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Executive summary Quality Enhancing Interventions: Patient Care Teams

Executive summary

Introduction

The delivery of healthcare by a coordinated team of health professionals is now assumed to be
beneficial, and the concept of ‘teamwork’ has taken firm hold in healthcare. The expectation is that
enhanced, more elaborated team approaches in selective circumstances are associated with improved
healthcare delivery processes, leading to more appropriate care, better patient outcomes and lowered
costs, compared to approaches with less elaborated teamwork. The establishment or enhancement

of a patient care team is therefore increasingly considered a key method for improving the quality of
healthcare. However, as yet, it is unclear whether teams are as effective as they are supposed to be,
and under what conditions team effectiveness is optimal. For decision makers in both health policy
and healthcare practice, it is imperative to identify the critical elements for effective teams in order to
transform healthcare workplaces into effective team-based environments.

Objective

The authors reviewed the research literature published between 1990 and February 2008, grouping
the studies according to the particular objectives of the teams. By aggregating the results to these
subgroups, we aimed to draw some headline measures about the effectiveness of different types of
teams. In addition, determinants for team effectiveness were collected.

Methods

Twelve literature databases were explored during January and February 2008 following a predefined
search strategy. All systematic reviews of original studies or reviews, randomised controlled trials
(RCTs), controlled before and after studies (CBAs) and interrupted time series (ITS) written in English
were eligible for inclusion. According to the definition of team in this report, original studies or reviews
were included that assessed the impact of multidisciplinary (or interdisciplinary) or professional teams.
Within these studies, we organised the discussion of the evidence according to three subgroups we
identified: 1) teams with enhanced clinical expertise; 2) teams with improved coordination; and 3) teams
with both enhanced clinical expertise and coordination. Titles and abstracts of unique studies were
assessed by two reviewers (or three in case of disagreement). Two reviewers studied the retrieved
full-text articles, extracted information and discussed findings. If no consensus was reached, a third
reviewer assisted.

Results

Main findings: enhanced clinical expertise

We identified eight studies in which a team member was added to the care because of his or her
additional clinical expertise. Given the consultative character of these interventions, one would expect to
find an impact on process measures, such as those reflecting guideline adherence, and thus — ultimately
- improved patient outcomes. With respect to the process measures, most of these studies indeed
measured such outcomes, and results were at least partly in favour of the intervention groups. However,
although at least some positive results were reported in terms of process, studies showed mixed results
in relation to patient outcomes.

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing 5



Quality Enhancing Interventions: Patient Care Teams Executive summary

Main findings: improved coordination

Five studies were identified that focused on improving coordination: in three studies, a coordinator

was added to the team; and in two studies, improved communication and coordination structures

were introduced. Patient outcomes seemed to show some positive results, but given that the main aim
was to improve coordination, one would also expect an impact on resource utilisation and efficiency

in healthcare delivery. All five studies included such measures. However, overall, there was very little
evidence to conclude that resource utilisation and costs reduced as a result of improved coordination in
patient care teams, although some studies reported shorter length of stay.

Main findings: enhanced clinical expertise and coordination

Ten studies were identified in which the intervention comprised both clinical expertise and coordination.
Process measures were hardly reported, and the studies showed limited effect on patient outcomes
and little effect on costs and resource utilisation. We therefore found little evidence to conclude that

the combination of enhanced coordination and expertise added value compared to enhanced clinical
expertise only or improved coordination only.

Very little information was found on the determinants of team effectiveness, such as the presence or
absence of a team leader and task descriptions for team members.

Overall conclusion and implications

From our review of the evidence, enhanced clinical expertise may indeed improve appropriateness of
care, although this did not consistently translate into improved patient outcomes. It remained unclear
what costs were involved in achieving the improvements. We suggest that putting in additional resources
may be acceptable, as they are an investment in better patient outcomes; however, formal evidence

on efficiency would be helpful for decision makers. The improvements in processes, if present, did

not consistently translate into improved patient outcomes. This finding may be due to many reasons,
including methodological problems in the research itself, and needs further exploration in future.

Improved coordination did not show a consistent reduction in resource utilisation or costs, as might have
been expected. The effects on patient outcomes were, to some extent, positive. Process measures were
hardly mentioned. We suggest that the intended effects of improved coordination, either through adding
a human coordinator or through adding more coordination structures, need to be examined. If reduced
utilisation and costs are indeed the objective (for example, by shortening hospital stay), the mechanism
by which this is achieved should be clarified. Currently, there is limited evidence to suggest to decision
makers that adding a team member with a coordination role or more coordination activities has a
beneficial effect.

We speculated that enhanced expertise and coordination might add value, as coordination may be most
effective when combined with added expertise and integrated into an appropriate organisational context.
Unfortunately, the available studies did not provide evidence to support these expectations.

Decision makers who want to know what components contribute to the effectiveness and optimisation of
patient care team interventions should plan evaluations alongside programmes to enhance patient care
teams. It is important that expectations of enhanced team approaches are clarified. Is the aim to improve
patient outcomes or to achieve equivalent patient outcomes with reduced costs and/or higher capacity?

6 Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing



Project background Quality Enhancing Interventions: Patient Care Teams

Project background

QQUIP (Quest for Quality and Improved Performance) is a five-year research initiative of the Health
Foundation. One of the three main focuses of QQUIP is the Quality Enhancing Interventions (QEI)
programme. The QEI programme includes a series of structured evidence-based reviews of the
effectiveness of a wide range of interventions designed to improve the quality of healthcare. The six
main categories of QEls for which evidence will be reviewed are shown below. The main category,
‘Organisation interventions’, focuses on improving managerial, professional and institutional behaviours
in healthcare (figure 1). Within this category, this report will focus on patient care teams, also called
clinical delivery teams.

Healthcare is increasingly provided by formalised teams of health professionals, rather than by doctors in less
elaborated team approaches. The expectation is that elaborated and formal team approaches in selective
circumstances are associated with improved healthcare delivery processes, leading to more appropriate
care, better patient outcomes and lowered costs, compared to less elaborated team approaches. The
establishment or enhancement of a patient care team is therefore increasingly considered a key method for
improving the quality of healthcare. In this study, we have searched for research evidence to support these
claims. Our aim is to provide guidance for decision makers in healthcare regarding patient care teams, and to
offer suggestions for research and development in this domain.

Overview of review categories in the QEI programme

Quality
enhancing

Patient Regulatory Incentives Data driven Organisational Healthcare
focused interventions and IT based interventions delivery

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing 7
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Introduction

The delivery of healthcare by a coordinated team of health professionals is now assumed to be
beneficial (Wagner, 2001) and the concept of ‘teamwork’ has taken firm hold in healthcare (Baker,

Day and Salas, 2006). In 1978, the World Health Organization (WHO) began to put emphasis on the
importance of teamwork (WHO, 1978). From that time, teamwork in healthcare has been increasingly
recognised and recommended by health policy makers. The expectation is that enhanced, more
formalised team approaches in selective circumstances are associated with improved healthcare
delivery processes, leading to more appropriate care, better patient outcomes and lowered costs,
compared to less elaborated team approaches. In addition, it is considered that specific tasks in patient
care are too complex to be performed well by a single professional, and therefore that teamwork is
needed. Teamwork may overcome the fragmentation of care caused by professional specialisation.
Patients who receive care from a team of carers may benefit from more ‘eyes and ears’, the various
insights of different bodies of knowledge (for example, medicine and nursing) and a wider range of skills
(Wagner, 2001). Teams satisfy individuals’ needs for social interaction, status, recognition and respect
(Cohen and Bailey, 1997). At the same time, teamwork is complex and specific characteristics of teams
can require compromise. For example, teamwork means that team members have to sacrifice some of
their individual autonomy in the interests of collective decision-making.

The appeal of the potential advantages of teamwork, and the emerging evidence, has meant that policy
documents from countries with disparate health systems such as the USA and the UK (Department

of Health, 2000; Institute of Medicine, 2000; Institute of Medicine, 2001) reinforce its importance in
healthcare. However, despite this pressure, it is as yet unclear whether teams are as effective as they
are supposed to be, and under what conditions team effectiveness is optimal.

For decision makers in both health policy and healthcare practice, it is imperative to identify the critical
elements for effective teams in order to transform healthcare workplaces into effective team-based
environments.

Definition of ‘team’

Despite the often cited indistinctness of the concept of ‘team’ (Oandasan et al, 2006), there seems to be
a general consensus in the literature that a team consists of two or more individuals who have specific
roles, perform interdependent tasks, are adaptable and share a common goal (Salas et al, 1992; Xyrichis
and Ream, 2008). These characteristics are in line with the MeSH definition for a patient care team (first
introduced in 1968): ‘Care of patients by a multidisciplinary team usually organised under the leadership
of a physician; each member of the team has specific responsibilities and the whole team contributes

to the care of the patient.’ ‘Collaboration’ is often used as a synonym for ‘team’; however, these words
are not mutually exchangeable (Oandasan et al, 2006). Collaboration can be seen as a prerequisite

for teamwork. People may collaborate without being part of a defined team. For example, in primary
care, the family physician, a physiotherapist and a dentist may provide care to the same individual, yet
they may not see themselves as a team working collaboratively with the patient. Teamwork explicitly
requires a decision by team members to cooperate in meeting predefined and collective objectives. So,
a collective goal is what distinguishes a team from a group of collaborating people (Firth-Cozens, 1998;
Saltman et al, 2007).

8 Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing
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Conceptual framework

From the field of psychology, West et al have been frontrunners in bringing the message that effective
team activities are characterised by input, structural factors (such as team composition and skill mix),
team processes (such as communication between several team members) and team effectiveness (the
output of the team) (West, Borrill and Unsworth, 1998). They proposed a model, based on organisational
and management literature, which was mainly applied to non-healthcare settings. In healthcare settings,
Oandasan et al (2006) distinguished between two types of team: project teams and care delivery teams.
Project teams (or quality improvement teams) are often time-limited, and once their project goal has
been achieved they are discontinued (Cohen and Bailey, 1997). Care delivery teams (work teams or
patient care teams) are continuing work units responsible for providing services (Cohen and Bailey,
1997). Patient care teams can be further subdivided according to patient populations (such as geriatric
teams), disease type (such as stroke teams) or delivery settings (such as primary care, hospital and
long-term care).

After the work of West, Borrill and Unsworth (1998), Lemieux-Charles and McGuire (2006), in their
review of healthcare team effectiveness, extended the explanatory model for team effectiveness and
adapted it to the healthcare situation. Their model integrates both types of teams as distinguished by
Oandasan et al (2006). In addition, Lemieux-Charles — and others — identified the team characteristics
expected to foster or hinder teamwork in patient care. (Lemieux-Charles and McGuire, 2006; Xyrichis
and Lowton, 2008). Field studies showed, for example, that the type and diversity of clinical expertise
involved in team decision-making was expected to account for improvements in patient care and
organisational effectiveness (Lemieux-Charles and McGuire, 2006; Xyrichis and Lowton, 2008). Also,
for teams to be effective, structures were required that outlined team objectives, the different roles
and responsibilities of team members, mechanisms for exchanging information, and coordinating
mechanisms for team activities and staffing (Oandasan et al, 2006; Xyrichis and Lowton, 2008). Thus,
team members may be needed for their specific knowledge or expertise, their coordinating or leadership
role, or both.

Considerable numbers of evaluations of teamcare interventions have been published. However, these
studies have been criticised for a number of reasons. First, the explicit qualification by type of team,

as distinguished by Oandasan, has often not been taken into account. Second, outcome measures
have been highly heterogeneous, making comparisons across studies difficult (Lemieux-Charles and
McGuire, 2006). Underlying team objectives have been overlooked, despite the need in evaluation
studies to select effect measures that closely relate to the intervention objective (Ovretveit and
Gustafson, 2002). In addition, many studies have failed to provide insight into the important question of
which characteristics of teamwork contribute to effectiveness. In a way, since team characteristics have
seldom been measured and/or provided, making it impossible to establish which characteristics have
contributed to effectiveness, the intervention has often remained a ‘black box’. In summary, previous
evaluations have tended to make overall syntheses of team interventions based on heterogeneous
literature.

In this review, we took the above critiques into account. We classified the types of outcome, and grouped
the studies according to the underlying objectives of the teams, since different teams may be effective
on different outcomes. For our analyses, we slightly redesigned the conceptual model of West et al
(Borrill et al, 2000; West, Borrill and Unsworth, 1998) by separating the team objective from other input
characteristics and group processes (figure 1).

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing 9
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Introduction

Figure 1: Input, process and output model of team effectiveness

INPUTS

TEAM OBJECTIIVE

Domain

Healthcare
environment

Organisational
context

Team task

Team
composition

10

GROUP
PROCESSES

=> OUTPUTS

Leadership

Clarity of objectives

Participation

Task orientation

Support for innovation

Reflexivity
Decision-making

Communication

Effectiveness (self- and
externally rated)

Clinical outcomes and
quality of healthcare

Innovation (self- and
externally rated)

Cost-effectiveness
Team member mental health

Team member turnover

after West, Borrill and Unsworth, 1998
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Objectives

Our aim was to assess the effectiveness of patient care teams in healthcare settings on outcomes.

In this review we focus exclusively on patient care teams according to the MeSH definition, that is,
multidisciplinary (or multiprofessional) in nature and contributing to the care of the patient. The evidence
was organised according to three subgroups we identified. This classification was derived from the
information the authors provided on the objectives of the team and the description of the intervention
components. More specifically, we aim:

1. To examine the effects of adding a relevant specialist to a patient care team compared to usual
(team) care (‘enhanced clinical expertise’)

2. To examine the effects of adding a coordinating person or system to a patient care team
compared to usual (team) care (‘improved coordination’)

3. To examine the effects of patient care teams with both added clinical expertise and enhanced
coordination compared to usual (team) care (‘enhanced clinical expertise and coordination’).

In addition, determinants for team effectiveness, such as the characteristics of team members and team
processes, were collected.

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing 1"
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Methods

Data sources and searches

We searched the following databases for literature: PubMed; PsycINFO; CINAHL; EMBASE; Cochrane
Database of Systematic Reviews; Database of Abstracts of Reviews of Effects (DARE); NHS Economic
Evaluation Database (NHS EED); Health Technology Assessment Database (HTA); Web of Science;
World Health Organization (WHOLIS); Organisation for Economic Cooperation and Development
(OECD); and Sociological Abstracts. All databases were searched from January 1990 to February 2008
inclusive.

Since the outcome measures of patient care teams were rather diverse, searches were not limited to
specific outcomes. Instead, based on our experience of initial searches, which included MeSH terms and
text word fields, we decided to limit the searches to terms in titles to enable us to find the most relevant
studies. To narrow down the number of hits further, while ensuring that we would find the studies that would
be most useful for a review on effectiveness, we used a filter that limited our search results to designs
considered acceptable for EPOC reviews (www.epoc.cochrane.org). In addition, we limited our searches
with healthcare terms in the databases that also contained studies in other sectors. Appendix A shows

the PubMed search for studies, which was slightly adapted to meet the specific requirements of the other
databases. Appendix B presents the search strategies and results for each database.

Study selection

Types of studies

All systematic reviews of original studies or reviews, randomised controlled trials (RCTs), controlled
before and after studies (CBAs) and interrupted time series (ITS) were eligible for inclusion.

Types of interventions

According to the definition of team in this report, original studies or reviews were included that assessed
the impact of:

1. Multidisciplinary (or interdisciplinary) teams: active participation of professionals from more
than one discipline (for example, geriatrics, cardiologists and general practitioners) in the
ongoing management of patients

2. Multiprofessional (or interprofessional) teams: active participation of professionals from more
than one profession (for example, medicine, nursing, pharmacy, nutrition) in the ongoing
management of patients.

We subsequently categorised the interventions within these studies into three subgroups:

1. Enhanced clinical expertise: First, we identified interventions in which a relevant specialist
was added to a patient care team (or formed a new team with a usual care provider) and
functioned as more than a conventional consultant by referral. The addition of a team member,
such as a pharmacist or nurse with skills in managing behavioural problems, may ensure
that critical elements of care that doctors either do not have the training or time to do well
are competently performed (Wagner, 2000). Involvement may vary: it may be consultative,

12 Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing
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where a specialist advises the usual caregiver on the management of specific patient groups;
or patients may be directed to expert services: for example, a population-based expert team
such as a diabetes team may visit a primary care practice by invitation to see patients with the
primary care team and establish a model for good diabetes care.

2. Improved coordination: While in the first category it seemed that team members were
involved for their specific clinical expertise, we also identified interventions that appeared to
focus on enhancing coordination and/or communication. These included the introduction of
structures through which team goals could be communicated (for example, regular (mandatory)
team meetings or the involvement of team members in a patient care team who primarily
carried out coordinating functions (for example, case managers, coordinators).

3. Enhanced expertise and coordination: Third, studies were included in which the above
elements were combined. These were compared with the usual, non-coordinated (team) care
without the specific enhancement of clinical expertise.

Across this classification, information on the determinants of effectiveness related to ‘input’ or ‘group
processes’ in the conceptual framework (figure 2) were collected and analysed. Potential determinants
included: the professions and disciplines involved; the presence of a team leader or coordinator;
characteristics such as team size, age of team members or team tenure; and the presence or absence of
explicit task descriptions of team members.

Inclusion criteria

We included studies that: a) compared a patient care team versus (team or non-team) usual care:

b) were conducted in healthcare settings: ¢) used objective outcome measures (or used validated
questionnaires to measure subjective outcomes): d) treated the team rather than the team member as a
unit of analysis: and e) were published in English. Teamwork could take place in any healthcare setting
(inpatient, outpatient, or other, such as community-based or mixed) and it could focus on any clinical
domain in prevention, chronic disease management (physical and mental illnesses) and acute care.
Inclusion criteria for reviews were: 1) at least a description of the search strategy had to be provided,
and 2) inclusion criteria had to be mentioned, and 3) some sort of analysis/integration of the data of the
included studies had to be present (no narrative reviews), and 4) the review included at least 50 per cent
of studies with an RCT, CBA or ITS design. No additional inclusion criteria for RCT, CBA or ITS designs
were adopted.

Exclusion criteria

Articles were excluded if they were not published in English, could not be retrieved, were anecdotal, did
not make comparisons with a control group over time, focused on teamwork without linking to outcomes,
or were doctoral dissertations, books or book chapters. Studies that evaluated the effectiveness of
(Breakthrough) collaboratives or other quality improvement teams were excluded, as were studies in
which the intervention was too confounded by other interventions, such as studies on integrated care
with a main focus on logistics of care service delivery, or studies that compared similar teams in different
care structures. Studies that focused mainly on relocating care, on the inclusion of lay people in teams
or primarily on team-based learning were excluded. Outreach team studies in which the ‘consultant(s)
did not take part in the actual care for patients were also excluded. Reviews that did not fulfil the above
inclusion criteria were excluded.

Types of outcome measures

Patient care teams may have impact on many different types of outcomes. Frequently, study outcomes
were patient outcomes such as mortality. Outcomes were grouped differently by different authors, and
categories are therefore unlikely to be exclusive. For example, the number of prescriptions may be

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing 13
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Methods

seen as a resource utilisation measure, while the appropriateness of a prescription may be seen as

a process of care (quality) outcome. From the description of the studies it was not always clear which
specific outcome had been measured. For the purpose of comparison we grouped outcomes of interest
into six categories. The outcomes reported in the included studies were assigned to one of these six
categories, although the authors did not necessarily use the same taxonomy. Box 1 shows the taxonomy
of outcomes used in this report.

Table 1: Outcomes of interest

Outcome measure Examples
Clinical patient Morbidity
outcomes Mortality
Physical functioning
Quality of life
Behavioural patient Satisfaction
outcomes Preference
Knowledge

Compliance/adherence to treatment

Process of care (ie
quality) delivered

Adverse events (eg unscheduled hospital admissions; visit accident and
emergency department)

Provision of advice

Guideline adherences (eg appropriate prescriptions and management)

Provider outcomes

Subjective workload measures such as stress, burn-out
Satisfaction
Attitudes to teamwork

Resource utilisation

Number of prescriptions

Number of tests and investigations
Number of consultations

Number of hospitalisations

Length of hospital stay

Cost-effectiveness and
cost outcomes

QUALYs
Staff costs
Cost savings

Data extraction procedure

Abstracts were independently screened for inclusion by two reviewers (MB and JL or MW or MF or MH).
Full-text versions were retrieved for the papers that were potentially useful. All studies were reviewed

by one reviewer who assessed the text for study quality criteria, study period, number of patients
randomised or included in the study, country, setting, clinical domain, type of intervention, control group,
professions and disciplines involved, presence of team leader or coordinator, team characteristics,
presence of explicit task descriptions of team members, and results in the categories as specified in
appendix A. Outcomes within specific patient groups (for example, men) were not included if the overall
outcomes were reported. After data collection, a second reviewer assessed the data collection forms
for correctness and completeness. Disagreements were solved through discussion, including a third

14

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing



Methods Quality Enhancing Interventions: Patient Care Teams

reviewer. We used a modified version of the EPOC data collection checklist to extract data from the
studies in a standardised way (see appendix C).

Quality assessment

For RCT and CBA studies, the EPOC quality criteria were used. These included seven items, six of
which applied to both designs: follow-up of professionals (at least 80 per cent); follow-up of patients (at
least 80 per cent); blinded assessment of primary outcomes; baseline measurement (measured prior to
the intervention and where no substantial differences were present, or where the study was corrected for
baseline); reliable primary outcome measures (agreement of 90 per cent, or kappa > 0.8, or outcomes
from an automated system, or validated instruments with Chronbach a > 0.7); and protection against
contamination (where it was unlikely that the control group received the intervention). For RCTs the
additional item was concealment of allocation (randomisation process is explicitly described); and for
CBAs it was similar characteristics for studies using second site as control. For reviews, the following
criteria were used: search period specified; search terms specified; databases specified; data extraction
by at least two reviewers; quality assessment provided; and methodological quality reported. For all
studies an overall score out of the total number of criteria was provided.

Data synthesis

The data were considered to be too heterogeneous to allow statistical pooling, so we summarised data
narratively according to three subgroups we identified during the review process. For each of these
objectives, we grouped the results as follows. Here, we first present the results for the process measures
(processes of care and provider outcomes), followed by patient outcomes (clinical and behavioural)
and, finally, costs (resource utilisation, costs and cost-effectiveness). This distinction is important, since
the aim and components of the intervention have implications for how to assess the outcomes. Ideally,
one evaluates the outcomes that are most directly linked to the intervention itself (Eddy, 1998; Ovretveit
and Gustafson, 2002). Different aspects of teamwork may impact on different outcomes. For instance,
if a hospitalist is added to the team because of their coordinating role, one would expect changes in
outcomes such as resource utilisation. If a pharmacist is added to the team because of their clinical
expertise, one might expect to see changes in clinical behaviour (process measures). Because both
interventions and control conditions were rather heterogeneous, and context is important in interpreting
outcomes of a specific study (Oandasan et al, 2006), we start each results section with a description of
the intervention and the control conditions of the study.

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing 15
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Results

Identification of evidence

We identified 6,807 abstracts. Full-text versions were retrieved for the 118 papers that were potentially
useful. After reviewing the full text, we selected 29 articles that provided relevant data. One more paper
was excluded since it did not provide original data, which left 28 articles for our review. Appendix D
provides a list of excluded studies with reasons for exclusion.

Figure 2: Study flow

Databases:
PubMed 2,252
PsycINFO: 750
Embase: 1,208

Web of Science 349 6,689 papers excluded

Cinahl: 2,052 on title/abstract screening

Dare/HTA/NHS EED: 68 (including doubles)
WHOLIS: 67
OECD: 23
Sociological Abstracts32
Total n = 6,807

Y

Y

90 papers excluded
on full text screening

118 unique papers

1 paper additionally
identified

Y

Y

1 paper excluded
no original data

29 unique papers >

Y

28 unique papers

Description of studies

A total of 28 papers were included in this review, which presented the results of 25 studies, including two
reviews (Malone et al, 2007; Mitchell, Del and Francis, 2002) and two studies with CBA design (Jack et
al, 2003; Mudge et al, 2006). All other studies were (quasi) RCTs. Table 2 presents pertinent information
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on all included studies, including a summary of the evidence and an overview of intervention and control
group characteristics. Appendix F provides the results for each study in more detail. A small majority of
the studies (56 per cent) were published after 2000.

Types of team intervention

Eight of the single studies we identified were classified as ‘enhanced clinical expertise’, five as ‘improved
coordination’. Ten single studies were identified that contained elements of both additional clinical
expertise and coordination. The reviews we identified in our search were not categorised, since the
single studies they summarised contained a mix of these elements.

Participants and settings

Most of the studies were undertaken in the USA (43 per cent), the UK (22 per cent) or Canada (13 per
cent). The majority of the studies were performed in an inpatient setting, six studies were performed in
an outpatient setting, three studies examined results of team interventions in community care, and six
studies had mixed settings. With respect to the clinical domain, a large number of studies examined
patient care teams in psychogeriatrics or palliative care, some examined team interventions in mental
health or psychiatry, some studied outcomes in various chronic care conditions such as cardiovascular
disease and diabetes mellitus, and some focused on stroke care, rheumatoid arthritis, general or internal
medicine, infectious diseases and orthopaedics.

Methodological quality of the studies

Appendix E presents the methodological quality of studies. Overall, methodological quality was rather
poor. In particular, protection against contamination was a problem in the studies examined. This might
imply that the available research underestimates the effectiveness of team approaches.

1A. Interventions: enhanced clinical expertise (n = 8)

Bogden et al, 1997, 1998 assessed the effect of a programme that encouraged teamwork between
physicians and pharmacists on attempts to improve evidence-based care in two groups of patients in
an ambulatory primary care centre in the USA. They presented their results in two papers: one on the
management of patients with total cholesterol concentrations of 6.2mmol/L or more, and the other on
patients with uncontrolled hypertension. In the intervention arm, a pharmacist routinely interacted with
and advised patients and physicians on the best course of pharmacological therapy. During such visits,
patients met with the pharmacist for half an hour before seeing their physician (resident or intern). At
that time, the pharmacist took a medication history, answered questions and encouraged compliance.
After meeting the patient, the pharmacist reviewed laboratory data with the physician. The pharmacist
attached recommendations for the physician to the patient’s chart. The resident or intern discussed
these with the supervising physician in order to accept or reject them as part of the overall treatment
plan. The physician was responsible for possible referrals to other health professionals. In the control
group, patients received usual care by resident physicians and interns under supervision of the control
arm physicians.

Dey et al, 2005 determined the impact on outcome of immediate access to a mobile team. The team
attempted to promote clinical and ward staff adherence to guidelines on effective management during
the acute phase of stroke in two district general hospitals in the UK that had stroke rehabilitation units
but did not have either a direct admissions stroke unit or an acute stroke ward. Three hundred and eight
patients were randomly allocated to a mobile stroke team, which supported the clinical team (n = 157/112
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before/after), or to usual ward-based care (n = 151/116). When patients were allocated to the intervention
group, their details were forwarded to the mobile team, which included a consultant with a special
interest in stroke and a senior therapist. The team visited patients within 12 hours of randomisation. The
responsibility for patients remained with the admitting clinicians and ward staff, but the team advised on
acute stroke management using evidence-based guidelines (adherence was also recorded by the team).
The team revisited patients as necessary to review progress. Members of the team could visit patients
alone, but were expected to meet regularly to discuss the case. Patients in the control group received
usual ward-based care during the acute phase of stroke and were referred to the stroke rehabilitation
unit at the request of the clinician of care.

Gattis et al, 1999 evaluated the effect of a clinical pharmacist on outcomes in outpatients with heart
failure in the USA. For patients in the intervention group, the clinical pharmacist discussed the patient’s
case and verbally provided therapeutic recommendations on the optimisation of therapy to the attending
physician. The pharmacist then discussed changes made in drug therapy with the patient, the purpose
of each drug and the importance of adhering to the regime. Patients were able to ask the pharmacist
questions and were provided with a telephone number for the pharmacist should questions arise. The
pharmacist provided telephone follow-up at 2, 12 and 24 weeks after the initial clinic visit to identify the
occurrence of clinical events. In the case of worsening symptoms, patients were advised to contact
their clinician for further evaluation and the pharmacist contacted the physician to discuss these cases.
The control group received usual care, in which patient assessment and education were provided by
the attending physician and/or physician assistant or nurse practitioner. The pharmacist contacted the
control group by telephone at 12 and 24 weeks after the enrolment visit to identify clinical events.

Gums et al, 1999 aimed to identify the financial and outcome benefits of therapeutic intervention by a
multidisciplinary antimicrobial treatment team composed of pharmacists, a clinical microbiologist and an
infectious disease specialist in a community hospital in the USA. Two hundred and seventy-two patients
were randomised to either multidisciplinary care (n = 138/127 before/after) or usual care (134/125). Team
members identified eligible patients and prepared a typed consult for the attending physician within two
hours of randomisation. The consult contained the rationale, with appropriate references, for changing
antimicrobial therapy. It also provided a comparison of advantages of each suggested therapy and
information regarding costs. Patients allocated to the control group received usual care by the attending
physician.

Jack et al, 2003 evaluated the impact of a hospital palliative care team in patients with a confirmed
diagnoses of cancer in a controlled before and after study. The aim was that the palliative care

team would transfer the principles of hospice care to the acute setting. The team consisted of four
clinical nurse specialists, supported when required by a consultant (who, in addition, had sessional
commitments at a local hospice) and a specialist registrar. Medical staff referred patients, who

were located on wards distributed throughout the hospital, to the team. Patients received specialist
intervention from the team, which focused on individualised assessment, advice, psychological support,
symptom control and evaluation in addition to their standard care. Other cancer patients not referred to
the palliative care team acted as a standard care control.

Koproski, Pretto and Poretsky, 1997 studied the effects of a diabetes team (a diabetes nurse educator
and an endocrinologist) on length of stay and other outcomes of hospitalisation in patients. A total of 179
patients were randomly assigned to receive usual care supplemented with (85/85) or without (94/94) a
diabetes team intervention. The diabetes team visited patients on a daily basis. Orders were written by
the endocrinologist after discussion had taken place with the primary care physician. Nutrition and social
work consultations were requested by the team, based on individual need. The control group received
care, usually in medical/surgical units, from physicians, nurses, nutritionists and social workers.
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Rubin et al, 2005 examined the effects of collaboration between an internist and psychiatrists on the
processes and costs of care among psychiatric inpatients. Patients in the intervention group met with an
internist who participated in their care by communicating with the patients’ primary care physician (PCP),
assessing needs, updating appropriate health maintenance services, managing chronic and acute
medical problems, and attending hospital work rounds. Patients in the usual care group were cared

for by psychiatric house staff who had rotations in the inpatient unit that lasted for a month. They saw
patients daily, and their progress was followed by one of the four psychiatric attending physicians who
were permanently assigned to the units. Consultations from medical specialists were obtained using the
usual hospital services.

Scott et al, 2005 assessed the economic and clinical implications of systematic long-term nutrition team
follow-up of patients after percutaneous endoscopic gastronomy. Intervention patients were visited at least
weekly by the nutritional support team (NST) nurse and/or dietitian while in the acute hospital and at least
monthly after discharge into the community. There was regular liaison between the NST and the ward

and PCPs, with advice and help on a proactive basis for any problems or questions that arose. Patients
and their carers were counselled, educated and trained in all relevant aspects of nutritional support, and
were given a telephone number to contact at any time, if required. Patients in the control group received
no specific input from the NST before or after discharge, which is standard practice. This did not exclude
referrals to the team if the ward or community team felt this was necessary; however, the level of input was
generally limited to advice only. The time and input of ward dietitians (not part of the NST) for setting up
home feeding and deliveries from the homecare company were common to both groups.

1B. Evidence: enhanced clinical expertise
Process measures

Some studies evaluated whether clinical guideline adherence improved in intervention patients. Overall,
results were mainly in favour of the intervention groups. Bogden et al (1997, 1998) found that, overall,
physicians accepted around 90 per cent of the recommendations made by the pharmacist; when
physicians declined the recommendations, the success rate for reaching the goals was significantly
lower (17 per cent versus 51 per cent) (intervention only). Gattis et al (1999) found that patients in the
intervention group were significantly closer to target ACE inhibitor dose at six months follow-up (1.0;

0.5 to 1 (25th to 75th percentile) versus 0.5; 0.19 to 1). However, no difference was found in prescription
of ACE inhibitors between groups (78 patients (87 per cent) in intervention versus 72 (79 per cent) in
control at follow-up). Significantly more patients in the intervention group received alternative therapy (9
(75 per cent) versus 5 (26 per cent)). Also, Koproski, Pretto and Poretsky (1997) found that significantly
more patients in the intervention (diabetes team) group had their blood monitored for glucose levels

(98 per cent versus 57 per cent), had insulin administration (69 per cent versus 25 per cent), received
education of any kind (87 per cent versus 37 per cent) and received nutritional education (76 per cent
versus 40 per cent). However, these results have to be interpreted with care since they were based on
post-intervention measures only. In addition, Rubin et al (2005) found positive effects for integrating

an internist in the psychiatry team for 12 of 17 processes of care measures, such as better needs
assessment (89 per cent = 1 4 per cent versus 59 per cent + 20 per cent), better health maintenance (56
per cent £ 34 per cent versus 3 per cent + 7 per cent) and coordination of care (81 per cent + 40 per cent
versus 40 per cent + 55 per cent). Scott et al (2005), however, failed to find positive effects on median
time to removal of PEGS and time to antibiotics treatment in patients receiving follow-up care by the
nutrition team.

Patient outcomes

Effects on patient outcomes were mixed. In their study, Bogden et al (1997, 1998) found that patients

in the physician—pharmacist team had a significantly greater reduction in total cholesterol levels (44

1 47mg/dL (1.1 £ 1.2mmol/L) versus 13 + 51mg/dL (0.3 £ 1.3mmol/L)), diastolic blood pressure (14
+11mm Hg versus 3 £ 11mm Hg) and systolic blood pressure (23 + 22mm Hg versus 11 £ 23mm Hg). In
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43 per cent of patients in the physician—pharmacist team cholesterol goals were met, compared with
21 per cent in control patients (a significant difference). Also, significantly more intervention patients
reached blood pressure goals (55 per cent versus 20 per cent). By contrast, Koproski et al (1997) found
no significant difference in blood glucose between hospitalised patients treated by a diabetes team
versus usual care patients. Studies that measured all cause mortality or survival generally did not find
significant results comparing their intervention with control patients (Dey et al, 2005; Gattis et al, 1999;
Gums et al, 1999a; Scott et al, 2005). Other clinical endpoints showed mixed results: Gattis et al (1999)
found significantly higher event rates in their control group, such as non-fatal heart failure (11 versus 1;
OR =0.08 (0.004 to 0.40), total non-fatal cardiovascular events (23 versus 8; OR = 0.31; 0.31 to 0.69),
and total events (36 versus 29; OR =0.73, 0.39 to 1.33). One study (Scott et al, 2005) evaluated patient
satisfaction with care, and showed no differences between intervention and control group patients.

Resource utilisation and costs

Studies that included resource utilisation and cost reported a wide range of outcome measures and did
not show clear effects in favour of the intervention or control groups. Several studies measured hospital
length of stay (LoS) and readmission rates. Gums et al (1999) found that antibiotic therapy intervention
by a multidisciplinary consult team reduced LoS in the intervention group by 37 per cent (9.0 + 0.5 days
in control patients versus 5.7 + 0.5 days in intervention patients). By contrast, others (Koproski, Pretto
and Poretsky, 1997; Rubin et al, 2005; Scott et al, 2005) did not find effects of the input of a team on LoS
of patients. Scott et al (2005) found no difference in readmission of patients with team care compared to
patients in their control group, while Koproski, Pretto and Poretsky (1997) found that significantly fewer
patients in the intervention group were readmitted (13 per cent versus 30 per cent). Bogden et al (1997)
studied the added value of pharmacists working closely with physicians. They did not identify significant
differences in medication charges, frequency of emergency department visits, referrals to dietitians and
ordered panels, although they did report more clinical visits in the intervention group (12 versus 9; p <
0.05). A mean reduction in medication charges of $6.80 in the intervention group compared to a $6.50
increase in the control group did not reach statistical significance (Bogden et al, 1998). Dey et al (2005)
reported that patients treated by a mobile stroke team were transferred significantly earlier to the stroke
rehabilitation unit compared to control patients (14.7 versus 24.4 days; Cl difference —17.0 to —2.6),
although the number of patients transferred to the unit was not different for intervention and control
patients. Also, they failed to find significant differences on their other measures: time to uptake of other
interventions, and number of patients receiving CT scans or anti-platelet therapy. Gums et al (1999)
measured several cost categories (antibiotic, laboratory, radiology, non-ICU, ICU, total room and board
costs) and found that geriatric assessment by a team led to lower hospital costs (total costs: $12,207

+ $1,042 versus $9,153 + $761 for the intervention patients). The implementation costs, however, were
$21,000 per year. Scott et al (2005) reported a similar number of referrals in patients treated by the
nutrition team compared to control patients, and the same number of contacts. Again, no statistical
differences were found in total costs of both groups of patients. Likewise, Rubin et al (2005) found no
significant differences in hospital costs as a result of adding an internist to the inpatient psychiatry team.
They also found no differences on their other measures in this category, which were hospital services
after discharge and emergency department visits.

2A. Interventions: improved coordination (n = 5)

Forster et al, 2005 evaluated whether adding a clinical nurse specialist (CNS) to physician teams in
hospitals that already had discharge planning services made a difference. In two teaching hospitals,
patients were randomly assigned to regular hospital care or care with a clinical nurse specialist. All

four general medicine teams participated in the study. These services primarily treat undifferentiated
and acute, multisystem medical ilinesses. Each team was supervised by a staff internist with a senior
(postgraduate, year 2) medical resident and varying numbers of postgraduate, year 1 residents and
medical students. If required, social workers, home care workers and physiotherapists facilitated patient
care. In the intervention teams, each of the four CNSs worked closely with their team to facilitate patient
care. CNSs prioritised their activities as follows: retrieving information collected by family physicians and
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consultants before admission; arranging in-hospital imaging, procedures and consultations; facilitating
patient discharge by arranging follow-up visits and providing patient education; and telephoning patients
early after discharge from hospital to answer questions and address early problems.

Huddleston et al, 2004 determined the impact of providing a collaborative, hospitalist-led* model of
care on postoperative outcomes and costs among adult high-risk patients having elective primary or
revision total hip or knee arthroplasties in a teaching hospital in the USA. Five hundred and twenty-six
patients were randomly assigned to either multidisciplinary collaborative hospitalist—orthopaedic team
(HOT) care (n = 251/232 before/after) or standard orthopaedic-managed practice (n = 254/237 before/
after). In the standard model of peri-operative care, the orthopaedic surgical team was responsible for
postoperative patient issues that required additional diagnostic evaluation or treatment throughout the
hospitalisation. The HOT care model was designed to integrate internal medicine faculty hospitalists
with the orthopaedic surgical team (largely interfacing with the surgical residents) and the orthopaedic
surgery nurses. Unlike standard practice, the hospitalist, rather than the orthopaedic surgeons, provided
all indicated postoperative medical care after the surgical team completed initial postoperative orders.
Hospitalists saw patients more than once a day and were able to order appropriate diagnostic tests and
medications.

Moher et al, 1992 determined the effect of a medical team coordinator (MTC) on the length of stay in

a teaching hospital. The MTC was a baccalaureate nurse, and her role was to facilitate administrative
tasks such as discharge planning, coordinating tests and procedures, and collecting and collating patient
information. Although these duties required the MTC to act as liaison between other members of the
clinical team, her primary role was to function as part of the house staff team. Control patients received
standard medical care.

Mudge et al, 2006 evaluated the effect of incorporating patient-centred multidisciplinary (MD) teams

in a general medicine service in a controlled before and after study. The internal medicine department
consisted of eight general medical teams grouped into four clinical units. Newly admitted patients were
allocated to a medical team according to a cyclical roster. Each team consisted of one to two consultant
general physicians, a registrar and an intern. A total of 1,538 patients entered the study, 792 of whom
were included in the intervention group and 746 in the control group. The intervention consisted of
several elements: the number of allied health personnel (AHP) was increased, which allowed for a
consistent individual member of staff for each discipline in each intervention unit; the MD team was
formed for every intervention unit, and comprised medical staff, allied health staff and the unit clinical
nurse consultant (CNC). The team provided care to all patients belonging to a unit, wherever their
physical location. A structured communication system involving daily team meetings was introduced,
with mandatory attendance by all disciplines, at which all patients in the unit were discussed. An explicit
planned discharge date and destination were also identified and documented in the team meeting within
24 hours of admission. On the other hand, control units continued their usual practice of medical and/or
nursing referral to ward-based AHP, where staffing was frequently inconsistent, leading to interruptions
in continuity of care and communication.

Yagura et al, 2005 evaluated the efficacy of a regular interdisciplinary stroke team approach on
rehabilitation outcome. A stroke rehab unit (SRU) with weekly regular interdisciplinary (ID) stroke team
conferences was compared with general rehab ward (GRW) care without such conferences in the
same rehabilitation hospital. On the GRW, ID team conferences were not offered, but patients received
daily rehab intervention, including rehab nursing care, physical therapy, occupational therapy and/or
speech therapy, and they received discharge planning by medical social workers. In both groups, the

* hospitalists are hospital-based doctors who manage admissions from the primary care doctor. They
coordinate all diagnostic tests and processes during the person’s stay, which allows the primary care
physician to do more office-based work.
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rehabilitation programme and the nursing care were identical. For the SRU group, discharge planning
was provided to patients by social workers based on the information presented at the weekly ID
conferences. However, for the GRW group, discharge planning was provided by the social worker as
well, based on the information he or she gathered from various team members. Conferences were held
irregularly only for those patients with unsolved medical or social problems.

2B. Evidence: improved coordination
Process measures

In these studies, hardly any processes were measured. One study reported on medical care information
provision (Moher et al, 1992). In a subgroup of this study’s population (n = 40), information was provided
equally to the control and intervention patients.

Patient outcomes

Some positive results were found in studies reporting on patient outcomes. Huddleston et al (2004)
found that most patients in the hospitalist-led team were discharged without complications (61.6 per
cent versus 49.8; Cl difference 2.8 to 20.7). Also, intervention patients had fewer minor complications
(30.2 per cent versus 44.3 per cent; Cl difference —22.7 to —5.3), although the frequency of intermediate
and major complications was statistically equal. Yagura et al (2005) found no significant differences in
functional impairment of intervention and control patients. Mudge et al (2006) reported that significantly
fewer patients in the intervention group died (31 (3.9 per cent) versus 48 (6.4 per cent)); however, this
was no longer significant after six months. Significantly fewer patients in the intervention group showed
functional decline in the hospital (3.2 per cent versus 5.4 per cent), and self-rated health was better in
intervention patients (data not provided). In addition, Forster et al (2005) and Moher et al (1992) did not
find any significant effects on mortality or occurrence of post-discharge events (Forster et al, 2005).

Three studies evaluated patient satisfaction. Forster et al (2005) found that patients in the clinical nurse
specialist group perceived the quality and processes of care to be superior: doctors had sufficient
information (70.4 per cent versus 58.1 per cent); patients were contacted by hospital personnel (49.6 per
cent versus 18.1 per cent); and overall quality was higher (8.2 £ 2.2 versus 7.6 £ 2.4). In addition, Moher
et al (1992) reported that patients in the intervention group were significantly more satisfied (89 per cent
versus 62 per cent; Cl 2 per cent to 52 per cent), whereas Huddleston et al (2004) found no significant
difference in patient satisfaction for their control and intervention patients.

Resource utilisation and costs

Overall, no clear positive (or negative) effects were identified regarding costs and resource utilisation.
Moher et al (1992) reported a significant shorter LoS in their intervention patients compared to control
patients (7.43 versus 9.40 days; Cl 1.02 to 2.92 days), although they did not find any differences in
readmission rates. Foster et al (2005) reported no significant differences in time to discharge, hospital
readmissions, time to ER or time to readmission. Huddleston reported patients in hospitalist-led team
had shorter adjusted LoS (5.1 versus 5.6 days; Cl difference —.8 to —.1). In contrast, Mudge et al (2006)
failed to find significant differences in LoS between team care and usual non-team care, as did Yagura
et al (2005), who also found no difference in discharge position. In addition, Mudge et al (2006) found no
significant differences in six-month readmission, inpatient bed occupancy and discharge to residential
care. Huddleston reported that physician costs were significantly higher in the HOT care model ($2,689
versus $2,367; Cl difference $175 to $484), although hospital costs and total medical costs were

not significantly different. Finally, Yagura et al (2005) did not find significant differences in costs of
hospitalisation between intervention and control patients.

3A. Interventions: enhanced clinical expertise and coordination (n = 10)
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Banerjee et al, 1996 investigated the efficacy of intervention by a psychogeriatric team in the treatment
of depression in elderly disabled people receiving home care from their local authority in the UK. Sixty-
nine patients were randomly assigned to the psychogeriatric team in the catchment area (n = 33/29
before/after) or usual care (n = 36/32). Each case in the intervention group was presented at a MD

team meeting, which included community psychiatric nurses, occupational therapists, senior and junior
medical staff, a social worker and a psychologist. The team formulated management plans for each
subject on an individual basis, as for any referral to the team. A team member acted as each person’s
keyworker. The study population differed in their management only by being assigned a doctor. The
control group received GP care. Patients, however, could be referred to the psychogeriatric team as
normal (which was the case in 6 per cent of controls).

Germain et al, 1995, in their RCT, aimed to decrease the LoS of hospitalised patients on a waiting

list for admission to an inpatient geriatric assessment unit (GAU), and to optimise use of the GAU and
other hospital services in an acute hospital in the USA. Experimental subjects received the consultative
services of a geriatric assessment and intervention team (GAIT) immediately after qualifying for GAU
admission, in place of waiting for GAU services. The GAIT was staffed by a consultant geriatrician,
social worker, physical therapist and geriatric nurse. GAIT consultations are initiated by referrals from
primary physicians who identify functional deterioration in their elderly inpatients. After completion of
comprehensive geriatric assessment, the team physical therapist and geriatric nurse began a variety
of therapeutic interventions. Upon referral, the geriatrician qualified patients for the GAIT. Each team
member assessed the patient. The geriatrician reviewed the patient’s medical condition and mental
status, followed patients regularly, and offered advice to primary care physicians concerning medical
management. The social worker visited all patients and families during the discharge planning period
for home care services or nursing home placement. The geriatric nurse conducted an initial nursing
assessment of all patients, was in contact with the physical therapist (who saw patients every day) on a
daily basis and served as liaison with families and nursing homes regarding implementation of aftercare
plans. The GAIT met weekly to discuss all assessment results. Control patients, having been accepted
by the geriatrician to the GAU waiting list, received a standard consultation, which usually involved a
review of medical conditions and screening for cognitive and functional problems by the geriatrician
with recommendation to primary care physicians for ad interim changes in therapy. The social worker
arranged the transfer. In this arm, several features of GAIT were missing: a) the team approach to
diagnosis, care planning and treatment; b) order writing responsibility for patients' geriatric problems
prior to their GAU transfer; and c) the early involvement of the geriatric nurse.

Hogan and Fox, 1990 researched the effects of a geriatric consultation team (GCT) in acute care in

a Canadian hospital. One hundred and thirty-two patients were allocated to management in the usual
manner by their attending physician (n = 66/65) or the services of the GCT (66/66), which comprised a
specialist in geriatric medicine, a nurse coordinator, an occupational therapist, a physiotherapist, a social
worker, a dietitian and a representative from pastoral care. The only person hired specifically for the
programme was the coordinator; the other members were reassigned from other duties. Initial contact
by the GCT was through a physician—physician consultation by the coordinator or the physician. Other
team members became involved as required. Full-team rounds were held each week. The emphasis

of the programme was on addressing functional problems and providing post-discharge follow-up. The
attending service decided whether or not to adopt the recommendations from the consulting service.

Lincoln et al, 2004 studied the effectiveness of stroke rehabilitation by a community stroke team. Four
hundred and twenty-one patients were randomised to either coordinated multidisciplinary rehabilitation
in the community (n = 189/154) or routine rehabilitation services (n = 232/175). The team included
occupational therapists, physiotherapists, speech and language therapists and a mental health nurse. It
exclusively treated stroke patients, thereby providing a specialist service. All patients were initially seen
at home by two team members and were discussed at weekly team meetings. Following these meetings,
the team allocated therapists according to the nature of the patients’ problems. All patients were seen

at their homes and were treated for as long as they were considered to be benefiting. The control
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group received services that were available to patients in each area, including day hospitals, outpatient
departments and social services occupational therapy. A list of alternative rehabilitation services was
provided to the referring agent (physician or patients).

Phelan et al, 2007 assessed the effect of a team of geriatrics specialists (senior resource team (SRT))
on the practice style of primary care providers (PCPs) and the functioning of their patients aged 75

and older in two primary care clinics in Seattle. The team consisted of geriatrically oriented clinicians.
These included one full-time fellowship-trained geriatrician, two half-time gerontological advanced
registered nurse practitioners and an off-site pharmacist with specialised geriatric training. The team
met weekly throughout the intervention period to address team operations and to ensure that they were
following a standard approach with each patient. The nurse practitioners first conducted an initial in-
clinic assessment and then scheduled a follow-up visit for the patient approximately two weeks after
the date of the initial assessment. Before the follow-up visit, the geropharmacist reviewed the patient’s
medication list and made recommendations to the nurse practitioner. The geriatrician reviewed the
findings of the initial assessment and reached a consensus with the nurse practitioner on clinical
priorities for the patient. Through a collaborative process including the patient, a final set of goals and

a proposed action plan were written. The team made medication changes and the nurse practitioners
provided telephone and face-to-face follow-up for issues each patient was working on, focusing on self-
management, support and the barriers assessed.

Rabow et al, 2004 conducted an RCT to evaluate an intervention in which an interdisciplinary team
offered palliative medicine consultation and direct services to outpatients, their families and their primary
care physicians (PCPs), in addition to the usual primary care. The team, called the comprehensive

care team (CCT), comprised a social worker, nurse, chaplain, pharmacist, psychologist, art therapist,
volunteer coordinator and three physicians who addressed physical, emotional and spiritual issues.

All team members except the volunteer coordinator had expertise in palliative care. The programme
integrated PCP consultation, case management, volunteer and group support, chaplaincy consultations
and artistic expression. The seven main components of the team were: 1) consultation with PCPs was
based on in-depth and follow-up patient assessments conducted by the social worker. Assessments
were presented to the entire team at regularly scheduled meetings; 2) the social worker provided case
management and offered psychological support in person and by telephone; 3) a nurse provided

family caregiver training and support through formal classes and informal individual consultations; 4) a
pharmacist performed a medical chart review of patient medications; 5) a chaplain offered spiritual and
psychological support; 6) patients and their families were invited to monthly support groups that included
discussions about symptom management and advance care planning; and 7) medical and pharmacy
students provided volunteer patient support and advocacy through weekly telephone contacts with
patients. Control patients received usual primary care only.

Schmidt et al, 1998 evaluated the effect of regular multidisciplinary team interventions on the
quantity and quality of psychotropic drug prescribing in Swedish nursing homes. Experimental homes
participated in an outreach programme that was designed to influence drug use through improved
teamwork among physicians, pharmacists, nurses and nurse assistants. A pharmacist from outside
the nursing home was assigned to spend one day a month in the intervention. He or she supported
cooperation and organised MD team meetings for nursing home physicians and nursing personnel.
Multidisciplinary team meetings were held on a regular basis (one a month) throughout the 12-month
study period to discuss the drug use of individual residents and to encourage participation. The aim
was to improve drug treatment and reduce the prescription of non-recommended drugs, as defined
by guidelines distributed to all physicians at approximately the same time at the start of the study. In
the control homes, no efforts were made beyond the normal routine to influence drug prescribing. In
Sweden, pharmacists visit nursing homes approximately once a year to supervise drug storage and
regulatory issues. Physicians and nurses discuss drug therapy as needed, but they generally have no
structured reviews nor meet as a group to discuss drug use with under-nurses and nursing assistants.

24 Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing



Results Quality Enhancing Interventions: Patient Care Teams

Schned et al, 1995 determined whether an outpatient team management programme for persons

with early chronic inflammatory arthritis would produce improved clinical outcomes and lower costs
than traditional, non-team, outpatient rheumatologic care in a clinic setting. The intervention had the
following characteristics: 1) the rheumatologist maintained ordinary primary or consultative services
and patient contact in a unconstrained manner; 2) a detailed standardised needs assessment interview
was conducted by the project director after randomisation; 3) a half-day education and management
programme for newly enrolled patients and family members or friends was conducted on site; 4) the
team of rheumatologists and allied health professionals met and reviewed all newly enrolled patients
monthly and all other patients quarterly; 5) patients were referred to any of the team members for care
based on demonstrated need noted by the telephone interviews; 6) standardised telephone interviews
were carried out every three months, and a defined formal written arthritis care plan was formulated and
updated quarterly by the rheumatologist for the patient and for the primary or referring physician. The
control group received traditional care in an unconstrained fashion from their primary care physicians
and rheumatologists. There was no standardisation of care in any way, and communication was usually
restricted to the office visit, occasional telephone calls, patients’ charts and letters.

Tijhuis et al, 2002, 2003 and van den Hout et al, 2003 compared the long-term effectiveness of care
delivered by a clinical nurse specialist (CNS) with inpatient team care and day patient team care in
patients with rheumatoid arthritis (RA) and increasing functional limitations. All patients randomised

to care provided by a CNS were seen by a nurse specialist attached to the transmural nurse clinics

of one of the six participating hospitals. The care provided by the CNS was additional to the usual
outpatient care provided by rheumatologists. The CNS provided information about RA and prescribed, in
consultation with the rheumatologist, joint splints, adaptive equipment and house adaptations if needed.
If indicated, the patient could also be referred to other health professionals such as an occupational
therapist, physical therapist or social worker. The MD inpatient team care and day patient team consisted
of a rheumatologist, occupational therapist, physical therapist and a social worker. Inpatients and day
patients followed a prescribed treatment programme of equal intensity for both groups and tailored to
their needs. Treatment goals and modalities were discussed during weekly MD team conferences. Apart
from the intervention period in the two team care groups, the decision to change or introduce disease-
modifying drugs and injections was left to the rheumatologist at the outpatient clinic in all three study
groups.

Vliet Vlieland, Breedveld and Hazes, 1997 compared the long-term effect of a period of 11 days of
inpatient multidisciplinary team care, followed by routine outpatient care in 80 patients with rheumatoid
arthritis (RA). Inpatient treatment consisted of primary medical and nursing care, daily exercise therapy,
occupational therapy and support from a social worker. Treatment goals and modalities were discussed
during weekly MD team conferences. During outpatient care, the prescription of medication and
paramedical treatment was left to the attending rheumatologist at the outpatient clinic in both groups.
There was no attempt to alter the treatment regime normally employed in the outpatient clinic.

3B. Evidence: enhanced clinical expertise and coordination
Process measures

Few studies compared the process measures of usual care providers and team care, and there were

no clear effects. Tijhuis et al (2002, 2003) compared the long-term effectiveness of care delivered by

a clinical nurse specialist (CNS) with inpatient team care and day patient team care in patients with
rheumatoid arthritis (RA). No differences in medical treatment (drug use or injections) were reported
between the three arms. Phelan et al (2007) did not identify significant differences in the specialist group
versus control patients for primary care physician management, prescription of high-risk medication and
proactive screening, and satisfaction or self-efficacy of primary care physicians. One study measured
for the intervention group whether the team treatment led to high rates of implementation of proposed
interventions (Banerjee et al, 1996). They found that 78 to 100 per cent of the proposed interventions
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by the psychogeriatric team were completed, except for outreach referral, where 43 per cent of the
interventions were completed.

Patient outcomes

Several studies measured patient outcomes. Overall, these studies showed mixed results for a wide
range of outcome measures. For survival rates, Germain et al (1995) reported that one-year survival in
patients treated by the geriatric assessment and intervention team was not significantly different from
survival in control patients. One study (Phelan et al, 2007) reported higher mortality in the intervention
group (11.5 per cent versus 7.6 per cent). Hogan and Fox (1990) found significantly longer survival

at 180 days in the intervention group, but not at 365 days. In addition, they found significantly higher
improvements in Barthel index after 12 months (75 per cent versus 44 per cent). Banerjee et al (1996)
found that significantly more patients in the psychogeriatric team group recovered from depression (19
versus 9, or 33 per cent; Cl difference 10 per cent to 55 per cent), or improved (27 versus 17, or 35 per
cent; Cl difference 14 per cent to 56 per cent). Fewer remained the same (2 versus 9, or 19 per cent; Cl
difference —35 per cent to —3 per cent), or became worse (0 versus 6, or 17 per cent; Cl difference —29
per cent to —5 per cent). Also, the change in mean depression rating was greater in intervention patients.
Rabow et al (2004) found that the odds for dyspnea in control patients were higher than for the patients
who received care from the comprehensive care team (OR = 6.07; ClI 1.04 to 35.56). Also, sleep and
anxiety improved in intervention patients. However, depression and quality of life scores were similar for
both groups. Lincoln et al (2004) failed to find positive effects of the community stroke team on functional
independence in activities of daily living (ADL), extended ADL, general health and quality of life. Schned
et al (1995), in their study on the effects of team-managed outpatient care, measured a wide range of
clinical measures, and found that all 16 were not significantly different for team care and control patients.
Vliet Vlieland, Breedveld and Hazes (1997) found that significant changes on a wide range of disease
activity outcomes were only present at short-term measures, although the proportion of patients showing
clinical improvement was, over the total period, higher in the intervention group than in the outpatient
group. In addition, Tijhuis et al (2002, 2003) compared the long-term effectiveness of care delivered by

a clinical nurse specialist (CNS) with inpatient team care and day patient team care in patients with RA
and increasing functional limitations. No significant differences were found in a comparison of clinical
outcomes among the three groups, or among the CNS group versus the two team groups. Finally,
Phelan et al (2007) found no differences in functional status and self-rated health for patients treated by
the team compared to the control patients, although intervention patients scored higher on psychological
well-being.

Some studies evaluated behavioural outcomes. Rabow et al (2004) evaluated patient satisfaction with
care and found no differences between intervention and control group patients. Lincoln et al (2004)
evaluated patient satisfaction with care (no overall difference) and knowledge of stroke (not significant).
They also measured how carers judged their general health (no difference between routine carers

and team members: how carers judged the burden of care (lower levels of strain were reported in the
intervention group (median 8 versus 10; IQR 5—10 versus 6—-12); and how carers judged their satisfaction
with care and their satisfaction with knowledge (both higher in intervention group). Finally, Tijhuis et al
(2002) reported that patients treated by clinical nurses were slightly less satisfied with their care than
patients in the two team groups (the VAS score was 73mm + 23 for nurse specialists versus 85mm + 19
in inpatients and 92mm * 10 in day patients).

Resource utilisation and costs

Overall, no consistent reduction in costs or resource utilisation was observed in the studies reporting

on these outcomes. Several studies included LoS as an endpoint. For example, Germain et al (1995)
found that patients receiving team care had significantly lower LoS (42.8 + 20.8 days versus 65.5 £ 23.5
days) in both high functioning and low functioning patients. However, Rabow et al (2004) did not find
effects of the input of a diabetes team in the LoS of patients. Several studies measured rehospitalisation
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or readmission rates but did not find significant differences on (re)admission between intervention and
control patients (Germain et al, 1995; Hogan and Fox, 1990; Schned et al, 1995; Tijhuis et al, 2002,
2003; van den Hout et al, 2003) or hospitalisations (Hogan and Fox, 1990; Phelan et al, 2007; Rabow et
al, 2004; Tijhuis et al, 2003). One study (Germain et al, 1995) reported significantly higher percentages
of patients discharged to home, especially in high-functioning patients (42 per cent versus 13 per cent

in high-functioning patients and 10 per cent versus 7 per cent in low-functioning patients). Finally,
Schned et al (1995) reported no differences in health professional visits, number of referrals, medication
provided, use of aids and devices, number of surgical procedures or the number of blood tests ordered.

Few studies reported cost categories. Tijhuis et al (2002, 2003) found that QALY differences in the three
arms of their study were less than 0.1 year (not significant). Significantly higher costs were reported for
the initial assessment and treatment of patients in both team care groups compared to patients in the
clinical nurse specialist (CNS) group (€5,000 for inpatient care and €4,100 for outpatient care versus
€200 for CNS). Although other healthcare and non-healthcare costs were not significantly different,
average total healthcare costs per patient were lower for the nurse group patients compared to the two
team group patients (€8,092 versus €16,581 and €13,252 respectively). Costs for society were also
significantly lower in CNS group patients versus the other two groups: at least €5,400. Over the two-year
follow-up period, no significant differences were found for the aggregate of rheumatoid arthritis quality
of life and QALYs based on the four different instruments used. The use of services and the introduction
of specific equipment were not significantly different between the three groups, except that, at two-year
follow-up, more inpatients than CNS group patients received home help (23 versus 10), and visits to

a clinical nurse specialist were more frequent in the CNS group than in the two team groups. Finally,
Rabow et al (2004) reported that patients treated by the outpatient palliative medicine team made fewer
visits to their GP and urgent care clinics (7.5 £ 4.9 versus 10.6 £ 7.5/0.6 £ 0.9 versus 0.3 £ 0.5), but no
differences were found with respect to specialty care clinics or emergency department visits. The mean
charge per patient was $4,711 + $73,009 in intervention patients versus $43,338 + $69,647 in control
patients.

4. Description of interventions and results derived from review studies

Two reviews were included in this category.

Malone et al, 2007 performed a Cochrane review to evaluate the effects of community mental health
team (CMHT) treatment for anyone with serious mental illness compared with standard non-team
management. Three studies were included, with a total of 587 participants. The CMHTSs in each study
were involved in multidisciplinary assessments of each person, followed by regular team reviews.

Care involved monitoring and prescribing medication and different forms of psychological intervention
(including family intervention), with a special focus on continuity of care. Standard care was coordinated
from hospital-based staff who assessed and treated people primarily in hospital outpatient and inpatient
settings. Care involved psychiatrists, nurses and social workers, but this was not closely coordinated and
was not carried out by a single team. Treatment covered the range of psychiatric interventions.

Process measures: No process measures were reported.

Patient outcomes: No conclusions could be drawn for the mental state of the participants. Patients in the
team group had more contact with the police (social functioning: RR 2.07; Cl 1.1 to 4.0). No differences
were reported in death from any cause. Fewer people in the team group were not satisfied with their care
compared to usual care (RR =0.37; Cl 0.2 to 0.8).

Costs: Lower admissions to a hospital were reported in team groups (RR 0.81; Cl 0.7 to 1.0), whereas no
clear evidence was reported on hospital admissions, use of emergency services, contact with primary
care and contact with social services.
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Mitchell, Del and Francis, 2002 conducted a systematic review to assess whether primary medical
practitioner involvement with a specialist team improved patient outcomes, the behaviour of medical
practitioners and the costs of health delivery. Seven studies were included, with 1,862 participants in total.
Patient groups included chronic patients (five studies), frail aged (one study) and orthopaedic referrals (one
study). They defined organised cooperation between primary medical practitioners and specialists as any
formal arrangement that linked the GPs with specialist practitioners in the care of patients. This definition
included case conferences between the GP and specialist (n = 1), shared consultations (n = 1), organised
consultations by GPs with patients in specialist inpatient units (n = 1), visits by specialist staff to a GP clinic
(n = 2), and formal shared care arrangements between the patients’ GPs and specialist clinics (n = 2). The
category ‘specialist’ included medical and nursing specialists.

Process measures: Four studies showed improved clinical behaviour for GPs. The three studies that
reported retention rates all demonstrated improved rates within programmes involving GPs compared
with standard outpatient specialist care of chronic patients.

Patient outcomes: The studies found mixed effects for physical outcomes. With a few exceptions, no
intervention group showed worse results. GP involvement in care led to greater patient satisfaction (four
studies) and patients felt better prepared for discharge from hospital when the GP was involved in pre-
discharge planning (one study).

Costs: Four studies showed improved waiting times. Mixed results were found on cost aspects. The
measurement of costs differed too much to allow for making comparisons.

5. Team characteristics as determinants of effect

We attemped to retrieve information on the professions and disciplines involved, the presence of a team
leader or coordinator, characteristics such as team size, age of team members or team tenure, and the
presence of explicit task descriptions of team members. In general, hardly any information on these topics
could be retrieved from the articles. In less than half of the studies, was any description (partly) provided
regarding the tasks of the team members. In just a few cases, information was provided about who in the
team was to be considered the leader or coordinator. None of our included studies provided information
regarding the number of team members, age and gender of team members or tenure of the team.
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Discussion

This review identified 28 evaluations of patient care teams. Enhanced clinical expertise was
demonstrated to have the potential to improve professional performance as measured by
appropriateness of care processes, but its impact on patient outcomes was mixed. Costs and resource
utilisation — if provided — seemed to remain mainly unchanged. Coordinated teams, as defined by a
narrow set of structures, showed some positive effects on patient outcomes but little impact on costs
and resource utilisation. Care process measures were infrequently examined in studies on coordinated
teams. Finally, enhanced expertise and coordination showed some limited effect on patient outcomes
only. We conclude that enhanced clinical expertise seems to be an important component of patient care
teams, while the added value of improved coordination remains uncertain.

Discussion of main findings

Enhanced clinical expertise

We identified eight studies in which a team member was added to the care because of his or her
added clinical expertise. Given the consultative character of these interventions, one would expect

to find impact on care process measures, such as those reflecting guideline adherence, and thus —
ultimately — improved patient outcomes. Indeed, most of these studies measured such outcomes, and
results were at least partly in favour of the intervention groups. For instance, Gums et al (1999) found
improved performance of physicians when a clinical microbiologist and infectious disease specialist
provided recommendations on antibiotic therapy and monitoring, leading to shorter length of stay and
total hospital costs in the intervention group. Two studies evaluated the effect of programmes that
encouraged teamwork between physicians and pharmacists on attempts to improve guideline-compliant
care in patients with high cholesterol levels and blood pressure (Bogden et al, 1997, 1998) and heart
failure (Gattis et al, 1999). In both studies, positive results were reported for process measures as well
as for (intermediate) patient outcomes. These findings are in line with a recent Cochrane review on the
expanding role of pharmacists. This review reported that studies that compared pharmacist services
targeted at health professionals versus the delivery of no comparable service demonstrated that
pharmacist interventions produced the intended effects on physicians’ prescribing practices (Beney,
Bero and Bond, 2000).

Although at least partially positive results were reported in terms of process measures, studies showed
mixed results regarding patient outcomes. For instance, a relatively well-conducted study found no effect
of the advice of a mobile stroke team to the responsible clinical team on mortality and morbidity (Dey et
al, 2005). This conclusion is in line with the findings of recent reviews. For instance, a Cochrane review
on shared care interventions (across primary and secondary care) in chronic disease management
concluded that there is, at present, insufficient evidence to demonstrate significant benefits from shared
care apart from improved prescribing (Smith, Allwright and O’'Dowd, 2007). There could be several
reasons for the absence of a relation between process measures and patient outcomes, including
inadequate length of follow-up, inadequate case-mix adjustment or insufficiently responsive outcome
measures. Alternatively, the underlying clinical research evidence may be interpreted as being too
optimistic in relation to treatment effects. We suggest that further exploration of the link between process
and outcomes is needed, but that enhanced expertise is a potentially effective component of patient
care teams.

Improved coordination

Five studies were identified that focused on adding a coordinator to the team (three studies) or
improved communication and coordination structures (two studies). Patient outcomes seemed to
show some positive results, especially on ‘soft’ measures such as patient preferences. But given that
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mainly coordination was improved, one would expect an impact on resource utilisation and efficiency
of healthcare delivery. All five studies included such measures. Huddleston et al (2004), for example,
reported shorter adjusted length of stay in patients treated by the collaborative, hospitalist-led model
of care. They reported higher physician costs, although hospital and total medical costs were not
significantly different. However, overall, there is very little evidence to conclude that resource utilisation
and costs reduce as a result of improved coordination in patient care teams, although some studies
reported shortened length of stay. These mixed findings are in line with a Cochrane review, which
compared the effects of closely coordinated community mental health team treatment with standard
non-team management (Malone et al, 2007). They reported that lower admissions to a hospital were
reported in the team group, while no clear evidence was reported on admittance to emergency services,
contact with primary care and contact with social services. No differences were reported in death from
any cause. Fewer people in the team group were not satisfied with their care, compared to usual care.

Enhanced clinical expertise and coordination

Ten studies were identified in which the intervention contained both clinical expertise and coordination.
Process measures were hardly reported, and the studies showed mixed results regarding patient
outcomes and little effect on costs and resource utilisation. We therefore found little evidence to
conclude that the combination of enhanced coordination and expertise added value compared to
enhanced clinical expertise only or improved coordination only. It was not possible to disentangle the
influence of specific components of these teams with enhanced expertise and coordination because
these were not well described and analysed. One study (Tijhuis et al 2002, 2003; van den Hout et al,
2003), which compared care provided by a clinical nurse specialist in addition to the usual outpatient
rheumatologist care versus both multidisciplinary inpatient and day patient team care, showed that
standard ‘full’ multidisciplinary care may not always be preferable, since the full inpatient and day patient
team approach did not lead to better results in terms of clinical efficacy and led to higher costs.

Evidence derived from reviews

Finally, two reviews were identified by our search. Given the fact that the reviews included different
interventions (specifically Mitchell, Del and Francis, 2002), we did not classify them under the three
categories we used for the description of the single studies. Mitchell et al (2002) concluded that
cooperation between GP and specialist did not seem to affect physical outcomes but may have
improved retention rates, patient satisfaction and the clinical behaviour of GPs. However, only seven
studies were included and conclusions may be based on one study only. Malone et al (2007) concluded
that community mental health teams may in some respects be superior to non-team standard care.

Methodological considerations

We encountered difficulties in defining a sensitive search strategy with a feasible number of potential
eligible studies. Given the high number of hits when ‘patient care team’, as a MeSH term, was included,
or team search terms in the title and abstract were used, ultimately, the search was limited to terms
which only appeared in the titles of papers. We therefore realised that relevant studies would be missed.
This explains why there was little overlap with selected studies from an earlier review (Lemieux-Charles
and McGuire, 2006). We tried to overcome this problem by snowball sampling from the identified
studies. For example, Huddleston et al (2004) was not identified in our search, but was later included
because we identified a summary of that paper in our search. The sample sizes of the included studies
were often small and the methodological quality was often rather poor, therefore limiting our ability to
draw firm conclusions on the basis of our sample of included studies. In addition, it was often unclear
what the expected effects of enhanced team approaches were, and therefore what scientific hypothesis
was tested in the evaluation. We grouped studies to three subgroups of teams rather than according to
setting or other factors. In doing so, we may not have paid enough attention to the context in which the
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care took place (for example, outpatient versus inpatient care (Hearld et al, 2008; Lemieux-Charles and
McGuire, 2006)). This limits the external generalisability of our conclusions. Finally, some of the studies
included comparisons across different settings, which may also have confounded the effects. Despite
our efforts to collect information regarding the impact of potential determinants on team effectiveness,
no conclusions could be drawn owing to the limited availability of this type of information. Intervention
studies which focus primarily on improving team functioning by altering team characteristics or
processes probably include a more comprehensive set of factors.

Despite the possible limitations, this review has a clear strength. In previous studies, outcome measures
were highly heterogeneous, thereby making comparisons across studies difficult (Lemieux-Charles and
McGuire, 2006). Since different teams may be effective in relation to different outcomes, in this review,
we classified the type of outcome and grouped the studies according to the underlying objectives of

the teams (enhanced clinical expertise, improved coordination, and a combination of these features). In
doing so, we gained insight into the relative importance of these elements. A better understanding of the
relevance of mechanisms underlying teamwork is important for both decision makers and for the design
of future studies on the impact of clinical delivery teams.

As we based our conclusions on experimental designs only, evidence on the outcomes of patient care
teams is strong. Observational designs (including process evaluations, case studies and ethnographic
studies) have a high risk of bias with respect to conclusions on effectiveness. However, there is an
ongoing debate in the literature whether interventions such as patient care teams and teamwork may
be too complex to measure in an RCT (Norman, 2003). For instance, according to Salas et al (2005),
teamwork is dynamic, and its manifestation can vary based on a vast number of variables such as team
environment, type of task, individual difference and perceived workload. Therefore, it has been argued,
to fully understand such a construct it is insufficient to take a single ‘snapshot’ of team performance.
Instead, teamwork should be sampled during a variety of conditions and situations, including laboratory
and applied research settings (Salas et al, 2005). Thus, other waves of research focus primarily

on dynamic processes of collaboration that improve interteam work around patients (Kerosuo and
Engestrom, 2003; Leonard, Graham and Bonacum, 2004; Salas et al, 1992), using a range of qualitative
methodologies such as team performance measures on single teams (Jeffcott and Mackenzie, 2008;
Salas et al, 2008), situation analysis (Outhwaite, 2003), ethnographic and interview methods (Hunter

et al, 2008) and video feedback (Carroll, ledema and Kerridge, 2008).These studies may be helpful

in building new theory, especially in identifying the process factors that will eventually lead to better
outcomes and identifying the conditions under which this will take place. These studies would ideally
be complemented by experimental designs to explore whether relationships that are observed in
observational studies also hold in experimental designs.

Implications for health policy

Improving quality in healthcare has become a priority for countries worldwide. Figuring out how to
achieve this in an evidence-based manner without adding to the already unsustainable cost burden is
an imperative. This means that we must go beyond invocations such as ‘we need more teamwork’ to
understanding with precision exactly when, in what circumstances and with what properties teamwork
contributes to better patient outcomes. For this reason, we specifically tried to examine different team
subgroups.

Policy makers can create and optimise stimulating environments and conditions such that workers in
diverse healthcare settings are able to perform to the best of their ability. The following conclusions and
recommendations for health policy makers may be drawn from our review:
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1. Enhanced clinical expertise: the available research indicated that adding clinical expertise
may indeed improve appropriateness of care, although this did not consistently translate into
improved patient outcomes. This may be due to the relatively short follow-up periods of most
studies. It remained unclear what investments were made to achieve these improvements. We
suggest that putting in additional resources may be acceptable, as they are an investment in
better patient outcomes, but that formal evidence on efficiency would be helpful for decision
makers.

2. Regarding enhanced coordination, the available research did not show a consistent reduction
in resource utilisation or costs, as might have been expected. We suggest that the intended
effects of enhanced coordination, either through an added human coordinator or through
additional coordination structures, should be examined. If reduced utilisation and costs are
indeed the aim (for example, by shortening hospital stay), the mechanism by which this is
achieved should be clarified. Currently, there is only limited evidence to suggest to decision
makers that adding a team member with coordination tasks or introducing more coordination
activities has a beneficial effect.

3. Coordination may be most effective when combined with added expertise and integrated into
an appropriate organisational context. Similar results were found for these studies as for those
with improved coordination alone.

4. Despite our in-depth analysis of the studies, the amount of detailed information provided on
patient care teams in terms of team structure, processes and outcomes was limited. This
hinders our ability to make strong recommendations on levels for effective team environments
and conditions.

5. Questions regarding cost-effectiveness of team approaches cannot be answered adequately
because of the lack of sufficient studies. Additional resources for teamwork may be acceptable,
as they are an investment in better patient outcomes, but formal evidence on efficiency is
not available. The intended effects of enhanced coordination, either through adding a co-
coordinator or through introducing coordination structures, are worthy of further exploration. If
reduced utilisation and costs are indeed at the aim (for example, by shortening hospital stay),
the mechanism by which this is achieved should be clarified. Currently, there is very limited
evidence to suggest to decision makers that enhanced coordination in patient care teams has a
beneficial effect.

6. Decision makers wishing to know what components contribute to the success of teams and
how patient care team interventions can be optimised should plan evaluations alongside
strategic programmes to enhance patient care teams. Careful consideration should be given
to how to interpret these programmes. As yet, it is often unclear how the results of these
measures should be interpreted. For example, if consumption of nurse-led care is higher
than consumption of care provided by physicians, does this mean that nurse-led care is less
favourable? Outcomes should therefore be related to cost consequences.

The evidence may be weaker than might be expected by policy makers and managers in supporting a
case for investment in resources for coordination, which is often a very high priority for policy and public
interest in healthcare. The usual arguments can be made that research methods may be responsible
for the weaker than expected findings. Studies did not consistently focus on outcomes where one

would expect to see most effect. On the other hand, one might focus on the strength of the finding

that enhancement of clinical expertise in teams does, as expected, appear to be associated with
improvements in the delivery of healthcare.
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Implications for research

This review has focused on two potential ingredients of effective teamwork: more clinical expertise
and better coordination in patient care. From a research perspective, the challenge in our review
was to extract features that contribute to successful teamwork. We formulated the categories from
the information provided by authors on the objectives of the teams and from the description of the
intervention components. We focused on a team structure attribute (adding expertise) and a team
process attribute (adding coordination). From the analysis we make a number of observations:

1. Interventions to enhance patient care teams are not well described in research publications.
We strongly recommend that the description of the content, integrity and context of these
interventions is improved (or that a link to sources where such information can be found is
provided).

2. Reports on studies of patient care teams should follow guidelines for the evaluation of complex
interventions in healthcare (Medical Research Council, 2008). Currently, studies do not
consistently focus on outcomes where one would expect the most significant results. Only
when more information on the interventions and their context is provided can we start to learn
about factors associated with effects on performance, patient outcomes and costs.

In addition to robust reviews taking a clinical epidemiology perspective to build theory, more explorative
reviews should be conducted including a range of qualitative methodologies.
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Appendix A: Search strategy for QQUIP teams review in

Number of hits

PubMed
# Search term
1 Team (TI)
2 Teams (TI)
3 Teamwork (TI)
4 Teamworking (Tl)
5 10R20R30R4
6 Interdisciplinary (TI)
7 Inter disciplinary (TI)
8 Multidisciplinary (TI)
9 Multi disciplinary (TI)
10 Interprofessional (TI)
11 Inter professional (TI)
12 Multiprofessional (TI)
13 Multi professional (TI)
14 6 OR70OR80OR90OR100R 11 OR120R 13
15 Collaboration (TI)
16 14 AND 15
17 50R 16
17 Publication Date from 1990, Humans, English
18 EPOC study design criteria
19 17 AND 18 AND 19

9,757
1,909
1,073
18
12,658

3,421
28
4,118
243
614
41
109
46
8,579

4,328

228
11,828
5,098,227
7,272,377
2,252
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Appendix B: Search strategy and results per database

Date +
number
Database Source Search terms of hits
PubMed University | #((CCCCCCCCCcccoeeeee(Randomized Controlled Trial[ptyp]))) OR 25-01-
library (((Controlled Clinical Trial[ptyp])))) OR (((Comparative Study[ptyp])))) | 2008
OR (((Evaluation Studies[ptyp])))) OR ((“comparative study”))) OR Number of
((“effects”))) OR ((“effect”))) OR ((“evaluations”))) OR ((“evaluating”))) hi?s- 2 952

OR ((“evaluation”))) OR ((“evaluates”))) OR ((“changing”)))

OR ((“changes”))) OR ((“change”))) OR ((“interventions”))) OR
((“intervention”))) OR ((“impact”))) OR ((“random allocation”))) OR
((“post test™))) OR ((“posttest”))) OR ((“pre test”))) OR ((“pretest”)))
OR ((“time series”))) OR ((“experimental”))) OR ((“experiments”)))
OR ((“experiment”))) OR ((“intervention studies”))) OR ((“intervention
study”))) OR ((“controlled clinical trial”))) OR ((“randomised
controlled trial”))) OR ((“randomized controlled trial”))

and
#Limits:

(“1990”[PDAT]: “3000"[PDAT]) AND “humans”[MeSH Terms] AND
English[lang]

and
#Interdisciplinary collaboration and team search terms:

((((((((((“interdisciplinary”[TI])) OR ((“interdisciplinary”[TI])))
OR ((“multidisciplinary”[TI]))) OR ((“multi disciplinary”[TI])))
OR ((“interprofessional”[TI]))) OR ((“interprofessional”[TI])))
OR ((“multiprofessional”[TI]))) OR ((“multi professional”[TI]))))
AND ((collaboration[TI])))) OR ((team[TI])) OR ((teams[TI])) OR
((teamwork[TI])) OR ((teamworking[TI]))
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Appendix B: Search strategy and results per database

Database

Source

Search terms

Date +
number
of hits

PsycINFO

University
library

#(((evaluation studies) or (evaluation study)) or (evaluations)

or ((evaluate) or (evaluates) or (evaluation)) or (pretest) or (“pre
test”) or (“time series”) or (intervention study) or (intervention
studies) or (controlled clinical trial) or (randomised clinical trial) or
(randomized clinical trial) or ((change) or (changes) or (changing)) or
((experiment) or (experiments) or (experimental)) or (interventions)
or (intervention) or (impact) or (random allocation) or (posttest) or
(“post test”) or (comparative study) or ((effect) or (effects))) and
(LA:PSYI = ENGLISH) and (PY:PSYI >= 1990)

nd
# ((((collaboration ) in Tl) and (((“inter disciplinary”) in TI)
or ((multidisciplinary) in Tl) or ((“multi disciplinary”) in TI) or
((interprofessional ) in Tl) or ((multiprofessional ) in TI) or ((“inter
professional”) in Tl) or ((interdisciplinary) in TI) or ((“multi
professional”) in Tl))) or (((teamworking) in Tl) or ((teamwork) in TI)
or ((teams) in TI) or ((team ) in TI))) and (LA:PSYI| = ENGLISH) and
(PY:PSYI >=1990)

and

# ((general practice or medical or physician* or medicine or
clinician*) or (patient or patients or inpatient or inpatients or
outpatient or outpatients or hospital or hospital* or healthcare or
health institution* or primary care or primary practice* or family
practice®)) or ((community health) or (clinical) or (nurses) or (mental
health) or (care) or (caregivers)) and (LA:PSY| = ENGLISH) and
(PY:PSYI >=1990)

Note: No selection on study type (as done in Pubmed)

15-02—-
2008

Number of
hits: 750

EMBASE

University
library

#1(((evaluation studies) or (evaluation study)) or (evaluations)

or ((evaluate) or (evaluates) or (evaluation)) or (pretest) or (“pre
test”) or (“time series”) or (intervention study) or (intervention
studies) or (controlled clinical trial) or (randomised clinical trial) or
(randomized clinical trial) or ((change) or (changes) or (changing)) or
((experiment) or (experiments) or (experimental)) or (interventions)
or (intervention) or (impact) or (random allocation) or (posttest) or
(“post test”) or (comparative study) or ((effect) or (effects)))

#2((((collaboration ) in Tl) and (((“inter disciplinary”) in TI)

or ((multidisciplinary) in TI) or ((“multi disciplinary”) in Tl) or
((interprofessional ) in TI) or ((multiprofessional ) in TI) or ((“inter
professional”) in Tl) or ((interdisciplinary) in TI) or ((“multi
professional”) in TI))) or (((teamworking) in Tl) or ((teamwork) in TI)
or ((teams ) in Tl) or ((team ) in TI)))

# (((general practice or medical or physician* or medicine or
clinician*) or (patient or patients or inpatient or inpatients or
outpatient or outpatients or hospital or hospital* or healthcare or
health institution* or primary care or primary practice* or family
practice*)) and (LA:EMBV = ENGLISH) and (PY:EMBV >= 1990))
and (#2 and (LA:EMBV = ENGLISH) and (PY:EMBV >= 1990)) and
(#1 and (LA:EMBV = ENGLISH) and (PY:EMBV >= 1990))

Note: Limited selection on healthcare

08-02-
2008

Number of
hits: 1,208
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Date +
number
Database Source Search terms of hits
Web of University | # Topic=(Caregiver* or care or nurse* or “mental health” or 15-02—
Science library “‘community health” or clinical or ((general practice or medical 2008
or physician®* or medicine or clinician*) or (patient or patients or
: ; . . . . . Number of
inpatient or inpatients or outpatient or outpatients or hospital or hits: 349

hospital* or healthcare or health institution* or primary care or
primary practice* or family practice®)))

Databases=SCI-EXPANDED, SSCI, A&HCI Timespan=1990-2008

and

# Title=((((collaboration)) and (((“inter disciplinary”)) or
((multidisciplinary)) or ((“multi disciplinary”)) or ((interprofessional))
or ((multiprofessional)) or ((“inter professional”)) or
((interdisciplinary)) or ((“multi professional”)))) or (((teamworking)) or
((teamwork)) or ((teams))) or ((team))))

Databases=SCI-EXPANDED, SSCI, A&HCI Timespan=1990-2008

and

# Title=((((evaluation studies) or (evaluation study)) or (evaluations)
or ((evaluate) or (evaluates) or (evaluation)) or (pretest) or (“pre
test”) or (“time series”) or (intervention study) or (intervention
studies) or (controlled clinical trial) or (randomised clinical trial) or
(randomized clinical trial) or ((change) or (changes) or (changing)) or
((experiment) or (experiments) or (experimental)) or (interventions)
or (intervention) or (impact) or (random allocation) or (posttest) or
(“post test”) or (comparative study) or ((effect) or (effects))))

Databases=SCI-EXPANDED, SSCI, A&HCI Timespan=1990-2008

Note: Limited selection on healthcare
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Appendix B: Search strategy and results per database

Database

Source

Search terms

Date +
number
of hits

Cumulative
Index to
Nursing &
Allied Health
Literature
(CINAHL)

University
library

# (((((collaboration ) in TI) and (((“inter disciplinary”) in TI)

or ((multidisciplinary) in Tl) or ((“multi disciplinary”) in TI) or
((interprofessional ) in TI) or ((multiprofessional) in TI) or ((“inter
professional”) in Tl) or ((interdisciplinary) in TI) or ((“multi
professional”) in TI))) or (((teamworking) in Tl) or ((teamwork) in
TI) or ((teams ) in TI) or ((team) in TI))) and (LA:NU = ENGLISH)
and (PY:NU >= 1990)) and ((((evaluation studies) or (evaluation
study)) or (evaluations) or ((evaluate) or (evaluates) or (evaluation))
or (pretest) or (“pre test”) or (“time series”) or (intervention study)
or (intervention studies) or (controlled clinical trial) or (randomised
clinical trial) or (randomized clinical trial) or ((change) or (changes)
or (changing)) or ((experiment) or (experiments) or (experimental))
or (interventions) or (intervention) or (impact) or (random allocation)
or (posttest) or (“post test”) or (comparative study) or ((effect) or
(effects))) and (LA:NU = ENGLISH) and (PY:NU >= 1990)) and
(LA:NU = ENGLISH) and (PY:NU >= 1990)

and

# ((((collaboration) in TI) and (((“inter disciplinary”) in Tl) or
((multidisciplinary) in TI) or ((“multi disciplinary”) in TI) or
((interprofessional ) in TI) or ((multiprofessional ) in Tl) or ((“inter
professional”) in Tl) or ((interdisciplinary) in TI) or ((“multi
professional”) in TI))) or (((teamworking) in TI) or ((teamwork) in TI)
or ((teams ) in Tl) or ((team ) in TI))) and (LA:NU = ENGLISH) and
(PY:NU >= 1990)

and

# (((evaluation studies) or (evaluation study)) or (evaluations)

or ((evaluate) or (evaluates) or (evaluation)) or (pretest) or (“pre
test”) or (“time series”) or (intervention study) or (intervention
studies) or (controlled clinical trial) or (randomised clinical trial) or
(randomized clinical trial) or ((change) or( changes) or (changing)) or
((experiment) or (experiments) or (experimental)) or (interventions)
or (intervention) or (impact) or (random allocation) or (posttest) or
(“post test”) or (comparative study) or ((effect) or (effects))) and
(LA:NU = ENGLISH) and (PY:NU >= 1990)

Note: no selection on healthcare

08-02-
2008

Number of
hits: 2,052

Database
of Abstracts
of Reviews
of Effects
(DARE) +
HTA + NHS
EED

www.crd.

york.ac.uk/
crdweb

# (team:ti OR teams:ti OR teamwork:ti OR teamworking:ti)

or
# multidisciplinary:ti AND collaboration:ti

or
# interdisciplinary:ti AND collaboration:ti

or
# multiprofessional:ti AND collaboration:ti

or
# interprofessional:ti AND collaboration:ti

15-02—-
2008

Number of
hits: 68
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Date +
number
Database Source Search terms of hits
Cochrane University | # “team in Record Title or teams in Record Title or teamwork in 15-02—
Database of | library Record Title or teamworking in Record Title 2008
giitizvn\::tlc or Number of
# “multidisciplinary in Record Title and collaboration in Record Title hits: 6
or
# “interdisciplinary in Record Title and collaboration in Record Title
or
# “multiprofessional in Record Title and collaboration in Record Title
or
# “interprofessional in Record Title and collaboration in Record Title
World Health | www.who. | #title “team” OR title “teams” OR title “teamwork” OR title 15-02—
Organisation | int “teamworking” 2008
IISI:‘::E)gse or Number of
(WHOLIS) #title “multidisciplinary” and “collaboration hits: 67
or
#title “interdisciplinary” and “collaboration”
or
#title “multiprofessional” and “collaboration”
or
#title “interprofessional” and “collaboration”
Organisation | www.oecd. | # (multidisciplinary and (team or teams or teamwork or 29-02—-
for Economic | org teamworking) and “healthcare”) and year>=1990 and year<=2008 2008
Cooperation
and or Number of
Development # (interdisciplinary and (team or teams or teamwork or teamworking) | hits: 23
(OECD) and “healthcare”) and year>=1990 and year<=2008
or
# (interprofessional and (team or teams or teamwork or
teamworking) and “healthcare”) and year>=1990 and year<=2008
Note: the number of hits were not useful, because it was not
possible to search within title words)
Sociological | University # ((Tl=(team or teams or teamwork or teamworking)) or 22-02-
Abstracts library (TI=((interprofessional or interdisciplinary or multidisciplinary or 2008
multiprofessional) and collaboration))) and (((general practice
) . L Lo . Number of
or medical or physician* or medicine or clinician*) or (patient or hits: 32

patients or inpatient or inpatients or outpatient or outpatients or
hospital or hospital* or healthcare or health institution* or primary
care or primary practice* or family practice®)) or ((community health)
or (clinical) or (nurses) or (mental health) or (care) or (caregivers)))
and (((evaluation studies) or (evaluation study)) or (evaluations)

or ((evaluate) or (evaluates) or (evaluation)) or (pretest) or (“pre
test”) or (“time series”) or (intervention study) or (intervention
studies) or (controlled clinical trial) or (randomised clinical trial) or
(randomized clinical trial) or ((change) or (changes) or (changing)) or
((experiment) or (experiments) or (experimental)) or (interventions)
or (intervention) or (impact) or (random allocation) or (posttest) or
(“post test”) or (comparative study) or ((effect) or (effects)))
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Appendix C: Data collection forms

Review

50

First author and year
Type of the review
Aim of the review
Search period

Data sources
Number of studies
Included study design

Procedure study selection and data
extraction

Language (inclusion criteria, and actually
included)

Countries (inclusion criteria, and actually
included)

Brief description of the intervention
Brief description of the control condition
Setting

Clinical domain

Main outcomes

Findings per outcome category:

o Clinical outcomes

o Behavioural patient outcomes

> Process of care outcomes

o Provider outcomes

o Resource utilisation

o Cost-effectiveness and cost outcomes
Conclusions

Study limitations

Our comments

Other study design

First author and year
Study design

Aim of the study
Study period

Number of participants (randomised,
before and after in all groups)

Country

Setting

Clinical domain

Brief description of the intervention:

o Professions and disciplines involved
> Presence of team coordinator

o Team tenure

o Explicit task description team
members

Brief description of the control condition:
o Professions and disciplines involved
o Presence of coordinator

o Usual care provider tenure details

o Explicit task description usual care
providers

Findings per outcome category:

o Clinical outcomes

o Behavioural patient outcomes

o Process of care outcomes

o Provider outcomes

o Resource utilisation

o Cost-effectiveness and cost outcomes
Conclusions

Our comments

Study limitations
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Appendix D: Excluded studies and reason for exclusion

If a study did not meet one of the criteria, it was not further examined whether the other criteria were met

Author, year Design Intervention  Other
Naiji, 1994 X

HSE report, 2002 X
Bellomo, 2004 X

Aberg-Wistedt, 1995 X

Agius, 2007 X X
Aneman, 2006
Anderson, 1999 X
Bellomo, 2004
Bithoney, 1991
Baggs, 2004
Bakewell-Sachs, 1991
Boland, 1996 X
Bakheit, 1996 X

Bond, 1991 X

Bristow, 2000 X

Dewachter, 2007 X
Bell, 2005

Ball, 2003
Chaboyer, 2004
Chaboyer, 2004
Chung, 2007
Cohen, 1991
Corser, 2004
Costantini, 2003
Bostrom, 2003
Cowan, 2006
Dacey, 2007
Britton, 2006 X
Buist, 2002 X

King, 2006

Eappen, 2007

Evans, 2002

Felton, 1995 X
Fisher, 1996
Francke, 1999
Gales, 1994
Haig, 1991
Hanks, 2002 X

x

X X X X

X X X X X X X

X X X X
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Author, year
Hassell, 1994
Hearn, 1998
Higginson, 2001
Higginson, 2003
Palmer, 2000
Hillman, 2005
Hughes, 2000
Jack, 2004

Jack, 2006
Johnson, 2005
Jones, 2005
Jones, 2007
Karjalainen, 2001
Karjalainen, 2001
Khetarpal, 1999
Hultberg, 2006
Kucukarslan, 2003
Laffel, 2002

Le, 1998
Jansson, 1992
Levetan, 1995
Martin, 1994
McCrone, 1994
McDonnell, 2002
Mickan, 2005
Muijen, 1994
Kennedy, 2002
Naylor, 2004
Kennedy, 2005
Rowley, 1995
Britton, 2000
Faulkner, 1999
Soifer, 1998
Stephens, 2006
Litaker, 2003
Stroebel, 2000
Suarez, 2004
Vliet Vlieland, 1997
Webster, 1999
Nikolaus, 2003
Ovretveit, 1993
Waldenstrom, 2000
Richardson, 2000

52
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Author, year Design Intervention  Other
Robinson, 2005 X
Upchurch, 2007 X

Vliet Vlieland, 2004
Teague, 1995

Vliet Vlieland, 2004
Vos, 2003

Hanson, 1999
Williams, 2002 X
Ziran, 2003 X

X X X X X
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Appendx E: Methodological quality studies

RCTs
First author, year A B C D E F G
Huddleston et al, 2004 + ? + ? ? ? -
Banerjee et al, 1996 + + + + + + -
Bogden et al, 1997 - + + + + ? -
Dey et al, 2005 + ? + + ? + -
Forster et al, 2005 + ? - + ? + -
Gattis et al, 1999 + ? + + ? 2 -
Germain et al, 1995 + ? + ? ? 2 -
Gums et al, 1999 ? ? + + ? + -
Hogan and Fox, 1990 - + + - + + -
Koproski, Pretto and Poretsky, 1997 ? ? ? ? + ? -
Lincoln et al, 2004 + ? - - - ? -
Moher et al, 1992 + ? + ? ? ? 2
Phelan et al, 2007 + + + + + + +
Rabow et al, 2004 - ? - + + + ?
Rubin et al, 2005 ? ? + ? ? ? ?
Schmidt et al, 1998 ? + + ? + ? +
Schned et al, 1995 ? ? - - + ? -
Scott et al, 2005 + ? + + 2 2 -
Tijhuis et al, 2003 + ? + + + + -
Yagura et al, 2005 - ? + + + 2 -
Vliet Vlieland, Breedveld and Hazes, 1997 + ? + + + + -

A = concealment of allocation; B = follow-up of professionals; C = follow-up of patients or episodes of
care; D = blinded assessment of primary outcomes; E = baseline measurement; F = reliable primary
outcome measures; G = protection against contamination
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CBAs
First author, year A B C D E
Mudge et al, 2006 - + + - +
Mudge et al, 2006 - + + + +

A = baseline measurement; B = characteristics for studies using second site as control; C = blinded
assessment of primary outcomes; D = protection against contamination; E = reliable primary outcome
measures; F = follow-up of professionals; G = follow-up of patients or episodes of care

Reviews
First author, year A B D
Malone et al, 2007 + + +
Mitchell, Del and Francis, 2002 + + +

A = search period specified; B = databases specified; C = data extraction by at least two reviewers; D =

search terms specified; E = quality assessment provided; F = methodological quality reported

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing

55




Appendix F: Results per study

Quality Enhancing Interventions: Patient Care Teams

(payiodal [ans) Bis ou) dnoub jo43u0d Ul 8seaIoul

G'9¢ pue ‘dnoib uonuaAlBlul U S8B1RYD UOIEDIPAL UBSW Ul UORONPaI §'9g :S1S0D uoisuaiadAy
(olojselp pa||0Jju0ouUN
h sueishyd | pue ojjojsAs) sjene| ainssaid poojq M sjusieq
Aq pauljosp a1am %t/ ‘SUOlEpUBWIWOIa) Z9| apew Jsioew.eyd ;jeuonippy ur 8bueyd synjosqy 'z :A1epuoassg . ol md. n
dnoub |043u00 Ul BH WWEZ F || SA BH wiwizg aJed ensn eeding
_ . (bH wwoe mojaq dljo)selp EMe
F £Z sl dnoub uonuaaialul ul 8inssaud 2110)sAs ul sulpaq "dnolb |osyuod ul BH ‘0b1 Mojoq ainssaid o10jsAs) SA vSn/iiemeH
wuwl F ¢ sABH wwyl F 1 st dnolb uonuaalsiul ul ainssald O1j0ISEIP Ul BUIDA g s|eob ainssaid poojq paulene | uomwes) sioewueyd 00L=u 8661
(%02 SA %SG3) sjeob payoeas dnolb uonuaaiaiul ul sjusied ajow Ajuesiubls | oym sjuaied o, °| :Arewrid —ueloisAyd 19y ‘le 30 uapbog
uedisAyd Aq psayoalal siam
Suol}epUSWWOal Uoi}o8[as sbnup Jo %6 “Bulonuow jusied o) piebas Yim %ce
pue ‘abesop Ja}je 0} piebal yim %6 ‘uoneanpa yuaned o) piebal yyim |je) sueioisAyd
Aq pajdope alem wayj O %06 ‘SUOHEPUBWWIOIBI 98| apew jsioewleyd :[euocnippy
(6sAg)) dnosb
uonRUBAJBIUI Ul SHISIA [e1UlD alow Ajjueanubis “sjaued pasap.o pue sueniaip
0} s[elJajal ‘syisiA Juswyledap Aouabliawsa jo selousanbaly siem Jou ‘sdnolb
OM} UBaM}aq Jualayip Apueoiyiubis Jou sem abJeyd uoiedipaw :s}0ayd Jayl0 "¢
(%Gt 10 LG SA %}G 10 §1—/) 108)48 Juedliubls ou s10}oe}
ASH Z uey) joma} ypm sjusied U] (%t 10 9E/G SA %8E 10 YE/E|) SI00B) HSH 7 2
10 gH9D yim syuaned ul Jebie| Apueoiyubis uonuaAlajul JO 193)3 "X8S 10} paljies
uaym os|e (%LG SA /| a1 4amo| Ajueaiiubis ajel ss999ns uay) jsibojooewseyd
10 uonepuswwodal pauldap uedisAyd usym :dnolb uonuaaisiul) Juediubis
Kjleonsness ‘dnoub [043uod Ui %z SA %g dnolb uonuaalalul Ul 8jel $$829N3G 7 |019)S3]0YD
(g1 =d) 9seasIp Jeay AJeuo.iod pue siojoe) pojeAs|e
uoI9INPaI Ul USLIOM PUB USLW USBM]SQ 89USIaLIP [BONSNEIS ON “(T//0WWy’, ¥ Z°0 %SH Uo yuspuadap sjeob (we.boud Uimjusied
SA /IOWWIZ’ F 0') {USLUOM Ul 99UBJSLIP JUBOIIUBIS *(|01)U0S Ul /joWW 0 F £°0 uoeaNp3 [018}S8j0YY [EUOHEN) Jusneding
SA UOIJUBAJB)UI Ul TJ/l0WWE’ | F G'L) sdnolB om) usemiag juatayip Ajueoiyubis d3ON JO JUBWSASIYIY "¢ -19U30 8leaEnsn .
10U UsW Ul uonanpay “(J/oww €°LF €°0) Tp/BWLG F €L SNSIoA (/jowwz’} F |°}) Jusw|oJua dulBseq SA VSN /1eMeH
p/BW 1 F H paUIOSp WIE UOHUSAISIUI B} Ul S|9AS| [048)SB|0YD [B10] "|043U0D 0} WoJ} UOIJeJjusduod [048)sa]j0yd [ejo} | yJomwes) jsioewleyd 00L=u 1661
paJjedwods dnolb uonuaAlaul Ul [0J8)S8|0YD [E]0} Ul uononpal Jable| Ajueoubig | ui abueyo synjosqy '} :Atewnid —ueisAyd 104 ‘le 3@ uapbog
s)insay sainseaw awodynQ uoljuaAIdu| uo}Ipuod Jeak
‘Buipyas ‘A1unod ‘loyjne jsii4
‘azis ajdwes
‘ubisap Apnig

Apnjs 1ad s)|nsay : 4 xipuaddy

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing



Quality Enhancing Interventions: Patient Care Teams

Appendix F: Results per study

((%92) G s (%S2) 6) Adesayy saneuss)e
paAigoal dnolb uonuaaiaiul ui syusied aiow Ajuesiiubis “(dn-mojjo} 1e j03u0d ul
(%62) 2/ SA uonusAsBiul Ul (% /) sjuaned g7) sdnolb ussmiag asn Joyqiyul IOV

Ul 92UBJaHIp 0u INg * (| 03610 ‘G°0 SA | 03 G0 “0°}) dN-MOJ|0} SYUOW g JE B8SOop
Joyquyul 30V 19b.ey 0} Jesoo Apueoiyiubis aiam dnolb uonuaaisiul Ul sjusiiled g

(€€’ 016€°0

‘e/°0 = HO ‘62 SA 9¢) dnoub uonuaniaiul sA dnolb [013uod ul Jaybiy syusas [0l

(6970 03 1£°0 '1£°0 = HO ‘8 SA £7) dnoJb |ouod

ur Jaybiy Apueoiiubis siem sjusAe JejnoseAcipled [ejej-uou [ejo “(4°0 0} #00°0) aied ensn oin _MEMHMQ
80°0 = HO ‘I SA |}) dnoub jos3u02 ul Jaybiy Appuesiyiubis ainjie) jeay |ejej-uoN elep [eoluly 'z SA ! ta H
s syuanedin
(6%'20121°0) 6570 = HO ‘dnoJb |013U02 Ul BAI pUB UOIUSAJSIUI Ul 931U} (aan|ie} y3E8Y 10} SIA Juswiedep wea) WSHEANO
:sdnoub om] ay) usamiaq Juaiayip Ajpuesiiubis Jou Ajerow esnes-|le/yiesq fousBiawsajuonesieydsoy/usne | juswabeuew ainjie; vsn
(B1s) (€9°0-90°0) 220 = HO 9} dnob ain|ie} }Jeay pue Ayjeliow/yiesp) | Jeay o} jsioeweyd 18} =u 6661
[03UOD Ul PUB { UOJJUSAISUI Ul 8Jn|ie) 1Jeay [ejej-uou pue Ajjerow asneo-|Iy ‘| sjuaAg ‘| :sjuiod pus Alewld [BOIUIID JO UOHIPPY 10¥ ‘le 30 sij3en
(lopoinz pue ‘SNO
pue/xapul [aylleq) sainseaw ayi| Jo A)i[enb Jo 8WOJ)NO0 [euo)oUN) Ul SBIUBISHIP ON 1000INT 'KINBABS BX0IIS J0)
Je|ILIS SBM UOIJUSAIS)UI JBY}0 Jo axejdn (SND) 8]E9s [ealBojoinau uelpeue) g
0} BWI} ING ‘(LG 0} 0'LL— 9oUBIBYIP |D ‘SKep 'tz SA L L) dnoiB [01U0O UBYY | e swooyno [euOROUN; Jo} XapUl (esey
Jaljiea Ajuesijiubis Jun geyal axous 0} paliajsuel) dnof uonuaaBul Ul sjusled lay1Ieg :psiousp Aflewlo} JoN o180 |Bnsn ejnoe) eyouig
JlUn geyal 8%0)s O} PaLIB)SUE.} Jaquinu uj Jo Adelay) 8189 pasijeuonnIsul sA sjuenedul
19191e1d-)UE ‘sueds | 9 Buinieoal sjuaned Jo Jaquinu ul aousIayp Jueolubis oN joyesq e &ocmvc.&% wes) N
Syjuow | 1e Jou syaam g je sdnoib usam)ag aduaIalIp ON ‘g pue ‘g Jo yjes( "z :Kiepuooag 5Y0.3S B]IqOW/8IED 80g = U
SyuoOW Z|/sqoam g je sdnoif usamjaq aousIsip ON | Ayeyop ‘| :Arewnid ayous pasiuebio 104| <00z ‘le3e Ao
sjinsay saJnseaw awodng uoljuaAIdU| uopIpuod Jeak
‘Buipyas ‘A1unod ‘loyjne jsii4
‘azis ajdwes
‘ubisap Apnig

57

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing



Appendix F: Results per study

Quality Enhancing Interventions: Patient Care Teams

(yueorubis) uoieyNSuo [BUOKLINU PBAIBDBI %01 SA %9/ (%€ SA %.8)
puny Aue jo uonieanpa pey pey dnoib uonuaaajul ul syuaied alow Apuesiiubig
(%SGZ SA %69) UOIELISIUILPE UINSUI 10} WaP! (%G SA %68) [9As] 8500N|6 Joj

paJojiuow pooiq Jisyy pey dnoib uonuasaiul ul syusiied alow Apueoyiubis ¢
[umoys jou ElEP] SYUOW g 1B paulewal 198448 pue (%ZE SA %SGl 10 ‘0¢
SA €1) syluow ¢ je papiwpeal dnoib uonuaaaiul Ul sjuaied Jomey Apueoyiubls ‘¢ SUONE)NSUOD R so190eIq
(dnoub jo:puod Ul £'6G F 6'€S1 99IAJ8S [BIO0S PUB UONLINU pUB m dnosb o.__ o susnedu
SA UOJUBAJBIUI Ul 019 F 9SG 1) SAN0IB omy oy} usBMIaq ©oUBIBHIP JUBDIUBIS ON  “Z | Bujio)uow as0on|6 ‘UoneASIUILPE uil [04uo) .
(L'LLF 1P SNSI9A 00 ulinsul Joj salug 'y ‘ajel SA vsn 1661 ‘Misjaiod
T 6°2| :sisoubeip A1epuoodss pue ‘dnoib |0J)U0D Ul G'g F €0} SNSJSA UOIUBAIBIUI uoIssIWpeay ‘¢ ‘|0uod asoon|b uoluaAIBUI 6.1 =U pue opaid
ul /'9 ¥ g/ sisoubeip Arewd) sdnolb om} ay) usamiaq soualayip Juediubis oN | pooig ‘z ‘(so7) Aeys jo yibua 'L wes) sajagelq 12y ‘Iysoidoy
€ 9WI) Je SUOIIUBAIBIUI UBBMIB] 92UBIBYIP JUBDINUBIS G "¢ "2 'L
Z W1} Je SUOIJUBAISIUI USBM)B] 92UBISLIP JUBRDIIUBIS 7 °|
(auljaseq) | awiy Je SUOUBAIBIUI UBSMIB] 9UBIBHIP JUBIIUBIS G ¢ '¢
(00'1-¥2'1-9¢") ueaw) %y 9z (01'1-81'L—2Z LuesW) %8'6 ‘¥ (0S5 1—95'L a1e0 aAel|Bd
—9/') Ueaw) %8'y| ‘¢ (00'2-80'2¢~+Z' UBBW) %, 0} ' (v2'}-8.1-80'C Uesw) Jusnedu|
%¢°91 "1 :(Juswanoidwi %) dnoib a1eo [ensn ul swiy JoA0 JuswaAoidwi ueoyiublg dnoib ‘
(9%'0~bL'0-8°0 UBSW) %G'Zh 'S {(26'0-81'}-08"} UESW) %6'8y ¥ vonedysuog g|  1%AUO% SERIENSN AN
(80'L—2¥' L2z uBBW) %8'LG '€ (98" 12 |—9¥'C UedW) %/ v 2 {00 L2y’ L-2€C ‘Bluwosu| {7 ‘easneN ‘¢ SA 00} =u
ueaw) %6°9S ‘| :(Juswanoidwi %,) weas} Dd Ul Wi} JaA0 Juswanolduwi Juediiublg ‘BIXaI0UY "Z ‘Uled ‘| (|00} YOVd | Wea} aied aAljel|jed vao | €00Z ‘le1d yoer
%L1 Aq payoalal suonuanlayul paysabbng "L
1eak/000'L2$ :s3s09 uonejusws|dw| ‘g
(91} = Y suono81109
/suoisnjoxe 81048q) (su) G¢'1 = ¥y "(paIp syusied 8y} JO Gz JO %02} :|04u0d
SA /21 10 %€°9 :uonjualaiul) sdnoub yjoq usamiaq jueaiyubis Ajjeolsieis joN ‘g
uonuaAlaUl 9oue)dacoe
/2v9°2$ Aq peonpal :1s00 [epdsoy Uelpsw ‘UonuaABIulyOY Yy Aq paonpal uepishyd "o} ‘(yoeoidde <
sabieyo yuaned ueipajy ‘dnoib uonuaasyul ur samo| Ajpueaiiubis sysoo [eydsoH Aseuydiosipiaju Bupuswadwi (Aessaosu
el = e . 1500 [ejidsoy pajewns3 pue Adelay) soseasp
19/ ¥ €G1°6 SA Z¥0°L F 20221 dnoub uonuanajul ul Jamo| Apueaiiubis sjsood [ejo] ‘9 .J "soBieyo Juened |e1o] - ‘sobleyp | ONoldnUE BuluIeoU0D w:ozopa_
(shep NOI-UON °G ‘sebieyd N9 b ‘p1eoq SuolepuUsIWOd3l . d
G'0F LG SAQ QT 06) dnob uonuaaiaiul Ul Ja1Ioys (sAep ¢°¢) %/°9¢ Apueoiubis g DUE WOOY '€ ‘saoiAlas ABojoipes Buipiroid) wes) jusijedu]
(sRkep @0 F €2 SN L'L F ¥7'6) [enba Ajjeonsness sAep ND| uelpsy v pue Aiojeioqe| ‘SoNj0IqIUE 10} Aseuydiosipniniy vsn
(sKep g'0 F £°G SA [043U0D Ul SKep ' ¥ 0°6) dnob sjuanjed o} sebiey) -z :A1epuodseg SA ZGz=u 6661
uonuaAJaul Ul Jaloys Ajpueoiiubis (%12¢) sAep ¢'¢ S0 ueipaw :Aejs jo yibuat | (g07) Aeys jo yibue | :Arewnid aled |ensn 10¥ ‘le 3o swng
sjinsay saJnseaw awoosng uoljuaAIU| uopIpuod Jeak
‘Buipyas ‘A13unod ‘loyjne jsii4
‘azis ajdwes
‘ubisap Apnig

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing

58



Quality Enhancing Interventions: Patient Care Teams

Appendix F: Results per study

uonoejsies yusied/sied
2JoM SB ‘Je|IUIS 8I9M 9E4S JO Sjuswa|e JayjQ ‘dnoib uonusaelul Joy (perussald

10U S|Ie}op) 9¢4S 1€ 0D Jo Juswajd Buiuonouny [BIO0S UO s} nsal Jajjeg ‘9
&S
(10u0D Ul §Z ‘UOIUSAISIUI UI @) SUOISSILIPESI Ul 92UBJSLIP JUBOIHUBIS ON ¢
(¢ @1qe} Ul pauonuaL
Keys Jo yibus) Jo syoadse Juaiayip) sdnoib om) ay) usamiaq Jejiwis SoNseIs S0 ¢
((851-0) L1 sA (€¥—0) 8) @sn dlj0lqUE JO SUOKEIND 'Z B|qe} (uonuinu)
ul payloads suoiel|dwod (skep (99e-11) €11 SA (99€-9) 09) O3d J0 [erowal 10D "9 ‘snjejs aUIDIPaW [BUISIU|
0} awy) sdnolb om} ay) usamiaq [enba Ajjeo1ISIIE]S [|B B19M SBWON0 [edIulD [BUOILIINN °G ‘SUOISSIWpPESY “§ AUNWLwoo
‘(papinoad ejep jeuonippe ou) sdnoif omy ay) usamiaq Jejiwis sem Ajelon g ‘507 "¢ ‘suoneoldwod ::m;.m&:o Ul
(81509 J0 SuUOISIAIpgNS pajielap sapirold G ajqe] ) [ealul|9 'z :Arepuodeg 8lea [Bnsn .
"(99uBIaIp %Lz ‘sdnolb uonuaAlalul Ul SIBJIOP GOG'GL F 0SE‘EL PUE [0U0D Ul S9IIAJSS JO SN SA An
LGS Ol F 8G8‘9)) SIS00 [B10} Ul 92UsIaLIp [BaNsHels ON (%SG SA %ZG) S19BIU0D Juaned pue ejep 1S09 }iun) JIAJ9S Awouounseb ¢l =u
JO Jagquinu swes pue (%86 SA %96) Sdnoib Yjog ul selsyel Jo Jaquinu JejwiS | y)[eay jo sisoo [ejo] | :Atewiad | Jaye wes} uonunN 10¥ | 5002 ‘Ie 3@ Boos
(dnoiBgns
10} z J1aye|) syisia Aouabiawa ‘sAep
jusiiedul eydsoy {s3s09 |ejidsoy
[B10} ‘G0 :@Sh 8SJN0JaY g
abieyosip pue
uoissiwpe je siapirold aieo Alewnd
Buijjeo :a1e0 jo uoneuIpJoo)
90104 )SB| S9IAI9S SAlUBASIH
SN uo pabpnl alem saoinles
2310 9oueUdjUIBW Y)eay djeldolddy
SAZ'E F |'L) SusIA Juswyiedap Aousbiows 10 9'6L F ' SA sAep yusnedui ¢°| | F "suoljoeal Bnip esisnpe
Z'v) ob1eyosip Jaye saolnles [eydsoy Ul saouaIayip ON ‘(SJe|op £0/°G F 8GG°g SA [enusyod Joy Bu00] ‘}S1| UOEIIPSL
21G6‘9 F 225‘g) sdnoib om) usamiaq Juaiayip Ajueoniubis jou s3s09 [eydsoH (g2 Bunepdn ‘swajqoud jo 1s1) Buizepdn sjuened
F6°0L SAG FG'LL) dnoub |013u0d SA uonuaAlalul Ul Jualaip Apueaiiubis jou o g PapPN|OUI JUBWSSOSSE SPasN o_:m_;oxmn_
_ _ dnoub aieo [ensn o
(GG ¥ 07 SA OF F 1) dnoub uopuaAsBiul (seo1nu8S UieBY sjuaijedu
Ul J8}}9q OS[e 8Jed JO UOIIBUIPI00D pue (£ F € SA #€ F 96) dnoub uonuaalayul Ul Bunepdn ‘sws|qoid Bunuswnoop SA
Japaq aoueusiulew yyesy (0z F 65 SA 1 F 68) dnolb uolusalsul Ul Js)jeq Jluswissasse spasu Buidojonsp wes)} vsn
JUSWISSOSSE SPasu :a1ay pajussald ale s8109s Alewwns AjuQ ‘Jueoiiubls ‘aJe9 Buijeuiplood) isiuleiul jesduab | AsjeiyoAsd jusijedul 6EL = U 5002
alom /| JO Z| ‘@1ed Jo $$9904d UO $8100S Ja)aq pey dnoib uousAIslul  “| | B JO SUOIIOUNY :BIBD JO S8SS8001d ‘| | 0} ISIUIB)UI JO UOHIPPY 104 ‘e 3@ uigny
sjinsay saJnseaw awodng uoljuaAIdU| uopIpuod Jeak
‘Buipyas ‘A1unod ‘loyjne jsii4
‘azis ajdwes
‘ubisap Apnig

59

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing



Appendix F: Results per study

Quality Enhancing Interventions: Patient Care Teams

(Su) 10J3u0D Ul 2,98 SA UOIUBAIBYUI Ul SYuslied Jo %,00) 0} papiroid uolewlou| G
(%2s
0} %Z 1D ‘%29 SA %68) pausnes dnoib uonuaniaiul ul sjusned alow Apuesiubis
. sjun
(su) j013u00 Ut (%})) 81 SA PBRIWPESI BIOM UOKUBAIBIUI Ul (%9]) Sjusied 2z ¢ BuIyoEa) [EOILI
(su) jo13u00 U (%9) § sA 8b1eYISIP BI0JQ PBIP UOKUBAISIUI UI (%) Slusled 0L "2 [BOIPOW [EJBUSS)
(010 ‘xos ‘obe) so|qelIeA JuBIaYIp |BIOASS 0160 [ens syuaijedu
Joj palyielis g0 sepiroid € a|ge] "syolep Wa)sAs A10jenalio Joj aAlebau hco_HmEk_oE_ eDBUE
pue saseasip aAlsabIp Joj aAisod 199))3 ‘sal0bejes uoleunssp abieyosip 8.eJ [eDIPSIN °G -UoNDEjSleS SA PEUued
pue abe ‘xas 10} 198)J8 Jueoiubis oN ‘(skep z6°Z 01 20'} 19) dnoJb [o1u0d Jualled v :0y = U dnoibans (9LN) Joreulpioo L9¢=u 2661
0} patedwod Aejs Jo yibus) Jayioys Apueaipiubis pey dnolb 9] |\ Ui sluailed “L|  SUOISSIWPESY "€ ‘yieaq ‘g ‘S0 °L wea} |ealpap 10¥ ‘le 3@ Jayop
(290°1$ 0} 188—$ @oUBIBYIP |D ‘€8Z'GL
SA€/E'GL PUB (9£9 0} 960~ SOUBIBYIP [D ‘9L6'ZLS SA ¥89'ZL$) JusIalIp
Apueaiiubis jou aiam S3S09 |BIIPSW [BJ0} PUE S)S09 [Edsoy Ing ‘(¥81$ 01 G/ 1L
9oUBIAYIP D ‘£9€°2$ SA 689°2$) LOH utl Jaybiy Apueoiyiubls :sjsoo ueishyd g
(ydesb
Ajuo ‘papinoid sanjea ajnjosqe ou) | OH pallejaid solpaedoylio pue sesinN
(ydeub Ajuo ‘papincid sanjea ajnjosge ou) JBLIP JOU PIp UONIEJSIeS JUdlled '€
(1= 03 g'— @ouBIBYIP 1D 'SAep 9°G SA |'G) S0 pajsnipe Japoys pey | OH Ul sjuslied g Kisejdoiype
(' 01 £ 2— @2UBIBYIP 1D dauy/diy
: aJeo pabeuew
‘%E’L 01 %E"L PUB %9'9 0} %1 'z~ 3IUBIBHIP |D ‘%'t 0} %6°0) [BND3 Aj|Banishels oIpaedoylo w JEPUEIS Buipaau sjusijed
suoneoldwod Jofew pue ajeipawialul Jo Aousnbaly {(¢G— 01 /'Zz— souaialp _ Siso ueloisAyd pue | > syuenedu
1D ‘%€ ¥ SA Z'0€) Suoneoldwod Joulw Jame) pey sjuaned 10H (202 0182 _[e1dSOH °G :80ualajeId JopIA0Id y SA .
80UBJBYIP |D 8'6Y SA %9°19) SUOIEDI|dWOD INoyyIm pabieyasip | OH ul sjuened ‘uofoe/sies JusNEd ¢ :AIepuodss (LOH) vsn
1S0|N (%) uonosyul Joesy Areunn (%g|) Joasy aaieiadojsod (%0¢) selijewiouge §07 '¢ ‘ejed uoneo|dwod wes} olpsedoyiio 9cg=u 002 ‘1e
8)A|0.100]9 a1om 8jel uoleol|dwod aanesadolsod Juanbaly jsopy | :Alewlid aAljelado-jsod | :Atewtd -1slieydsoH 104| 3o uoysa|ppnH
uopoeyshies jusiiedul g ‘yyesp |endsoy
0} dwl] */ ‘UoIssiwpeal 0} dwi] "9 ul syusied
(250°0 = d) @oueanubis yoeal jou pip siyy ybnouyyje ‘(dnolb jo1uod ‘yleaq ‘g ‘uoissiwpeal |e}dsoH ‘i %o.mcc_v_. I
Uly'Z 9L SASND Ul Z'Z ¥ 2'8) Janeq sem a1ed jo Ayjenb [lesan0 (182] %1 '8l “UsiA Y3 oy swiy ¢ :Kiepuodag 210 Jejnboy suenedu
sA [29] %9'6t) [puuosiad jeydsoy Ag pajoejuod Buiaq pajeoal syusiied pue swojdwAs Buipnjour (8B1eyosip SA yehedul
(dnob jouu00 Ut [06] %} 8 S [G6] %P 0L) UONeuLIOjul JuaIOLNS pey si0joop. 1ayje sAep g 1N0ge) JusAs (wesy) (SNO) EPEUED
-Jouadns aq 0} 8180 Jo ssav0.d pue Ajjenb panieosed dnoib SNO Ul SlUslied "8 | sfieyosip-sod e Jo 8oUBLINDIQ 7 1sijeioads asinu 0Z9=u 5002
sdnoJB uonUBAIB)UI PUB |0JJUOD USSM]] SoUBIBHIP JuBDLIUBIS ON /=] ‘syjesp [eydsoy-uj °| :Arewd [BOIUID Y)IM BleD) 10¥ ‘|e 32 Ja)sio4
sjinsay saJnseaw awoosng uoljuaAIU| uopIpuod Jeak
‘Buipyas ‘A13unod ‘loyjne jsii4
‘azis ajdwes
‘ubisap Apnig

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing

60



Quality Enhancing Interventions: Patient Care Teams

Appendix F: Results per study

(papinolad sjans) yueoniubis

ou ‘Jaramoy) dnouf uonusAsiul Ul O pue ¢ s dnolb [03u09 Ul syusijed | pueg
(papinoad sjana] JueonIubis ou ‘Jlanamoy)
sjuessaldapnue paaigoal sjuaijed UoUBAISIUI JO %69 SA Sjudlied |04JU0D JO %9] '€ jun oLelyoAsd o) soueniwpe
(%et) Jwes) oujeIyohsd o) [essjey b
[eLla}a4 yorauno 4o} }daoxe ‘paje|dwod alem suoiuaaleiul pasodold o 9%001-8/. ‘Z uoissaidap Jo juswabeuew ‘¢
SU (6°L—0°0) £'0 sem sjuessaidapijue jo 10848 Jo} [peyO 'L :U01}09S Spoyjaw ul pajiodal JoN (Kiopjo
(€— 0} 01— sjutod u1 8UBIBHIP |D) ¥'9 F 9'LL SAG'Q (iAluo uonusnseul) sueld [1BJ)) SOLIIRLISE)
F ¢'g— ‘dnoJb j013u02 ul ueyy dnoib uonuanslul Ul Jsjesld sem abueyd SHAVIN L | Juswebeuew pasodoid axeydn ‘g Aunwwos
(G— 01 62— 90UaIBYIP D %/} =10 9 SA () 8SI0M BWED] 10 (€~ 0} GE— BOUBIAHIP (SHAYN| 5,80 4o prepuers o
19 ‘%6110 ‘G SA ) SWes ay) paulewal Joma) pue (9G 0} 7| SOUIBHIP D ‘%SE ‘a|eos Bunyes uoissaidap Biagsy
10 ‘J1 SA ) panoisdu syusiyed atow Ajueosijiubis (GG 0 0 @oUBIBlIP [D (%EE AJswoBjuop pue 8109s | YDJOY) SA 69=U 9661
10 ‘G SA g) paJanooal dnoab uonuaalaiul ul syusied siow Apueoyiubis ; yD3ov | uoissaidap wolj A1on0day *| | wes} ouelsboyohsy 104| ‘leie aslisueg
AJ1JoASS 10} palylje}S USYM Jou OS|e ‘@ouaiayip Jueoliubis oN g ep _ma>co_ﬁmm__mﬁ_awo;
‘ . 4031509 °G ‘Aejs |eydsoy Jo 9Y0J}s [eniu]
A)IBASS 10} PaIYIEIIS UBUM JOU OS|E ‘90Udlayip Juediubis oN 't WBUST  (SVIS) 195 JUaWISSasse (MYS) pIem . g
K)11aA9S 10§ POYIELS USYM JOU OS|E ‘S0UBIBYIP JUEDYIUBISON €|  juswuiedw syous ¢ :A1epuodag | UOHENIGEUSI [E10UsD) [BdSOY Sjuanedul
(%0 SA %P'2P) YD Ul UBY} NYS Ul swoy o) pabieyosip sjusied aianss uosodsip SA ueder
alow Apueoiubis pamoys Aj1anas oy BuiAjnel)s ‘@ouaiayip Juediubis oN ‘g oBIeyosIq 'z (N14) ainseaw (wes} =) (NYS) Hun 8/} =u 5002
A)IBASS 10} PaIYIEIIS USUM JOU OS|e ‘9oualayip Jueoiiubis oN || juswiiedwi jeuonound ' :Aiewrld | uoneyjigeyss a4ong 10¥ (lwesg) ‘|e 30 eAnBeA
#81$ dnoib uonuaniayul Joj Jualjed Jad 30 [eUOIIPPE |[BIBAQ
dnoJb uonuaniaiul 10} 193))8 Jayaq os|e uosiel| abieyosip pue Adelay}
yoaads ‘UoiLINU ‘HIOM [B1D0S ‘] O "991AJ8S Y)[eay paljje Aue Joj (syusied 905
SA /BE J0) %6°€9 SA %z €S Do ‘saainias yyeay 0} ssaooe Jajealb Apueoyiubis oL
eoIuBIS 10U) 9%6°0Q SA %L L'LQ - uonesiin yiesH "0l
(JueoiuBis Jou) %6'08 SA %118 .m {0BIBUOSID J)E LU0 | [0Ae)
(papinoud Jou ejep) dnoub uonuaAslul Woly syusied Ul Jeyaq y)eay psjel-jjes ‘g [euonouny snoinaid o) UOREIOISAY ‘6
(wueoyiubis Jou) %y'GSA %L L|  ‘eBieyosip Jaje yyuow |, abueyd
sdno.B sy} usemjaq oualayip Juesyubis oy g | UNESY Pajel-jjeS g ‘8. [eluapisal
UOISSIWIPEA. JO B)Bd Ul 90UBIBYIP ON ' o om._msom_ﬂ N ouednooo
) ] paq juanedu| g ‘uoissilpeal auIoIpaW [BUIB)U|
(%¥'G A %Z°¢) [eudsoy syuow 9 °q :AJepuoseg
u1 sujoep |euonoun) pamoys dnoib uonuaaisiul ul sjusned jamay Apueoiublg  y E1idsoy Ui auipep aeo |ensn sjuenedu
sypuow 9 Je Juedyubis 186uo ou Ing (%1'9) 81 SA (%6°€) L€ swuened [euonounS b (spuow g pug | M dnoibjoauod Elessny
Ajunwwod woly ajdwexa) paip dnoib uonuaasaiul ul sjuaied Jamay Ajueoiubls g _E_%oc-.c_v ANEMON € ‘Yieaq 'z SA geGL = U 9002
aouaJIByIp JuedlUBIS ON | ‘Aeys Jo yibuaT '} :Arewnad UONUBAJSIUI Wes| \iste} ‘e 3@ abpn
sjinsay saJnseaw awodng uoljuaAIdU| uopIpuod Jeak
‘Buipyas ‘A1unod ‘loyjne jsii4
‘azis ajdwes
‘ubisap Apnig

61

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing



Appendix F: Results per study

Quality Enhancing Interventions: Patient Care Teams

dnoib 18D ul (g-1 SA €= YOI ‘2 SA g UeIpaL) uoljoejsiies

(uonoeysies

[leJano ‘djay jeuonows Jioddns
|eanoeld ‘eyous Jo abpajmouy)
8led Yym uonoejsies "l
‘Jased  jopoing 6 : (1SD) xapul

Mons
I[e18A0 puE (-} SA €= YOI ‘g SA Z uelpa) sbpamouy ypm uonoeysies 1sybiH 0L |  ulens Jased ‘g Z-OHO L :1aied Aunwwo)
(21—9 A 01—G YOI ‘0} SA g uelpaw) dnob | SO Ul Ulelss JO S[aAS| JemoT '8 axons Jo . 9N
sdnoib usamiaq aaualayip ou (Jioddns jeuoniows pue djay |eanoeld) ‘0L ‘6 L abpajmouy °g ‘(j[eeno h__mcov_HoEmv azh = U
.| ‘leanoeud ‘ajeas weyi juiod-) a1ed =
(Z sA ¢ ueipaw) paniadal Asy; djay [euoiows yym paysies alow dnotb 1S9 ' LI UONOBISIES G 1000INT b aled auinoy [sUuow g 1
seouaJayip JueoyiubIS ON  :9 (21-DHO) Z|- aureuuonsanb SA| fuo Juswssassy
ayoss-jsod Uyesy [eJauss) ‘¢ 1AV pPepusix3 ‘g (180) wesy} jluswalinsesw 002
syjuow g je sdno.b usamiaq saoualaip Juedaliubis ou i(jleJano/eonoeld) G v ¢ 2L {(1g) xepul joypeg | ;Jusanyed ayous Ajunwwon | auleseq oN] 10y ‘|e 3@ ujoour]
soljelan
(AjoAnoadsal 9,69 sjuaijedu|
SA %/ L PUB %ZG SA %69) SUIUOW 9 PUe ¢ Jo}je JON "Syuow z| Jaje (sjusned vsn
9} J0 %t SA %G/) 1O Ul xapul [aypieg ul juswanolduw jaybly Ajueoyubls  “y 26l = U
(%24G SA %Ly SYIUOW Z| 1) Syuow |, pue 9 ‘¢ Jajje aouepiwpeal [eydsoy lenby ‘¢ ueioisAyd Acmco;cms
(%8 SA %GZ) Anunwwod [esaush Xapul [y1ieg Aqeied ensn Amoidxa jou
0} swoy Buisinu wouj pue (%61 SA %P|) swoy Buisinu o} souejjiwpe [enby g ‘uonesijeydsoy juenbasgng ‘¢ SA uolesILopue)
(s1e1n228R J0U ‘ydelb ul %, ‘usAlb sisquinu 8njosqe ‘sjuswabuesre BulA ' (199) wesy |eL] pa||0J1uoo 0661
ou) sAep G9¢ 1e jou Inq ‘dnolb | D9 ul sAep gl 1e [ealnins Jabliel Ajueoiiubis 7| {SNJEJS [BAIAING "| | UOIIB}NSUOD JLjelISS) ‘anljoadsold | ‘xo4 pue ueboH
9OUBIBYIPON G
(%19 sA %g2) sdnoub yjoq ul jenba Ajjeonsie;s [eAIAINS JBaA-8UQ  f o180 |B3IdSOY [ensn
(%9 SA %8Y) SA soljeln
sdnoub yjoq usamiaq [enba Ajjeansiels abieyosip Jaye Jeak | uonesiendsoysy ‘¢ (LIvS) o g
syuaiedu
(syuaned Buiuonouny moj Ui 9%/ SA %0} pue ybly ui abieyosip swoy BuisinN °G ‘ejel wea) uoluaAIaUl et
%EL SA %ZP) siuaned Buiuonouny ybiy ur Ajleroadss ‘| |yo urisybly Ajueoyiubis -z [BAIAING *p ‘Uonesifendsoysy ¢ PUE JUBLUSSBSSE vsn
sjuaied Buiuonouny moj pue ‘awoy o) abJeyosiq 'z | oujelsb e Jo sedinles 80l =u G661
Bujuonouny ybiy ur y1oq (G'€Z ¥ G'G9 SA 8°0Z F 8°ZP) LIVO Ul iemo| Ajueoyiubls | {(507) Aeys jo ybue | 8Allg)Insuoy 104 | ‘leja ulewusn
sjinsay saJnseaw awoosng uoljuaAIU| uopIpuod Jeak
‘Buipyas ‘A13unod ‘loyjne jsii4
‘azis ajdwes
‘ubisap Apnig

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing

62



Quality Enhancing Interventions: Patient Care Teams

Appendix F: Results per study

(%972 SA %G°11) dnoub uonuaniaiul ul Ayjerow JaybiH "0l

(%91 SA %C'8L ‘%2 9L SA %Y'6L “%ET) SA %S'LL)

SUOIJUBAJB)UI USBMIB( JOU W} JBAO Juaiayip Ajjueoijiubis jou uonesieldsoy 6
(pepodas ps ou) (662 SA 9L/ 679
SA |'// ‘G'8/ SA 8'8/) AJuo syyuow ¢ ye dnolb uonuaAlsiul ul 8109s |HIA JYbiH ‘g
(%LL SA %L9 %0L SA %69 ‘%GL SA %0L)
sdnoub uonusAIalUl UBBM]S] JO BWI} JBAO Y)[EBY PAJeI-J8S Ul SBOUBISHIP ON /.
(91 sA p) 'syuow g ‘G| SA O} :syow
Z1) suyuow g 1e jou ‘syjuow z| Je dnolb uonuaalaiul ul AJjigesip Jo 8jel Jamo] 9 (yreap) sniess [BYA 0L
sdnolb usam}aq aouaIBYIp OU ‘JBpIA0Id JO UOIOBISIIES MO| JBUIRY G () suonesi|e}dsoH ‘6
‘ . . {IHW) xapul yyeay |eyusw
9oualayIp Jo abueyd ou ‘sdnoub yjoq ul ybiy sem Japiroid jo Aoeolye-as Uesy ‘¢ ‘Bulaq-[jom [e1BojoyoAs ‘g ‘Ulfeay
ybiy sem uonuUBAIBUI YIIM UOIOBJSIIES  °€ POIBI-JI8S 7 1V Ul SBIIIGesIp
(payiodaijou ps) (992 MBN "9 ‘UoIoBJSIIES JBPINOI] °G
SA09'C :09'C SAEG'T 'L¥'T SA 6E°Z :0(e9SANS J08Ye) (6G°) SA89') 1LG'L SAEG'| ‘Roealyye-yles Japinold v
‘82°L SA /2’| :8|easqgns [eaisAyd) saouaiayip dnolb ou ‘4SZ-SINIV UO S108)8 ON 2 ‘uonoejsies d0d ‘¢ :Alepuosag ABojojuoien
(Z @Iqe) u! s|[e} pue Juswutedw! 8A}IUBOD ‘Uoissaidap usamiaq (4S2-SWIV) (s
pajenuaiayip) dn-mo||o} Syluow g 1e jou ‘Jeak 1siiy bulinp dnoib uonuaaisiul w0} }1oys — g 9|eas Juswainseaw o1E0 ens aleo Arewd)
ul pauaaJos sjuaned jo suontodoid Jaybiy (%6E SA %9E ‘%BE SA %8E ‘%0 SA 1oedWI SiYLIE) SNJE)S [BUOIOUN) dOensn wEm;m&:o
%P¢ :uoneaipaw ysi-ybiy) dn-mojjoy Jeno uonduasaid ul abueyd ou {(syuow 4z 10 S8[BISQNS 108)E puk [BdISAUd g SA .
18 9,79 SA %19 ‘SYJUoW g 1e %69 SA %G9 ‘duljaseq je dnoib [0J3U0d Ul %9 SA ‘(Buiusaios annjoeold | sisijeroads ouelab vsn
uonuaAlalUl Ul %49) sdnoib om) ay) usam}aq 8ousIBYIP [BOIISIIBIS OU SYIUOW 7 ‘uonduosald ‘yuswabeuew) | jo wes} (1YS) wes} vig=u 1002
1B ‘UOIJUBAJB}UI Ul JOU JNQ [0J3U0D Ul Syjuow z| Je panocidwi juswabeuew 40d | aled d0d '} :Arewnd 92In0sal Jolusg 104 ‘le 38 uejdyd
sjInsay sainseaw awoo3nQ uoljuaAIdlu| uo}Ipuod Jeak
‘Buipyas ‘A1unod ‘loyjne jsii4
‘azis ajdwes
‘ubisap Apnig

63

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing



Appendix F: Results per study

Quality Enhancing Interventions: Patient Care Teams

(yueonyubis jou) dnoib

[0JJUOD Ul /#9°69 F 8EE'CY SA UONUDAIBIUI Ul SIEIIOP 600°EL F |12'Ly Semjuaned
Jad abieyd ueayy ‘(g ajqe) osje 9as) |eudsoy ul sAep jo Jaquinu ‘suonesiendsoy

10 Jaquinu ‘syisiA Juswiledap Aouabiawsa ‘soluld a1ed Ayjeloads 0y piebas yim
S90UBIBYIP OUING (GO FEOSAB'0F9'0/SL F9'0L SAGY F G'2) SOIUNID 81BD Jusbun
8y} pUE d9) J18Y} 0} SYISIA Jama} apew sjuaied UoUBAISIUI :UOIESI|IIN 8Jedy)esH
(dnoub |013u02 Ul %G sA 9%G¢) dn-moj|o} Jo pua Je sjuswabuelle |esaun)

pajajdwod pey dnoib uonuaalaiul ul id asow Apueoiiubis :Buiuueld sied pasueapy

(€118 1'0LSAZLIE 969 ‘CLIE 'CL SAZL 1B G'p/) SJUSWSAOIAWI/SBOUSISHIP ON 6
(uonuaniayur ul

€118 €69 SA 269 ‘dnoB [0U00 U €| Je 229 SA Z1 1B $'GO) TOD Ul 92USISYIP ON '8
(€L1e G50l srzL
12 0'86 ‘dnoub josuoco Ul ¢ 1B 26 SA Z1 18 Z'L6) pebueyoun dnob |os3uod ing

Buiaqgiam |enyids Jo [aAs] pasealoul Ajjuealyiubis pamoys 1d dnoub uonuaaisiu] 2
(€L1e¥'TL SATLIEG 9L 'TELIREGLSAZLIEG /L)

UOIJUSAISIUI PUE |04JUOD UBDM]BQ $8109S UO0ISSaIdap Joj 9ouaiayyip Juedlubis oN "9
(L1 EGSAZLIEG9'CLIEEGSAZLIEGS)

dnoub j013u09 By} ul pajelolsiap pue dnoib uonuanslul 8y Ul parosdwi ABIXUY G
(G2l SA6'LL pue || sA 0} :A)iienb) uonoeusyul

awi} x dnoub juaiayip jou Ing dnolb uoiuaaisiul Ul dagjs ul juswanoidw| f
(7°9€ SA LSy pue g%

SA 6'6E :SOINIAIIOR YJIM 0UsJaI8IUI) $8109S uled Ul saoualayip pue sabueyo oN ¢

(suonsanb s|buis

|eJanas) Buluueld aled aouenpy
Kaning

UOI}OBJSIIES JBWNSUO) UBDLIBWY
O UONEID0SSY Y)eaH dnolg
:UOIJOBJSIIeS BIBD “6 ‘UOISION JOOUBD
—9|eos 10D ‘g ‘ajeas Bulaq|em
|enjuids */ ‘e|eos uoissaldap
salpn)g ABojoiwapid3 Jo anua) ‘9
‘saje)s poow Jo a|1yold °G :buiagjom
|enjLids pue [e190S0yoAsd

Apnis sawodnQ

[BOIPSIA WO} SWI) 9 “{ ‘Juswiesl)

81ed 40d lensn

aled aAlel|led

. . pue suonesipaw uied pue Alojusaul (e1e5 Aue1)I0))
(uonuanseyul Ul 9'¢ SA 8'G pue dnoub josuod uted joug ¢ ‘(eureuuonsanb ypealq SA suanedinG
urel e’/ sagl ¥eg9) 'dnodb jonuod ul yby ing dnoib uonusalsiul ul eaudsAp 40 ssaupIoys obai Ues ‘eluiofen) swes) .

0} anp SaNIAIOE AJIEp yIIm 80uBIBLIBIUl JOMO] (9G°SE 01 #0') 1D :L0°9 = HO) J0 Ausienun) eaudsAQ 'z ‘oleas | suroipaw jusnedino vsn
uonuaAJalul 0} paedwod dnoJf [043u09 1o} Z swi) 18 eaudsAp Joj Sppo peseasou] ‘g Bunes Auigesip pides :swoydwiAs | sanered {(199) wesy 06=U 002z
il pue Buiuonouny [eaishud °| | 84ed anisusyaidwo) 10¥ ‘le 3o moqey
sj|nsay saJnseaw awoo3nQ uonusAIBU| uonIpuod Jeak
‘Buipyas ‘A1unod ‘loyjne jsii4

‘azis ajdwes

‘ubisap Apnig

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing

64



Quality Enhancing Interventions: Patient Care Teams

Appendix F: Results per study

uonexi xaye| ‘sydesBoipel puey
‘uigojBoway ‘ejel uoneusWwIpas
a1ho0.1yjhie jAlreinbaull :A1ojeloqe
sainpaooud

pajejal-SHUULY "9} ‘S9dIAp

pue sple Jo as( ‘G| ‘s|ellayel

JO JoquinN ‘| -UOHEJIPSN "€
'OVH Jo 1ed1s0) "z} :$3s09

(1ag) Aosaul

uoissaidap %294 'L} (SINIV)
S9|B9S Juswainseaw joedul
SiyMY "0} uted 1o} SYA 6 ‘(IHY)
xopul ssaussa|djay SUYNY ‘g
(OVYHwW) asreuuonsanb juswssasse
Uieay palyipoly °/ :s}p1o0das-j|ag

snlyle
awoipufs sAje ‘9 Aojewwe Ul
‘sinosep °g ‘enbije4 'y ‘sajnpou aI1u0IyYD
0 92Udsald ‘¢ :sainseaw A}11aAd .
pa}i0dal Jou aJam SaW02IN0 d de mum.oct_m (dnoub wanedinQ
pue sjenbapeul Bulaq se paquosap sem sainseaw AIojeloge| o} Uo1}09]|09 ejeq BuILLIOW Jo UoREING 2 uamc_ 10J)U02) IYYOAVYHL vsSn
sdnoib om) ay) usamiaq aouaJaip Juediiubis oN "9L—1 JBINOIE BIYONY U} YNM paInsesw SA /0L =Uu 661
«xPBLIE]S UolUBAIB)U Jae eak | eleq,, uonewweyul juior °| :jeatshud I4VOWV3L| (Bupuqou) 1OY|  ‘[e3e pauyss
(%62) sauljepInb VdIAS 0} Buipioooe
() A -
sawoy [eyuswiiadxa Ul uondiosaid soA[OIXUB Ul 8SBBIOUI [|BISAO PUEB (%8°0Z SA payisselD g :sBnup jo Aianoajes
%6°¢L) sewoy [eyuswiiadxa ul sonAjoixue ajgejdasoe jo uoiduosaid ul 8Sealoul SSE[d
1nq ‘(sdnoib yj0q) soNAjOIXUE PapUBWILIOIBI-UOU Jo uondiosald ul sBueyo oy *, | U9 Ul sBnup a|qejdasde yim % L (suonduosaud
(%91 Aq pauloap suonduoasaid onoudAy Jo a)el ||EISAO pUB %G| 0} %6 pequosald wo?_w nwmcwEEoomm_ oldosjoyohsd)
wou) pasealoul saijoudAy a|qe1denoe) o, /¢ yum pauloap uonduasap sonoudAy 5 ~uou Um % 9 ,.vmgcowmz Soujensg
papuawwodal-uou :Ajuo dnoib [ejuswiiadxa ul pabueyd uonduosap sonjoudAq | o_SM thwcwo;“wh%:.zv .mgﬂ_on_uwwm_zww (sswoy
(esea199p %, dnoib [0u02) Ajuo T oy, g wmec. oidonouyoAsd Buisinu) jusiedu
dnoJb |eyuswiiadxa Ui uondiiosap sonoyoAsdiue ul uoponpal Juesubis ‘el L ;.Es o, "z :sBnup .uo 18quinN uspams
(z'¥z 01 /'0Z WoJy paseasoul sBnup g = Jo asn ‘g'z 0} 90°Z WOJ) pasealoul sjuessaidapnue ‘sonAjoixue [0Quo) ¥68l =u
sBnJp Jo Jaquinu ueaw) :S8WOY |0J)UOD U] JB}Je pU. 810}8q 8seaIoUl JuedIUBIS ¥ °| ‘sonoudAy ‘sonoyoAsdiue :sassejo SA (UonesIWopuel 2661
sawioy [ejuswiiadxa Ul Jaye pue 810joq aouaiap JuedLIUBIS ON v '€ "2 'L inoj u uondiiosald sbnuqg | (weay) uonuanialu| ¥00i19) 104 |  ‘le 18 Iplwyos
sjinsay saJnseaw awoosng uoljuaAIdU| uopIpuod Jeak
‘Buipyas ‘A1unod ‘loyjne jsii4
‘azis ajdwes
‘ubisap Apnig

65

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing



Appendix F: Results per study

Quality Enhancing Interventions: Patient Care Teams

'sdnoub wea) om}

8y} ul ueyy dnosb SN 8yj ul Juanbaly siow alem SN B 0} SHSIA ‘syaam $01-2S
pue zg—z| spouad ay) Buunp pue ‘(gL sA £g) djay swoy paaiadal sjusiied SN
uey) syuanedul alow HQL—gS Syoam Joj jdeoxs ‘yueoniublis jou |je ‘[elsusb uj
‘(syuaned Aep ul wwQ] F wwgze pue ‘sjuanedul Ul WWg| F WWGQ SA s)sijeroads
9s.Inu Joj WwWEZ F wwg/) syuaned isijeioads asinu uey) 81ed Y)im palsies
alow Apueoiiubis aiam syusijed Aep pue sjuanedul ‘pouiad juswieal; Jo pus 1y
‘70| PUe ZG SYoam usamiaq sjuanedul

10} 188} U0 uoleloudlaq "sdnolb aaiy) sy} ul swi} JaAo Juswarosdwi Jueonubis
‘0L Pue gg Ssyoam usamiaq sjuaned Aep

10} 159} U0 uonelouveq 'sdnolb aaiy) 8y} ul swWIY JBAO JuswaAoldwi Jueoliubig
‘ainyo1d swes

apinoud ‘9z pue g syaam Je ejep sapinoid osie gL 1# “sdnolb 881y} 8y} Jo Yyoes ul
aulaseq o0} pasedwod 0| PUe gg ‘ZL SYoam je Sy Jo siuswanosdwi ueoyiubig

soina
00%'G 1ses| 1k ‘sdnoJB omy Jayjo sA QSN Ul Jemo| Ajueoijiubis A1e100s 1o} §)s09

uaJayip Ajjuesniubis Jou 81om S)SOD BJBdY}eay-uou pue

aleay)eaH "OSND 10} S04nd 0z SA Jusiedino 1oy soina (L' pue Jusiedul Joy
$04N3 000‘S :sdnoub a1ed Wes) Yjoq Joj aled [eniul Joj s}sod Jaybiy Apueoijiubls
"aInjoid swes apiaoid ‘9z pue g syaam je ejep sapinoid osje

€L1# 'sdnoib usamiaqg adualayip ON 1eaA |'Q UBY) SSB] S8oUBIBHIP ATVD (OLL)

81°0 S39¥0°0 Pue ‘(4S1) 81°0 S3 190°0 (9€-4S) 6+°0 S3 5+0°0 ‘(100VY) 120
S3 G'| aJom sjuswaoldwi abelane ‘2ed Jo sdnolb aaay} |je Jono pajebalbby

'sJeak g Jano sjuswanoidwi Jueoiiubis pamoys sdnolb jje ui sjusijed ‘G '€

‘a1n}old swes apinoid ‘9z pue g syaam Je ejep sapiroid os|e €L L#
(62F0¢)2-(92%6/7)€6— (2L F2 )G L—dnoiboLNQ Ul (9°€F0'2-)
80:(LEF¥02)90:(rzF62) €0—:dnosb OLNI Ul (LZFE€-) 908 1—F

€l

4

2

0l

Juswieal} [ealpaw ‘suolesijeydsoy
Jo Jaquinu ‘uswdinba aAidepe jo
uononpoJiul ‘sjeuoissajold yyesy
J3Y)0 JO SBIIAISS JO BS "S| '86#
(SVA) uonoeysnes jusned 'z| (€L1#)
:SUOI}03S Spoy}aW Ul paiyoads JoN
15} MleM L (86#

18} du9 "0l (86#

)

)

(sva)
eoowb_éomommom_om 8@ v
v
v
v

(V30 J0j) 83500 191008 8 (66#
pue (ejyep a911d-}s09
co:mm__m:QmOr_ 10} S1S0) °/ 8@#
yyjeay Juauino jo asualsjeid
Jo} (0L 1) syo-spedy swil "9 (66#)

8'9-) €'v— (G0 F L'v-) L'Z— 701 PUB ZG ‘Z) Syoam Je dnoub QSN Ul $81008 (0LINQ) 8189
abuey) 'sdnoub Jayjo 0} pasedwod gG yeam je Juswanoidwi }sabie| 91 NQ Ammt yyesy wesy Areundiosipynw
"OSND Pue S1INQ Aep Ul 40 PUE ZG SY00M USSM]aq UONEIOLS}SP PUE ZG pue JuaLInd uo B[eds Buney °g (66#) Jsned Aeq
Zl Soem Usamaq Juswaroidw [euolippe YV 1DVIA Ul juswaaoidwi Juesyiublis g 9g-puey y pue ‘(Joovy) . A
"$90UBIBYIP JUBdNIUBIS MOYS Jou pIp SIaylo om) pue dnolb HSND alleuuofisanb 0P olioads-yy shuyye
usamjaq uosliedwoa pue sdno.b eaiy) Buowe swoNo [eslul Jo uostedwo) Uim passasse aji] Jo Aend ¢ :yim £ Aw._._\,__v o180 plojewnayy
‘ain)oid awes apirod ‘9z pue g Syaam Je Blep sapioid OS|e ¢4 "auljaseq je painseaw SATVO 4au30 (66 ‘g6#) | UESH el _ow_u:_ME Jusiedino . Noww
OLINI pue QSND UdBMIBq pue J1INQ PUE DSND USaMIBG 8OUBIBHIP JuBDHIUBIS MalAIB)UI BoUBIS)RId Jusljed juenedul pue Eo.:ma-c_ 1239 m__:_.,_._.
(87°0¥22°0) 5€°0 (050 ¥ €2°0) 99€°0 (240 ¥ 12°0) #€°0 Sluelied LA ul SILIULE OJUOIOL JSISEINORIN ' PUE sh SPUELIBUIEN €00¢ e
(92707 €0°0- €10 (2€°0790°0) 610 (£2'0 F 20°0) G1'0 :dnoub Q|| Ut 8100s (OVH) ea1euuonsenb juswssasse (2SND) 19JNOH U3p ueA
abueyd (€0 ¥90°0) 20 (0€°0 ¥ €0°0) LL'0 ((€€°0 F L0°0) 2°0 0L PUE ‘ZG ‘) UHBSH "} UlIM painsesu snjejs aledjsiepads Ole=u €002
syoam je dnolb HSN9D Ul $8109s abueyd "OYH uo parosdwi sdnoib aauyy Iy 'L |euonouny :A1ewid (SLL# ‘86#) asinu [ealu) 10¥ ‘le1a sinylip
s)nsay sainseaw awooynQ UoIJUaAIRU| uonIpPuod Jeak
‘Buipyas ‘A13unod ‘loyjne jsii4
‘azis ajdwes
‘ubisap Apnig

Bosch, Faber, Voerman, Cruijsberg, Grol, Hulscher, Wensing

66



Quality Enhancing Interventions: Patient Care Teams

Appendix F: Results per study
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