. Develops a therapeutic relationship
 with members.


	· Uses the Parse Model of Care to frame all communication with members and families.

· Uses culturally specific interpersonal skills to work effectively with members.

· Maintains a distinction between social interaction and professional communication and uses both appropriately.

· Communicates in a way that give members and families control over decision making.

· Expresses compassion, sensitivity and establishes trust with members and their families.

· Ensures that ongoing interactions with members and families reflect their perceptions, opinions, expectations, priorities, preferences and beliefs.

· Establish a collaborative process in which information sharing is ongoing and communicated in a manner that is appropriate to member circumstances and needs.

· Anticipates and effectively manages closure with the member.

· Communicates effectively with angry or upset members and families.

· Uses conflict resolution strategies to transform situations of conflict over time into healthy interpersonal interactions.



	2. Uses critical thinking and interpersonal skills to conduct individualized, comprehensive assessments.


	· Conducts intake histories prior to starting treatment.

· Completes initial assessments and reassessments in accordance with agency policies, clinical standards, and evidence-based resources and uses approved forms.

· Reassesses members with complex, acute, variable health needs and/or unpredictable outcomes.

· Collaborates with the LPN to reassess members with less complex, less acute, stable health needs and/or predictable outcomes

· Assesses families’ strengths and weaknesses, potential to change if necessary and the willingness to accept service from a health care provider.


	3. Supports members and families to assume responsibility for their own health.
	· Reinforces member and family strengths and abilities

· Uses a health promotion approach to support members and families to address lifestyle choices and decisions.

· Establishes a collaborative process in which information sharing about goals and responsibilities is ongoing.

· Encourages members to identify family members or other individuals in their environment to participate in service planning and activities as appropriate.

· Supports members to get their lab tests and x-rays completed in a timely manner.

· Ensure members and families understand the options, consequences and potential risks prior to making health care decisions.



	4. Collaborates with the member, family and LPN to develop a health care plan.  


	· Analyses and interprets information about environmental hazards, health behaviours, psychosocial pattern, physiological functioning, and from radiology & laboratory results and physician input and validates this with the member and family to draw conclusions about the treatment and supports required to improve health.

· In collaboration with the member, family and LPN, and with input from TB Control and the physician, develops an individualized, comprehensive care plan.

· Facilitates member ownership of health care plans. 

· Implements a health care plan aimed at restoring, maintaining and promoting health and preventing illness consistent with member expectations and cultural, social and spiritual needs.

· Updates care plans as necessary to reflect changes in member’s health status, and member or family wishes.



	5. Evaluates member and family response to care. 
	· Conducts ongoing reviews and reassessments to identify changes in health status. 

· Uses judgment to determine the frequency of reviews and reassessments.

· Involves members and families in the implementation and the ongoing review of the effectiveness of the health care plan.

· Modifies & individualizes the care plan in response to member’s changing needs and medication requirements and in collaboration with members and other members of the health care team.

· Responds to any significant change in member condition with appropriate intervention and documentation.



	6. Delivers a range of complex, specialized health care services based on the plan of care.


	· Provides care for members that is consistent with the Parse Model of Care.

· Implements a health care plan aimed at restoring, maintaining and promoting health and preventing illness consistent with member expectations, experiences, beliefs, health practices and cultural, social and spiritual needs.

· Manages multiple nursing interventions for members with co-morbidities, and complex and changing health status.

· Assists member to make the link between health promotion strategies and health outcomes for example, physical activity and nutrition.

· Assists members to identify and access health and other resources in their community.

· Monitors the care of all members in the TB program.

· Takes action on inappropriate, unsafe, or abusive clinical practice and communicates this with the Manager.

· Implements therapeutic interventions safely.

· Provides contact tracing for members with active TB.

· Counsels members and families about all aspects of TB care and medication management prior to starting and during treatment.

· Provides TB skin testing (by appointment & drop in) for NTC communities through clinic and in-home visits.

· Carries out community and at-home TB screening according to TB Control policies and protocols.

· Follows up with members and service providers as necessary following referral. 
· Supports members to collaborate with their physicians prior to medication management for TB.

· Ensures that members in the TB program have access to lab tests and x-rays when ordered and/or according to TBC protocols.

· Provide follow-up with members and their physicians based on the results of lab testing and x-rays.

· Exercises professional judgment when using agency policies and clinical standards, or when practicing in the absence of these.

· Uses evidence-informed knowledge to select and individualize nursing interventions.

· Collaborates with the LPN to carry out clinical recommendations from TB Control.

· Manages physical resources, such as equipment, supplies and medications safely and efficiently.

· Responds appropriately to rapidly changing situations that affect member’s health status to ensure member needs are met.

· Directs and coordinates actions of others in emergency situations as required.

· Based on assessment information and following discussion with the member, refers member to other service providers as required.



	7. Uses infection control principles and practices in care delivery. 


	· Practices in accordance with BC CDC infection control procedures.

· Follows BC CDC procedures and protocols for assessment, treatment and counseling for blood and body fluid exposure.

	8. Administers medications safely according to Nuu-chah-nulth Nursing Program policies and procedures.


	· Monitors members receiving medications, especially those members with complex and unstable health needs and refers appropriately for further assessment as necessary.

· Ensures the security and monitoring of all medications used for TB Program services.

· Administers and records medications based on physician orders, TB Control protocols and according to NTC nursing program policies and procedures.

· Knows the actions and side effects of administered medications, observes for these and documents side effects as necessary.

· 

	9. Leads the management of TB outbreaks in collaboration with others.


	· Demonstrates knowledge and skill in the management of a TB outbreak.

· Applies the concept of disease transmission and control and identifies the use of community-based interventions in the control of TB.

· Provides a comprehensive community-wide program of TB services, including education, strategies for prevention, and counseling and ensures the availability of screening and treatment services in outbreak communities.

· Provides a complete program of age appropriate TB screening in schools.

· Provides follow-up TB screening after an outbreak according to TB Control protocols.



	10. Provides TB education to members, groups and communities.


	· Assesses learning needs and provides individualized information on TB to members and families that is relevant to their unique health issues, capability and readiness.

· Provides understandable information about health promotion and TB prevention and treatment to groups and communities. 

· Provides expertise in TB nursing care to the nursing and interdisciplinary teams.



	11. Collaborates with other health team members. 


	· Takes referrals from NTC CHNs for skin testing.

· Communicates regularly with member’s physicians regarding medication management, e.g. INH administration, TB care and follow-up.

· Collaborates with TB Control regarding follow-up lab work and member status.

· Uses established communication protocols within and across health care agencies and with other service sectors.

· Ensures that member’s physician and TB control have all laboratory and radiology reports in a timely manner.

· Communicates to TB Control all of the following on a daily basis: untoward symptoms or medication side effects, treatment non compliance, and alcohol & drug use and modifying the care plan based on their recommendations.

· Refers to and collaborates with other members of the team and external consultants as required and as requested by the member and family.

· Builds partnerships with core team members based on respect for the unique and shared competencies of each member.

· Assigns to other members of the nursing care team and monitors the assigned activities on an ongoing basis.

· Supports other team members to practice to their full scope.

· Takes action on questionable actions, orders or decisions made by other members of the team.



	12. Provides leadership to other members of the TB nursing team.
	· Sets priorities for self and for other members of the nursing team, such as the LPN as necessary, when planning and delivering care.

· Provides new nursing staff with sufficient information so that they are able to practice safely and effectively.

· Implements policies and procedures for orientation of new staff.



	13. Develops and implements culturally sensitive approaches to care for members, families and the community.


	· Demonstrates leadership in providing member care by promoting healthy and culturally safe work environments.

· Identifies effects of own values, beliefs and experiences concerning relationships with members and uses this self awareness to provide culturally safe member care.

· Is knowledgeable about the Nuu-chah-nulth culture and modifies interactions and care so that they are consistent with the values and beliefs of Nuu-chah-nulth-aht.


	14. Reports and documents member care and its ongoing evaluation in a clear, concise, accurate and timely manner.


	· Uses existing information systems to manage nursing and health care information during member care.

· Uses basic computer skills to obtain information necessary to plan and implement care.

· Is able to document using the Musti’muhw computer system.

· Documents, in the member’s health record, an assessment that supports the plan for care.

· Documents, in the health record, significant discussions with members and families, care provided and the outcomes of that care.

· Updates the health record as the member’s condition changes.



	15. Advocates for members or their representatives especially when they are unable to advocate for themselves.


	· Supports members to make informed decisions about their health care, and then respects those decisions.



	16. Participates in program evaluation, accreditation and quality improvement activities.


	· Collaborates in the development of quality control measures to ensure that practice is consistent with license and contract requirements.

· In collaboration with the Manager, evaluates TB program results and effectiveness annually through feedback from Nuu-chah-nulth-aht, statistical indicators, member health record audits and a review of the community care nursing component of the CHS plan.

· Identifies, reports and takes action on actual and potential safety risks or unsafe practices affecting members, team members and others.

· Questions, recognizes and reports near misses and errors and takes action to minimize harm arising from adverse events.

· Completes / reviews incident reports as required and provides information to the nursing manager regarding unusual incidents.

· Is responsive to member and family feedback.

· Ensures that TB program statistics and other required records and reports are prepared and submitted in a timely manner.

· Provides statistical reports to FNIH and Health Canada on an annual basis.

· Provides ad hoc reports including statistical summaries and clinical outcomes as needed.



	17. Maintains confidentiality in written, oral and electronic communication.


	· Maintains confidentiality in all matters relating to the affairs of the Nuu-chah-nulth-aht.

· Maintains confidentiality of all member files, records and correspondence.

· Completes the Consent to Share Information Among Health Team Members form for information that requires the member’s approval prior to sharing with others during the first member visit.

· Shares appropriate information about member’s care with other members of the team while respecting confidentiality.



	18. Uses community development strategies to assess, plan and provide nursing services. 


	· Seeks input from Nuu-chah-nulth-aht, local leadership and other community health workers in determining health and education needs and setting health care priorities.

· Assesses community health needs using local knowledge and information, morbidity and mortality, and general health status information.

· Collaborates with community members and the health care team to implement strategies to prevent TB.

	19. Is accountable and accepts responsibility for all aspects of own practice.


	· Is accountable and accepts responsibility for own actions and decisions, including personal safety.

· Is accountable and accepts responsibility for being knowledgeable about all health care issues relevant to their member population and works to keep this knowledge evidenced-informed
 and current

· Is accountable for maintaining own fitness to practice.

· Recognizes limitations of own practice and seeks assistance as necessary.

· Organizes own workload and uses effective time management skills for meeting responsibilities.

· Knows how and where to find evidence / information to support the provision of safe, competent, ethical nursing care.

· Addresses own learning needs by evaluating own practice, identifying gaps in knowledge and skills and updating competencies.

· Maintains registration with the College of Registered Nurses of BC.




Licensed Practical Nurse – TB Program Position Description
Position Summary

The Nuu-chah-nulth Licensed Practical Nurse in the TB Management Program partners with Nuu-chah-nulth-aht to deliver professional, ethical, culturally sensitive, and responsible care to members.

The licensed practical nurse works in collaboration with the TB Program registered nurse and physicians and is responsible for providing care according to the health care plan to members within the TB Program. The licensed practical nurse collaborates with NTC and Vancouver Island Health staff and liaises with TB Control as required. The licensed practical nurse uses the Parse Model of Care as the basis for all practice.
Relationships

The licensed practical nurse is a member of the nursing team and reports to the TB Program Team Leader.

Specific Responsibilities  

1 Interpersonal Communication

a) Develops a therapeutic relationship
 with members using a variety of approaches that are appropriate for the member.
b) Provides care for all members being respectful of diverse health needs, illness status, experiences, beliefs and health practices.

2 Clinical Decision Making

a) Uses critical thinking and interpersonal skills to conduct an individual comprehensive reassessment, encouraging member input.
b) In collaboration with the RN, contributes to information obtained in the member assessment, and validates this with the member and family to draw conclusions about the support and treatment required to improve health.
c) In collaboration with the RN and following discussion with the member and family contributes to the member-centered care plan.

d) In collaboration with the RN, revises the care plan as necessary based on ongoing assessment and treatment outcomes.
e) In collaboration with the RN, refers the member to other service providers, as required.
f) Supports members and families to assume responsibility for their own health.
3 Clinical Practice
a) Provides care to members with stable, predictable health needs and outcomes. Works collaboratively with a registered nurse for members with acute illness, complex or unpredictable outcomes, who are not compliant with treatment or are misusing alcohol and/or drugs.
b) In collaboration with the RN, delivers TB treatments based on the plan of care through planned home visits and clinics.
c) Monitors the care of stable members in the TB Management Program.
d) In collaboration with the RN and physician, contributes to the management of TB outbreaks according to TBC guidelines.
e) Follows-up with members to ensure that required lab work and chest x-rays are done in a timely manner.
f) Collaborates with the RN to carry out clinical recommendations from TB Control.
4 Team Collaboration

a) Collaborates with other health team members, across health care agencies and other service sectors to identify actual and potential member needs, strengths, and goals, and to plan and deliver services to members.
b) Collaborates with the TBC consultant to provide care and services to members.

c) Ensures that information is communicated to physicians and TB Control in a timely manner.

5 Infection Control
a) Uses infection control principles and practices in care delivery to reduce the risk of infection to members, families, staff, and the entire community.
6 Education
a) Collaborates with the RN to provide education on TB, TB care and TB medications to members and families that build on their strengths and to enable them to make informed choices about their health.
b) Collaborates with the RN to provide education on TB at the community level (specific groups or whole communities) to promote health.

7 Cultural Safety

a) Develops and implements culturally sensitive approaches to nursing care for individuals, families, groups and the community.

8 Documentation
a) Uses existing information systems to manage nursing and health care information during member care.
b) Reports and documents member care and its ongoing evaluation in a clear, concise, accurate and timely manner.
9 Advocacy
a) Advocates for members or their representatives especially when they are unable to advocate for themselves.
10 Quality Improvement
a) Identifies, reports and takes action on actual and potential safety risks to members, families, team members and the community.
11 Confidentiality
a) Maintains member confidentiality in written, oral and electronic communication.
12 Community Development / Health Promotion

a) Collaborates with the RN to assess, plan and provide nursing services to promote a healthy community through partnership, leadership and capacity building.
b) Works to prevent TB through education and information sharing.
13 Accountability and Responsibility
a) Is accountable and accepts responsibility for own actions and decisions, including personal safety.
b) Is accountable and accepts responsibility for being knowledgeable about all health care issues relevant to the member population and community and works to keep this knowledge evidenced-informed
 and current.
c) Maintains own fitness to practice.
d) Maintains registration with the College of Licensed Practical Nurses of British Columbia.

Qualifications

A LPN certificate is required from an approved nursing program or equivalent education and experience. Applicants must have current practicing registration with the College of Licensed Practical Nurses of British Columbia. Must have completed of a Basic Cardiac Life Support Course and the CLPNBC Immunization Course. Requires a valid driver’s license.
Licensed Practical Nurse – TB Program Performance Expectations

	Duties


	Performance Expectations

	1. Develops a therapeutic relationship
 with members.


	· Uses the Parse Model of Care to frame all communication with members and families.

· Uses culturally specific interpersonal skills to work effectively with members.

· Maintains a distinction between social interaction and professional communication and uses both appropriately.

· Communicates in a way that give members and families control over decision making.

· Expresses compassion, sensitivity and establishes trust with members and their families.

· Ensures that ongoing interactions with the member and family reflect their perceptions, opinions, expectations, priorities, preferences and beliefs.

· Contributes to a collaborative process in which information sharing is ongoing and communicated in a manner that is appropriate to member circumstances and needs.

· Uses conflict resolution strategies to transform situations of conflict over time into healthy interpersonal interactions.

· Refers to the registered nurse or supervisor when resolution of conflict situations is not possible by the licensed practical nurse.

· Anticipates and effectively manages closure with the member.



	2. Conducts individualized, comprehensive reassessments.

	· Encourages member and family input throughout the assessment.
· Completes reassessments in accordance with agency policies, clinical standards and evidenced-based resources and uses approved forms.

· Reassesses members with less complex, less acute, stable health needs and/or predictable outcomes.
· Gathers information on member’s family tree once the nurse has established a trusting relationship with the member.


	3. Supports members and families to assume responsibility for their own health.
	· Reinforces member and family strengths and abilities

· Uses a health promotion approach to support members and families to address lifestyle choices and decisions.

· Encourages members to identify family members or other individuals in their environment to participate in service planning and activities as appropriate.

· Supports members to get their lab tests and x-rays completed in a timely manner.

· Ensure members and families understand the options, consequences and potential risks prior to making decisions.



	4. Collaborates with the member, family and registered nurse to develop a health care plan.


	· Recognizes information about environmental hazards, health behaviours, psychosocial pattern, physiological functioning, and from radiology & laboratory results and physician input for members and validates this with the member and family.

· Collaborates with a registered nurse to interpret information for members with acute, complex or unpredictable needs.

· Contributes to the development an individualized, comprehensive care plan.

· Facilitates member ownership of health care plans. 

· In collaboration with others, implements a care plan aimed at restoring, maintaining and promoting health and preventing illness.

· In collaboration with the registered nurse, updates care plans as necessary to reflect changes in member’s health status, and member or family wishes.



	5. Evaluates member and family responses to care. 
	· Conducts ongoing reviews and reassessments to identify changes in health status and discusses any significant change in member condition with the registered nurse.

· In conjunction with members and families and the registered nurse, reviews, reinterprets and modifies the plan of care based on member’s day to day needs and changes in health status. 

· Involves members, their families and other members of the health care team in the ongoing review and modification of the health care plan.

· Monitors satisfaction with care and change in condition in collaboration and consultation with individuals, families and the RN.



	6. Delivers a range of health care services based on the plan of care.


	· Provides care for members that is consistent with the Parse Model of Care.

· Implements a health care plan aimed at restoring, maintaining and promoting health and preventing illness consistent with member expectations, experiences, beliefs, health practices and cultural, social and spiritual needs.

· Exercises professional judgment when using program policies and clinical standards, or when practicing in the absence of these.

· Assists members to make the link between health promotion strategies and health outcomes for example, physical activity and nutrition.

· Assists members to identify and access health and other resources in their community.

· Reports inappropriate, unsafe or abusive clinical practice to the supervisor.

· Manages physical resources, such as equipment and supplies safely and efficiently.

· Collaborates with others to respond to rapidly changing situations that affect member’s health status to ensure that member’ health needs are met.

· Follows up with members and service providers as necessary following referral. 
· Carries out TB screening activities according to TB Control policies and protocols.

· Counsels members and families about all aspects of TB care and medication management prior to starting and during treatment.

· Supports members to collaborate with their physicians prior to medication management for TB.

· In collaboration with the RN, carries out contact tracing for members with active TB.

· Provide follow-up with members and their physicians based on the results of lab testing and x-rays.

· Administers medications safely according to policies and clinical standards.

· Monitors the care of stable members in the TB Management Program.

· In collaboration with the RN, physician, and >>> is involved in managing TB outbreaks according to CDC protocols and policies.

· In collaboration with the RN refers members to other service providers as required.

· Follow-up with members to ensure that required lab work and chest x-rays are done in a timely manner.

· Collaborates with the RN to carry out clinical recommendations from TB Control.

· Sends lab and radiology results to member’s physicians and to TB Control in a timely manner. 

· Provides ongoing information on member’s care to their physicians.

· Uses evidence-informed knowledge to select and individualize nursing interventions.



	7. Uses infection control principles and practices in care. 


	· Practices in accordance with infection control policies and procedures.

· Follows BC CDC procedures and protocols for assessment, treatment and counseling for blood and body fluid exposure.

	8. Provides TB education to members and families.

	· Identifies learning needs and provides individualized information on TB to members and families that is relevant to their unique health issues, capability and readiness.

· Provides understandable information about health promotion and TB prevention and treatment to groups and communities. 

· Provides education in TB nursing care to the nursing and interdisciplinary teams.



	9. Administers medications safely according to Nuu-chah-nulth Nursing Program policies and procedures.


	· Monitors stable members receiving medications and refers appropriately for further assessment as necessary.

· Ensures the security and monitoring of all TB medications used for program services.

· Knows the actions and side effects of administered medications, observes for these and documents side effects as necessary.

· Administers and records medications based on physician orders, TB Control protocols and according to NTC nursing program policies and procedures.


	

	10. Is involved in the management of TB outbreaks in collaboration with others.


	· Demonstrates knowledge and skill in the management of a TB outbreak.

· In collaboration with the registered nurse, provides a comprehensive community-wide program of TB services, including education, strategies for prevention, and counseling.

· Contributes to screening and treatment services in outbreak communities.

· In collaboration with the RN, provides a complete program of age appropriate TB screening in schools.

· Provides follow-up TB screening after an outbreak according to TB Control protocols.


	

	11. Collaborates with other health team members. 


	· Takes referrals from NTC CHNs for skin testing.

· Communicates regularly with member’s physicians regarding medication management, e.g. INH administration, TB care and follow-up.

· Collaborates with TB Control regarding follow-up lab work and member status.

· Uses established communication protocols within and across health care agencies and with other service sectors.

· Ensures that member’s physician and TB control have all laboratory and radiology reports in a timely manner.

· In collaboration with the RN, communicates to TB Control all of the following on a daily basis: untoward symptoms or medication side effects, treatment non compliance, and alcohol & drug use and modifying the care plan based on their recommendations.

· In collaboration with the RN, refers to and collaborates with other members of the team and external consultants as required and as requested by the member and family.

· Builds partnerships with core team members based on respect for the unique and shared competencies of each member.

· Collaborates with the RN to address questionable actions, orders or decisions made by other team members to the. 

· Exercises clinical judgment in accepting assignments within own range of competence.



	12. Administers medications safely according to Nuu-chah-nulth Nursing Program policies and procedures.


	· Collaborates with a registered nurse when delegating medication reminders to Direct Observed Therapy (DOT) workers as required.

· Follows policies and clinical standards for delegation.

· Monitors members receiving medications and refers appropriately for further assessment as necessary.

· Ensures the security and monitoring of all injectable medications used for program services.

· Administers and records injectable medications based on physician orders and according to program policies and clinical standards.

· Knows the actions and side effects of administered injectable medications, observes for these and documents side effects as necessary.

· Monitors members receiving medications, especially those members with complex and unstable health needs.


	

	13. Develops and implements culturally sensitive approaches to nursing care for members and families.


	· Promotes healthy and culturally safe work environments.

· Identifies effects of own values, beliefs and experiences on relationships with members and uses this self awareness to provide culturally safe member care.

· Is knowledgeable about the Nuu-chah-nulth culture and modifies interactions and care so that they are consistent with the values and beliefs of Nuu-chah-nulth-aht.


	14. Reports and documents member care and its ongoing evaluation in a clear, concise, accurate and timely manner.


	· Uses existing information systems to document nursing and health care information during member care.

· Uses basic computer skills to obtain information necessary to plan and implement care.

· Is able to document using the Musti’muhw computer system.

· Documents, in the member’s health record, reassessments that supports the plan for care.

· Documents, in the health record, significant discussions with members and families, care provided and the outcomes of that care.

· Updates the health record as the member’s condition changes.



	15. Advocates for members or their representatives especially when they are unable to advocate for themselves.


	· Supports members to make informed decisions about their health care, and then respects those decisions.



	16. Participates in program evaluation, accreditation and quality improvement activities. 


	· Identifies and reports actual and potential safety risks or unsafe practices affecting staff and members.

· In collaboration with the registered nurse, takes action on safety risks or unsafe practices affecting staff and members.

· Questions, recognizes and reports near misses and errors (owns and others) and takes action to minimize harm arising from adverse events.

· Consistently applies safety principles, evidence-informed practices, and appropriate protective devices when providing nursing to prevent injury to members and staff.

· Completes incident reports as required.

· Participates in the development, implementation and evaluation of clinical practices and clinical standards to improve the quality and delivery of care. 



	17. Maintains confidentiality in written, oral and electronic communication.


	· Maintains confidentiality in all matters relating to the affairs of the NTC and its member first nations.

· Maintains confidentiality of all member files, records and correspondence.

· Completes the Consent to Share Information Among Health Team Members form during the first member visit.

· Shares appropriate information about member’s care with other members of the team while respecting confidentiality.



	18. Is accountable and accepts responsibility for all aspects of own practice.

	· Is accountable and accepts responsibility for own actions and decisions, including personal safety.

· Addresses own learning needs by evaluating own practice, identifying gaps in knowledge and skills and updating competencies.

· Is accountable and accepts responsibility for being knowledgeable about all health care issues relevant to their member population and works to keep this knowledge evidenced-informed
 and current

· Is accountable for maintaining own fitness to practice.

· Recognizes limitations of own practice and seeks assistance as necessary.

· Organizes own workload and uses effective time management skills for meeting responsibilities.

· Knows how and where to find evidence / information to support the provision of safe, competent, ethical nursing care.

· Maintains registration with the College of Licensed Practical Nurses of BC.


Mother Support Worker Position Description
Position Summary

The Nuu-chah-nulth Nursing Program partners with Nuu-chah-nulth-aht to deliver professional, ethical, culturally sensitive, and responsible care.   

The Mothers’ Support Worker works with preconception and pregnant women and their families in the home environment and community to ensure positive health and social outcomes for all. The Mothers’ Support Worker links the pregnant family to the teachings, stories and rituals during pregnancy long held and known by Nuu-chah-nulth elders. The Mother’s Support Worker provides home visits to ensure that the pregnant women and her family have access to comprehensive and flexible services and coordination with other health programs and services both locally and regionally. The Mother Support worker uses the Parse Model of Care as the basis for all interactions and service provision.
Relationships

The Mothers’ Support Worker is supervised by the Maternal Child Clinical Nurse.
Specific Responsibilities 

1 Interpersonal Communication

a) Builds positive, trusting, respectful and supportive relationships with preconception women, men, pregnant mothers and their families.
2 Practice

a) Uses a strengths-based and holistic family centred approach consistent with Nuu-chah-nulth teachings and traditions to support women, men and families during preconception, pregnancy, and parenting.
b) Negotiates role and home visits with the pregnant/parenting family.

c) Participates in or is made aware of initial assessment with the CHN and/or Maternal Child Clinical Nurse
d) Assists CHN and/or Maternal Child Clinical Nurse to prepare family plan for coordinated services.
e) Provides role modeling and supportive mentoring to pregnant women and parenting families.

f) In collaboration with the CHN and/or Maternal Child Clinical Nurse, links families with community resources and identifies outside services that may be effective.
g) Provides practical and hands-on assistance with parenting.
h) Explores and links knowledge of cultural teachings, beliefs and practices related to pregnancy, birth and parent/child interactions.
i) Accepts and uses policies, procedures and protocols developed for the MCH program including the Invest in Kids reference book.
j) Works to improve maternal confidence and strengthening parenting skills.
3 Education

a) In collaboration with the CHN and/or Maternal Child Clinical Nurse, provides and re-enforces up-to date, current approved health education information that is based on nursing knowledge and standards of practice.
b) Demonstrates evidence-based skills, support and teaching in basic infant care, bonding and attachment, infant stimulation, nurturing healthy child development and self care/coping as a parent.
4 Team Collaboration

a) Works as a team member with CHS staff and community workers delivering community maternal and child health programs.
b) Conducts independent home visits with mothers and families and/or participates in joint home visits with the CHN and/or Maternal Child Clinical Nurse as needed.
5 Documentation

a) Uses existing information systems to manage nursing and health care information during member care.
b) Reports and documents member care and its ongoing evaluation in a clear, concise, accurate and timely manner.
6 Advocacy

a) Advocates for members or their representatives especially when they are unable to advocate for themselves.
7 Confidentiality

a) Maintains confidentiality on all matters relating to the affairs of the NTC and its member First Nations;
b) Maintains member confidentiality in written, oral and electronic communication.
8 Quality Improvement

a) Collects data according to evaluation plan and participates in annual evaluation activities and reports.
b) Identifies, reports and takes action on actual and potential safety risks to members, families, team members and the community.

9 Accountability and Responsibility

a) Is accountable and accepts responsibility for own actions and decisions, including personal safety.
10 Other

a) Performs other duties and responsibilities in the performance of the position and as assigned by the Executive Director.

Mother Support Worker  Performance Expectations                                                                             
	Duties


	Performance Expectations

	1. Develops a therapeutic relationship
 with preconception, pregnant  & parenting women & their families.


	· Uses the Parse Model of Care to frame all communication with members and families.

· Uses culturally specific interpersonal skills, including the NCN language when appropriate, to work effectively with individuals and their families.

· Maintains a distinction between social interaction and professional communication and uses both appropriately.

· Communicates in a way that gives individuals and families control over decision making.

· Expresses compassion, sensitivity and establishes trust with individuals, their families and community leaders.

· Ensures that ongoing interactions with the individual and family reflect their perceptions, priorities, opinions, expectations, preferences and beliefs.

· Establishs a collaborative process in which information sharing is ongoing and communicated in a manner that is appropriate to individual’s circumstances and needs.



	2. Supports preconception, pregnant & parenting women & their families to assume responsibility for their own health.
	· Assists individuals and families to identify and address, as needed, lifestyle choices and health issues with respect to preconception, pregnancy & parenting.

· Reinforces individual and family strengths and abilities.

· Encourages families to support women during pregnancy and following birth.

· Assists individuals and families to identify and access resources in their community, as needed.



	3. Works with preconception, pregnant and parenting families to support good health and social outcomes.
	· Uses the Parse Model of Care as the basis for all service provision.

· Ensures individual’s priorities, perspectives and individuality are central to service delivery.

· Collaborates with the Community Health Nurse during the initial assessment or receives information from this assessment.

· Collaborates with the Community Health Nurse to prepare a family plan for coordinated services.

· Negotiates the MSW role and number / type of home visits with the pregnant / parenting woman & family.

· In collaboration with the CHN, provides role modelling, evidence-informed information and counselling / mentoring to preconception, pregnant and parenting women & families.

· Uses evidence-informed knowledge concerning needs and issues related to preconception, pregnancy and parenting.

· Focuses on individual and family developmental needs during home visits. 

· Assists individuals to make the link between health promotion strategies and lifestyle changes and health outcomes with respect to preconception, pregnancy and parenting.

· Links families to community resources and other service providers as required, to ensure that individuals and families receive comprehensive and flexible services.
· Follows up with individuals and service providers as necessary following referral. 
· Works across organizations and professional groups to ensure that women and families receive required services that are not fragmented or duplicated.

· Conducts weekly drop-in clinics and scrapbook sessions for pregnant and parenting families.

· Involves elders in weekly drop-in and scrapbook sessions.



	4. Reports and documents information in a clear, concise, accurate & timely manner.
	· Uses basic computer skills to obtain information necessary to work with families.

· Uses the Musti’muhw computer system competently to document information and to refer to other agencies.

· Documents in the electronic record or the paper health record as required and according to agency policies.



	5. Uses infection control principles and practices in care. 


	· Under the direction of the community health nurse, practices in accordance with infection control policies and procedures.



	6. Provides health education to individuals and families during preconception, pregnancy and parenting.


	· Assesses the learning needs for individuals & families.

· In collaboration with the Community Health Nurse provides health information to individuals and families.

· Provides education using a holistic approach.

· Provides information that is understandable and relevant to the individual’s, families and communities unique health issues, capability and readiness.

· Ensures that educational resources are up-to-date, catalogued and kept in a secure location.

· Ensures that information is current and evidenced-informed.

· Demonstrates skills and provides information in basic infant care, bonding and attachment, infant stimulation, nurturing healthy child development and self care and coping as a parent.

	7. Collaborates with other health team members. 


	· In collaboration with the community health nurse, works as a member of the Community Health team.

· Works collaboratively with the community health nurse to provides services to families during preconception, pregnancy and parenting.

· Collaborates with Healthy Living staff, licensed practical nurses, elders and community agencies to ensure that information is shared appropriately.

· Addresses questionable actions and/or decisions made by other team members. 



	8. Develops and implements culturally sensitive approaches to preconception & pregnant women & their families.


	· Explores with and links women and families to Nuu-chah-nulth cultural teachings, beliefs and practices related to pregnancy, birth and parent / child interactions.

· Identifies effects of own values, beliefs and experiences on relationships with individuals and uses this self awareness to provide culturally safe support to individuals and families.

· Knows and uses traditional teaching from the Elders about pregnancy and parenting.

· Works with pregnant women and families to complete the Mother’s Story and the Birth Story.



	9. Advocates for individuals or their representatives especially when they are unable to advocate for themselves.


	· Supports individuals to make informed decisions about their health care, and then respects those decisions.

· Supports individuals and families to prepare and ask questions of health care providers.

· Advocates for & facilitates appropriate access to social services, mental health and other community agencies as required.



	10. Participates in program evaluation, accreditation and quality improvement activities 


	· Identifies, reports and takes action on actual and potential safety risks or unsafe practices affecting individuals.

· Consistently applies safety principles, evidence-informed practices, and appropriate protective devices when interacting with individuals to prevent injury.

· Completes incident reports as required.

· Responds to individual and family feedback.

· Participates in the evaluation of community health programs for pregnant and parenting families to improve the quality and delivery of services. 



	11. Maintains confidentiality in written, oral and electronic communication.


	· Maintains confidentiality in all matters relating to the affairs of the NTC and its member first nations.

· Maintains confidentiality of all individual files, records and correspondence.

· Shares appropriate information about individual’s care with other members of the team while respecting confidentiality.

· Completes informed consent process during initial visit with individuals and families.



	12. Is accountable and accepts responsibility for all aspects of own practice.
	· Is accountable and accepts responsibility for own actions and decisions, including personal safety.

· Addresses own learning needs by evaluating own practice, identifying gaps in knowledge and skills and updating competencies.

· Is accountable and accepts responsibility for being knowledgeable about all health care issues relevant to preconception, pregnant and parenting women and their families and works to keep this knowledge evidenced-informed
 and current.

· Is accountable for maintaining own fitness to practice.

· Recognizes limitations of own practice and seeks assistance as necessary.

· Organizes own workload and uses effective time management skills for meeting responsibilities.




First Nations Advocate Nurse Position Description
Position Summary

The Nuu-chah-nulth Nursing Program partners with Nuu-chah-nulth-aht to deliver professional, ethical, culturally sensitive, and responsible support for members.  
The First Nations Advocate licensed practical nurse is responsible for assisting with the coordination of services for First Nations / Aboriginal members in the hospital.  He/She focuses on the efficient utilization of services, increasing the health of First Nations members, and enhancing the capacity of the community to take charge of their health care resources and services. The First Nations Advocate licensed practical nurse works closely with discharge planners at West Coast General Hospital. The First Nations Advocate licensed practical nurse uses the Parse Model of Care as the basis for all interactions and service provision.
Relationships
The First Nations Advocate Licensed Practical Nurse is a member of the nursing team and reports to the NTC Home Care Nursing Supervisor. 
Specific Responsibilities  
1    Interpersonal Communication

a) Develops a therapeutic relationship with members using a variety of approaches that are appropriate for the member.

b) Provides care and service for all members being respectful of diverse health needs, illness status, experiences, beliefs and health practices.

2 Decision Making

a) Gathers information about referred members from hospital and home care records, if available.

b) Informs members about the /nurse advocate role, answers questions and addresses concerns about care.

c) Works with the member, family and other agencies to develop a member centered plan designed to complement, not replace the care provided by family. 
d) Supports members and families to assume responsibility for their own health and to move toward independence.
3 Practice

a) Facilitates the efficient use of hospital and community resources.
b) Liaises with members and families during and following hospitalization to assist with early identification and resolution of patient and family concerns.

c) Liaises with community members to assist with identification and resolution of patient and family concerns.

d) Promotes self-care activities for members and families.
e) Assists with discharge planning, identification and utilization of community services, identification of gaps in service, and appropriate follow up as required. 
f) Informs members about care techniques, and methods of disease prevention and rehabilitation.
g) Assists members to identify their own health needs and take appropriate action to meet those needs.
h) Based on the needs of the member and family, refers the member to other service providers as required.
4 Education

a) Provides health education to members and families that builds on member, family, and community strengths.

b) Provides cross cultural educational sessions for hospital staff during orientation and one-to-one sessions.
c) Provides training and mentoring opportunities to promote the involvement of First Nations members into health professions, especially nursing.
d) Liaises with First Nations organizations to provide education and information about hospital services.
5 Case Management

a) Works across organizational and professional groups to ensure that members receive appropriate care and services that are not fragmented or duplicated and that resources are used efficiently and effectively.

6 Team Collaboration

a) Seeks and encourages input from First Nations members, local leaders, and other community health workers in determining health care needs and setting health care priorities through the CHS Board.

b) Communicates and collaborates with coworkers, supervisors, and other members of the health care team to identify actual and potential member needs, strengths and goals, and to plan and deliver services.

c) Promotes the appropriate utilization of core team members (Community Health Nurse, Community Health Representative/Family Care Worker, Mental Health Worker, Social Worker and Social Assistance Worker) by the member, family and others i.e. elders, clergy.
d) Liaises with West Coast General Hospital, outlying hospitals and community health centres regarding members.
7 Cultural Safety

a) Develops and implements culturally sensitive approaches to providing care and services for members and families.

8 Documentation

a) Ensures all records and reports are prepared accurately, submitted on time, and filed appropriately.
b) Uses existing information systems to manage nursing and health care information during involvement with members and families.
9 Advocacy

a) Provides advocacy services on request or referral for members admitted to West Coast General Hospital.
b) Provides advocacy services on request for community members.
c) Advocates for members and families to receive the care and services necessary to promote independence, especially when they are not able to advocate for themselves.
10 Quality Improvement

a) Evaluates program results and effectiveness annually through feedback from First Nations members, statistical data, and member records.

b) Participates in the review of the community health nursing component of CHS plan.

c) Identifies, reports and takes action on actual and potential safety risks to members, team members and others.
11 Confidentiality

a) Ensures total confidentiality is maintained for all member files, records and correspondence.
b) Maintains confidentiality on all matters relating to the affairs of the NTC and its member First Nations.
12 Illness Prevention and Health Promotion

a) Encourages healthy lifestyles by assisting other staff with health promotion activities.

13 Accountability and Responsibility

a) Is accountable and accepts responsibility for own actions, including personal safety.

b) Is accountable and accepts responsibility for being knowledgeable about all health care issues relevant to their member population and works to keep this knowledge evidenced-informed
 and current.

c) Is accountable for maintaining own fitness to practice.

d) Maintains registration with the College of Licensed Practical Nurses.

14 Other
a) Carries out other duties and responsibilities as necessary in the performance of the position and as assigned by the NTC Nursing Supervisor.
Qualifications

A LPN certificate is required from an approved nursing program or equivalent education and experience. Applicants must have current practicing registration with the College of Licensed Practical Nurses of British Columbia. Must have completed of a Basic Cardiac Life Support Course. Requires a valid driver’s license.
First Nations Advocate Nurse Performance Expectations

	Duties


	Performance Expectations

	1. Develops a therapeutic relationship
 with members.

	· Uses the Parse Model of Care to frame all communication with members and families.

· Uses culturally sensitive interpersonal skills to work effectively with members.

· Maintains a distinction between social interaction and professional communication and uses both appropriately.

· Communicates in a way that give members and families control over decision making.

· Expresses compassion, sensitivity and establishes trust with members and their families.

· Ensures that ongoing interactions with the member and family reflect their perceptions, opinions, expectations, preferences and beliefs.

· Establishes a collaborative process in which information sharing is ongoing and communicated in a manner that is appropriate to member circumstances and needs.

· Uses conflict resolution strategies to transform situations of conflict over time into healthy interpersonal interactions.

· Refers to the supervisor when resolution of conflict situations is not possible by the licensed practical nurse.

· Anticipates and effectively manages closure with the member.



	2. Supports members and families to assume responsibility for their own health.
	· Assists members to identify and address, as needed, lifestyle choices and decisions that influence their health.

· Reinforces member and family strengths and abilities.

· Encourages members to identify family members or other individuals in their environment to participate in service planning and activities as appropriate.

· Provides ongoing support to families to manage the member’s health issues at home.

· Assists members to identify and access resources in their community, as needed.



	3. Advocates for hospitalized members and their families during hospitalization and following discharge.


	· Advocates in a way that is consistent with the Parse Model of Care.

· Liaises with members and families to assist with early identification of member concerns.

· Works collaboratively with hospital staff to facilitate early resolution of member and/or family concerns.

· Identifies a plan of care for members on the hospital chart in order to restore, maintain and promote health and prevent illness consistent with member expectations.

· Assists with discharge planning, identification and utilization of appropriate community services and identification of gaps in service.

· Informs members and families about care techniques, and methods of disease prevention and rehabilitation.

· Assists Nuu-chah-nulth-aht to identify their own health needs and take appropriate action to meet those needs.

· Assists members to make the link between health promotion strategies and health outcomes for example, physical activity and nutrition.

· Follows up with members following discharge to identify issues or concerns.

· Ensure members and families understand the options, consequences and potential risks prior to making decisions. 

· Ensures member priorities, perspectives and individuality are central to service delivery.

· Supports members to make informed decisions about their health care, and then respects those decisions.

· Advocates for members being discharged to receive the care and services necessary to promote independence.



	4. Advocates for community members and families who seek information and support.


	· Advocates in a way that is consistent with the Parse Model of Care.

· Liaises with members and families to assist with early identification of member concerns.

· Identifies a member plan of care in Musti’muhw to restore, maintain and promote health and prevent illness consistent with member expectations.

· Assists with identification and utilization of appropriate community services, and identifies gaps in service.

· Assists Nuu-chah-nulth-aht to identify their own health needs and identify appropriate action to meet those needs.

· Follows up with members to identify issues or concerns.

· Assists members to make the link between health promotion strategies and health outcomes for example, physical activity and nutrition.

· Informs members and families about care techniques, and methods of disease prevention and rehabilitation.

· Ensure members and families understand the options, consequences and potential risks prior to making decisions.

· Ensures member priorities, perspectives and individuality are central to service delivery.



	5. Evaluates member and family responses to health services. 
	· Involves members, their families and other members of the health care team in the ongoing review and modification of the health care plan.

· Monitors satisfaction with services provided in collaboration and consultation with individuals and families.



	6. Uses infection control principles and practices in care. 


	· Practices in accordance with infection control policies and procedures.

· Follows procedures for assessment and referral for blood and body fluid exposure.

	7. Provides case management services to hospitalized members and families.


	· Works across organizational and professional groups to ensure that members receive timely care and services that are not fragmented or duplicated.

· Uses established communication protocols within and across health care agencies and with other service sectors.

· Supports member interaction with service providers.

· When program care and services are not appropriate, refers or directs members and families to other resources.

· Provides required service information and monitors care to ensure that it is coordinated and consistent.



	8. Provides health education to members and families.


	· Assesses learning needs and provides individualized, health-related information to members and families within scope of practice.

· Provides information that is understandable and relevant to the member’s and families unique health issues, capability and readiness.

· Provides cross cultural orientation sessions for hospital staff groups and individuals.

· Provides training and mentoring opportunities to promote the involvement of First Nations members into health professions, especially nursing.

· Liaises with First Nations organizations to provide information about hospital services.



	9. Collaborates with other health team members. 


	· Collaborates with members, the home care team and external teams, agencies and consultants to ensure that information is shared appropriately.

· Builds partnerships with other health care team members based on respect for the unique and shared competencies of each member.

· Addresses questionable actions, orders or decisions made by other team members. 

· Promotes utilization of core team members such as the community health nurse, community health representative, family care worker, mental health worker, and social assistance workers.

· Assists other staff with health promotion activities.

· Collaborates with others to respond to rapidly changing situations that affect member’s health status.

· Based on member needs and following discussion with the member and family completes the Personal Referral / Correspondence form and refers members to other service providers as required.

· Follows up with members and service providers as necessary following referral. 


	10. Develops and implements culturally sensitive approaches to nursing care for members and families.


	· Promotes healthy and culturally safe work environments.

· Identifies effects of own values, beliefs and experiences on relationships with members and uses this self awareness to provide culturally safe member care.

· Is knowledgeable about the Nuu-chah-nulth culture and modifies interactions and care so that they are consistent with the values and beliefs of Nuu-chah-nulth-aht.


	11. Reports and documents member care and its ongoing evaluation in a clear, concise, accurate and timely manner.


	· Uses basic computer skills to obtain information necessary to plan and implement care.

· Uses the Musti’muhw computer system competently to document nursing and health care information and to refer to other agencies.

· Documents, either in the electronic record or the paper health record, significant discussions with members, member concerns and plans, outcomes and discussions with service providers.

· Updates the health record as required.



	12. Participates in program evaluation, accreditation and quality improvement activities 


	· Identifies, reports and takes action on actual and potential safety risks or unsafe practices affecting staff and members.

· Questions, recognizes and reports near misses and errors (owns and others) and takes action to minimize harm arising from adverse events.

· Completes incident reports as required.

· Is responsive to member and family feedback.

· Participates in the development, implementation and evaluation of clinical practices and clinical standards to improve the quality and delivery of care. 

· Evaluates program results and effectiveness annually through feedback from member and family input, statistical data and member records.

· Participates in reviewing the community health nursing component of the CHS plan.



	13. Maintains confidentiality in written, oral and electronic communication.


	· Maintains confidentiality in all matters relating to the affairs of the NTC and its member first nations.

· Maintains confidentiality of all member files, records and correspondence.

· Completes the Consent to Share Information Among Health Team Members form during the first member visit.

· Shares appropriate information about member’s care with other members of the team while respecting confidentiality.



	14. Is accountable and accepts responsibility for all aspects of own practice.
	· Is accountable and accepts responsibility for own actions and decisions, including personal safety.

· Addresses own learning needs by evaluating own practice, identifying gaps in knowledge and skills and updating competencies.

· Is accountable and accepts responsibility for being knowledgeable about all health care issues relevant to their member population and works to keep this knowledge evidenced-informed
 and current

· Is accountable for maintaining own fitness to practice.

· Recognizes limitations of own practice and seeks assistance as necessary.

· Organizes own workload and uses effective time management skills for meeting responsibilities.

· Knows how and where to find evidence / information to support the provision of safe, competent, ethical nursing care.

· Maintains registration with the College of Licensed Practical Nurses of BC.


Healthy Living Program Worker Position Description
Position Summary

The Healthy Living Program Worker (HLPW) performs a variety of duties focused on the prevention and treatment of chronic diseases such as diabetes. The Health Living Worker designs, develops and participates in projects that address the lifestyle issues that lead to chronic disease. The goal of the Healthy Living Worker is to educate community members about the benefits of a healthy lifestyle in order to reduce the high rates of diabetes and other chronic diseases and their complications.  The HLPW uses the Parse Model of Care as the basis of all interactions and service provision.

Relationships

The HLPW reports to the Nursing Manager.
Specific Responsibilities

1. Interpersonal Communication

a. Develops a therapeutic relationship with clients using a variety of approaches that are appropriate for the client.

2. Program Planning

a. Meets with others in the community to plan a variety of health promotion / illness prevention activities.

3. Program Implementation

a. Coordinates health education and health promotion sessions and events. 

b. Coordinates equipment, supplies and resource materials for Hearts@Work and Healthy Living / Home Care Nursing screening events.

c. Refers clients with problems identified at screening clinics to nursing staff for follow-up.

d. Follows-up with clients who have been referred by nurses.

4. Education

a. Coordinates healthy living education for communities.

b. Ensures that all resource materials for healthy living activities are catalogued, stored in a library and up-to-date.

c. Identifies and assists in the development of useful, culturally-appropriate educational resources.

d. Compiles resource kits for use by staff and communities.

e. Modifies educational resources developed by others to ensure they are appropriate for Nuu-chah-nulth communities.
5. Documentation

a. Ensures all records and reports are accurately prepared, submitted on time and filed appropriately.

b. Inputs Hearts@Work Cardiovascular Risk Assessments into an online data base.

c. Registers Nuu-chah-nulth members with chronic diseases into the Musti’mhuw data base.

6. Confidentiality

a. Maintains confidentiality on all matters relating to the affairs of the NTC and its member First Nations.

b. Ensures total confidentiality is maintained for all client files, records and correspondence.

7. Collaboration

a. Collaborates with the Nursing Manager, Home Care Supervisor, Community Health Supervisor and Administration Assistants.

b. Collaborates with various Nuu-chah-nulth Communities, health agencies, Hearts@Work agencies, Friendship Centres, hospital services, and government agencies on healthy living activities.

8. Cultural Safety

a. Develops and implements culturally sensitive approaches to providing care and services for clients and families.

9. Advocacy

a. Advocates for clients to receive the care and services necessary to promote health and healthy lifestyles, especially when they are not able to advocate for themselves.

b. Advocates for healthy NTC and community-based policies.

10. Quality Improvement

a. Evaluates the outcomes of the Healthy Living Program activities through feedback from First Nations members and statistical data.

11. Accountability and Responsibility

a. Is accountable and accepts responsibility for own actions including personal safety.

b. Is accountable and accepts responsibility for being knowledgeable about those chronic disease and their complications relevant to the First Nations population.

c. Knowledge is evidence informed and current.

d. Is accountable for maintaining own fitness to practice.

12. Other

a. Carries out other duties and responsibilities as necessary in the performance of the position and as assigned by the NTC Nursing Manager.
Healthy Living Worker Performance Expectations

 
	Duties


	Performance Expectations

	1. Develops a therapeutic relationship
 with individuals.


	· Uses the Parse Model of Care to frame all communication with members and families.

· Uses culturally specific interpersonal skills to work effectively with individuals.

· Maintains a distinction between social interaction and professional communication and uses both appropriately.

· Communicates in a way that give individuals and families control over decision making.

· Expresses compassion, sensitivity and establishes trust with individuals and their families.

· Ensures that ongoing interactions with the individual and family reflect their perceptions, opinions, expectations, preferences and beliefs.

· Establish a collaborative process in which information sharing is ongoing and communicated in a manner that is appropriate to individual’s circumstances and needs.



	2. Supports individuals and families to assume responsibility for their own health.
	· Assists individuals and families to identify and address, as needed, lifestyle choices and decisions that influence their health.

· Reinforces individual and family strengths and abilities.

· Provides ongoing support to families to manage the individual’s health issues at home.

· Assists individuals and families to identify and access resources in their community, as needed.



	3. Plans and implements programs to support healthy living and reduce chronic disease in NTC communities.
	· Uses the Parse Model of Care when planning and implementing programs.

· Meets with others in the NTC and First Nations communities to plan a variety of health promotion / illness prevention events.

· Coordinates and participates in health promotion / illness prevention events such as screening clinics for high blood pressure, high cholesterol and high blood sugar.

· Coordinates equipment, supplies and resource materials for Hearts@Work, and other healthy living initiatives. 

· Provides information and counseling on men’s and women’s health issues.

· Provides information and counseling on a range of dietary issues related to chronic disease and obesity.

· Has evidence-informed knowledge of chronic diseases and conditions such as hypertension, diabetes, high cholesterol, depression and arthritis. 

· Assists individuals to make the link between health promotion strategies and health outcomes for example, physical activity and nutrition.

· Following discussion with the individual completes the Personal Referral / Correspondence form and refers individuals to other service providers as required.
· Follows up with individuals and service providers as necessary following referral. 
· Ensures individual’s priorities, perspectives and individuality are central to service delivery.



	4. Reports and documents in a clear, concise, accurate and timely manner.
	· Uses basic computer skills to obtain information necessary to plan and implement care.

· Uses the Musti’muhw computer system competently to document health care information and to refer to other agencies.

· Documents in the electronic record or the paper health record as required and according to agency policies.



	5. Uses infection control principles and practices in care. 


	· Practices in accordance with infection control policies and procedures.

· Follows procedures for assessment and referral for blood and body fluid exposure.

	6. Provides health education to individuals and families.


	· Assesses learning needs and provides health-related information to individuals, families and communities.

· Provides education to individuals, families and communities on the prevention of high blood pressure, high cholesterol, obesity and diabetes.

· Promotes healthy eating in communities through workshops on healthy food choices and cooking skills for people of all ages.

· Provides education using a holistic approach with a focus on gaining awareness into mental, emotional and physical practices.

· Provides information that is understandable and relevant to the individual’s, families and communities unique health issues, capability and readiness.

· Ensures that educational resources are up-to-date, catalogued and kept in a secure location.

· Provides nutritional education to school-aged children. 



	7. Collaborates with other health team members. 


	· Refers members with problems identified at screening clinics to nursing staff for follow-up.

· Follows up with members who have been referred by nurses.

· Collaborates with individuals, the home care team and external teams, agencies and consultants to ensure that information is shared appropriately.

· Addresses questionable actions and/or decisions made by other team members. 



	8. Develops and implements culturally sensitive approaches to individuals and families.


	· Promotes healthy and culturally safe work environments.

· Identifies effects of own values, beliefs and experiences on relationships with individuals and uses this self awareness to provide culturally safe support to individuals and families.

· Is knowledgeable about the Nuu-chah-nulth culture and modifies interactions and care so that they are consistent with the values and beliefs of Nuu-chah-nulth-aht.


	9. Advocates for individuals or their representatives especially when they are unable to advocate for themselves.


	· Supports individuals to make informed decisions about their health care, and then respects those decisions.



	10. Participates in program evaluation, accreditation and quality improvement activities 


	· Identifies, reports and takes action on actual and potential safety risks or unsafe practices affecting individuals.

· Consistently applies safety principles, evidence-informed practices, and appropriate protective devices when interacting with individuals to prevent injury.

· Completes incident reports as required.

· Responds to individual and family feedback.

· Participates in the evaluation of healthy living programs to improve the quality and delivery of services. 



	11. Maintains confidentiality in written, oral and electronic communication.


	· Maintains confidentiality in all matters relating to the affairs of the NTC and its member first nations.

· Maintains confidentiality of all individual files, records and correspondence.

· Completes the Consent to Share Information Among Health Team Members form during the first individual contact.

· Shares appropriate information about individual’s care with other members of the team while respecting confidentiality.



	12. Is accountable and accepts responsibility for all aspects of own practice.
	· Is accountable and accepts responsibility for own actions and decisions, including personal safety.

· Addresses own learning needs by evaluating own practice, identifying gaps in knowledge and skills and updating competencies.

· Is accountable and accepts responsibility for being knowledgeable about all health care issues relevant to their individual population and works to keep this knowledge evidenced-informed
 and current.
· Is accountable for maintaining own fitness to practice.

· Recognizes limitations of own practice and seeks assistance as necessary.

· Organizes own workload and uses effective time management skills for meeting responsibilities.




Section 5 – Performance Management
A performance appraisal process provides an opportunity for employers to set goals, clarify expectations, reinforce a job well done, initiate change and foster a healthy work relationship between supervisor and employee.  It provides a formal opportunity to support growth in an employee by giving feedback on current performance and making plans for professional development. A strong performance management process can contribute to high staff satisfaction, reduced turnover, and improved outcomes of care.  
The Nuu-chah-nulth Nursing Program has a process in place whereby all staff receive a performance appraisal on an annual basis. However, nursing employees also receive informal feedback on their performance at other times as required. New employees receive a formal performance appraisal before their 3-month probationary period is complete.
In addition to an evaluation of expectations common to all NTC employees, nurse’s appraisals are based on the preset position descriptions and performance expectations outlined in the previous section.
 The appraisal forms are tailored to the specific performance expectations for each position in the nursing program. This ensures that the appraisal focuses on the nurse’s work with the Nuu-chah-nulth-aht. An example of the performance appraisal form for the Home Care RN position is included in Appendix A.
The process appraisal process includes the following steps;
1. Staff are given a copy of the appraisal form and a date for the appraisal 3-4 weeks in advance.
2. Staff are asked to review their own performance and come prepared to discuss their professional strengths and weaknesses, areas for professional growth and the types of support they need from the organization.
3. At the appraisal, the supervisor and employee review the performance expectations and position description and discuss the employee’s strengths, areas for growth and strategies to achieve the required growth, and the types of support the employee needs from the nursing program to grow and develop. 
4. Serious practice problems should be addressed as they occur outside of the appraisal process. However, performance issues that have been addressed previously can be discussed during the performance management process. There should be no surprises for the employee during this process. 
5. The performance appraisal can be an opportunity for the supervisor to clarify job responsibilities and standards of expectation for practice.
6. Both the nurse and the supervisor sign the performance appraisal indicating that it has been read and discussed. The appraisal is kept in the nurses file in the human resources department.
Section 6 – Nursing Orientation
The following list identifies the activities that take place once an applicant has been offered a position in the NTC Nursing Program. These activities occur immediately prior to and during the employee’s first 6 months.

1. Once nurses are hired into either the home care or the community health programs, they receive a New Employee Covering Letter and a number of forms for them to to read and complete prior to their first day of work. 

2. Included in this package of forms is the Competency Assessment & Evaluation (CAPE) tool and the Computer Self-Assessment which, once completed, will help to determine the new employee’s IT orientation requirements.
3. Prior to the new employees first day, nursing program staff complete a number of activities outlined on the Preparation for New Employee form in preparation for the new employees start date.

4. On the first day of work the employee meets with their supervisor and the administrative assistant to discuss the 5-day Orientation Schedule and the completed CAPE tool and to plan the employee’s orientation.
5. IT staff complete the IT Orientation Check List once they have met with and provided orientation for the new employee.

6. At 3 months and again at 6 months the supervisor meets with the employee to review the staff members performance, orientation process to date and determine what remains to be completed on the CAPE tool.

These tools are designed to ensure that all new employees receive consistent and relevant information and support during the first 6 – 12 months of employment. However, each new employee will have individual learning needs which are captured in this tool. 
This section includes the orientation forms and CAPE tools and Orientation Schedules for Home Care Nurses, Community Health Nurses and TB Program Nurses.
Orientation Forms

1. New Employee Cover Letter

Dear

Welcome to the Nuu-chah-nulth Nursing Program. We are pleased that you will be joining us! 

In preparation for employment with us we would like you to complete / sign and return the following forms in the enclosed envelope before (date).

· Signed Letter of Offer 

· NTC Employee Information Sheet (complete)

· Direct Deposit Form (complete)

· TD1 (2 pages) & TD1BC (2 pages) (complete)

· Musti’muhw Oath of Confidentiality (read & sign)

· Criminal Record Check

· Registration for Alternative Overtime Compensation (perm. & term employees only) (sign)

· NTC Oath of Confidentiality (sign)

· Determination of Exemption of Indian’s Employment Income (if applicable) (sign)

· Position Description (read & sign) & Performance Expectations (read)

· Computer Self-Assessment (complete)

In addition, we require a copy of your (CRNBC or CLPNBC) registration card for our files and a copy of your immunization record, including TB screening.

Please complete all except the last column of the enclosed Competency Assessment Planning & Evaluation tool and bring with you on your first day of orientation.

Thank You,

2. Preparation for New Employee Form

	Employee:
	     
	Start Date
	     

	Designation:
	 FORMCHECKBOX 
 RN
	 FORMCHECKBOX 
 LPN
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Address:

Phone:


	     

	 Program / Supervisor:
	     
	
	


	Activity
	Date
	Initials

	Once employee is hired, send the following information to them:

· Covering letter

· Signed letter of offer

· NTC Employee Information Sheet

· Direct Deposit Form

· TD1 (2 pages) & TD1BC (2 pages)

· Musti’muhw Oath of Confidentiality

· Criminal Record Check

· Registration for Alternative Overtime Compensation (permanent & term employees only)

· NTC Oath of Confidentiality

· Determination of Exemption of Indian’s Employment Income (if applicable)

· Position Description (for signature) & Performance Expectations

· CAPE Tool

· Computer Skills Self-Assessment

The letter of offer should be copied for information to the Executive Director, HR Manager & Payroll.
	
	

	1 week prior to start date do the following:

· Arrange for nursing computer user ID, password, email address, access to H, I, K

· Request that employee access to Musti’muhw be set up
· Notify Administrative Assistant and Office Manager of new hire & request that they add employee to phone, email & group mail listings, & add name to NTC website.

· Notify the following of new employee & start date:

· Nursing staff

· NTC administration

· NTC Executive Director

· Payroll

· Arrange for employee mail box set up in mailroom

· Notify IT department, Human Resources & NTC Mentor of orientation times for new employee.
	
	

	2 days prior to start date:

· Add name beside laptop number in Musti’muhw

· Add name on computer inventory listing
	
	

	Start date

· Set up appointments for Day 5 meetings (see Orientation schedule)
	
	

	Start Date

· Set up Level C CPR & First Aid course (if required) (CHN only)
	
	

	· Set up CHN Health Canada Orientation from EHO in Nanaimo (if required) (CHN only)
	
	


3. IT Orientation Checklist 

	Name:
	     
	Phone:
	     

	Designation:
	 FORMCHECKBOX 
 RN
	 FORMCHECKBOX 
 LPN
	Community
	     

	 Supervisor:
	     
	Phone:
	     


	Date:      

	1300 - 1330
	·     Review basic computer skills self-assessment & teach basic desktop skills if required.
·     Note serial number of assigned computer

·     Note Musti’muhw tracking number of assigned computer

·     Assign computer’s system / bios password

·     Assign employee’s Windows / Network user ID 

·     Assign temporary Network password & review process for changing password.

·     Ensure employee can access all required applications.


	IT Department / Administrative Assistant

	1330 - 1400
	·     Assign employees email address, server address, email user name, email password.

·     Review self-assessment & teach email skills if required.

·     Review procedure for accessing webmail

· Review hook-up to NTC network for wireless access

· Explain H:/ backup onto thumb drive & thumb drive if in remote area.

· Review wireless connections
	IT Department / Administrative Assistant

	1400 - 1445
	·     Review computer self-assessment & teach internet skills if required.

·     Assign employee Musti’muhw user ID

·     Assign employee Musti’muhw temporary password & review process for changing password.  


	IT Department / Administrative Assistant 


Please initial in the column on the right when each section has been completed.

It may be necessary to schedule a follow-up session if the new employee is not fully computer literate.

4. Computer Self Assessment
	Skills: 
	Don’t know how to do this.
	Could figure this out.
	Am comfortable with this.

	1. Desktop Skills

	Turn on and safely shut down your computer
	
	
	

	Open a program using the START menu
	
	
	

	Identify the basic computer system parts (mouse, monitor, keyboard, etc…)
	
	
	

	Explain the terms: icon, menu, window, double-click, drag & link.
	
	
	

	Minimize, maximize and close windows.
	
	
	

	Use the “help” feature in a software program (like Word) to find instructions & help.
	
	
	

	Navigate among folders, create and name files / documents, delete files / documents.
	
	
	

	Use the scroll bar to move up & down within a document or Web page.
	
	
	

	Double click a desktop icon to open a program.
	
	
	

	Log onto a computer account with a user name & password ( e.g. email, banking or work account)
	
	
	

	2. Internet Skills

	Open internet explorer.
	
	
	

	Use a search engine, like Google to look up information on the Internet
	
	
	

	Type a URL (Web address) to get to a Web site.
	
	
	

	Add a website to your list of “Favorites”.
	
	
	

	Recognize and follow links to a webpage.
	
	
	

	3. Email Skills

	Open Outlook
	
	
	

	Open an email.
	
	
	

	Open an attachment.
	
	
	

	“Reply” & “Reply to All” to an email. 
	
	
	

	Compose a message, look up an address in an Address Book and send an email.
	
	
	


Adapted from the Vancouver Island Health Authority Home & Community Care Basic Computer Skills Self-Assessment Checklist (2008)

Home Care Nurse Orientation

Home Care RN and LPN CAPE Tools
Home Care Nurse 5-Day Orientation

	Name:
	     
	Phone:
	     

	Designation:
	 FORMCHECKBOX 
 RN
	 FORMCHECKBOX 
 LPN
	Community
	     

	 Supervisor:
	     
	Phone:
	     


	Day 1 
	Date:      

	0830 - 1000


	Meeting with Supervisor to discuss:

· Review position description & performance expectations

· Review CAPE Tool & orientation process

· Identify employee’s orientation needs

· Explain performance management process (when, who, how)

· Designate HCN buddy & NTC mentor

· Review organizational chart

· Review confidentiality policies & oath of confidentiality
	Home Care Supervisor

	1000 - 1015
	Break

	1015 - 1200
	Meeting with Administrative Assistant to discuss:

· Explain  payroll system

· Explain about work hours, meal times/coffee breaks, weekly activity sheet, monthly calendar, bi-weekly time sheets & daily check in & scheduling / rotations.

· Explain overtime & required authorization

· Explain requests for leave, calling in sick, & being way due to personal emergency

· Review travel reimbursement / claims

· Identify work area & provide keys / codes

· Discuss how to order photo ID

· Review phone lists (in orientation binder)
	Administrative Assistant

	1200 - 1300
	Lunch

	1300 - 1445
	Meet with IT Department  to discuss:

· Computer orientation

· See attached computer self assessment & check list
	IT department  (Richard / Kelly)

	1445 - 1515
	Meet with Human Resource Department / OH&S to discuss:

· Payroll

· Sick time, medical, education & compassionate leave

· Holidays

· WCB reporting & accident claims, including who to call if employee has an accident

· WorkSafe procedures – phones, shoes, photo ID, Risk Assessment
	Human Resource Department

	1515 – 1530 
	Break

	1500 - 1630
	Tour of office by Administrative Assistant and introductions to:

· Nursing Manager

· CHN Supervisor

· Mental Health Manager

· Office Manager

· CHS Director

· Healthy Living Worker

· Education Department

Employee to begin  reviewing Orientation Manual
	Administrative Assistant

	Day 2 
	Date:      

	0830 - 0900
	Meeting with Administrative Assistant to discuss:

· Requisitioning equipment & supplies

· Travel claims & safe travel policies / Safe winter & remote travel

· Vehicle & survival equipment
	Administrative Assistant

	0900 - 1000
	Meeting with Supervisor to discuss:

· Grievances

· Orientation to CHN roles, CHN program description & referral process Review HCN team communication & team meetings, CHN / HCN combined meetings,

· Review VIHA nursing / rehab programs & roles and referral process.

· Review role & responsibilities of Community Health Representatives / Social Development Workers.

· Review RN / LPN collaboration (roles & responsibilities & how these impact collaboration)

· Review specific location / community for new employee practice
	HC Supervisor / CHN Supervisor

	1000 - 1015
	Break

	1015 - 1200
	Meeting with Supervisor to discuss:

· Review care planning, service plan 

· Review delegation policies / procedures & RN responsibility.

· Review Strategic Plan binder 

· Discuss Perry & Potter & give employee copy of Geriatric Assessment Hand Book

· Review Parse Model of Care
	HC Supervisor

	1200 - 1300
	Lunch

	1300 - 1500
	Meeting with NTC Mentor to discuss:

· History of transfer & transfer process; Nuu-chah-nulth culture 

· Geography & location of communities; Community histories & profiles
· Importance of elders
· Residential school effects & post traumatic stress disorder
· Family roles & the effect of culture in family life
· Specific practices related to death/grieving, birth, cleansing & spiritual cleansing.
· Supporting members choice / advocacy
· Establishing a therapeutic relationship, Member & family consultation
· Culturally sensitive teaching / learning principles
	NTC Mentor

	1500 - 1515
	Break

	1515 - 1630
	Meeting with Environmental Health Officer

· WHMIS

· Employee to continue reviewing Orientation Manual
	EHO


	Day 3
	Date:      
	

	0830 -1015
	Meet with Supervisor to discuss:

· Review member care & other forms,  the member chart and documentation standards

· Review care & release of confidential information & transfer of records

· Review Community resources internal to NTC

· Transportation

· Traditional Healer; Friendship Center; Holistic Center (Mental Health)

· Community resources external to NTC

· Medi Chair / Red Cross

· Government agencies

· Roles / responsibilities & referral process for the following services:

· Healthy Living Program / Nutritionist / Healthy Heart Program

· TB Program / Child & Family Services / Mental Health

· NTC Bands / First Nations Advocate

· Clinical Leader for Vulnerable Adults

· NIHB / Disability Benefits / Social Services
	HC Supervisor

	1015 - 1030
	Break

	1030 - 1100
	Meet with HC Intake Worker to discuss their role & responsibilities
	HC Intake Worker

	1100 - 1200
	Review Orientation Binder
	On Own

	1200 - 1300
	Lunch

	1300 - 1430
	Review Orientation Binder / Clinical Standards Binder
	On Own

	1430 - 1445
	Break

	1445 - 1630
	Review Orientation Binder / Clinical Standards Binder

Meeting with Supervisor to review information in Orientation Manual with new employee
	HC Supervisor

	Day 4
	Date:      
	

	0830 - 1630
	Visit to assigned community. Meetings & Introductions
	HC Supervisor

	Day 5
	Date:      
	

	0830 - 1015
	Musti’muhw Orientation
	To Be Determined

	1015 - 1030
	Break
	

	1030 - 1200
	Musti’muhw Orientation 
	To Be Determined

	1200 - 1300
	Lunch
	

	1300 - 1415
	Visits with NTC & other agencies (CAPE Tool # 4.1)
	On Own

	1415 - 1430
	Break
	

	1530 - 1630
	Visits with NTC & other agencies (CAPE Tool # 4.1)
	On Own


	Buddy Visits

	Date
	Time
	Visit
	Buddy Nurse
	Comments

	Day 4
	0830 - 1630
	Visit to assigned community
	HCN Supervisor
	     

	     
	     
	Diabetic Screening Clinic
	HCN Buddy
	     

	     
	     
	Hypertension / Cholesterol Clinic

Collaboration with Healthy Heart Program
	HCN Buddy
	     

	     
	     
	Foot Care Clinic
	HCN Buddy      
	     

	Musti’muhw Orientation (half days)

	Date
	Time
	Location
	Instructor

	
	
	
	

	
	
	
	

	
	
	
	


	Follow-up Visit with Supervisor

	6-weeks 
	Post Orientation & CAPE Tool Review with Supervisor

To be reviewed:      

	Date:      
	Time:      

	3-month 
	Post Orientation & CAPE Tool Review with Supervisor

To be reviewed:       
	Date:      
	Time:      


Community Health Nurse Orientation
Community Health Nurse CAPE Tool

Community Health Nurse 5-Day Orientation

	Name:
	     
	Phone:
	     

	Designation:
	 FORMCHECKBOX 
 RN
	 FORMCHECKBOX 
 LPN
	Community
	     

	 Supervisor:
	     
	Phone:
	     


	Day 1 
	Date:      

	0830 - 1000


	Meeting with Supervisor to discuss:

· Review position description & performance expectations

· Review CAPE Tool & orientation process

· Identify employee’s orientation needs

· Explain performance management process (when, who, how)

· Designate CHN buddy & NTC mentor

· Review organizational chart

· Review confidentiality policies & oath of confidentiality
	CHN Supervisor

	1000 - 1015
	Break

	1015 - 1200
	Meeting with Administrative Assistant to discuss:
· Explain payroll system

· Explain about work hours, meal times/coffee breaks, weekly activity sheet, monthly calendar, bi-weekly time sheets & daily check in & scheduling / rotations.

· Explain overtime & required authorization

· Explain requests for leave, calling in sick, & being way due to personal emergency

· Review travel reimbursement / claims

· Identify work area & provide keys / codes
· Discuss how to order photo ID
· Review phone lists (in orientation binder)
	Administrative Assistant

	1200 - 1300
	Lunch

	1300 - 1445
	Meet with IT Department  to discuss:
· Computer orientation
· See attached computer self-assessment and check list
	IT department  

	1445 - 1515
	Meet with Human Resource Department / OH&S to discuss:

· Payroll

· Sick time, medical, education & compassionate leave

· Holidays

· WCB Reporting & accident claims, including who to call if employee has an accident

· WorkSafe procedures – phones, shoes, photo ID, Risk Assessment
	Human Resource Department

	1515 – 1530 
	Break

	1500 - 1630
	Tour of office by Administrative Assistant and introductions to:

· Nursing Manager

· CHN Supervisor

· Mental Health Manager

· Office Manager

· CHS Director

· Healthy Living Worker

· Education Department

Employee to begin  reviewing Orientation Manual
	Administrative Assistant

	Day 2 
	Date:      

	0830 - 0900
	Meeting with Administrative Assistant to discuss:

· Requisitioning equipment & supplies

· Travel claims & safe travel policies, including safe winter & remote travel / vehicle & survival equipment.
	Administrative Assistant

	0900 - 1000
	Meeting with Supervisor to discuss:

· Grievances

· Orientation to HCN roles, HCN program description & referral process Review CHN team communication & team meetings, CHN / HCN combined meetings,

· Review VIHA nursing / rehab programs & roles and referral process.

· Review role & responsibilities of Community Health Representatives / Social Development Workers.

· Review specific location / community for new employee practice.
	CHN Supervisor / HCN Supervisor

	1000 - 1015
	Break

	1015 - 1200
	Meeting with Supervisor to discuss:

· Review Strategic Plan binder 

· Discuss Perry & Potter & give employee copies of Pediatric & Adult
Assessment Hand Books

· Review Parse Model of Care
	CHN Supervisor

	1200 - 1300
	Lunch

	1300 - 1500
	Meeting with NTC Mentor to discuss:

· History of transfer & transfer process

· Nuu-chah-nulth culture 

· Geography & location of communities
· Community histories & profiles

· Importance of elders
· Residential school effects & post traumatic stress disorder
· Family roles & the effect of culture in family life
· Specific practices related to death/grieving, birth, cleansing & spiritual cleansing.
· Supporting member choice / advocacy
· Establishing a therapeutic relationship
· Culturally sensitive teaching / learning principles
· Member / family consultation
	NTC Mentor

	1500 - 1515
	Break

	1515 - 1630
	Meeting with Environmental Health Offices

·      WHMIS

·       Transporting dangerous goods

Employee to continue reviewing Orientation Manual
	EHO


	Day 3
	Date:      
	

	0830 -1015
	Meet with Supervisor to discuss:

· Review member care & other forms

· Review member chart

· Review documentation standards

· Care & release of confidential information

· Transfer of records

· Review CD hub after-hours contact process

· Review after-hours call list

· Community resources internal to NTC

· Transportation

· Traditional Healer

· Friendship Center

· Holistic Center (Mental Health)

· Community resources external to NTC

· Medi Chair

· Red Cross

· Government agencies

· Roles / responsibilities & referral process for the following services:

· Healthy Living Program / Nutritionist / Healthy Living Program

· TB Program

· Child & Family Services / Infant Development / USMA

· Mental Health

· NTC Bands / First Nations Advocate

· Clinical Leader for Vulnerable Adults

· NIHB

· Disability Benefits / Social Services
	CHN Supervisor

	1015 - 1030
	Break

	1030 - 1130
	Meeting with HC Intake Worker to discuss role & responsibilities
	HC Intake Worker

	1130 - 1200
	Meeting with Supervisor to discuss:

· Teaching / learning principles

· Communicable Disease reporting

· Immunization status report

· CDC report

· STI reports

· CDC Forms

· Vaccine cold chain failure form

· Adverse reaction form

· Form for ordering vaccines

· Temporary monitoring form

· Member Safety

· Environmental hazards

· Assessment & referral for abuse / neglect

· Septic / solid waste issues

· Potable water

· Mould assessment

· Referral to the EHO
	CHN Supervisor

	1200 - 1300
	Lunch

	1300 - 1430
	Meeting with Supervisor to review:
·     Continue from previous meeting.
	CHN Supervisor

	1430 - 1445
	Break

	1445 - 1630
	Review Orientation Binder

	Day 4
	Date:      
	

	0830 - 1630
	Visit to assigned community. Meetings & Introductions
	CHN Supervisor

	Day 5
	Date:      
	

	0830 - 1015
	Musti’muhw Orientation
	To Be Determined

	1015 - 1030
	Break
	

	1030 - 1200
	Musti’muhw Orientation
	To Be Determined

	1200 - 1300
	Lunch
	

	1300 - 1415
	Visits with NTC & other agencies (CAPE Tool # 4.1)
	On Own

	1415 - 1430
	Break
	

	1530 - 1630
	Visits with NTC & other agencies (CAPE Tool #4.1 )
	On Own

	Day 6
	Date:      
	

	0830 - 1630
	Level C CPR & First Aid course (if required)
	

	Day 7
	Date:      
	

	0830 - 1630
	CHN Health Canada Orientation from EHO in Nanaimo
	


	Buddy Visits

	Date
	Time
	Visit
	Buddy Nurse
	Comments

	
	0830 - 1630
	Visit to assigned community
	CHN Supervisor
	     

	     
	     
	Prenatal Clinic
	
	     

	     
	     
	Well-Baby Clinic
	
	     

	
	
	Home Visit
	
	

	     
	     
	School Visit & Screening
	
	     

	Musti’muhw Orientation (1/2 Days)

	Date
	Time 
	Location
	Instructor

	
	
	
	

	
	
	
	

	
	
	
	


	Follow-up Visit with Supervisor

	6-weeks 
	Post Orientation & CAPE Tool Review with Supervisor
To be reviewed:      

	Date:      
	Time: 

	3-month 
	Post Orientation & CAPE Tool Review with Supervisor

To be reviewed:       


	Date:      
	Time:      



TB Program Nurse Orientation

TB Program Nurse 5-Day Orientation

	Name:
	     
	Phone:
	     

	Designation:
	 FORMCHECKBOX 
 RN
	 FORMCHECKBOX 
 LPN
	Community
	     

	 Supervisor:
	     
	Phone:
	     


	Day 1 
	Date:      

	0830 - 1000


	Meeting with Manager or designate from TB program to discuss:

· Review position description & performance expectations

· Review CAPE Tool & orientation process

· Review specific work assignment

· Identify employee’s orientation needs

· Explain performance management process (when, who, how)

· Designate Nursing buddy & NTC mentor

· Review organizational chart

· Review confidentiality policies & oath of confidentiality

· Introduce TB manual / NTC Policies & Clinical Standards Manual
	Manager / Designate

	1000 - 1015
	Break

	1015 - 1200
	Meeting with Administrative Assistant to discuss:
· Explain payroll system

· Explain about work hours, meal times/coffee breaks, weekly activity sheet, monthly calendar, bi-weekly time sheets & daily check in & scheduling / rotations.

· Explain overtime & required authorization

· Explain requests for leave, calling in sick, & being way due to personal emergency

· Review travel reimbursement / claims

· Identify work area & provide keys / codes
· Discuss how to order photo ID
· Review phone lists (in orientation binder)
	Administrative Assistant

	1200 - 1300
	Lunch

	1300 - 1445
	Meet with IT Department  to discuss:
· Musti’muhw orientation

· See attached computer self-assessment and check list
	IT department  

	1445 - 1515
	Meet with Human Resource Department / OH&S to discuss:

· Payroll

· Sick time, medical, education & compassionate leave

· Holidays

· WCB Reporting & accident claims, including who to call if employee has an accident

· WorkSafe procedures – phones, shoes, photo ID, Risk Assessment
	Human Resource Department

	1515 – 1530 
	Break

	1500 - 1630
	Tour of office by Administrative Assistant and introductions to:
· Nursing Manager

· CHN Supervisor

· Mental Health Manager

· Office Manager

· CHS Director

· Healthy Living Worker

· Education Department

Employee to begin reviewing TB Manual
	Administrative Assistant

	Day 2 
	Date:      

	0830 - 0900
	Meeting with Administrative Assistant to discuss:

· Requisitioning equipment & supplies

· Travel claims & safe travel policies, including safe winter & remote travel / vehicle & survival equipment.
	Administrative Assistant

	0900 - 1000
	Meeting with CHN / HCN Supervisor and/or TB program designate to discuss:

· Grievances

· Orientation to HCN & CHN roles& referral process.

· Review CHN team communication & team meetings, CHN / HCN combined meetings,

· Review VIHA nursing / rehab programs & roles and referral process.

· Review role & responsibilities of Community Health Representatives / Social Development Workers.

· Review health unit, hospital & member locations (Beaufort, Friendship Center, Knee Was etc.)

· Discuss collaborative practice – similarities and differences in roles of RN & LPN & how they interact.
	CHN / HCN Supervisor

	1000 - 1015
	Break

	1015 - 1200
	Meeting with Manager to discuss:

· Review Strategic Plan binder 

· Review Parse Model of Care
Meeting with TB Program Designate to discuss:

· Infection control, types, smears & cultures

· Review educational materials (videos, Powerpoint, pamphlets)

· Review medication binder

· Monthly check of cards

· Creating new monthly cards

· Reordering.

· Forms:

· 939

· Lab & x-ray.
	Manager and TB program designate

	1200 - 1300
	Lunch

	1300 - 1500
	Meeting with NTC Mentor to discuss:

· History of transfer & transfer process

· Nuu-chah-nulth culture 

· Geography & location of communities
· Community histories & profiles

· Importance of elders
· Residential school effects & post traumatic stress disorder
· Family roles & the effect of culture in family life
· Specific practices related to death/grieving, birth, cleansing & spiritual cleansing.
· Supporting member choice / advocacy
· Establishing a therapeutic relationship
· Culturally sensitive teaching / learning principles
· Member / family consultation
	NTC Mentor

	1500 - 1515
	Break

	1515 - 1630
	Meeting with Environmental Health Offices

·      WHMIS

·       Transporting dangerous goods

Employee to continue reviewing TB Manual
	EHO


	Day 3
	Date:      
	

	0830 -1015
	Meet with TB Program Designate to discuss:

· Review member chart / Review documentation standards

· Care & release of confidential information / Discuss transfer of records

· Review teaching / learning principles

· Medications

· Protocol for monitoring while on medications.

· Medication administration / monitoring for side effects

· Member teaching prior to starting medication & while on medications.
· Review members

· Introduce to active cases / those on prophylaxis

· For each member review: medications, case history & ongoing management

· Review skin testing

· Interviews for skin testing

· Member teaching

· Protocol for x-ray & sputum collection

· Community resources internal to NTC

· Transportation

· Traditional Healer

· Friendship Center

· Holistic Center (Mental Health)

· Roles / responsibilities & referral process for the following services:

· Healthy Living Program

· Nutritionist / Healthy Living Program

· Child & Family Services

· Infant Development / USMA

· Mental Health

· NTC Bands

· First Nations Advocate

· Clinical Leader for Vulnerable Adults

· NIHB

· Disability Benefits

· Social Services
	TB Program Designate

	1015 - 1030
	Break

	1030 - 1130
	Meeting with TB program designate to discuss:

· Contact Tracing

· Member Screening Master list

· Creating & updating member contact lists

· Updating TB Control contact lists.
	TB Program Designate

	Day 4
	Date:      
	

	0830 - 1630
	TB Control orientation in Vancouver (this is best planned during the orientation period).
	

	Day 5
	Date:      
	

	0830 - 1630
	Level C CPR & First Aid course (if required)
	


	Buddy Visits

	Date
	Time
	Visit
	Buddy Nurse
	Comments

	     
	     
	TB Screening Clinics in the various locations.
	NTC TB Program staff or VIHA staff.
	     

	
	
	Buddy with RN from Downtown Eastside TB program in Vancouver and/or Port Alberni.
	RN staff
	

	     
	     
	Buddy with existing staff to learn the roles and responsibilities.
	NTC TB Program Staff
	     


	Follow-up Visit with Supervisor

	6-weeks 
	Post Orientation & CAPE Tool Review with Manager or Designate.

To be reviewed:      

	Date: 
	Time: 

	3-month 
	Post Orientation & CAPE Tool Review with Manager or Designate.

To be reviewed:       
	Date:      
	Time:      



	Buddy Visits

	Date
	Time
	Visit
	Buddy Nurse
	Comments

	     
	     
	TB Screening Clinics in the various locations.
	NTC TB Program staff or VIHA staff.
	     

	
	
	Buddy with RN from Downtown Eastside TB program in Vancouver and/or Port Alberni.
	RN staff
	

	     
	     
	Buddy with existing staff to learn the roles and responsibilities.
	NTC TB Program Staff
	     


	Follow-up Visit with Supervisor

	6-weeks 
	Post Orientation & CAPE Tool Review with Manager or Designate.

To be reviewed:      

	Date:      
	Time:      

	3-month 
	Post Orientation & CAPE Tool Review with Manager or Designate.

To be reviewed:       


	Date:      
	Time:      



Section 7 – Framework for the Development of Clinical Standards
Introduction
The organized management of clinical standards is critical to achieving safe, competent, consistent care across the Nuu-chah-nulth nursing program and to moving toward compliance with current legislation. As the Nuu-chah-nulth Nursing Program moves forward to implement consistent standards of care, it is important that the processes for developing or revising clinical standards are clear, consistent and efficient.
Policy, as it relates to clinical practice, is defined as those written statements that describe the formal rules directing professional practice. Nursing policies are program-wide in scope and application and are strategic or operational in nature
.  They define and govern the operation of the nursing program and support the development of clinical standards.
Although clinical standards must be consistent with and are often supported by policy statements, they are different from policy statements in content and purpose. Clinical standards are broadly defined as evidence-based documents used by professionals that provide direction for safe, competent clinical practice. Clinical standards provide a desirable and achievable level of performance against which actual performance can be compared, that is, they provide a benchmark for acceptable performance. Clinical standards should be used in conjunction with clinical judgment, available evidence and following discussion with colleagues and member’s and their families and must always consider member’s beliefs, needs and preferences.

Clinical standards are requirements for practice and include procedures and protocols. 
Definitions 

Clinical standards are defined as follows:

1. Procedures
Procedures have a theoretical and technical basis and are written step-by-step instructions outlining how to perform a psychomotor skill. Procedures focus on the details of completing a particular task or activity and decisions related to that task or activity.
2. Protocols
Protocols provide direction for clinical decision making about a specific member or family problem or condition. They include the assessment, diagnosis and treatment of a problem or condition, such as constipation or anaphylaxis. Protocols also include intended and unintended outcomes and the nursing interventions to address these.

Assumptions for Clinical Standards 

1. Clinical standards and processes for development, approval and implementation should be clear, easy to use, and as consistent as possible across the nursing program.

2. There is a clear set of definitions and templates for developing clinical standards and processes for developing, approving, implementing and revising these standards that is consistent across the Nuu-chah-nulth Nursing Program.

3. Clinical standards can be operationalized to meet local needs and resources.

4. Clinical standards may be specific to a program (Community Health or Home Care) or may be used across programs. 
5. Clinical standards must be easily accessible to users.

Process for Developing, Approving and Implementing Clinical Standards
This section outlines a framework for developing, approving and implementing clinical nursing standards within the Nuu-chah-nulth nursing program.
Clinical Standards

1. Supervisors, in conjunction with the staff in their program, identify the need for a new or revised clinical standard.
2. Clinical standards and any related forms are developed or revised by the manager of the Nuu-Chah-Nulth nursing program and/or others who have expertise in the area. 
3. Once developed in draft, the clinical standards are reviewed and revised by the appropriate nursing user group. If the clinical standard will be used by other disciplines, those disciplines must review the standard and provide feedback as well.
4. Once revised and suitable for implementation, the clinical standard is approved by the manager.

5. Once approved, the administrative assistant types the procedure or protocol in the approved format, assigns a number and the effective date / date of review.
6. The administrative assistant and/or the supervisor are responsible for distributing the new or revised clinical standard to the 14 communities and other identified locations for addition to or replacement in the appropriate binder.

7. Clinical standards are reviewed every 5 years or as new evidence become available. The administrative assistant is responsible annually for identifying those procedures and protocols that require review in that year.
Templates 

The following templates are the approved formats for use when developing protocols and procedures. See appendices B and C for examples of a protocol and a procedure. 
Protocol Template
	TITLE


	

	For use by:
	     


	Indications:

	     

	Related Policies:
	

	Related Procedures:
	

	Definitions:
	     


Assessment & Diagnosis:
Interventions:

Intended Outcomes

Unintended Outcomes:

Member Education / Discharge Information:

Documentation:

References:

     
Procedure Template
	TITLE:
	     

	For Use By:
	     

	Indications:

	     

	Related Policies:
	

	Related Protocols:
	     

	Definitions
	     


Equipment

     
	Procedure - Steps
	Key Points

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


Member Education / Discharge Information:
Documentation:
References:

Section 8 – Framework for Development of Policies

Definition of a Policy

Policy, as it relates to clinical practice, is defined as those written statements that describe the formal rules directing professional practice. Nursing policies are program-wide in scope and application and are strategic or operational in nature
.  They define and govern the operation of the nursing program and support the development of clinical standards.

Although clinical standards must be consistent with and are supported by policy statements, they are different from policy statements in content and purpose. See appendix D for an example of a policy. 
Process for Developing, Approving and Implementing Policies

This section outlines a framework for developing, approving and implementing nursing policies within the Nuu-chah-nulth nursing program.

1. Supervisors, in conjunction with the staff in their program, identify the need for a new or revised policy.
2. Policies and any related forms are developed or revised by the manager of the Nuu-Chah-Nulth nursing program and/or others who have expertise in the area. 
3. Once developed in draft, the policy is reviewed and revised by the appropriate nursing user group. If the policy will be used by other disciplines, those disciplines must review the policy and provide feedback as well.
4. Once revised and suitable for implementation, the policy is approved by the nursing program manager.
5. Once approved, the administrative assistant types the policy in the approved format and completes the information in the heading box at the beginning of the policy.
6. The administrative assistant and/or the supervisor are responsible for distributing the new or revised policy to the 14 communities and other identified locations for addition to or replacement in the appropriate binder(s).
7. Policies are reviewed every 5 years or as new evidence become available. The administrative assistant is responsible annually for identifying those policies that require review in that year.
Summary
This document identifies the components the Nuu-chah-nulth Nursing Program that are needed to support safe, competent, evidence-informed practice. These components are common to First Nations professional nursing programs and are designed to support and provide appropriate management direction for nursing staff
. 

The work of the nurses in the Nuu-chah-nulth Nursing Program is unique in that it occurs within a cultural framework and in a rural / remote context. The components outlined here reflect both cultural sensitivity and the challenges of rural practice.

In summary, this document includes the following components: a 2-year strategic plan, a quality improvement program, a set of competencies for registered and licensed practical nurses, a performance management process, an orientation process and a framework for the development and implementation of policies and clinical standards.

APPENDIX A
Performance Appraisal Form: Home Care RN
EMPLOYEE INFORMATION

	Name:  
 
	Position:
 


Program / Department: 

                                                                                                                                      Day  
 Month
        Year

	Employment Date (Date first hired by NTC)
	 
	 
	 

	Date of Current Performance Appraisal
	 
	 
	 


Type of Appraisal:                             Probationary
            Annual Scheduled

  (Bold /underline)


                                            Promotionary
            Other – Specify:


	





	

	APPRAISAL RATINGS FOR SPECIFIC WORK QUALITIES, KNOWLEDGE AND ABILITIES  
                UA. Unable to Assess


3. Competent/Satisfactory


1. Performance is Unsatisfactory

4. Commendable


2. Developmental/Needs Improvement
5. Distinguished (by Executive Director)

(Note: The following is based on the attached Typical Duties and Performance Expectations)



	

	 RATING INSTRUCTIONS:  Place UA or 1 or 2 or 3 or 4 or 5 into the rating box shown                                                

	

	1.  THERAPEUTIC RELATIONSHIPS – Develops therapeutic relationship with clients & families
	
	

	

	2.  CLIENT ASSESSMENTS – Conducts comprehensive client / family  assessments 
	
	

	

	3.  CLIENT / FAMILY SUPPORT – Supports clients/families to assume responsibility for their health
	
	

	

	4.  CLIENT/FAMILY CARE PLAN –  Collaborates with clients/families to establish plan of care                   
	
	

	

	5.  NURSING INTERVENTIONS –  Carries out complex & specialized health care services
	
	

	
	
	

	6.  EVALUATION –  Assesses client / family responses to care
	
	

	
	
	

	7.  INFECTION CONTROL AND PRACTICES –  Follows infection control procedures/ protocols
	
	

	

	8.  PALLIATIVE CARE –  Supports clients during palliative & end-of-life care
	
	

	

	9.  CLIENTS WITH DISABILITIES –   Plans & provides safe care to disabled clients 
	
	

	

	10.  HEALTH EDUCATION –  Assesses learning needs & provides relevant health education
	
	

	

	11.  CASE MANAGEMENT –  Works to ensure timely, effective and coordinated health care
	
	

	

	12.  COLLABORATION –  Collaborates with NCN & external programs & health team members
	
	

	

	13.  MEDICATION ADMINISTRATION –  Administers & documents medications based on clinical standards
	
	

	

	14.  LEADERSHIP –  Provides leadership & work direction to members of the home care team
	
	

	

	15.  CULTURAL SENSITIVITY –  Ensures care is consistent with NCN cultural values & beliefs
	
	

	
	
	

	16.  DOCUMENTATION –  Documents in electronic and paper records according to standards
	
	

	
	
	

	17.  ADVOCACY –  Advocates for clients, especially those who can’t advocate for themselves
	
	

	
	
	

	18.  QUALITY IMPROVEMENT & SAFETY – Works to improve practice & client/family outcomes
	
	

	
	
	

	19.  CONFIDENTIALITY –  Maintains confidentiality with all communication
	
	

	
	
	

	20. ACCOUNTABILITY – Is accountable and accepts responsibility for own actions/decisions  
	
	

	
	
	

	21. CLINICAL STANDARDS/PRACTICE –  Practice is consistent with clinical standards/ policies
	
	

	
	
	

	Comments:



	

	ACHIEVEMENT OF PERFORMANCE EXPECTATIONS

Review the performance expectations that were highlighted for development during the previous performance appraisal and appraise the employee’s performance in achieving them.  Where appropriate, identify areas for improvement.



	Goal One:
 

	Performance Appraisal:   



	Goal Two:  

	Performance Appraisal:   



	

	PERFORMANCE EXPECTATIONS /  DEVELOPMENT PLAN

- Identify two performance expectations that require development over the next year. 



	

	 

	

	EMPLOYEE COMMENTS

- May comment on appraisal accuracy, completeness, and describe additional education and / or training completed since last appraisal, including continuing need for support. 


	

	EMPLOYEE’S SIGNATURE:
________________________________________    DATE:  ______________________________
(Signature indicates the employee has read the Appraisal and the Supervisor reviewed the Appraisal with Employee)

SUPERVISOR’S SIGNATURE: ______________________________________    DATE:  ______________________________
                                                                               (Evaluator)
REVIEWER’S SIGNATURE:
________________________________________    DATE:  ______________________________
                                                             (Manager who reviewed Evaluation)


	This employee is now authorized to receive a    % bonus increase in pay.



	RATING INSTRUCTIONS:       Place: UA or 1 or 2 or 3 or 4 or 5 into the rating box  >    
APPRAISAL RATING DEFINITIONS

UA    Unable to Assess


-    subject of evaluation not applicable

-    period of time under supervision insufficient for rating
Unsatisfactory



-    employee’s level of performance requires significant improvement

performance does not meet position requirements

employee remedial plan is essential

close supervision will be required

overall rating of unsatisfactory will result in an extension of probation, and/or may result in termination of employment (two review periods at this performance level generally means employment termination)

Developmental/Needs Improvement

need for further development or experience before a Rating 3 can be expected

performance does not meet position requirements consistently

performance meets the minimum requirements

employee remedial plan is essential

close supervision still required

Competent/Satisfactory

standard of performance that meets position requirement consistently

employee’s performance level should not be expected to improve significantly

performance is what is expected of a fully qualified and experienced employee

employee needs minimal supervision

Commendable

performance level consistently exceeds position requirements
Distinguished (only given with approval of Executive Director)

performance is continuously and significantly superior

employee demonstrates a level of knowledge that normally can be gained only through years of experience within position 

recognized as an expert in the field

a superstar in every facet of their position
Criteria for Recommending Bonus Pay

The following criterion has been designed to determine the level of bonus pay an employee will receive upon completion of their annual performance appraisal. The purpose of using bonus pay is to recognize good employees, and to motivate others to improve their performance.  

Bonus pay will be based on the total numerical rating received in the “Appraisal” section of the above Employee Performance Appraisal form. 21 rating areas are presented to rate specific work qualities, knowledge, and abilities.  The highest achievable mark is 70, however 42 is the benchmark for competent/satisfactory work by an employee.  Any employee attaining a rating of 42 or higher will qualify for a full bonus (2% increase in pay or a 2% merit pay if the employee is at the maximum of their salary range).  The following scale will be used to authorize a bonus based on the employee’s performance:




             Appraisal Points

              Bonus


   78 to 130
2 %


67 to 77
               1.5 %


56 to 66
                1 %


45 to 55
               .5 %


 0 to 44
                0 %




APPENDIX B
Protocol for Delegation to an Unregulated Care Provider
	TITLE


	Delegation to an Unregulated Care Provider

	For use by:
	RN and LPN


	Indications:

	Delegation to an unregulated care provider (UCP) occurs when the member requires assistance with a specific task that is performed primarily by RN and LPN and falls outside the role description and training of the UCP. Although the RN delegates the task, he/she is still responsible and accountable for overall assessment, determination of member status, care planning, interventions and evaluation of care. Licensed practical nurses may assist in the process of delegation but the decision to delegate a professional task to a certified personal care worker is made by the RN.

The delegated task is always member specific and the delegation is determined to be in the member’s best interest.


	Related Policies:
	Policy for Delegation to an Unregulated Care Provider


	Related Standards:
	

	Definitions:
	1. Personal Care Workers (PCW) are unregulated care providers (UCP) hired by the NTC community to provide home support. PCWs can be assigned standard tasks as well as delegated professional tasks. 
2. Home Support Workers are also UCP but are not certified. They may be assigned standards tasks but may not be delegated professional tasks.

3. Standard Tasks – These are tasks that fall within the UCP role description and training as defined by the employer. They are listed in the Personal Assistance Guidelines These tasks may be assigned by either the RN or the LPN. 

4. Professional Tasks – These are tasks that are not within the UCP role description and training as defined by the employer and must be delegated by the RN.

5. Member-specific Delegation – This means that the delegation is specific to one member and the UCP must not carry out the delegated task with any member other than the member to whom the task has been delegated.


The Decision to Delegate:
Deciding whether or not to delegate a task requires consideration of member care needs, the care environment and the UCP. This assessment will help determine the degree of risk in delegating the specific task to the specific member. The goal of delegation is to endure that it creates as little risk as possible to the member. Issues related to member’s best interests must be embedded in all aspects of delegation decisions. 
Assessment

Assess the following member care needs and task requirements:

1. Stability of the member’s condition – member’s with stable physical and psychosocial conditions and no anticipated changes are at lower risk for delegation than members with unstable conditions.

2. Care needs – are well defined and straightforward rather than complex.

3. Member is able to direct care versus member who is not able to direct care.

4. The task presents a low risk for harm versus a high risk for harm.

5. The task requires no or limited clinical judgment when carried out versus a task that that requires some degree of clinical judgment by the UCP when carrying out the task.

6. The task has few steps and requires minimal skill versus a task that has many steps and requires a high degree of technical and psychomotor skill.

7. The task is done frequently by the UCP versus task that are done infrequently. 

8. Ongoing assessment, care planning, monitoring and supervision by the RN are available onsite in a timely manner if needed.

9. There is adequate time for training and clearly written procedures for the UCP.

10. Tasks are commonly delegated to UCP versus tasks that are rarely delegated in the existing circumstances.
The Delegation Process:
Once the decision has been made to delegate the task to the UCP, the following needs to occur:

1. RN responsibilities

a. The RN must determine that the UCP has the required knowledge and skill to perform the task and if not, either provide the training or assign the training to a LPN.

b. Develop a care plan that clearly outlines the education plan, the type and amount of ongoing supervision and support, and the clear parameters around implementation of the task, e.g. when it is to be done, under what circumstances, and what untoward outcomes would require a call to the RN. This plan can be developed in conjunction with the LPN.

c. Provide ongoing monitoring to evaluate member outcomes and the effectiveness of tasks. Provide onsite monitoring for members who are unstable, complex or acute.

d. Update the care plan as necessary. 

2. LPN Responsibilities

a. Monitor to evaluate member outcomes and the effectiveness of the task for members who are stable and predictable.

b. If changes are required to the delegated task, collaborate with the RN to determine the changes. 

c. Collaborate with the RN at all times for members who are unstable, complex or acute.

3. UCP Responsibilities

a. Completing the delegated task as taught.

b. Reporting the RN or LPN as specified in the care plan.

Tasks that Require Delegation:

Standard Tasks can be divided into personal assistance tasks and personal care / homemaker tasks. These are listed in the Personal Assistance Guidelines document. These tasks do not require delegation but Home Support Workers (HSW) can only assist with personal care / homemakers tasks while Personal Care Workers (PCW) can complete all tasks.

Professional Tasks require delegation and are listed on the Personal Assistance guidelines.

Personal Assistance Guidelines

These guidelines have been developed to clarify those tasks that require delegation and those that can be assigned. Tasks that are within the role description and training of the unregulated care provider (UCP), such as personal care activities, homemaker activities and personal assistance activities, can be assigned and are called standard practice tasks. Those tasks that are not within the role description and training of the unregulated care provider (UCP) are called professional tasks and must be delegated.

Standard Practice (Assigned) Tasks
	Tasks
	Worker
	Condition / Comments

	1. Meal Preparation
	PCW
 / HSW

	Personal Care Activity

	2. Pre-prepared meal preparation
	PCW / HSW
	Personal Care Activity

	3. Clean Bathroom
	PCW / HSW
	Personal Care Activity

	4. Laundry
	PCW / HSW
	Personal Care Activity

	5. Preparation for ADLs
	PCW / HSW
	Personal Care Activity

	6. Shopping
	HSW
	Homemaker Activity

	7. Wipe Stove
	HSW
	Homemaker Activity

	8. Vacuum
	HSW
	Homemaker Activity

	9. Mop floor
	HSW
	Homemaker Activity

	10. Wipe Fridge
	HSW
	Homemaker Activity

	11. Tub Bath
	PCW
	Personal Assistance Activity

	12. Sponge Bath
	PCW
	Personal Assistance Activity

	13. Shower
	PCW
	Personal Assistance Activity

	14. Wash Hair
	PCW
	Personal Assistance Activity

	15. Shave
	PCW
	Personal Assistance Activity

	16. Mouth Care
	PCW
	Personal Assistance Activity

	17. Skin Care
	PCW
	Personal Assistance Activity – washing & drying skin, applying non-prescription body lotions or creams and observing for open areas on the skin.

	18. Grooming
	PCW
	Personal Assistance Activity

	19. Dressing
	PCW
	Personal Assistance Activity

	20. Transferring
	PCW
	Personal Assistance Activity

	21. Toileting
	PCW
	Personal Assistance Activity

	22. Walking
	PCW
	Personal Assistance Activity


Professional Tasks

	Task
	Worker
	Conditions

	1. Hot & Cold Packs
	PCW
	Assist member to apply hot and cold packs as outlined in the member care plan and according to the procedure outlined in Perry & Potter. Sensation should be tested by a nurse prior to delegating this task. If using a hot water bottle, half fill with hot water from the tap and wrap in a layer of towelling before applying.

	2. Bowel Care
	PCW
	This includes giving members suppositories and/or enemas if part of an established bowel regime and as outlined in the plan of care and according to the procedures in Perry and Potter unless the RN determines that another procedure is better for the member.

	3. Applying and removing prosthetics & orthopedic devices
	PCW
	These devices include slings, hearing aides, prosthetic limbs or eyes, braces, corsets, splints and support or compression stockings. This does not include applying elastic or tensor bandages.

	4. Catheter Care
	PCW
	Empty, clean and change urinary drainage bags attached to condom drainage and indwelling catheters.  Done according to the procedure in Perry and Potter unless the RN determines that another procedure is better for the member.

	5. Applying a condom catheter
	PCW
	Applying condom catheters should only be done on members who can direct their own care and only self adhesive condom catheters should be used.  Done according to the procedure in Perry and Potter unless the RN determines that another procedure is better for the member.

	6. Foot Care
	PCW
	Assists with soaking feet and applying non prescription creams and ointments to the feet. Does not include nail clipping or use of pumice stone.

	7. Medication Reminder
	PCW
	Only for members who can direct their own care. For oral medications, medicated patches and prescription creams and ointments only. Open pill bottle, puncture blister pack or patch, put medications in members and crush medications as directed by the member and the care plan. For creams, apply to affected area according to the care plan. Review blister / bubble pack or docette to determine if member has taken their medications. Follow the care plan in the event of a missed medication.


	8. Feeding members with swallowing difficulties
	PCW
	Monitor for correct consistency of diet. Position member for feeding, feed members and provide mouth care and positioning after feeding according to the care plan

	9. Simple dressing changes
	PCW
	For wounds that are superficial and do not require packing, are not infected or painful. Change dressing and clean would according to the care plan.


Documentation:

1. The RN or LPN completes the Home and Community Care Services Plan page 1 for all tasks that are assigned or delegated.

2. The RN, in conjunction with the LPN if appropriate, completes the member-specific care plan on page 2 of the Community Care Services Plan. 

3. The RN documents the decision to delegate, any positive or negative outcomes of completing the task and any changes to the care plan in the member’s record
4. The UCP documents that the task was completed, under what circumstances, and any untoward outcomes would require a call to the RN.
References:

1. College of Registered Nurses of BC (2007). Assigning and Delegating to Unregulated Care Providers. Vancouver: Author

2. College of Registered Nurses of BC (2007). Practice Standard: Delegating Tasks to Unregulated Care Providers. Vancouver: Author.

3. College of Licensed Practical of BC (2004). Standards of Practice and Competencies. Vancouver: Author

4. Vancouver Island Health Authority (2000). Home and Community Care Personal Assistance Guidelines. Victoria: Author

5. Vancouver Island Health Authority (2007). Home and Community Care LPN Role Description. Victoria: Author
     
APPENDIX C
Procedure for an IM Injection

	TITLE:
	Administration of Intramuscular (IM) Injection

	For Use By:
	Case Manager, RN, LPN

	Indications:

	Absorption of aqueous solution occurs in 10 – 30 minutes. Factors interfering with blood flow affect the rate and extent of absorption. The ventrogluteal site is the preferred site for adults and children over 7months as injuries, such as tissue necrosis, are less common at this site. The vastus lateralis muscle is the preferred site for those under 7 months. For an average adult a 21 – 25 gauge 1.5 inch needle will pass through subcutaneous tissue and enter deep muscle. Older or cachectic adults may need a smaller, shorter needle. For children, a 1 inch needle will penetrate to deep muscle.

	Related Policies:
	IM injections are provided in accordance with the organization’s established procedure

	Related Standards:
	Procedure: Administration of Subcutaneous Injection

	Definitions
	IM injection – injection into the body of a muscle.


Equipment

21 – 25 gauge 1.5 inch needle (for adults)

Alcohol wipe

Sharps container

Antibacterial soap

Ice pack 

	Procedure - Steps
	Key Points

	1. Confirm physician’s order for IM injection and verify date and time of last injection with member. Check for allergies.


	

	2. Instruct member, family and caregiver about the reason for IM injection and ask for any questions regarding the procedure. Verify member’s identity with member or with family / caregiver and ask for consent to give the injection.


	Injections are given because:

· Some medications can only be given by injection

· Injection provides a more rapid, systemic action

· Some medications are destroyed by gastric juices if taken orally. 

	3. Check medication label against order to check for right patient, medication, dose, route and time / frequency. Check medication is not outdated.


	

	4. Wash hands with anti-bacterial soap.


	

	5. Identify site for injection, position member appropriately and apply drape for privacy. Clean injection site with alcohol wipe and allow to it to dry.


	The ventrogluteal site (involving the gluteus minimus and medius muscles) is the preferred site for adults and children over 7months. The vastus lateralis muscle is the preferred site for those under 7 months and can also be used for adults.

	6. Recheck the medication label for the correct medication, dose and route. Clean the rubber diaphragm of the medication container with an alcohol wipe and allow it to dry.


	

	7. Insert needle through rubber seal, inject air into the vial and withdraw plunger to obtain correct amount of medication.


	

	8. With the thumb and index finger of the non-dominant hand, stretch the skin overlying the injection site 1 – 1.5 inches. Inject the needle at a 90 degree angle, aspirate gently to check for blood and if no blood, slowly inject medication. Release the skin after injecting the medication.

If blood appears on aspiration, withdraw needle and prepare new syringe.

 
	Stretching the skin while giving the injection and then releasing leaves a zig-zag path that seals the needle track wherever tissue planes slide across each other, preventing drug from escaping from the muscle. 

Medication should be injected at a rate of 1 ml / 10 seconds.

	9. Place alcohol wipe over site and, if bleeding, apply pressure but do not massage. If bruising evident, apply ice pack.


	Massage can damage underlying tissue.

	10. Dispose of syringe and attached needle into sharps disposal container.


	Manipulating the needle in any way increases the risk of needle stick injuries.

	11. Make patient comfortable and monitor for untoward effects such as localized pain, numbness, tingling or signs and symptoms of allergy or side effect. Notify the physician of any untoward side effects.


	Numbness or tingling may indicate damage to nerves or tissues.

	12. Wash hands with anti-bacterial soap.


	


Documentation

Document on member’s clinical record. including medication name, route, dose, site, date and time. Sign name and professional designation.

References: 

Perry, A. & Potter, P. (2001) Clinical Nursing Skills and Techniques (5th edition). Mosby: St. Louis. 

APPENDIX D

Policy: Confidentiality of Client Information and Security of Health Records 
<!-- -->Background
Confidentiality is central to the nurse-client relationship and ensuring that client’s health records are secure is one means of maintaining confidentiality. Nurses have an ethical and legal responsibility to ensure the confidentiality of the information they gather in the context of the nurse-client relationship. Nurses have an ethical responsibility to share information outside of the health care team with the client’s informed consent, when it is legally required or when failure to disclose may cause significant harm

Policy
1.1 The NTC Nursing Program is accountable for the protection of personal health information for all clients. 

1.2 All new staff sign an Oath of Confidentiality prior to employment.

1.3 All information is collected with the client’s knowledge and consent or with the knowledge and consent of the client’s representative or substitute decision maker. All clients or the client’s representative understand and sign a Consent to Share Information Among Health Team Members form prior to sharing any health information with the nurse.

1.4 All health information and client’s health records (paper) are located in a locked file to safeguard against unauthorized access, use, disclosure, modification, copying or disposal. Health records are kept in the following locations:

	Hesquiaht
	Clinic room of Hesquiaht band office

	Tla-0-qui-aht
	Clinic rooms of Opitsahr & Esowista

	Mowachaht
	Nursing office at Texana

	Kyuquot
	Nursing office at Kyoquot

	Ehattesaht & Oclujce
	Health clinic at Zeballos

	Tse-shaht, Ditidaht, Huu-ay-aht
	Nursing office in the southern region

	Uchucklesaht & Opetchesaht
	Nursing office in the southern region


1.5 Access to client’s health records is limited to those on the health care team except with the informed consent of the client.

1.6 All nursing staff are made aware of the safeguards in place to protect the security of the electronic health record, e.g. passwords and appropriate logging off, during their orientation and follow these safeguards at all times.

1.7 Sharing client’s health information by fax, email, voice mail or cellular phone should only occur when access to this information is limited to authorized persons.

1.8 Charts (paper & electronic) should not be transported except as necessary for the provision of care. Charts (paper & electronic) must be kept secure at all times while being transported.

1.9 All requests for release of information from the client record by those other than the health care team are forwarded to the Nurse Manager.

1.10  Inactive health records are retained for a minimum of 7 years and are stored in a secure location.

References
1. CRNBC Booklet, Confidentiality for Registered Nurses. (2007)

2. CRNBC Practice Standard, Confidentiality. (2005)

3. CLPNBC Clinical Standards and Competencies. (2005)
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� A therapeutic relationship is defined as a professional relationship that ensures the member’s needs are first and foremost. The relationship is built on trust and respect and is based on the belief that members are in the best position to make decisions about their own health when they are active and informed participants in the decision making process (CRNBC, 2006).


� Case Management is defined as a collaborative process of assessment, planning, facilitation and advocacy for options and services to meet an individual’s health needs.


� Cultural safety is defined as “a manner that affirms, respects and fosters the cultural expression of members. This usually requires nurses to undertake a process of reflection of their own cultural identity and to have learned to practice in a way that affirms the culture of members and nurses. Unsafe cultural practice is any action which demeans, diminishes or disempowers the cultural identity and well-being of people (CRNBC, 2006).


� Health promotion is defined as the process of enabling people to increase control over and improve their health. It represents a comprehensive social and political process to strengthen the skills and capabilities of individuals as well as change social, environmental and economic conditions to improve their impact on health (WHO, 1998).


� Evidence-informed practice is defined as practice which is based on strategies that improve member outcomes and is derived from a combination of various sources including member perspectives, research, national guidelines, clinical standards, consensus statements, expert opinion and quality improvement information (CRNBC, 2006)


� Determinants of health are defined as a range of personal, social, economic and environmental factors that determine the health status of individuals and populations (WHO, 1998).


� These performance expectations have been reviewed and revised by the College of Licensed Practical Nurses of British Columbia.


� A therapeutic relationship is defined as a professional relationship that ensures the member’s needs are first and foremost. The relationship is built on trust and respect and is based on the belief that members are in the best position to make decisions about their own health when they are active and informed participants in the decision making process (CRNBC, 2006)


� Cultural safety is defined as “a manner that affirms, respects and fosters the cultural expression of members. This usually requires nurses to undertake a process of reflection of their own cultural identity and to have learned to practice in a way that affirms the culture of members. Unsafe cultural practice is any action which demeans, diminishes or disempowers the cultural identity and well-being of people (CRNBC, 2006).


� Health promotion is defined as the process of enabling people to increase control over and improve their health. It represents a comprehensive social and political process to strengthen the skills and capabilities of individuals as well as change social, environmental, and economic conditions to improve their impact on health (WHO, 1998).


� Evidence-informed practice is practice which is based on successful strategies that improve member outcomes and is derived from a combination of various sources of evidence including member perspectives, research, national guidelines, clinical standards, consensus statements, expert opinion and quality improvement information (CRNBC, 2006)


� A therapeutic relationship is defined as a professional relationship that ensures the member’s needs are first and foremost. The relationship is built on trust and respect and is based on the belief that members are in the best position to make decisions about their own health when they are active and informed participants in the decision making process (CRNBC, 2006).


� Evidence-based practice is practice which is based on successful strategies that improve member outcomes and are derived from a combination of various sources of evidence including member perspectives, research, national guidelines, clinical standards, consensus statements, expert opinion and quality improvement information (CRNBC, 2006)


� A therapeutic relationship is defined as a professional relationship that ensures the member’s needs are first and foremost. The relationship is built on trust and respect and is based on the belief that members are in the best position to make decisions about their own health when they are active and informed participants in the decision making process (CRNBC, 2006)


� Cultural safety is defined as “a manner that affirms, respects and fosters the cultural expression of members. This usually requires nurses to undertake a process of reflection of their own cultural identity and to have learned to practice in a way that affirms the culture of members. Unsafe cultural practice is any action which demeans, diminishes or disempowers the cultural identity and well-being of people (CRNBC, 2006).


� Health promotion is defined as the process of enabling people to increase control over and improve their health. It represents a comprehensive social and political process to strengthen the skills and capabilities of individuals as well as change social, environmental, and economic conditions to improve their impact on health (WHO, 1998).


� Evidence-informed practice is practice which is based on successful strategies that improve member outcomes and is derived from a combination of various sources of evidence including member perspectives, research, national guidelines, clinical standards, consensus statements, expert opinion and quality improvement information (CRNBC, 2006)


� A therapeutic relationship is defined as a professional relationship that ensures the member’s needs are first and foremost. The relationship is built on trust and respect and is based on the belief that members are in the best position to make decisions about their own health when they are active and informed participants in the decision making process (CRNBC, 2006).


� Practice which is based on successful strategies that improve member outcomes and are derived from a combination of various sources of evidence including member perspectives, research, national guidelines, clinical standards, consensus statements, expert opinion and quality improvement information (CRNBC, 2006)


� A therapeutic relationship is defined as a professional relationship that ensures the individual’s needs are first and foremost. The relationship is built on trust and respect and is based on the belief that individuals are in the best position to make decisions about their own health when they are active and informed participants in the decision making process (CRNBC, 2006).


� Evidence-informed practice is practice which is based on successful strategies that improve individual outcomes and are derived from a combination of various sources of evidence including individual perspectives, research, national guidelines, clinical standards, consensus statements, expert opinion and quality improvement information (CRNBC, 2006)


� Evidence-informed practice is defined as ppractice which is based on strategies that improve member outcomes and is derived from a combination of various sources including member perspectives, research, national guidelines, clinical standards, consensus statements, expert opinion and quality improvement information (CRNBC, 2006)


� A therapeutic relationship is defined as a professional relationship that ensures the member’s needs are first and foremost. The relationship is built on trust and respect and is based on the belief that members are in the best position to make decisions about their own health when they are active and informed participants in the decision making process (CRNBC, 2006).


� Practice which is based on successful strategies that improve member outcomes and are derived from a combination of various sources of evidence including member perspectives, research, national guidelines, clinical standards, consensus statements, expert opinion and quality improvement information (CRNBC, 2006)


� A therapeutic relationship is defined as a professional relationship that ensures the individual’s needs are first and foremost. The relationship is built on trust and respect and is based on the belief that individuals are in the best position to make decisions about their own health when they are active and informed participants in the decision making process (CRNBC, 2006).


� Practice which is based on successful strategies that improve individual outcomes and are derived from a combination of various sources of evidence including individual perspectives, research, national guidelines, clinical standards, consensus statements, expert opinion and quality improvement information (CRNBC, 2006)


� FNIH Home and Community Care Handbook (accessed from http://www.hc-sc.gc.ca/fnih-spni/pubs/home-domicile/2003_handbook-guide_nurs-infirm/index_e.html)


� Vancouver Island Health Authority. (2006). Proposed Policy Document. Victoria: Author.


� Vancouver Island Health Authority. (2007). Process for the Development, Approval and Implementation   of Clinical Standards. Victoria: Author.


� Vancouver Island Health Authority. (2006). Proposed Policy Document. Victoria: Author.


� FNIH Home and Community Care Handbook (accessed from http://www.hc-sc.gc.ca/fnih-spni/pubs/home-domicile/2003_handbook-guide_nurs-infirm/index_e.html)


� Certified Personal Care Worker


� Uncertified Home Support Worker
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