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ABSTRACT

The incidence and prevalence of cancer continues to rise through-
out Canada. Approximately one in two Canadians are expected
to develop cancer at some point in their lives (Canadian Cancer
Society, 2021). As the complexity and acuity of individuals with
cancer increases, there is increased necessity to define the ideal
nurse-to-patient ratio and patient caseload for nurses in specialized
oncology settings. Two senior nurse leaders, faced with the need to
determine the most appropriate model to inform the nursing model
of care within their respective care areas, collaborated and decided
to implement the Synergy Model.
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The Synergy Model is a professional practice model developed by
the American Association of Critical Care Nurses (AACN). In
the Synergy Model, nursing care reflects the integration of nurses’
knowledge, skills, attitudes, competencies, and experience to meet
the needs of patients and families (Curley, 2007). This model pro-
vides a framework for matching nursing resources based on patient
care needs and has been adapted in various care settings. The
model, however, has not been applied in a surgical oncology inpa-
tient unit or in an oncology ambulatory care setting. Using a qual-
ity improvement methodology, the Synergy Model was piloted in
these new areas and found to be effective. The Synergy Model can
be utilized to determine the need for additional nursing resources
with specialized oncology nurses and appropriate skill mix of intra-
professional nursing teams. It can also be used to assess adult oncol-
ogy patients who present to the ambulatory systemic care suite for
unscheduled care related to symptomatic concerns.

BACKGROUND

ealthcare leaders are being challenged to implement

models of care (MOC) that will improve health service
delivery, promote quality care, and improve patient, caregiver,
and provider satisfaction. ‘Model of care’ is defined as a mul-
tidimensional patient-centred concept that defines healthcare
service delivery, role determination, governance, and develop-
ment of role relationships with patients, family, and members
of the healthcare team (Lee & Fitzgerald, 2013). In designing a
new MOC, issues to be considered relate to ensuring patients
receive the right care, at the right time, by the right team, and
in the right place (Booker et al., 2016).

There is a heightened need to explore new nursing mod-
els of care in oncology because of the increasing complexity
of cancer patients’ needs, the colliding costs of care, and the
requirement for supportive treatments. The challenge is to
balance these factors between providing high-quality care and
providing appropriate resource allocation with highly skilled
oncology care providers. Nurse leaders from two different
organizations who were faced with these issues within their
respective clinical areas collaborated to find a solution.

The Synergy Model had been successfully piloted in an
inpatient Hematology/Hematopoietic Stem Cell Transplant
(HSCT) Unit at the Juravinski Hospital in Ontario with pos-
itive results (Amenudzie et al., 2017). However, the model
had not yet been tested in a surgical oncology inpatient unit
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with a nursing skills mix model (e.g., Registered Nurses and

Registered Practical Nurses working with unregulated health-

care workers), nor in an outpatient oncology ambulatory set-

ting. Therefore, as we set forth on our journey, we wanted to

answer two specific questions:

1. Can the Synergy Model be applied in an inpatient surgical
oncology unit to inform the nursing model of care?

2. Can the Synergy Model be applied in an outpatient oncol-
ogy ambulatory clinic to inform the nursing model of care?

In this paper, we will describe how we applied the Synergy
Model to inform the nursing model of care in the inpatient and
ambulatory oncology care settings from two different organi-
zations, using a quality improvement process. We will also dis-
cuss the changes that occurred as a result of implementing the
model in our respective sites and share the lessons we learned
in the process.

WHAT IS THE SYNERGY MODEL?

The Synergy Model is a nursing professional practice model
developed by the American Association of Critical Care Nurses
(AACN). It is based on eight universal characteristics: stability,
complexity, predictability, resilience, vulnerability, participation
in decision making, participation in care, and resource avail-
ability. Application of the model is a means for nurses to artic-
ulate patient characteristics and consider the respective impact
on workload, ultimately determining the most appropriate
nurse to meet the patient care needs. Depending on the clini-
cal area, it can be used as a decision-making tool daily at every
shift, or for long-term planning by leaders and administrators.
Underpinned by an empowerment model, the Synergy Model
can be successfully implemented by point of care nurses in their
areas. In Canada, the Synergy Model has been implemented
in various care settings in B.C., Saskatchewan, and Ontario,
including in emergency department, and acute care, mental
health, residential care, and community health settings.

The Synergy Model has two components: patient care needs
and staff competency. For our project, we added a third compo-
nent, the environment, to align with the College of Nurses of
Ontario’s three-factor framework: the client, the nurse, and the
environment (CNO, 2018). The addition of the environmental
factor is needed to provide us with a better understanding of
the context to which care is provided. When all three compo-
nents are defined, then care needs are determined; when care
needs are determined, then the most appropriate nurse to care
for the patient can be identified. In turn, this helps inform
decisions related to nursing skill mix, and intraprofessional
nursing resource allocation.

For our project, we developed surveys or tools for each com-
ponents of the model. All of the surveys and tools developed for
each component of the Synergy Model are administered at vari-
ous points over time, in order to determine whether any changes
being made are effective. Staff engagement and an understand-
ing of the dynamic nature of oncology care settings are essential
components of the Synergy Model. Generally, the tools and sur-
veys are administered at baseline, one month following change
implementation, and six months after the implementation.
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Patient Care Needs

Patient care needs is one of the components of the Synergy
Model. The needs are defined using eight characteristics,
grouped into two categories: patient acuity and patient capa-
bility. Acuity is characterized by the patient’s level of stability,
complexity, and predictability. Capability is characterized by
the patient’s level of resilience, vulnerability, resource avail-
ability, decision-making, and participation in care. These char-
acteristics are measured using a Patient Characteristics Tool,
originally developed by McPhee at al. (2011). Each character-
istic is further defined and measured using a five-point Likert
scale, with ‘1’ being ‘high’ care needs, and ‘5’ being ‘low’.
This tool uses the same approach as the Canadian Triage and
Acuity Scale (CTAS, 2016), a standardized tool used in triag-
ing patients presenting in the Emergency Department. The
inpatient unit surgical oncology unit that applied the Synergy
Model in this project, used an adapted version of the origi-
nal Patient Characteristics Tool, where the scale is reversed,
such that a score of ‘1’ means having a ‘low’ care need, and
‘5’ means ‘high’. The revised tool adapted by the project team
was tested for face and content validity as described by Ho et
al. (2017).

Staff Competency

As part of the Synergy Model, it is important to assess nurs-
ing competencies to determine the nurses’ skill level or exper-
tise. A competency assessment tool was created for this project
and nurses were asked to self-rate their skills. Staffing guide-
lines offer another tool that is generally created, based on the
nurses’ competency, and matching their competencies with
the patient’s care needs. When the level of nursing expertise
is determined, it enables a well-balanced set of nurses on the
unit, determined by the needs of the patient population served
(Cutley, 2017). In addition, a well-rounded team composition,
inclusive of a range of novice to expert competencies, and
intraprofessional collaboration are key enablers to support a
high-functioning nursing team.

Work Environment

Understanding of the environment in which care is pro-
vided is important to understand issues that exists for nurses.
The Synergy Model uses empowerment methods to support
nurses with change, enabling them to determine solutions
themselves that would work best for their unit. Nurses’ per-
spectives of their assignments, workload, and other factors are
obtained using a patient assignment survey and a work envi-
ronment survey.

REVIEW OF THE LITERATURE

There is limited literature on the outcomes of applying the
Synergy Model. The Synergy Model has been applied in vari-
ous contexts within clinical care settings, as well as informing
the development of an undergraduate nursing curriculum and
nursing staff development approaches (Curley, 2007). Curley
(2007) indicated that the Synergy Model has the potential to
positively affect patient and system outcomes, acknowledging
achieving such outcomes would be “a challenge worth pursu-
ing” (p. 234).
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MacPhee et al. (2011) used the Synergy Model as a staff
empowerment strategy, enabling staff to make real-time
patient assessments at each shift to inform care planning and
appropriate staffing levels. Rozdilsky and Alecxe (2012) used
the Synergy Model to inform a nurse-to-patient pilot project
implemented in a medicine unit, where nurses assessed each
patient at every shift. Their project had positive patient out-
comes, including improved nosocomial infection rates, and
slightly decreased number of falls per patient days (Rozdilsky
& Alecxe, 2012). Khalifehzadeh et al. (2012) conducted a
quasi-experimental study applying the Synergy Model with
22 nurses and 64 patients with acute coronary syndrome in a
Cardiac Intensive Care Unit to determine nursing competen-
cies and patients’ satisfaction with their care. They reported
increased patient satisfaction and improved performance
of nurses in CICU following the application. Swickard et al.
(2015) used the Synergy Model to determine the appropriate-
ness of critical patients to be transported to other facilities and
inform triage decisions for transport. The authors found the
tool to be effective but acknowledged that studies linking their
tool with measurable outcomes are still needed. Amenudzie et
al. (2017) applied the Synergy Model in an inpatient hematol-
ogy/HSCT unit and found positive staff and patient outcomes,
such as greater nurse engagement and perceived improve-
ment in the quality of patient care, and a reduction in safety
occurrences such as patient falls and laboratory errors. Several
studies utilizing the Synergy Model share similar insights: that
the Synergy Model is a tool that can be used to help staff with
decision-making regarding the appropriate staff (i.e., those
with the right competencies) to meet patient care needs; and,
as staff have the skill sets to meet patient care needs and are
empowered to make decisions, staff engagement improves
and patient outcomes are optimized (Cutley, 1998).

In Canada, MacPhee and her colleagues in British
Columbia (B.C.) were the first to implement the Synergy
Model and publish their processes and results (MacPhee et al.,
2011). Their work stemmed from the need to enhance nursing
workload in B.C. and create a healthy work environment for
nurses (British Columbia Nurses’ Union (BCNU), 2010). The
toolkit published by BCNU (2010) describing detailed strat-
egies for successful implementation of the Synergy Model,
together with the work of Amenudzie et al. (2017) and Ho
et al. (2017), were used to guide and inform our work. Ho et al.
(2017) used a quality improvement method for implementing
the Synergy Model within their organization with great results.
They used a staff empowerment model and documented the
impact of their work at various points in time by measuring
staff satisfaction, overtime rates, and patient safety events.

OUR EXPERIENCE IMPLEMENTING THE
SYNERGY MODEL

The Surgical Oncology Inpatient Care Experience

Surgical oncology inpatient units are often staffed
with a nursing skill mix model, which include Registered
Nurses (RNs), Registered Practical Nurses (RPNs), and
Healthcare Aides (HCAs). Post-surgical patients admitted to
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these units require varying levels of care. For example, in the
first 24 hours post-surgery, patients are typically non-mobile,
acute, unpredictable, and quite complex. At 72 hours post-sur-
gery, some patients are more independent, have more predict-
able care outcomes, and have moderate care needs. However,
there may be some patients who have experienced complica-
tions in their recovery and require a higher level of nursing
support. In a nursing skill mix model, it is often challenging
to determine the right nurse for the right patient, and patient
assignments for HCAs are also often hard to define.

In one surgical oncology inpatient unit, the need to find a
model to help determine nursing assignments became quite
evident. The unit had high overtime rates and the nursing staff
were dissatisfied with the current model. The surgical oncol-
ogy program in this organization consists of two units, each
with 34 beds and a charge nurse. Nurses in this unit expressed
concerns regarding their workload and were having difficul-
ties articulating the care needs of their patients in an objective
and standardized way. The nurses and leadership team in the
program decided to pilot the Synergy Model in this unit, as a
quality improvement initiative, to help address their nursing
model of care delivery. The Synergy Model has been piloted in
an inpatient hematology/HSCT unit with success (Amenudzie
et al., 2017; Georgiou, et al., 2018). However, the model had not
been tested within a surgical oncology context with a nursing
skills mix model.

Developing the Patient Characteristics Tool

A team of point-of-care nurses, charge nurses, an educator,
and a quality improvement specialist was organized to pilot
the adapted Synergy Model. This team was championed by a
point of care nurse in Surgical Oncology, and the process was
supported by the unit manager and Chief of Interprofessional
Practice. The Patient Characteristics Tool used in the pilot
study by Amenudzie at al. (2017) was adapted by adding spe-
cific descriptors to suit the surgical oncology patient pop-
ulation. The new tool was evaluated for face validity and
inter-rater reliability using a quality improvement process.
(Refer to Appendix A.)

Nursing staff were instructed on the clinical application
of the Synergy Model. The largest undertaking was related to
staff training on the use of the patient characteristic tool to
enable the team to adequately score their patients’ care needs.
These data were collected over a two-week period to obtain a
baseline score. Data were analyzed by calculating the percent-
age of patients with low, medium, and high care needs, and
the type of care required. Having these data was important
as the team understood the percentage of patients who were
highly acute with unpredictable care trajectories, and those
who were less acute and more predictable, but with complex
care needs. These data were specifically valuable in determin-
ing the appropriateness of having RPNs and RNs on this unit.
The data helped in determining which patients, based on their
care need requirements, are better suited to be cared for by an
RN or RPN.
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Assessing Nurses’ Competencies

The competencies of the surgical oncology nursing
staff were also examined. The tool to assess competencies
was developed by using an adapted version of the Nursing
Competencies for the Specialized Oncology Nurse (CANO,
2007). Registered Nurses (RNs) and Registered Practical
Nurses (RPNs) were asked to self-assess their competencies.
Based on their identified competencies and years of experi-
ence on the unit, their respective levels of expertise were deter-
mined. Results of the competency assessments were reviewed
and used by the clinical educator. Based on aggregate results,
the educator was able to identify knowledge and skills gaps
among the nursing group on the unit, which allowed her to
develop an educational plan. Unit-based in-services and learn-
ing activities were then developed which supported the learn-
ing of all nurses on the unit.

Evaluating the Work Environment Where Care is Provided

To gain the nurses’ perspectives on their patient care
assignments, nurses were asked to share their experience and
viewpoints on whether they thought their assignments were
manageable and safe, or unmanageable and unsafe. A work
environment survey was also administered. Data were col-
lected daily over a two-week period at baseline.

Putting it all Together: Patient Care Needs, Staff
Competencies, and Work Environment

Guidelines for patient assignment were created by the
point-of-care nurses and charge nurses together by using the
data collected from the Patient Characteristics Tool and the
nurses’ competencies assessment. They were able to deter-
mine which nurses (e.g., novice) can care for which patients
based on their care needs (e.g., high acuity). The nurses also
developed staffing guidelines which enabled surgical staff RNs
to collaborate with their manager and/or team leaders to advo-
cate for additional nursing resources based on the acuity of the
unit. Insights obtained from the results of the work environ-
ment survey and workload survey were also incorporated in
this process. The team also created staffing guidelines which
gave them guidance on when they could call in additional
nurses, and whether an RN or RPN would be best indicated to
support the team, depending on the care needs of the patients.
The team went through multiple iterations to determine the
right patient assignment and staffing guidelines. This was a
dynamic process that promoted nurse empowerment and
intraprofessional team building.

Piloting the New Staffing Guidelines

The team trialed their newly developed patient assignment
and staffing guidelines for a two-week period. They also imple-
mented three simple changes, based on the results of the work
environment survey. The first change they implemented was
related to the Charge Nurse coverage for both units. The team
decided to pilot a staggered shift for the CNs on both units to
enable a 12h CN support: One CN would work from 7am-3pm,
and the second CN would work from 11lam-7pm.

The second change they implemented was related to the
team composition of nurses working each shift based on
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nurses’ experience. Nurses indicated that on some days, there
were more ‘junior’ nurses, with less than two years of expe-
rience, working the same shift. This would leave the charge
nurse, or the more senior nurse, with having to mentor the
more junior staff, in addition to their existing workload. The
team discussed this issue with their nursing colleagues, and
a new schedule with a more even distribution of junior and
experienced nurses on each shift was created.

The third change implemented was how the assignment
for the HCA was made. Historically, the HCA would help
nurses with patients’ Activities of Daily Living (ADL) if the
nurses asked for help. This meant that depending on who
asked for help, some nurses received support, while others did
not. Newer nurses, or those who were more timid or shy about
asking for help often did not receive support from the HCA.
With the implementation of the Synergy Model, HCAs were
given a patient assignment during their shift by the CN and
based on the patients’ capability scores.

One month following implementation, nurses were asked
again about their perspectives regarding their assignments.
Overall, nurses indicated that they felt their assignments were
significantly improved. CNs liked the new process, as they
now had better guidelines to make patient assignments in a
transparent manner and were better able to articulate the need
to call-in additional nurses when they felt the unit was “acute”.
Other nurses indicated that the Synergy Model enabled them
to have a standardized language when discussing their patient
care needs, and they perceived their assignments to be ‘fair’.
The team did not alter its existing nursing model of care.
Instead, using the Synergy Model, they had the tools to change
the way in which nursing assignments were made in a trans-
parent manner, and they changed some of the ways in which
they were supported by the HCA and CN to facilitate better
patient care and unit flow.

The Ambulatory Care Experience

In parallel with the quality improvement process in the
surgical oncology unit of the academic teaching hospital and
regional cancer program, a community hospital-affiliated
out-patient oncology regional program also identified a need
to consider matching nursing resources to meet the needs
of individuals with cancer who were added to the systemic
suite treatment area for unplanned care. Within the systemic
suite there are three pods arranged to support 20 individuals
to receive treatment throughout the day and booked to chair
time. Specifically, the supportive treatment area was estab-
lished to support eight individuals requiring same-day nurs-
ing intervention with two specialized oncology nurses during
an eight-hour shift. Concerns were raised by the specialized
oncology nurses that increasing complexity of treatment reg-
imens meant the patient acuity and need for urgent ‘add on’
nursing support was increasing. They thought the nursing
model should be examined to build a sustainable approach for
future care delivery.

The Synergy Model was introduced to the nurses in the
out-patient oncology clinic and systemic suite clinical envi-
ronments by the director, manager, and educational practice
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lead. The specialized oncology nurses expressed interest in the
model for reviewing the characteristics of patients presenting
to the supportive treatment area of the systemic suite and con-
sidering future nurse-to-patient ratios and team composition.
A group of fourth-year McMaster nursing students helped
with providing education and support to the specialized oncol-
ogy nurses regarding the Synergy Model and its three compo-
nents (e.g., clinical environment, patient characteristics, nurse
competency).

With a shift to quality-based funding, the ambulatory clinic
environment and the activity requiring specialized oncology
nursing care was reviewed from April 2016 to February 2017.
Specifically, nursing activities were captured as chemother-
apy administration (61%), nursing care of patients after proce-
dures such as lumbar punctures and therapeutic thoracentesis
(25%), blood transfusions (10%), and intravenous hydration
for supportive care (4%).

After the educational support was completed, the spe-
cialized oncology nurses piloted the application of the
Synergy Model to review patient characteristics over a 30-day
period (including two long weekends) from August 2016 to
September 2016. The average number of patients requiring an
urgent ‘add on’ intervention in the supportive treatment area
was 4.5 per day. Considering the complete eight patient char-
acteristics of stability, complexity, predictability, level of resil-
ience, vulnerability, resource availability, decision-making, and
participation in care, the average patient characteristic score
was 1.4 (with 1.0 as lower care needs and 5.0 as higher care
needs). During the review, the team learned that 40% of the
patients were in the supportive treatment area for longer than
2 2 hours and the majority of the patients presented from
the hematology service requiring blood transfusion support
and nursing care. The average Eastern Cooperative Oncology
Group (ECOG) score for individuals cared for in the support-
ive treatment area was 1-2.

Review of these findings mobilized discussions on plan-
ning to add a hematology day care unit in the existing 16-bed
in-patient unit within the community hospital. Considerations
for staff mix opportunities for the specialized oncology RN and
RPN were raised with the director and unit manager. However,
the team underscored the importance of maintaining special-
ized oncology RNs as compliment for the delivery of paren-
teral chemotherapy and immunotherapy to individuals with
cancer, due to ongoing advances in biomedicine and the evo-
lution to new developments in targeted therapies. Such com-
plexities from these treatment regimes and patient care needs
require specialized oncology nurse with knowledge and com-
petency in oncology treatment delivery. The nursing staff also
emphasized the value of considering the Synergy Model for
patient characteristic evaluation of all patients presenting to
the systemic therapy suite. The ambulatory clinic RNs were
committed to utilizing the patient characteristic evaluation in
their clinic setting to assess the patient needs for unscheduled
care in the future.

Thus, the pilot project of reviewing the utilization of
the Synergy Model in an ambulatory oncology setting of a
community-based regional cancer program was a valuable
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contribution to nursing empowerment. It also facilitated the
consideration of the future nursing care delivery to match
nursing resources to patient care needs.

DISCUSSION

Using a quality improvement process, nurse leaders and
their teams were able to introduce the Synergy Model within
their respective organizations. Implementing the Synergy
Model enabled patient-centred decision-making and staff
empowerment. Although nurse leaders played a fundamen-
tal role in introducing the model to their respective teams,
having the team’s ‘buy-in’ with the model helped with its
sustainability. Several learnings emerged for us from this
implementation.

Using a Quality Improvement Process

Using a Quality Improvement (QI) process to drive
change was an important aspect of this initiative. QI in
healthcare is a systematic approach through which health-
care providers assess, develop, and implement small scale
interventions to improve practice and performance, thereby
improving care for patients, residents, and clients (HQO,
2012). The surgical oncology team determined that the cur-
rent model of care was not working and initially had asked
for more staff. However, using a QI process, the team was
empowered to first understand what their problems were,
and how their problems came about, before jumping to solu-
tions. Using this method also enabled the team to under-
stand their problems in a way that is standardized and
measurable. The team collected data through surveys and
time studies, analyzed the results, and identified solutions
as a group. Each new solution was trialed over a two-week
period. The team would then meet to determine its effective-
ness and make any adjustments as needed.

This approach helped the team to systematically identify
and understand their problems and identify solutions that are
much more sustainable, without requiring additional finan-
cial resources. The teams were able to continue providing
high-quality care and determine the right care provider based
on patient care needs.

Achieving Patient-centred Decision Making Process

In patient-centred care, the patient’s preferences, needs,
and values are honoured, and a biopsychosocial perspective
rather than a purely biomedical perspective is applied (Greene,
Tuzzio, & Cherkin, 2012). Determining the right healthcare
provider to meet a patient’s care needs, requires a patient-cen-
tred decision-making process. The Synergy Model provides
this methodology for leaders and clinicians. The patient char-
acteristics tool enables clinicians to objectively determine their
patients’ care needs, generating data, which can be collected
and analyzed over time. This information is particularly help-
ful when determining the appropriate intraprofessional nurs-
ing team composition.

Empowerment of staff members
One of the concepts that underpins the Synergy Model is
empowerment. For the Synergy Model to be successful, it is
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important to empower nurses to identify issues and identify
solutions that works for them; they need to lead and make rec-
ommendations if they are to ‘own the process’. In the inpatient
surgical oncology unit, the manager did not lead the process;
rather, a nurse champion with experience on the Synergy
Model worked with four other nurses on the unit. The point-
of-care nurses involved in the project were key-opinion lead-
ers, experienced nurses, novice nurses, and charge nurses.
The group met on a bi-weekly basis to review their results,
share their experiences, and determine next steps. They also
played a fundamental role in discussing the project with their
peers to obtain their buy-in, gather their input, and dissemi-
nate and collect surveys.

The Role of Nurse Leaders

Nurse leaders played a supportive role during the imple-
mentation of the Synergy Model in our respective sites. In the
inpatient surgical oncology unit, the Chief of Interprofessional
Practice (IPP) and Nurse Manager provided resources and sup-
port to the implementation team. For example, the nurses in
the working group who implemented the model were provided
with paid protected time to participate in the project. The Unit
Manager and Chief of IPP attended meetings to help facilitate
project flow, help with communication to the rest of the sur-
gical oncology team, and remove barriers, as they arose. For
example, during staff meetings and daily huddles, the Charge
Nurse would discuss key aspects of the project and deadlines,
and the Unit Manager helped by reinforcing the message with
the staff. The Chief of IPP and Unit Manager also discussed
the project with the senior leaders within their program. The
supporting role the nurse leaders played was a strategic move
to help nurses who were leading the implementation of the
project feel empowered.

In addition, the two senior leaders from the two differ-
ent sites collaborated to learn from each other’s experience.
Through their bi-weekly meetings, they were able to share
which strategies were successful and the lessons learned. They
were able to share resources including tools that were effective
in measuring the result of the changes made in implementing
the model.

Challenges for Sustainability

Although implementing the Synergy Model showed
improvements in nursing perspectives surrounding workload,
it was hard to sustain. Success of the program requires buy-in
from all staff as it includes completion of a daily assessment
of their patient’s care needs, using a paper-based tool. Not all
nurses would complete scores, as they thought it was addi-
tional paperwork and double documentation. For the Synergy
Model to be sustainable, it is important for it to be embedded
in daily work processes.

Currently, the Patient Characteristic Tool is paper based.
It would have facilitated better nursing flow if it were embed-
ded in an electronic documentation system. Another strat-
egy to contribute to sustainability would be to ensure that
CNs are actually using the scores to guide the way nursing
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assignments are made. It is important for staff to see that
their managers and senior leaders are using the Synergy
Model when making decisions about resource allocation.
This allows nurses to see the value in using the model.
Finally, highlighting and celebrating the successes expe-
rienced from implementing the Synergy Model, with the
staff on a regular basis, signals its importance and, in turn,
encourages staff with its daily use.

NEXT STEPS

In this paper, we described our journey with implementing
the Synergy Model in our respective clinical areas using a qual-
ity improvement process. There is limited literature describing
the impact of implementing the Synergy Model on patient and
system outcomes. The Synergy Model also only focuses on the
nursing perspective; with the movement toward interprofes-
sional models of care, it would be helpful to have other health
professions staff included in this work.

At Hamilton Health Sciences, we have standardized the
Patient Characteristics Tool and implemented the Synergy
Model on 12 different inpatient units, including oncology,
rehabilitation, complex care, and medical-surgical settings. To
increase our understanding about the best approaches to suc-
cessfully implement the Synergy Model, a qualitative descrip-
tive study is currently underway; the purpose is to explore the
experiences of participants’ and leaders’ from the clinical units
that have implemented the model. Results from this study will
help us better understand the drivers and barriers to imple-
menting the model and help design a process with easier
uptake and greater sustainability.

CONCLUSION

This paper serves to demonstrate the significant opportu-
nity for nursing leaders to cross collaborate, follow a quality
improvement process, and embrace a professional practice
model to inform nursing healthcare resources and innovative
approaches to care in the future. The surgical oncology unit
found, by implementing the Synergy Model, they increased
staff engagement, decreased workload grievances, shifted con-
versations (i.e., from ratio to the right healthcare provider to
meeting care needs), and had real time clinical decision-mak-
ing tools to assign the right healthcare provider. The ambu-
latory systemic suite unit’s pilot using the Synergy Model
demonstrated that staff engagement and staff empowerment
can bring forth solutions that facilitate the notion of “right pro-
vider, right time, right place”, and highlighted the importance
of professional practice and administration collaboration with
front-line specialized oncology nurses. Overall, the applica-
tion of the synergy tool was an approach to consider patient
care needs based on the unique characteristics presented by
the patient and to build nursing decision-making and resource
allocation. Future opportunities for building our knowledge
about the application of the Synergy Model in various oncology
care settings should be explored and include members of the
interprofessional healthcare team.
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Appendix A.

HHS-Standardized Patient Characteristics Tool-Surgical Oncology E4/F4

| —

Use the following scale to provide a score for each of the characteristics.

—

Level 5 ww==b Highly Acute

STABILITY: Ability to maintain a steady state and responsiveness to therapies ( any fluctuating phenomena that impacts nursing care

1-High Stability-Ward 2-Ward 3-Moderately Stable- 4-Critical Care
Ward/Stepdown
O Lowmonitoringneeds | O Minimal Systems O Needs coser systems O Needs intensified monitoring | 0 Needs constant systems
O Stable vital signs-or maonitoring required maonitoring - critical care level maonitoring —critical care
within patient'snorm | O Needs occasional non- O Needs frequent non-urgent O Recent significant systems level
without interventions urgent interventions to interventions to maintain vital changes (neurological, GI, GU | O Sudden significant system
+ Lab values stable no maintain Stable vital signs ( signs etc.) requiring urgent deterioration or change
interventions required i.e. may require oxygen) O Improvements in systems interventions (neurological, resp, cardiac,
O Responding to treatment as functioning with interventions | 0 Wavering or labile abnormal Gl, ete.)
expected + Labimbalances requiring vital signs O Deteriorating vital signs,
« Labvalue imbalances- multiple interventions O Some response to treatment, requires
requires minimal however not sustained immediate/emergent
interventions * Lab value-abnormal requiring interventions
urgent interventions O Not responding to
treatment; Condition
deteriorating despite
treatment
O HEWS Score <3 O HEWS Score <3 O HEWS Score 3-5 O HEWS Score 6-9 O HEWS Score>9

COMPLEXITY: Multiple system

involvement, comorbidities and intricacy of care ( includes ph:

siological, psychological , emotional and social

v C 1.

v € T
Y

4

+  No comorbidities

«  Minimal systems
involvement, requires
Routine-straight
forward( familiar &
practiced)interventions

. IVSL

*  Minimal IV meds

Few well controlled
comorbidities

Minimal Systems
involvement, requires
more detailed or increased
frequency of Routine-
(familiar & practiced)
interventions

1-2 continuous iv
Increased frequency iv
medications

Simple drsg/wound care-
15min or less

o
m]
[m]

Some co-morbidities

Atypical (unfamiliarfor

unpracticed) interventions

+  Multiple time intensive
interventions

«  Multiple ivlines/ iv
medications ftubes, drains

«  Multiple drsg or complex

dressings (VAC) > 20 min or

more than one person to
complete

+ Uncontrolled pain issues-
frequent interventions

Some systems involvement

O Multiple co-morbidities
O Multiple Systems involvement
O Requires Complex (advanced

knowledge & Skills)
interventions requiring
intensified monitoring
Uncontrolled GI/GU
symptoms requiring urgent
interventions

Multiple blood products —
urgent

[m}
[m]

[m]

Multiple complex co-
morbidities

Multiple complex systems
involvement and/or failure
Requires multiple
immediate complex
fInterventions
Interventions are
new/unfamiliar and highly
complex unpracticed

Pain controlled with
medication

plan of care?)

PREDICTABILITY: Adherence to expected pathway and illness trajectory-(does the patient’s condition require increased assessment and adjustment in the

1-Highly Predictable

3-Moderately Predictable

O Follows usual and
expected pathway or
trajectory

O No Complications

O Plan of care established

O Diagnosis is routine and
familiar to staff

o

o

Minor deviations from
iliness trajectory or
pathway

Few - Minor
Complications

Plan of care requires
infrequent changes —q
shift

Diagnosis is routine &
familiar

4

Some deviation from
expected pathway or
trajectory

Several complications
Plan of care changing —
intermittently

Q 6-12 hrs,

O Diagnosis is not routine

Veered significantly from
expected illness trajectory or
pathway

Serious complication requiring
urgent interventions

Plan of care changing
frequently Q2-4H

Unstable Diagnosis

u]

m]

o

New funknown/unclear
illness trajectory or
pathway

Multiple serious
complications —requiring
immediate interventions
Plan of care changing <g2h
Immediate life threating or
unknown to staff

difficult situation or event)

RESILIENCY: Capacity to return to restorative level of functioning using compensatory/copi

ng mechanisms (How well does the

2

3-Moderately Resilient

1-Highly Resilient

O  Ability to mount and
maintain a response
Strong/effective
compensatory/coping
mechanisms
Strong reserves
Patient & family are
coping well

]

oo

Ability to mount and
maintain a response
Some effective
compensatory/coping
mechanisms

Some reserves
Minimal
suppoerts/coaching
needed for the patient
and family to cope

2

Ability to mount a
maderate response

Can initiate some level of
compensation

Moderate reserves
Patient and family are
coping moderately

u]
o
u]
u]

oo

Difficulty mounting a response
Minimal compensatory/coping
mechanisms

Patientand family coping
minimally with support and
coaching

u]
u]
u]
u]

patient "bounce back” from a

Unable to mount a
response

Failure of compensatory
and coping mechanisms
Brittle , no reserves
Patient and family in
distress-requiring extensive
support and coaching

for adverse outcomes)

VULNERABILITY: Susceptibility, safety concerns, and risk for complications ( susceptibility to stressors that may adversely affect patient outcomes —risk level

1-Minimally Vulnerable

2

3-Moderately Vulnerable

O Mo safety concerns to
self or others

CAM negative

Alert oriented to time,
place and person

Not a falls risk

[m]
a
a
O No risk for complications

oo oo O

Minimal safety concerns
to self or others

CAM negative

History of delirium -
asymptomatic at present
Minimal Falls risk
Minimal risk for
complications

4

O Some safety concerns to
self or others

CAM positive

O Confused, restless, exit
monitoring but easily
redirected

Moderate risk for falls

o

seeking requiring increased

Many safety concerns to self or
others

CAM Paositive

Very confused ,agitated
Jdifficult to redirect, requires
frequent monitoring

High Falls risk (recent fall
within 48-72 hrs.)

o

[u]
u]

Emergent Safety concerns
need to be addressed
immediately-

CAM Positive

Combative and very
agitated /violent requiring
constant supervision
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BSR low risk

O Moderate risk for

complication
BSR moderate risk

O High risk for complications
*  BSR high risk

Very High risk for falls (last
24hrs)

Very High risk for
complication

PARTICIPATION IN DESCISIO|

N-MAKING: Extent to which patient/family engages in decision-making ( includes capacity, desire and level of decision ~makin,

1-Full Participation

2

3-Moderate Level of
Participation

4

O Patient and family have [m]

the capacity and always
make decision for
themselves
Patient/Family/Health ]
Care team in agreement
Clearly established goals
of care

o

o

Patient and family have
some capacity and make
some decisions for
themselves

Require minimal
guidance/support and
explanation from
healthcare team to
make decisions
Patient/Family/Health
Care Team in agreement
Goals of Care pending

Patient and family have
limited capacity & desire to
make decisions

Need additional/frequent
guidance/ support/
explanation from healthcare
team prior to making a
decision.
Patient/Family/Health Care
team priorities of Goals of
care are not aligning
Goals of Care pending
resolution of conflicting
priorities

O Patient, and family have little
capacity & desire for decision
—making

O Need constant guidance/
support/explanation from
health care team
Rely on health care team to
direct decision making

O cComplex family dynamics

O Public Guardian & Trustee in
place-working with Health
Care team to establish goals
of care

Patient and family have no
capacity & No desire for
decision-making

No POA/SDM

Lack of consensus between
Patient/Family/Health Care
Team

Public Guardian & Trustee
required- but not in place
Goals of care TBD

PARTICIPATION IN CARE: Extent to which patient and families participate in care activities(i

1-Highly Involved

3-Moderate Level of
Participation

r

Patient/ Family fully able | O
to participate in care
activities

Independent with ADLs
Family available and
willing to provide care

m]

Patient family needs
Supervision ADLs
minimal
coaching,/teaching/
support from health
care team to
participate in care

Patient/Family needs
moderate assistance in care
activities

-1 person assist with ADLs
Needs moderate coaching
fteaching/ support from
health care team to
participate in care

O Patient/Family
unable/unwilling to
participate in care activities
2 person assist with ADLS or
other care activities

ncludes capacity, desire and level of participation)

0O  Patient/Family/POA unable

or unwilling to participate in
care activities

More than 2 persons
required for full assist ADLs
or other care activities

RESOURCE AVAILABILITY: extent of resources patient/family brings to the situation (i.e. psychological support needs) resource availability includes language barriers,
financial needs, transportation needs, homecare needs.)

1-Many Resources 2
Extensive knowledge/ skills available O Limited knowledge/ skills /financial O Necessary knowledge/ skills/financial supports not
and accessible supports available available
Financial resources readily available O Limited personal/psychalogical/ | O Few to no personal/psychological supportive

Strong personal/psychological fsocial

system resources
No community services required

supportive resources
O Limited social system resources available, ]

resources

but limited and difficult to find

Few to no social system resources-no funding
O Extensive coordination of multiple resources required

for discharge
Language Barrier-No English

O Complex coordination of resources for
discharge [m]
O Language barrier —limited English
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