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Foreword

Perioperative care is the intfegrated multidisciplinary care of patients from the moment surgery is
contemplated through to full recovery. There is evidence that a perioperative approach can
increase how prepared people feel before and after surgery, while reducing both the amount of
time that people stay in hospital and complications after surgery. This means that people may feel
well sooner and be able to resume their day-to-day life more quickly.

This report explores the important role that multidisciplinary working plays in the perioperative care
pathway. It teases out the ‘ingredients’ for successful team working and identifies the factors that
can both help and hinder it — at system, organisational, team and individual level. And it shows that
in some cases multidisciplinary working can speed access to surgery, improve people’s clinical
outcomes and reduce the cost of surgical care.

The most important resource in healthcare is our staff, and this review summarises evidence to guide
the development of good multidisciplinary teams.

The UK's response to COVID-19 has shown how quickly and effectively we can adapt to meet the
needs of patients. The NHS People Plan for 2020/21 recognises that staff working and learning
together in multiprofessional feams is “critical in meeting the new challenge.”

As healthcare rebuilds after COVID-19, multidisciplinary perioperative teams can be at the front and
centre of supporting staff to deliver the best possible care.

Please do let us know what you think about the findings by emailing advocacy@rcoa.ac.uk or
tweeting us @CPOC_News.

Dr David Selwyn
Director of the Centre for Perioperative Care



https://www.england.nhs.uk/ournhspeople/
mailto:advocacy@rcoa.ac.uk

Key messages

Perioperative care is the integrated multidisciplinary care of patients from the moment surgery is
contemplated through to full recovery. This can improve people’s wellbeing and reduce healthcare
costs. Multidisciplinary working, whereby professionals from different specialities and sectors work
together to support someone along their journey, is a foundation of perioperative care.

The Cenfre for Perioperative Care wanted to explore the benefits of multidisciplinary team working
to support people having surgery and the factors that may help and hinder the development and
sustainability of mulfidisciplinary working.

Our rapid review summarises learning from 236 UK and international studies about this. About 13% of
the studies were from the UK. To identify relevant research, we searched 14 bibliographic databases
and screened more than 18,000 articles available as of June 2020.

Our review found that multidisciplinary working is worth prioritising. There is evidence that in some
cases multidisciplinary working can:

= speed access to surgery, if that is an appropriate freatment option
= improve people’s clinical outcomes, such as reducing complications after surgery
= reduce the cost of surgical care by helping people leave hospital earlier

However, these benefits are not always apparent. More work is needed to explore which types of
multidisciplinary working are most effective and what infrastructure and resources are needed to
stfrengthen and sustain multidisciplinary care around the time of surgery.

Various types of multidisciplinary working have been studied, including 1) multidisciplinary team
meetings where professionals review and plan a patient’s care together; 2) clinics where patients
visit different professionals on the same day to gain more holistic care; 3) integrated perioperative
care pathways implemented by multidisciplinary teams; 4) adding specific support from disciplines
such as nursing, geriatric medicine, allied health professions or primary care before or after surgery,
and 5) formal integration of the management and funding of services across sectors. We did not
find research evidence that one model of multidisciplinary working was more effective than
another.

Multidisciplinary tfeam meetings are often used to review patients during the surgical pathway. Such
meetings may help to coordinate care planning and discharge, but can be costly in terms of staff
time. Research suggests that such meetings need to be appropriately planned, coordinated and
afttended and focus on the cases that may benefit most from multidisciplinary input.

We also explored evidence about more ‘formal’ cross-sector working through the integration of
primary, secondary and social care services and budgets. We did not find research about the
impact of Integrated Care Systems on surgical outcomes in the UK. There was mixed evidence
about the impact of Accountable Care Organisations on surgery outcomes in the US, with some
studies finding no improvement in complication rates, length of hospital stay or costs.




Our rapid review found that commonly mentioned factors to facilitate effective multidisciplinary
working along the surgical pathway include:

Culture and leadership

= leadership that recognises the value of multidisciplinary care

= buy-in and support from professionals and management

= patient acceptance of new ways of working (such as not always needing to see a surgeon or
doctor for every issue)

Resourcing

= funding mechanisms and resources across a system to support multidisciplinary care

= ringfenced staff time to prepare for and attend multidisciplinary team activities

= a coordinator to organise multidisciplinary working and licise between partners

= qaccess to technology fo support team working (such as online forumes, virfual meeting spaces
and record sharing platforms)

= tools and templates to structure multidisciplinary working, such as meeting agendas, case
presentation templates and discharge summaries

Capability

= training for professionals in communication, use of virtual meetfing fechnology and teamwork
= team member understanding of and trust in the roles of other professionals
= sfructures to support communication and follow through of multidisciplinary decisions

Team membership

= inclusion of a wide range of sectors in multidisciplinary care, including primary care
= inclusion of a wide range of professional roles in multidisciplinary teams
= inclusion of patients and informal carers as part of the mulfidisciplinary team approach

Professionals from different sectors and settings commonly worked as an informal ‘virfual team’
rather than setting up a ringfenced perioperative care team. Both approaches were feasible to
implement if adequate time, resources and motivation were available.

There was evidence that anaesthetists and surgeons play an important role in the delivery and
coordination of multidisciplinary care, but we did not find research about the pros and cons of
involving surgeons and anaesthetists in setting up integrated care pathways and being part of the
decision-making process at a very early stage.

There appears to be a lot o gain from supporting effective multidisciplinary working as part of
perioperative care. Learning about the effective ‘ingredients’ may help to develop a blueprint to
support health and care systems to further strengthen multidisciplinary working in the UK.
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Scope

Multidisciplinary working

This rapid review examines the impact of
multidisciplinary working on surgical outcomes
and the factors that help and hinder effective
multidisciplinary working.

In the UK, about 10 million people have
surgery each year and this number is rising.!
Perioperative care focuses on providing
infegrated, multidisciplinary, patient-centred
care from the moment surgery is
contemplated through to full recovery.
Multidisciplinary working is a cornerstone of
perioperative care.

The Centre for Perioperative Care is
developing resources to help UK health
systems strengthen multidisciplinary working as
a component of good perioperative care. We
undertook this review to learn more about the
potential benefits of multidisciplinary working
and the factors that may support it.

For this review, we use the term
‘multidisciplinary working' to mean
professionals from different disciplines and/or
sectors supporting a patient along their
surgical journey. This does not necessarily
mean that all the professionals are part of one
organisation or team. We were interested in
multidisciplinary working related to any part of
the surgical pathway, noft solely services that
defined themselves as ‘perioperative care’.

Our review approach

Our review examined the questions:

1. What impact does multidisciplinary
working or integration across sectors
have on surgery outcomes?

2. What helps and hinders such
multidisciplinary working?

We were interested in impacts related to
health outcomes (postoperative
complications and mortality); resource use
(surgical admission / readmission rates,
postoperative length of stay) and capacity to
cope with current and predicted demand.

We worked with an independent team to
search 14 bibliographic databases for
research published between January 2000
and June 2020.* Studies from any country
were eligible if they were systematic reviews,
randomised frials or comparative studies
containing empirical data about impacts.
Observational studies looking at helpful and
hindering factors were also eligible.

We screened 18,209 potential articles. We
included 236 studies from the UK and abroad
that met our criteria. About 13% were from the
UK. We summarised themes from the studies
narratively.

Although we searched extensively for
research, we did not seek to include and
quality assess every relevant study ever
published about these topics, but rather to
showcase examples fo illustrate recurring
themes.

~ The databases were CABI (multiple databases) Cochrane Library, CHBD, Dimensions, EBSCO (multiple
databases), Embase, Google Scholar, Ingenta Connect, Jurn, Medline, Mendeley, Scopus, UpToDate, Web
of Knowledge (multiple databases).




Multidisciplinary impactis

Surgery is a tfreatment option for a wide range
of acute and chronic conditions and there is
rising demand for surgery in the UK. The
surgical procedures and the conditions and
characteristics of patients being treated are
increasingly complex. Drawing on
multidisciplinary teams to support people
along their surgical journey has the potential
to help health systems best meet these new
challenges.

This section summarises evidence about the
impact of multidisciplinary working on surgical
outcomes.

We focused on the impact of multidisciplinary
working on postoperative complications,
length of hospital stay, readmission rates after
surgery, costs and service capacity.

Multidisciplinary working may have many
other impacts on factors such as team
communication, patient satisfaction, quality of
life and staff wellbeing, but those outcomes
were not the focus of our review.

The main types of multidisciplinary
approaches described in the literature were:

1. multidisciplinary team meetings to review
patient freatment options collaboratively

2. clinics implemented by multidisciplinary
teams (such as preoperative clinics)

3. perioperative care pathways
implemented by multidisciplinary tfeams

4. nurses, dllied health professionals,
geriatricians or others taking on new roles
to support care before and after surgery

5. formal integration of the management
and funding of services across sectors

We provide examples from each of these
approaches, but we did not seek to compare
the relative advantages and disadvantages
of different types of multidisciplinary working.

We found 75 systematic reviews and
additional studies about the impact of
multidisciplinary working on
complication rates, length of hospital
stay, readmissions, costs and service
capacity.

Overadll, the empirical evidence was
mixed and covered various types of

multidisciplinary interventions and study
designs.23456789

There were some positive trends, but
also some less positive findings.
Multidisciplinary working had the
potential to reduce postoperative
complications and length of stay in
hospital, but did not always achieve this.

Health impacts

Perioperative complications

There are many examples of service delivery
or coordination across disciplines to support
people having surgery. Many have been
associated with reduced rates of
postoperative complications but some have
not.

For instance, a systematic review with 22
studies examined mulfidisciplinary strategies
for reducing the complication rate in complex
spine surgery. Important multidisciplinary
elements included pre-operative workup and
interdisciplinary meetings, infra-operative
communication and monitoring, and
postoperative ward management and
discharge planning. The reviewers reported
that these strategies produced decreases in
surgical duratfion and complication rates.10



A hospital in the UK implemented a daily
board round, weekly multidisciplinary meeting
and targeted geriatrician-led ward rounds for
older people undergoing elective and
emergency urology surgery. Total
postoperative complications were lower
compared to usual care (risk ratio 0.2, 5%
confidence interval [CI] 0.1 to 0.5, p<0.05) »
Length of stay in hospital reduced by an
average of 19% (average 4 vs 5 days,
p<0.05).1

In the Netherlands a cohort study tested a
multidisciplinary team approach for people
older than 70 with colorectal cancer.
Complex and frail cases were referred to a
multidisciplinary team who weighed the risk of
surgery versus the expected gain in survival.
Prehabilitation was initiated where
appropriate to help people prepare for
surgery. Those referred to the multidisciplinary
team were more often judged to be too frail
for surgery (10% vs 2%, p<0.05) and were more
likely to take part in prehabilitation than others
(75% vs 23%, p<0.05). Despite being at
increased risk of complications, those
supported by the multidisciplinary team had
the same rate of postoperative complications
as others (Clavien-Dindo grade llI-V 15% vs
12%, p>0.05). The researchers concluded that
preoperative multidisciplinary evaluation for
frail people with colorectal cancer improves
risk stratification and prehabilitation, resulting
in comparable postoperative outcomes to
people who are not frail. Frail patients
continued to have worse overall survival.!?

In Spain, a before-and-after study compared
people with a hip fracture receiving
multidisciplinary care versus usual care before
and after surgery. Multidisciplinary care was
associated with reduced postoperative
complications (67% vs 76% usual care, p<0.05),
hospital stay and mortality. It took longer for
those receiving mulfidisciplinary care to have
surgery because the tfeam was optimising
people’s health prior to surgery. The delay did
not increase complications or mortality.!3

A systematic review of interventions to
improve surgical culture included 47 studies
focused on teamwork, communication or
safety climate. There were some trends
fowards improved patient outcomes such as
reduced postoperative complications and
mortality, though the number of studies
reporting such trends was low. A small number
of studies reported healthcare efficiency
improvements such as fewer operating room
delays.14

Not all findings have been positive. For
instance, a systematic review of 22 studies of
interventions designed to improve care
coordination between primary care and
cancer care providers found that most studies
showed no statistically significant changes in
any patient, provider or system outcomes,
although there were conceptual and
methodological differences between the
studies.!s

® We rounded figures from published studies to the nearest whole number or decimal place. A p-value <0.05

was used to indicate strong evidence against the hypothesis that there was no difference between
multidisciplinary care and the comparator. In other words, p<0.05 indicates multidisciplinary working likely
made a difference.

A confidence interval is the range of values we are fairly sure the frue value from the population lies within.
Throughout this review we report 95% confidence intervals, meaning that we have a high level of statistical
confidence that the frue value lies between the range presented.

For the purposes of our review risk ratios and odds ratios provide a sense of how likely an outcome is with
multidisciplinary working versus another approach. The odds ratio is a ratio of two odds whereas the risk ratio
or relative risk is a ratio of two probabilities. A ratio of 1 means that there is no difference in the odds /
probability between groups. A ratio of more than 1 means that there is higher odds or risk of something
happening and a ratio lower than 1 means there is lower odds or risk of that outcome.




Mortality

Relatively few studies examine differences in
survival linked to mulfidisciplinary working,
though there are some positive examples,
particularly about care shared between
different specialties.

For instance, a systematic review with 17
studies compared a multidisciplinary hip
fracture service including
geriatricians/internists and orthopaedic
surgeons versus surgeon-led care.
Multidisciplinary care was associated with a
significant reduction in the time to surgery,
length of hospital stay and postoperative
mortality (all p<0.05). There was a tfrend
towards lower cost.1¢

Another systematic review of 18 studies
compared different models of care for people
after hip fracture. Combined orthogeriatric
care was associated with reduced mortality
compared to usual care (odds ratio 0.9, 5%
Cl 0.7 10 0.97, p<0.05). Having an
orthogeriatric ward was more effective than
other multidisciplinary approaches such as
shared care by orthopaedists and
geriatricians or geriatric advice on
orthopaedic wards.”

Another systematic review of 18 studies found
that orthogeriatric collaboration was
associated with improved outcomes in people
with a hip fracture. Orthogeriatric
collaboration was associated with a
significant reduction of in-hospital mortality
(relative risk 0.6, 95% CI 0.4 to 0.8) and long-
term mortality (relative risk 0.8, 95% CI 0.7 to
0.9). Length of stay was lower (standardised
mean difference 0.3 day reduction, 5% CI1 0.4
to 0.1 reduction), particularly in shared care
models (standardised mean difference 0.6
day reduction, 95% CI 0.9 to 0.3 reduction).'8

An example from the UK had similar findings. A
multidisciplinary team for people with
oesophageal cancer was compared with a
group who received care by a general
surgeon. Patients managed by a
multidisciplinary team had lower operative
mortality (6% vs 26%, p<0.05) and were more
likely to survive for five years (52% vs 10%,
p<0.05).17

Multidisciplinary rehabilitation programmes
have also been found to reduce morbidity
and mortality in people with a hip fracture.20.21

On the other hand, a systematic review of four
studies of postoperative shared care for
people having non-cardiac surgery found no
improvement in in-hospital mortality (odds
ratio 1.8, 95% CI1 0.7 to 4.8) or hospital length of
stay (average difference 1.4 day reduction,
95% Cl 3.2 increase to 0.4 reduction).22

And a systematic review of 27 studies of
regular multidisciplinary team meetings in
cancer care found that meetings impacted
on patient assessment and management
practices but there was limited evidence of
improved survival.23

It appears that the impact on mortality may
differ depending on the type of
multidisciplinary working implemented, the
type of patients and surgery and the extent to
which multidisciplinary care is effectively
implemented.

Further evidence of this comes from a large
study in China which looked at the records of
people with breast cancer. Researchers
compared people who had well-organised
multidisciplinary feam care, less well-organised
multidisciplinary tfeam care and those who did
not have multidisciplinary care. ‘Well-
organised’ multidisciplinary team care was
defined based on professional atftendance at
meetings, the style of data and information
delivery, the length of discussion time for each
patient and other indicators of good practice.
After matching for patient characteristics,
people receiving well-organised
multidisciplinary care had a 16% higher
survival rate at five years compared to the
conventional care group (hazard ratio 0.4)
and 36% higher survival than the less well-
organised multidisciplinary care group. In
other words, multidisciplinary care that was
not well organised was associated with lower
survival than conventional care (hazard rafio
2.8). The researchers concluded that
multidisciplinary working improved survival, but
only if well implemented.2#




Resource impacts

Length of hospital stay

There are some indications that
mulfidisciplinary care can reduce people’s
length of stay in hospital after surgery, 252627
though it is often difficult to distinguish whether
it was the multidisciplinary element of
initiatives that made the difference.

A UK hospital evaluated the implementation
of an integrated care pathway and discharge
documentation for hip fracture. The
evaluators found that infegrated care
pathways led to improved organisational
outcomes for the health care frust such as
more rapid discharge.28

Another UK hospital infroduced an ‘enhanced
surgical medicines optimisation service’
whereby a pharmacist was added to the
team to support medicines optimisation and
perioperative drug management issues. There
was a significant reduction in median length
of stay in three out of the four specialities
testing the approach.??

Elsewhere in the UK older people admitted to
hospital under the care of a general surgeon
were assessed by a geriatrician using a care
pathway approach. Proactive geriatrician
input helped to identify medical diagnoses
and geriatric syndromes not explored by the
surgical teams. Managing these issues
contributed to a reduced length of stay (0.6
day reduction).30

A similar study in the US examined outcomes
before and after implementing co-
management of joint replacements between
a general medicine and orthopaedic team.
Co-management was associated with
reduced average length of stay, complication
rates and 30-day readmission rates.3!

In Italy people with hip fractures were cared
for using 1) orthogeriatric co-management, 2)
an orthopaedic team with the support of a
geriatric consultant service or 3) usual
orthopaedic care. Co-managed people were
more likely than others to have surgery within
48 hours, to have a shorter stay in hospital and
to have higher survival at one year.32

In Australia, a before-and-after study
examined physician-led co-management plus
a multidisciplinary improvement programme
targeting delirium and functional decline for
older people admitted to a vascular surgical
ward. Multidisciplinary care was associated
with reduced length of stay (mean 8 vs 9 days,
p<0.05) and a greater proportion of people
discharged home rather than to another
facility (72% vs 50%, p<0.05).33

There are also examples of less positive or
unclear findings.34

Comprehensive geriatric assessment is
multidisciplinary collaboration that assesses
the medical, psychosocial and functional
capabilities and limitations of an older person
to help plan support. A systematic review with
eight randomised trials found that the impact
of comprehensive geriatric assessment on
length of stay varied widely. The average
difference from usual care ranged between a
13 day increase and a 8 day decrease in
length of stay. On average, the reviewers
concluded that comprehensive geriatric
assessment probably slightly reduced length
of stay, but made little or no difference to
complication rates and readmission rates
(relative risk 1. 95% CI1 0.8 to 1.3).35

In the UK a geriatric surgical liaison service
was set up to support people having
abdominal surgery. There was a frend towards
reduced average length of stay compared to
before geriatrician involvement but this did
not reach statistical significance (17 vs 22
days, p>0.05). There was no improvement in
30-day mortality.3s




Another UK example comes from a hospital
frust that implemented a multidisciplinary
enhanced recovery after surgery pathway for
people having hip replacements. The
pathway included input from a wide range of
professions, including a ‘bone school’ for
patients prior fo admission. This included talks
and preoperative assessment by a nurse,
physiotherapist and occupational therapist.
The average length of stay was 2 nights. The
authors stated that this length of stay is
amongst the shortest in the UK and that
involving all team members was a key success
factor. However, the study did not provide
comparative data or differentiate whether the
multidisciplinary element of the pathway was
more important than others.3”

Many other similar studies are available which
suggest that multidisciplinary integrated
pathways can reduce length of stay, but it is
unclear whether it is the multidisciplinary
element of these pathways that is
beneficial.383?

In Australia, people having surgery for hip
fracture were managed with one of three
models: orthopaedic-led, geriatric-led or co-
managed model. There was no difference
between groups in length of stay, mortality or
discharge destination, but the co-managed
group with geriatrician involvement were
more likely to receive preoperative medical
assessments and have long-term osteoporosis
management.40

In another part of Australia, a randomised frial
examined a hospital-coordinated discharge
care plan involving a multidisciplinary team of
primary health care providers (not solely
surgery-related). The intervention comprised
sending a discharge care plan fo the general
practitioner (GP) and other community service
providers for review before discharge. There
was no difference in length of stay compared
to usual care. There were improvements in the
extent and speed of communication between
the hospital and GPs as well as improved
patient quality of life and satisfaction.4!

Readmission rates

We did not identify research about the impact
of mulfidisciplinary working on the rate of
admission to hospital for surgery (or rate of
surgical uptake).

We found only a small number of studies that
suggested that readmissions after surgery
decreased with multidisciplinary care.

For instance, a US study examined co-
management by a general medicine
hospitalist and orthopaedic surgeon or
neurosurgeon at one hospital. Before-and-
after analysis found that co-management was
associated with a reduction in the proportion
of patients with medical complications (odds
ratio 0.9, 95% CI1 0.7 to 0.96, p<0.05), the
proportion with length of stay of 5 days or
more (odds ratio 0.7, 95% CI 0.7 to 0.8, p<0.05),
and 30-day readmissions for medical causes
(odds ratio 0.7, 5% CI1 0.5 to 0.8, p<0.05). There
were average savings of US$2,642 to $4,303
per patient in the co-management group.42

Ofther studies have found reduced 30-day
readmission rates from co-management4 but
no difference from comprehensive geriatric
assessment.44




Costs

Evidence about the cost impact of
multidisciplinary working is generally positive
but much of the available evidence comes
from outside the UK.

One UK study explored multidisciplinary
meetings in discharge planning for vascular
surgery patients. Dedicated weekly meetings
were held on the vascular ward o discuss
each patient and their expected discharge
date was planned. People who were
discharged after this date were considered
‘delayed’ and the reasons for delay were
discussed at the next meeting. There was a
net saving of 35 days in hospital over a three
month period, equating to a net cost of £2,936
per month or £35,235 per year (2016 prices).45

Another UK study of multidisciplinary team
meetings in cancer at one hospital found that
the cost per new patient discussed was £415
(2013 prices). However, the researchers did
not indicate whether this was deemed cost-
effective4

A systematic review of 43 studies about the
cost outcomes of multidisciplinary surgical
teams focused on outcomes directly
attributable to collaborative interventions. All
the included studies recommended
multidisciplinary surgical care and 91% of the
studies found that such care was cost-
effective. Multidisciplinary care was
associated with average cost savings of
US$5.,815 per patient compared to non-
multidisciplinary care. Different types of
multidisciplinary interventions had similar cost
savings. The reviewers concluded that well-
designed multidisciplinary tfeams can optimise
perioperative care for patients, providers and
systems.47

A systematic review of 11 studies of shared
primary and secondary care when following
up people who survived cancer found that
shared care is acceptable fo cancer survivors
and primary care practitioners and may be
less costly than usual care.48

A cost modelling study in the US examined the
potential benefits of a multidisciplinary feam
including orthopaedic surgeons, infernal
medicine physicians, social workers, and
specialised physical therapists, fo co-manage
people with osteoporotic hip fractures. This
study drew on costings and outcomes from
published literature and modelled the
potential impact under different scenarios.
Co-management of all patients was more
cost-effective than conventional care
(incremental cost-effectiveness ratio
US$41,100 per quality-adjusted life-year) and
more cost-effective than co-management for
only those at highest risk (US$81,200 per
quality-adjusted life-year).

Co-management was more cost-effective
than conventional management as long as
the case volume was more than 54 patients
annually. Co-management resulted in cost
savings when there were more than 318
patients annually. Where staff could be
parfially dedicated to a co-management
service, universal co-management was more
cost-effective than risk-stratified co-
management. Both co-management
approaches had lower costs and better
outcomes compared with conventional
management. The authors concluded that
multidisciplinary co-management using a
dedicated team to improve perioperative
care and preoperative evaluation is cost-
effective in hospitals with moderate volume
and can result in cost savings at higher-
volume facilities.4?

Some international studies examine the costs
of having different types of surgeons or
anaesthetists involved during operations, but
these may not be applicable to the UK
contfext due to the different payment systems
involved.%0




Capacity impacts

UK and infernational research has suggested
that multidisciplinary team meetings can result
in changes to people’s care plans or
treatment, often positively, though that was
not a key outcome that we focused on in this
ra p|d re\/iew 51,52,53,54,55,56,57,58

For instance, a UK study examined the
outcomes for all cases of hyperparathyroidism
at one hospital for a year. All cases were
discussed at a multidisciplinary team meeting.
43% were recommended for surgery, 41% had
a trial of conservative or medical
management before being discussed again
and 16% required further imaging. The
researchers concluded that multidisciplinary
team meetings were worthwhile as they
improved the efficiency of referral pathways,
leading fo more appropriate patient
management.® However, this study simply
described the management details of cases
discussed at meetings. It did not compare
with cases that were not managed using this
approach or look at other outcomes.

Many similar studies are available describing
multidisciplinary tfeam meetings, clinics or the
use of a wider range of staff roles within the
perioperative care pathway. Some of these
describe changes to care or communication
as a result of such activities.c0.61.6263.64 However,
these descriptive studies do not compare with
other approaches and do not contain data
about health, resource or capacity outcomes.

We did not identify studies empirically
documenting the impact of multidisciplinary
working on the capacity of health and care
services to cope with current or future
predicted demand. However, a number of
studies suggested that multidisciplinary clinics
and co-management may reduce the time
taken to provide people with appropriate care
or allow for more efficient referrals.s5¢¢

For example, in the US a single-day
multidisciplinary clinic for people with
complex breast cancer was setup with
coordination between three specialties. This
was compared with a clinic by specialists from
varying disciplines on different days. The
multidisciplinary clinic was associated with
reduced median fime from diagnosis to first
neoadjuvant chemotherapy (13 vs 24 days,
p<0.05) but not time to surgery (31 vs 32 days,
p>0.05). Information was not provided about
whether this affected health outcomes.¢”

Elsewhere in the US, a lung cancer
multidisciplinary clinic was set up at a
community cancer clinic that met every
week. Local medical and radiation
oncologists and a pulmonologist collaborated
with a thoracic surgeon from a tertiary care
hospital. A cancer care coordinator ensured
all necessary tests were available to clinicians
at least one day prior to the clinic. Other sub-
specialists were involved as needed. The feam
made final freatment recommendations for
each patient at the clinic visit. This approach
was associated with improved patient
satisfaction and retention. Time from diagnosis
to inifiation of treatment was reduced from an
average of 24 to 18 days.¢8

In the UK, before-and-after analysis of a
multidisciplinary clinic with combined pelvic
floor specialists found that surgery was
undertaken in one quarter of patients. The
authors reported cost savings and a single
recuperation period rather than multiple
freatments and recovery periods. Patients
were highly satisfied.¢?

Another UK study examined ‘surgical care
practitioners’ drawn from nursing and allied
health professions who provided a range of
minor surgical procedures. One hospital found
that such roles could contribute to reduced
waiting times and were associated with high
patient satisfaction.”’0 Other studies found that
such practitioners were acceptable to
patients when providing pre-operative
assessment.”!




Formal integration

Some studies have examined the impacts of
formalised integrated working through
Accountable Care Organisations which
combine the funding for primary and
secondary care.’27374 Many of these studies
are from the USA, which has very different
healthcare structures to the UK. For surgery,
the outcomes tend not to be more positive
than the conventional organisation of care.

For instance, a US before-and-after study of
the impact of Accountable Care
Organisations for people with spinal fracture
found no changes in the rate of surgery,
mortality or readmission. Accountable Care
Organisations were associated with a small
but significant increase in complications.”s

A large comparison of people having spinal
surgery in US Accountable Care Organisations
versus non-integrated organisations found no
benefits from integrated care. Accountable
Care Organisations were associated with an
18% increase in the odds of 90-day
complications and a 14% increase in the odds
of 90-day readmissions. There was no
difference in hospital mortality.7¢

Another US study explored the impact of
Accountable Care Organisations on
outcomes for men with prostate cancer. There
was no significant difference in the cost of
care provided in Accountable Care
Organisations versus other models.””

Similar studies have reported that
Accountable Care Organisations in the USA
are not associated with improvements in
efficiencies or clinical outcomes from various
types of surgery.7879.8081 For instance, a review
of all national insurance claims for those aged
65 to 99 years between 2010 and 2014
focused on six common elective surgical
procedures. Hospitals that were part of
Accountable Care Organisations had the
same resource use and clinical outcomes as
hospitals that were not part of integrated
systems. The authors concluded that although
Accountable Care Organisations have
reported success at reducing spending for
medical care, the same successes are not
apparent with surgical spending.82

There are some positive findings however.83
For example, an analysis of a sample of US
national data for seven common surgical
procedures found that the 30-day risk-
adjusted readmission rate was 0.5% lower in
Accountable Care Organisations compared
to other hospitals (95% Cl 0.97 to 0.01%,
p<0.05). This may seem like a small reduction
but it franslates to 4,410 hospital readmissions
avoided.84

The difference in findings may reflect that
formal structural integration and shared
funding is not necessarily the same as
multidisciplinary working and sharing care.
There is wide variation in the extent to which
surgeons participate in Accountable Care
Organisations in the US.85

A study examined whether the level of
informal integration and shared working within
US Accountable Care Organisations
influenced their outcomes. Accountable Care
Organisations with higher levels of informal
integration in clinical teams had better survival
rates after heart bypass surgery than other
hospitals (97% vs 94%, £<0.05). However, when
there was limited informal joint working and
integration, Accountable Care Organisations
had no better outcomes than other
organisations. The researchers concluded that
formalised integration may not be sufficient to
improve outcomes and that it is important to
foster informal multidisciplinary working,
regardless of the formal organisational
structure.8é

Another study found that hospitals attempting
to formally partner and integrate with primary
care and community services encountered a
range of challenges in becoming
Accountable Care Organisations. These
included a lack of provider engagement and
difficulties due to disparate electronic medical
record systems.8’

Other studies have also explored the factors
that help and hinder multidisciplinary working
more generally, and it is to an exploration of
those factors that we now turn.




Helpful & hindering factors

This section summarises factors that have There are factors at the macro, meso and
been found to help or hinder effective micro-level of systems that can help gain the
multidisciplinary working where surgery was a greatest benefit from multidisciplinary working.
freatment opfion. We found 161 studies about

this.

Several studies have examined the
characteristics of effective multidisciplinary
teams. There is broad agreement across the

studies, whether including surgery or
not.88.89.90.91.92

*Supportive policy
eSupportive leadership
eFinancial incentives

*Ringfenced time

*Clinical governance of multidiscplinary working
e Coordination support

eInformation technology fo share records
Organisation level *Virtual / in-person meeting facilities

*Training for feam members

*Leadership and coordination \
*Regular multiprofessional meetings

*Wide range of professionals involved but network not too large / unmanageable
eInvolvement of primary care and patients or advocates

eStandardised tools and templates

Team level * Adequate information available for decisions

*Open discussion of options

*Respectful teamworking culture /

*Technical and non-technical skills (e.g. communication)
*Motivation and buy-in

*Time allocated for preparation and follow-up
*Confidence / trust in other team members

T IS *Not competitive with other partners

eInvolvement in personal development




Research suggests that the following factors
mayy facilitate effective multidisciplinary
working for people having surgery:

Macro-level system factors

Supportive policy context?3

Standard care pathways so everyone is

working with the same expectations?4
Clear team goals and processes?>
Leadership at system/board level and
at operational level?¢.97

Meso-level organisational factors

Clinical governance around
multidisciplinary working and meetings
Regular opportunities fto meet with
team members across different
services and sectors, whether in person
or virtually?8.99.100

Atftendance at multidisciplinary
meetings or other multidisciplinary
activities by a wide range of
professionals, including surgeons,
anaesthetists, nurses, doctors,
radiologists, dietficians, dentfists,
pharmacists, mental health
professionals, other allied health
professionals and primary
CQrel01,102,103,104,105,106,107,108,109,110
Drawing on nurses and allied health
professionals to provide preoperative
and follow-up care in perioperative
pOThWOySH],I12,113,114,1]5,116

Training in teamwork and
communication, including

multidisciplinary education and
simulation117.118,119,120,121,122,123,124,125,126,127,

128,129,130

Access to virtual meeting technology
and training in how to use it
effecﬁve|y]3],]32,]33,]34

IT systems that allow data sharing
across teams, including patient follow-
Up135,136,137,138

Beginning co-management within 24
hours of hospital admission3?

Micro-level team/intervention factors

People

Shared leadership of teams and
meetings!40

Good facilitation and chairing'41.142
Training of chairs and coordinators'43
Allocation of a designated coordinator
for meeﬁngSMA,MS,Mé

Having pathway coordinators / liaison
people for patients with clear role
descriptions!47.148,149

Good relationships between team
members to facilitate
communication!s0

Inclusion of lay partners!51.152.153,154

Processes

Adequate discussion time at meetings
for each patient!ss

Focusing discussions on complex cases
rather than trying to cover all cases in
dep1h156,157,158,159,160

Adequate information about each
patient in multidisciplinary
meetings161.162.163

Good record keeping of decisions in
patient notes and communication of
decisions to all stakeholdersé4.165.1¢6
Audit of processes and outcomes!¢7
Open discussion of options so
professionals can see approaches
other than their own preference!ss
High number of cases per meeting!¢?

Tools

Checklists to assist with presenting
cases and making decisions in a
structured manner170.171,172,173,174
Toolkits and documentation designed
for and with lay partners!7517¢
Structured agendas for team
meetings!”’




We provide examples of the types of studies
conducted to give a flavour of the literature
about factors that support multidisciplinary
working.

In a survey with more than 1,600 members of
multidisciplinary cancer teams in the UK the
following features were perceived to be
important elements of effective
multidisciplinary working: building non-
technical skills; organisational support; good
relationships between team members;
recording disagreements and potentially
sharing them with patients; patient-centred
information about team decision-making; and
the cenftral role of clinical nurse specialists as
patient advocates.178

Another UK study tested ways to improve
multidisciplinary team meetings for cancer.
The intervention comprised a half-day training
session about the evidence for improved
clinical decision-making followed by an
interactive workshop and discussion, a
decision-support tool, fraining session for
surgical residents about how to use the tool to
prepare and structure cases in advance of
the team meeting, and emails about how
team members could draw out optimal
clinical information for decision-making. This
approach was found to improve decision-
making and the likelihood of the team
formulating a clinical management plan.!7?

A systematic review with seven studies about
teamwork education in acute hospital settings
found that:

= organisational culture and
expectations impact on health
professionals' participation and
experience of feamwork education

= understanding how successful teams
function is key to developing
interventions to enhance teamwork

=  mulfidisciplinary education is valued
when it is implemented by facilitators
who create practical authentic
learning opportunities and foster
reflection and debriefing. Simulation
also provides useful learning
opportunities to practise teamwork
skills180

Another systematic review of 8 studies
explored staff views of implementing
multidisciplinary enhanced recovery after
surgery pathways. Professionals described the
importance of effective multidisciplinary team
collaboration and communication, education
for staff and patients, and appointing a
dedicated champion to successfully
implement and integrate pathways.
Evidence-based guidelines were useful for
standardising practices and reducing
freatment variations, but were thought to be
too open to interpretation at local levels.
Sefting and managing 'realistic' expectations
of staff was suggested as a priority.18!

A systematic review of 31 articles examined
factors that support safe multidisciplinary
handover from the operating theatre to post-
anaesthesia or intensive care units.
Recommendations included standardising
processes using checklists and protocols;
requiring that all relevant team members be
present; providing training in team skills and
communication; and ensuring detailed
information is available.'82

A US study interviewed surgeons and GPs
about transitioning people who used opioid
medications after surgery. Surgeons reported
passively fransitioning to GPs after ruling out
surgical complications. Patients were often
referred to the surgeon when GPs were
uncertain about the cause of ongoing pain.
Factors that fostered more effective
multidisciplinary care pathways were setting
clear preoperative expectations, engaging in
active fransition for postoperative prescribing,
increasing knowledge of care transitions
amongst surgeons and primary care providers;
guidelines for coordination of care; using
support staff for active transition and
incentives for multidisciplinary collaboration.183




Another US study explored the views of
primary care teams about collaboration with
hospitals to improve care transitions after
discharge (noft specific to surgery). Perceived
facilitators included relationship building
through interpersonal networking and
improving information transfer through
electronic health record systems. Major
barriers included a lack of institutional
financial incentives for collaboration,
competing priorities and mismatched
expectations about the role and capacity of
primary care to improve care fransitions.184

There are differences of opinion about the
extent to which patients should be included in
multidisciplinary feam meetings. For instance a
survey of breast cancer surgeons, nurses,
oncologists and patient advocates in Australia
found that the majority of patient advocates
(93%) and breast cancer nurses (73%)
supported involving people with breast
cancer in mulfidisciplinary freatment planning
meetings compared to less than one third of
surgeons (32%). medical (25%) and radiation
oncologists (24%). Those who supported
patient involvement said this would help
patients feel more informed and empowered,
provide them with an opportunity to ask
questions, facilitate decision-making and
improve communication between the patient
and the medical team. Health professionals
often said that attendance at meetings would
make patients anxious and that feams would
need to modify their medical language.185

On the other hand, another study in Australia
examined the feasibility of involving people
diagnosed with cancer in multidisciplinary
team meetings to plan care. Most patients
valued participating and this was acceptable
fo and welcomed by most health
professionals in the multidisciplinary feam.
There was no change in patfient anxiety scores
as a result of participation.18s

Other researchers in Australia explored ways
to improve multidisciplinary working. Strategies
included pathologists flagging high-risk
patients, clinical leadership, education, and
audit and feedback about individuals and
organisational practices. The researchers
concluded that interventions focused on
structures and processes that enable health
system-level change, rather than those
focused on individual-level change, are likely
to have the greatest effect.18”




Potential barriers

Research suggests that the following factors
may be barriers to effective multidisciplinary
working for people having surgery:

Macro-level system factors

Fragmentation of health and care
services and different sectorsis.18?
Policy makers, funders and managers
not understanding the benefits and
requirements of multidisciplinary
working, and not allocating necessary
resources and infrastructure90.191.192
Lack of knowledge about primary
care, surgery and other disciplines at
strategic planning level193.194

Lack of clear guidelines and processes
to support integrated care!?®
Incompatible IT systems!?¢

Meso-level organisational factors

Lack of ringfenced time197.198

Poor communication and blurred lines
of responsibility between hospital and
primary care, including around
dischcrgel99,200,201,202,203,204,205,206,207
Perception of multidisciplinary working
as an ‘add on’ rather than embedded
as part of routine care28

Not fitting in with staff routines20?

The sector in which staff are employed
or their physical location leading to
siloed working

Micro-level team/initiative factors

People

Lack of designated coordinator or
administrative support210

Limited attendance at meetings by
some staff groups211.212

Not including patients as part of the
team?213

Unclear / differing expectations about
the roles of various feam members214
Professionals feeling isolated from their
own disciplines if working only with
other disciplines2's

Processes

Lack of formal function and structure
for meetings, feams or activities21¢.217
Difficulty identifying a time when all
members can meet218

Lack of consensus and clear guidelines
over which patients fo discuss or only
discussing patients once or after they
had surgery?219.220

Clinicians simultaneously attempting to
chair and take part in meetings221.222
Lack of robust measurement and
reporting to track over time?223

Knowledge

Lack of knowledge amongst clinicians
of their legal responsibilities at
multidisciplinary meetings?24

Limited knowledge and comfort about
multidisciplinary working?2

Lack of training in perioperative care?2¢

Attitudes

Other

Resistance to change or lack of buy-in
amongst feam members, including
adherence to discipline-specific roles
and s’rereo’ryp65227»228'229»230'23‘

Patient reticence towards
multidisciplinary interventions232

Prioritisation of medical over
psychosocial elements233.234.235
Differences of opinion between team
members, leading fo inconsistent
advice o patients23

Challenges in communicating for
continuity of care including between
sectors237.238,239,240n241

Lack of clear patient-focused
infformation resources242.243

Lack of follow through with
multidisciplinary decisions




We provide examples of the types of studies
available about barriers to multidisciplinary
working.

In Canada, researchers examined the barriers
and enablers to implementing a
multidisciplinary enhanced recovery after
surgery pathway. In interviews, general
surgeons, anaesthesiologists and nurses were
positive about multidisciplinary working but
identified barriers including lack of time, poor
communication and collaboration, resistance
to change, and lack of patient education to
support new ways of working. They suggested
that standardised guidelines based on best
evidence; communicating the evidence for
multidisciplinary working and perioperative
pathways; and education of staff, pafients
and families were essential.244

A similar UK study examined facilitators and
barriers fo implementing multidisciplinary
enhanced recovery after surgery pathways.
Helpful factors included alignment with
evidence-based practice; standardising
practice; drawing on the evidence base of
other specialties; leadership; strategies to build
teamwork; regular meetings; patient
involvement and education; staff education,
and data collection and feedback.
Implementation challenges included
resistance to change, standardisation
affecting personalised patient care, buy-in of
relevant stakeholders, limited information
provision to patients; lack of resources; and
aligning ward cultures.245

A UK study of multidisciplinary cancer
meetings interviewed surgeons, oncologists,
nurses and administrators. Participants were
positive about multidisciplinary meetings but
suggested areas for development, including
having protected time fo attend.
Contributions to discussions were unequal
amongst disciplines. Participants said that
good leadership was necessary to foster
inclusive case discussion, improved case
selection and working in a more structured
manner.24¢

Another UK study explored multidisciplinary
team meetings in head and neck cancer. The
researchers suggested that processes could
be improved to properly represent patients at
team meetings and to clearly disseminate
information from team meetings to patients.
Observation of meetings found that individual
team members often had clear views about
the treatment option they considered to be
'‘best’ in any clinical situation. When
disagreement occurred, the team had to
manage how it presented differences of
opinion to the patient. The clinician selected
to discuss the treatment recommendation to
the patient often framed their description of
freatment options to fit their own view of what
was best. Many team members felt that any
differences of opinion should be concealed
from the patient. This meant that decision-
making in the multidisciplinary feam meeting
excluded the patient. Team members
sometimes sought to counteract this by
infroducing increasing amounts of information
about the patient into the meetings, however
the information was highly selective and
limited which could steer the discussion in a
certain direction. The researchers concluded
that there are barriers to effective patient
involvement in multidisciplinary team
meetings.24

Elsewhere in the UK, structured daily
multidisciplinary briefings on medical wards
were tested to hear staff concerns (some
wards included patients considered for
surgery). The initiative was implemented to
varying extents. In those wards where the
intervention was well implemented, excess
length of stay reduced, but in wards that did
not implement the intervention consistently,
there was no difference in excess length of
stay. This is an example of how ward-level
multidisciplinary interventions may need to be
consistently and robustly implemented to
make a difference.248




Other UK researchers explored the roles of
respiratory nurse specialists as part of a
multidisciplinary team. They found that most of
the nurses’ work related to supporting self-
management in people’s homes, supporting
patients on home oxygen, providing hospital-
at-home services after or instead of surgery
and facilitating early discharge from acute
care. However most respiratory nursing teams
were employed by secondary care trusts and
located within acute environments. The
employment and location of the teams was a
barrier fo multidisciplinary working.24?

Another UK study, not specific to surgery,
examined a large-scale fransformational
project to improve care for older people with
long-term conditions. The initiative included
functional integration through pooling health
and social care budgets, multidisciplinary
groups, an alliance agreement between
organisations, a shared care record and an
infegrated contact centre. Integration was
slow and it was challenging to engage with
primary care. There was little improvement in
patient satisfaction or clinical outcomes.
Limited engagement with primary care was a
barrier.250

Researchers in Australia examined the
facilitators and barriers to providing
multidisciplinary smoking cessation support
prior to cardiothoracic surgery. In interviews
with surgeons, anaesthetists, nurses and
physiotherapists from six hospitals, commonly
identified barriers included a lack of staff
knowledge, training and institutional
engagement; clinician aftitudes; lack of fime
and limited hospital support and resources.
Having a collaborative, multidisciplinary tfeam
and the ability to follow-up patients long-term
were facilitators. The researchers suggested
that hospitals should provide adequate
resources and fraining to all clinicians so that
everyone can support patients throughout the
perioperative period.25!




Summary

Our rapid review suggests that having
professionals from different specialities working
together has the potential to benefit patients,
the workforce and health and care systems,
though this potential is not always realised.

For example, a systematic review of 191
studies of multidisciplinary approaches to
breast cancer care found that most of the
studies focused on describing multidisciplinary
processes rather than exploring their
outcomes or the factors that made them
more or less effective. The studies differed in
terms of design, clinical context, patient
population and study outcome.252

Research from the UK and abroad suggests
that multidisciplinary care can improve
patient health outcomes and optimise
resource use. However, there are opportunity
costs and not all studies have found benefits.
One of the reasons for the conflicting findings
may be that novel freatments, fechnology
and service changes have all developed
alongside multidisciplinary working so it is
difficult to differentiate whether changes are a
result of ‘joint working’ or from other
improvements implemented simultaneously.253

Furthermore, it can be difficult to design
studies to assess the effectiveness of
multidisciplinary working. For instance, in the
UK multidisciplinary management is
mandatory in cancer care so it is difficult to
undertake studies that compare with no
multidisciplinary care.254

Studies about factors that help and hinder
multidisciplinary working also have
methodological challenges. For instance, a
systematic review of eight studies about the
impact of improving teamwork on patient
outcomes in surgery found some positive
trends but the reviewers argued that the
studies included were small, there was a lack
of unified training and multidisciplinary fraining
was of short duration.255

Many other reviews have also pointed out
deficiencies in the quality and quantity of
evidence available.?5¢.257

There are also many gaps in existing
knowledge. We do not have clear evidence
about whether a multidisciplinary team to
support perioperative care should be centrally
coordinated or whether more virtual or ad
hoc collaboration is just as beneficial. A
review of implementing perioperative care
pathways in the UK found 17 papers, not all of
which included empirical research. The
reviewers highlighted that there were two
main theories of change: one involved
consulting with staff to implement pathways
and the other involved appointing a change
agent or coordinator to drive the
implementation process. There was no
evidence about whether one approach was
better than another.258

We identified little research about the impact
on surgical outcomes of Integrated Care
Systems and equivalent in the UK. The
evidence available about Accountable Care
Organisations in the US has mixed outcomes
for surgical care.

Despite these difficulties, there are many
studies that point to the potential for reduced
complications and shorter length of stay when
multidisciplinary care is implemented well.
Understanding the facilitators and barriers to
implementation is thus important for driving up
the quality of care for people having surgery.

At the Cenfre for Perioperative Care, we
believe that collaborative and efficient
perioperative care is the route to effective
and sustainable surgery — and multidisciplinary
working is a key part of this. Many
components of the perioperative care
pathway already exist within the NHS,
including examples of multidisciplinary
working. The time is right to strengthen
multidisciplinary working even further.




References

Abbott TEF, Fowler AJ, Dobbs TD, Harrison EM, Gillies MA, Pearse RM. Frequency of surgical freatment and
related hospital procedures in the UK: a national ecological study using hospital episode statistics. BJA
2017; 119(2):249-57.

Lamb BW, Brown KF, Nagpal K, Vincent C, Green JSA, Sevdalis N. Quality of care management decisions
by multidisciplinary cancer teams: a systematic review. Ann Surg Oncol 2011;18:2116-25.

Curry N, Harris M, Gunn LH, Pappas Y, Blunt |, Soljak M, Mastellos N, Holder H, Smith J, Majeed A, Ignatowicz
A, Greaves F, Belsi A, Costin-Davis N, Jones Nielsen JD, Greenfield G, Cecil E, Patterson S, Car J, Bardsley M.
Integrated care pilot in north-west London: a mixed methods evaluation. Int J Integr Care 2013;13:e027.
eCollection 2013.

Marshall S, Mackay H, Matthews C, Maimone IR, Isenring E. Does intensive multidisciplinary intervention for
adults who elect bariatric surgery improve post-operative weight loss, co-morbidities, and quality of lifee A
systematic review and meta-analysis. Obes Rev (Published online ahead of print March 2020).

Kamper SJ, Apeldoorn AT, Chiarotto A, Smeets RJ, Ostelo RW, Guzman J, van Tulder MW. Multidisciplinary
biopsychosocial rehabilitation for chronic low back pain: Cochrane systematic review and meta-analysis.
BMJ 2015;350:h444. doi: 10.1136/bmj.h444.

Wright FC, De Vito C, Langer B, Hunter A. Multidisciplinary cancer conferences: a systematic review and
development of practice standards. Eur J Cancer 2007;43(6):1002-10.

Zhao Y, Bretftle A, Qiu L. The effectiveness of shared care in cancer survivors-a systematic review. Int J Integr
Care 2018;18(4):2. doi: 10.5334/ijic.3954.

Marshall S, Mackay H, Matthews C, Maimone IR, Isenring E. Does intensive multidisciplinary intervention for
adults who elect bariatric surgery improve post-operative weight loss, co-morbidities, and quality of lifee A
systematic review and meta-analysis. Obes Rev (Published online ahead of print March 2020).

Pannick S, Davis R, Ashrafian H, Byrne BE, Beveridge |, Athanasiou T, Wachter RM, Sevdalis N. Effects of
interdisciplinary feam care interventions on general medical wards: a systematic review. JAMA Intern Med
2015;175(8):1288-98.

Friedman GN, Benton JA, Echt M, De la Garza Ramos R, Shin JH, Coumans JCE, Yassari R, Leveque JC, Sethi
RK, Yanamadala V. Multidisciplinary approaches to complication reduction in complex spine surgery: a
systematic review. Spine J (Published online ahead of print April 2020).

Braude P, Goodman A, Elias T, Babic-llman G, Challacombe B, Harari D, Dhesi JK. Evaluation and
establishment of a ward-based geriatric liaison service for older urological surgical patients: Proactive care
of Older People undergoing Surgery (POPS)-Urology. BJU Int 2017;120(1):123-9.

van der Vlies E, Smits AB, Los M, van Hengel M, Bos WJW, Dijksman LM, van Dongen EPA, Noordzij PG.
Implementation of a preoperative multidisciplinary team approach for frail colorectal cancer patients:
influence on patient selection, prehabilitation and outcome. J Geriatr Oncol (Published online ahead of
print April 2020).

Reguant F, Arnau A, Lorente JV, Maestro L, Bosch J. Efficacy of a multidisciplinary approach on
postoperative morbidity and mortality of elderly patients with hip fracture. J Clin Anesth 2019;53:11-19.
Sacks GD, Shannon EM, Dawes AJ, Rollo JC, Nguyen DK, Russell MM, Ko CY, Maggard-Gibbons MA.
Teamwork, communication and safety climate: a systematic review of interventions to improve surgical
culfure. BMJ Qual Saf 2015;24(7):458-67.

Tomasone JR, Brouwers MC, Vukmirovic M, Grunfeld E, O'Brien MA, Urquhart R, Walker M, Webster F, Fitch
M. Interventions to improve care coordination between primary healthcare and oncology care providers:
a systematic review. ESMO Open 2016;1(5):e000077.

Patel JN, Klein DS, Sreekumar S, Liporace FA, Yoon RS. Outcomes in multidisciplinary feam-based approach
in geriatric hip fracture care: a systematic review. J Am Acad Orthop Surg (Published online ahead of print
May 2019).

Moyet J, Deschasse G, Marquant B, Mertl P, Bloch F. Which is the optimal orthogeriatric care model to
prevent mortality of elderly subjects post hip fracturese A systematic review and meta-analysis based on
current clinical practice. Int Orthop 2019;43(6):1449-54.

Grigoryan KV, Javedan H, Rudolph JL. Orthogeriatric care models and outcomes in hip fracture patients: a
systematic review and meta-analysis. J Orthop Trauma 2014;28(3):e49-55.

Stephens MR, Lewis WG, Brewster AE, Lord |, Blackshaw GR, Hodzovic |, Thomas GV, Roberts SA, Crosby TD,
Gent C, Allison MC, Shute K. Multidisciplinary team management is associated with improved outcomes
after surgery for esophageal cancer. Dis Esophagus 2006;19(3):164-71.

O'Malley NT, Blauth M, Suhm N, Kates SL. Hip fracture management, before and beyond surgery and
medication: a synthesis of the evidence. Arch Orthop Trauma Surg 2011;131(11):1519-27.




21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

39

40

41

42

43

44

Stenvall M, Olofsson B, Nyberg L, Lundstréom M, Gustafson Y. Improved performance in activities of daily
living and mobility after a multidisciplinary postoperative rehabilitation in older people with femoral neck
fracture: a randomized controlled trial with 1-year follow-up. J Rehabil Med 2007;39(3):232-8.

Mazzarello S, Mclsaac DI, Montroy J, Fergusson DA, Yateem D, Devereaux PJ, Lalu MM. Postoperative
shared-care for patients undergoing non-cardiac surgery: a systematic review and meta-analysis. Can J
Anaesth 2019;66(9):1095-105.

Pillay B, Wootten AC, Crowe H, Corcoran N, Tran B, Bowden P, Crowe J, Costello AJ. The impact of
mulfidisciplinary team meetings on patient assessment, management and outcomes in oncology settings:
A systematic review of the literature. Cancer Treat Rev 2016;42:56-72.

Lu J, Jiang Y, Qian M, Lv L, Ying X. The improved effects of a multidisciplinary team on the survival of breast
cancer patients: experiences from China. Int J Environ Res Public Health 2019;17(1):277.

Garrubba M, Turner T, Grieveson C. Multidisciplinary care for tracheostomy patients: a systematic review.
Crit Care 2009;13(6):R177.

Quack V, Ippendorf AV, Betsch M, Schenker H, Nebelung S, Rath B, Tingart M, LUring C. Multidisciplinary
rehabilitation and fast-track rehabilitation after knee replacement: faster, better, cheaper? a survey and
systematic review of literature. Rehabilitation 2015;54(4):245-51.

Judge A, Carr A, Price A, Garriga C, Cooper C, Prieto-Alhambra D, Old F, Peat G, Murphy J, Leal J, Barker
K, Underdown L, Arden N, Gooberman-Hill R, Fitzpatrick R, Drew S, Pritchard MG. The impact of the
enhanced recovery pathway and other factors on outcomes and costs following hip and knee
replacement: routine data study. Southampton (UK): NIHR Journals Library, 2020.

Atwal A, Caldwell K. Do multidisciplinary integrated care pathways improve interprofessional
collaboration? Scand J Caring Sci 2002;16(4):360-7.

Bansal N, Tai WT, Chen LC. Implementation of an innovative surgical pharmacy service to improve patient
outcomes-Twelve-month outcomes of the Enhanced Surgical Medicines Optimization Service. J Clin Pharm
Ther 2019;44(6):904-11.

Mason MC, Crees AL, Dean MR, Bashir N. Establishing a proactive geriatrician led comprehensive geriatric
assessment in older emergency surgery patients: Outcomes of a pilof study. Int J Clin Pract
2018;72(5):€13096.

Fitzgerald SJ, Palmer TC, Kraay MJ. Improved perioperative care of elective joint replacement patients: the
impact of an orthopedic perioperative hospitalist. J Arthroplasty 2018;33(8):2387-91.

Baroni M, Serra R, Boccardi V, Ercolani S, Zengarini E, Casucci P, Valecchi R, Rinonapoli G, Caraffa A,
Mecocci P, Ruggiero C. The orthogeriatric co-management improves clinical outcomes of hip fracture in
older adults. Osteoporos Int 2019;30(4):207-16.

Mudge AM, McRae P, Donovan PJ, Reade MC. Multidisciplinary quality improvement programme for older
patients admitted to a vascular surgery ward. Intern Med J 2020;50(6):741-8.

Holmes TR, Cumming BD, Sideris AW, Lee JW, Briggs NE, Havas TE. Multidisciplinary fracheotomy teams: an
analysis of patient outcomes and resource allocation. Ear Nose Throat J 2019;98(4):232-7.

Eamer G, Taheri A, Chen SS, Daviduck Q, Chambers T, Shi X, Khadaroo RG. Comprehensive geriatric
assessment for older people admitted fo a surgical service. Cochrane Database Syst Rev 2018;1:CD012485.
Khan KA, Subramanian T, Richters M, Mubarik A, Saad Abdalla Al-Zawi A, Thorn CC, Chalstrey S,
Gunasekera S. Working collaboratively: outcomes of geriatrician input in older patients undergoing
emergency laparotomy in a district general hospital. Cureus 2020;12(2):e7069.

Dawson-Bowling SJ, Jha S, Chettiar KK, East DJ, Gould GC, Apthorp HD. A multidisciplinary enhanced
recovery programme allows discharge within two days of fotal hip replacement; three- to five-year results
of 100 patients. Hip Int 2014;24(2):167-74.

Gholve PA, Kosygan KP, Sturdee SW, Faraj AA. Multidisciplinary integrated care pathway for fractured neck
of femur. A prospective trial with improved outcome. Injury 2005;36(1):93-8.

Sweeney AB, Flora HS, Chaloner EJ, Buckland J, Morrice C, Barker SG. Integrated care pathways for
vascular surgery: an analysis of the first 18 months. Postgrad Med J 2002;78(917):175-7.

Coventry LS, Nguyen A, Karahalios A(2), Roshan-Zamir S, Tran P. Comparison of 3 different perioperative
care models for patients with hip fractures within 1 health service. Geriatr Orthop Surg Rehabil 2017;8(2):87-
93.

Preen DB, Bailey BE, Wright A, Kendall P, Phillips M, Hung J, Hendriks R, Mather A, Williams E. Effects of a
multidisciplinary, post-discharge continuance of care intervention on quality of life, discharge satisfaction,
and hospital length of stay: a randomized controlled trial. Int J Qual Health Care 2005;17(1):43-51.

Rohatgi N, Loftus P, Grujic O, Cullen M, Hopkins J, Ahuja N. Surgical co-management by hospitalists
improves patient outcomes: a propensity score analysis. Ann Surg 2016;264(2):275-82.

Fitzgerald SJ, Palmer TC, Kraay MJ. Improved perioperative care of elective joint replacement patients: the
impact of an orthopedic perioperative hospitalist. J Arthroplasty 2018;33(8):2387-91.

Eamer G, Taheri A, Chen SS, Daviduck Q, Chambers T, Shi X, Khadaroo RG. Comprehensive geriatric
assessment for older people admitted to a surgical service. Cochrane Database Syst Rev 2018;1:CD012485.




45

46

47

48

49

50

51

52

53

54

55

56

57

58

59

60

61

62

63

64

65

66

67

68

Wariyapola C, Littflehales E, Abayasekara K, Fall D, Parker V, Hatton G. Improving the quality of vascular
surgical discharge planning in a hub centre. Ann R Coll Surg Engl 2016;98(4):275-9.

De leso PB, Coward JI, Letsa I, Schick U, Nandhabalan M, Frentzas S, Gore ME. A study of the decision
outcomes and financial costs of multidisciplinary team meetings (MDMs) in oncology. Br J Cancer
2013;109(9):2295-300.

Davis MJ, Luu BC, Rqj S, Abu-Ghname A, Buchanan EP. Multidisciplinary care in surgery: are team-based
interventions cost-effective? Surgeon (Published online ahead of print March 2020).

Zhao Y, Brettle A, Qiu L. The effectiveness of shared care in cancer survivors-a systematic review. Int J Integr
Care 2018;18(4):2.

Swart E, Vasudeva E, Makhni EC, Macaulay W, Bozic KJ. Dedicated perioperative hip fracture co-
management programs are cost-effective in high-volume centers: an economic analysis. Clin Orthop Relat
Res 2016;474(1):222-33.

Hoekstra A, Singh DK, Garb M, Arekapudi S, Rademaker A, Lurain JR. Participation of the general
gynecologist in surgical staging of endometrial cancer: analysis of cost and perioperative outcomes.
Gynecol Oncol 2006;103(3):897-901.

Bullen NL, Parmar J, Gilbert J, Clarke M, Cota A, Finlay IG. How effective is the mulfidisciplinary team
approach in bariatric surgery2 Obes Surg 2019;29(10):3232-8.

Leff DR, Ho C, Thomas H, Daniels R, Side L, Lambert F, Knight J, Griffiths M, Banwell M, Aitken J, Clayton G,
Dua S, Shaw A, Smith S, Ramakrishnan V. A multidisciplinary team approach minimises prophylactic
mastectomy rates. Eur J Surg Oncol 2015;41(8):1005-12.

Newman E, Guest A, Helvie M, et al. Changes in surgical management resulting from case review atf a
breast cancer multidisciplinary fumor board. Cancer. 2006;107(10):2343-2351.

Acher PL, Young AJ, Etherington-Foy R, McCahy PJ, Deane AM. Improving outcomes in urological cancers:
the impact of "multidisciplinary team meetings” Int J Surg. 2005;3(2):121-123.

Kee F, Owen T, Leathem R. Decision making in a multidisciplinary cancer team: does feam discussion resulf
in better quality decisions? Med Decis Making. 2004;24(6):602-613

Hancox SH, Sinnott JD, Kirkland P, Lipscomb D, Owens E, Howlett DC. Setfting up a parathyroid
mulfidisciplinary team meeting: one year's experience, outcomes and learning points. J Laryngol Otol
2018;132(3):252-6.

Thomson CH, Choudry M, White C, Mecci M, Siddiqui H. Multi-disciplinary management of complex
pressure sore reconstruction: 5-year review of experience in a spinal injuries centre. Ann R Coll Surg Engl
2017;99(2):169-74.

Vaughan-Shaw PG, Wheeler JM, Borley NR. The impact of a dedicated multidisciplinary team on the
management of early rectal cancer. Colorectal Dis 2015;17(8):704-9.

Hancox SH, Sinnott JD, Kirkland P, Lipscomb D, Owens E, Howlett DC. Setfting up a parathyroid
multidisciplinary team meeting: one year's experience, outcomes and learning points. J Laryngol Otol
2018;132(3):252-6.

Asghar AH, Abbasi AN, Jamal A, Haider G, Rizvi S. City fumour board Karachi: an innovative step in
multidisciplinary consensus meeting and its two years audit. J Pak Med Assoc 2013;63(12):1534-5.

Seuren LM, Stommel W, van Asselt D, Sir O, Sfommel M, Schoon Y. Multidisciplinary meetings at the
emergency department: A conversation-analytic study of decision-making. Soc Sci Med 2019;242:112589.
Charara RN, Kreidieh FY, Farhat RA, Al-Feghali KA, Khoury KE, Haydar A, Nassar L, Berjawi G, Shamseddine
A, El Saghir NS. Practice and impact of multidisciplinary tumor boards on patient management: a
prospective study. J Glob Oncol 2016;3(3):242-9.

Harden PN, Walsh G, Bandler N, Bradley S, Lonsdale D, Taylor J, Marks SD. Bridging the gap: an integrated
paediatric fo adult clinical service for young adults with kidney failure. BMJ 2012;344:e3718.

Armanasco P, Wiliamson D, Yates B. Infegration of podiatric surgery within an orthopaedic department: an
audit of patient satisfaction with labour force implications. Foot 2012;22(3):200-4.

Chirgwin J, Craike M, Gray C, Watty K, Mileshkin L, Livingston PM. Does multidisciplinary care enhance the
management of advanced breast cancer?: evaluation of advanced breast cancer multidisciplinary team
meetings. J Oncol Pract 2010;6(6):294-300.

Wu X, Tian M, Zhang J, Yang M, Gong X, Liu Y(2), Li X, Lindley RI, Anderson M, Peng K, Jagnoor J, Ji J, Wang
M, Ivers R, Tian W. The effect of a multidisciplinary co-management program for the older hip fracture
patients in Beijing: a "pre- and post-" refrospective study. Arch Osteoporos 2019;14(1):43.

Akhtar Z, Stearns V, Cartwright P, Blackford AL, Prasath V, Klein C, Jelovac D, Asrari F, Habibi M. The effect
of 1-day multidisciplinary clinic on breast cancer treatment. Breast Cancer Res Treat (Published online
ahead of print June 2020).

Bjegovich-Weidman M, Haid M, Kumar S, Huibregtse C, McDonald J, Krishnan S. Establishing a community-
based lung cancer multidisciplinary clinic as part of a large integrated health care system: aurora health
care. J Oncol Pract 2010;6(6):e27-30.




69

70

71

72

73

74

75

76

77

78

79

80

81

82

83

84

85

86

87

88

89

90

Kapoor DS, Sultan AH, Thakar R, Abulafi MA, Swift RI, Ness W. Management of complex pelvic floor
disorders in a multidisciplinary pelvic floor clinic. Colorectal Dis 2008;10(2):118-23.

Martin S, Purkayastha S, Massey R, Paraskeva P, Tekkis P, Kneebone R, Darzi A. The surgical care
practitioner: a feasible alternative. Results of a prospective 4-year audit at St Mary's Hospital Trust, London.
Ann R Coll Surg Engl 2007;89(1):30-5.

Kinley H, Czoski-Murray C, George S, McCabe C, Primrose J, Reilly C, Wood R, Nicolson P, Healy C, Read S,
Norman J, Janke E, Alhameed H, Fernandez N, Thomas E. Extended scope of nursing practice: a
mulficentre randomised conftrolled frial of appropriately frained nurses and pre-registration house officers in
pre-operative assessment in elective general surgery. Health Technol Assess 2001;5(20):1-87.

Resnick MJ, Graves AJ, Gambrel RJ, Thapa S, Buntin MB, Penson DF. The association between Medicare
accountable care organization enrollment and breast, colorectal, and prostate cancer screening. Cancer
2018;124(22):4366-73.

Marrone SR. Perioperative accountable care teams: Improving surgical team efficiency and work
safisfaction through interprofessional collaboration. J Perioper Pract 2018;28(9):223-30.

Luckenbaugh AN, Hollenbeck BK, Kaufman SR, Yan P, Herrel LA, Skolarus TA, Norton EC, Schroeck FR,
Jacobs BL, Miller DC, Hollingsworth JM, Shahinian VB, Borza T. Impact of accountable care organizations
on diagnostic testing for prostate cancer. Urology 2018;116:68-75.

Lipa SA, Blucher JA, Sturgeon DJ, Harris MB, Schoenfeld AJ. Changes in healthcare delivery following spinal
fracture in Medicare Accountable Care Organizations. Spine J 2019;19(8):1340-5.

Schoenfeld AJ, Sturgeon DJ, Blucher JA, Haider AH, Kang JD. Alterations in 90-day morbidity, mortality, and
readmission rates following spine surgery in Medicare Accountable Care Organizations (2009-2014). Spine J
2019;19(1):8-14.

Cole AP, Krasnova A, Ramaswamy A, Friedlander DF, Fletcher SA, Sun M, Choueiri TK, Weissman JS, Kibel
AS, Trinh QD. Prostate cancer in the medicare shared savings program: are Accountable Care
Organizations associated with reduced expenditures for men with prostate cancer? Prostate Cancer
Prostatic Dis 2019;22(4):593-9.

Hollingsworth JM, Nallamothu BK, Yan P, Ward S, Lin S, Colla CH, Lewis VA, Ayanian JZ(2), Hollenbeck BK,
Ryan AM. Medicare Accountable Care Organizations are not associated with reductions in the use of low-
value coronary revascularization. Circ Cardiovasc Qual Outcomes 2018;11(6):e004492.

Herrel LA, Norton EC, Hawken SR, Ye Z, Hollenbeck BK, Miller DC. Early impact of Medicare accountable
care organizations on cancer surgery outcomes. Cancer 2016;122(17):2739-46.

Colla CH, Goodney PP, Lewis VA, Nallamothu BK, Gottlieb DJ, Meara E. Implementation of a pilot
accountable care organization payment model and the use of discretionary and nondiscretionary
cardiovascular care. Circulation 2014;130(22):1954-61.

Miller DC, Ye Z, Gust C, Birkmeyer JD. Anficipating the effects of accountable care organizations for
inpatient surgery. JAMA Surg 2013;148(6):549-54.

Nathan H, Thumma JR, Ryan AM, Dimick JB. Early impact of medicare accountable care organizations on
inpatient surgical spending. Ann Surg 2019;269(2):191-6.

Geyer BC, Peak DA, Velmahos GC, Gates JD, Michaud Y, Petrovick L, Lee J, Yun BJ, White BA, Raja AS.
Cost savings associated with transfer of frauma patients within an accountable care organization. Am J
Emerg Med 2016;34(3):455-8.

Borza T, Oerline MK, Skolarus TA, Norton EC, Dimick JB, Jacobs BL, Herrel LA, Ellimoottil C, Hollingsworth JM,
Ryan AM, Miller DC, Shahinian VB, Hollenbeck BK. Association between hospital participation in medicare
shared savings program accountable care organizations and readmission following major surgery. Ann
Surg 2019;269(5):873-8.

Resnick MJ, Graves AJ, Buntin MB, Richards MR, Penson DF. Surgeon participation in early accountable
care organizatfions. Ann Surg 2018;267(3):401-7.

Kim D, Funk RJ, Yan P, Nallamothu BK, Zaheer A, Hollingsworth JM. Informal clinical integration in medicare
accountable care organizations and mortality following coronary artery bypass graft surgery. Med Care
2019;57(3):194-201.

Berkowitz SA, Ishii L, Schulz J, Poffenroth M. Academic medical centers forming accountable care
organizations and partnering with community providers: the experience of the Johns Hopkins Medicine
Alliance for patients. Acad Med 2016;91(3):328-32.

Taylor C, Atkins L, Richardson A, Tarrant R, Ramirez A-J. Measuring the quality of MDT working: an
observational approach. BMC Cancer 2012;12:202

Cancer Research UK . Improving the effectiveness of multidisciplinary team meetings in cancer services.
London, UK: Cancer Research UK; 2017.

O'Reilly P, Lee SH, O'Sullivan M, Cullen W, Kennedy C, MacFarlane A (2017) Assessing the facilitators and
barriers of interdisciplinary feam working in primary care using normalisation process theory: An integrative
review. PLoS ONE 12(5): e0177026.




21

92

93

94

95

96

97

98

99

100

101

102

103

104

105

106

107

108

109

110

111

112

113

114

Soukup T, Lamb BW, Arora S, Darzi A, Sevdalis N, Green JS. Successful strategies in implementing a
mulfidisciplinary team working in the care of patients with cancer: an overview and synthesis of the
available literature. J Multidiscip Healthc 2018;11:49-61.

Lamb BW, Green JSA, Vincent C, Sevdalis N. Decision making in surgical oncology. Surg Oncol
2011;20(3):163-8.

Bouamrane MM, Mair FS. Implementation of an integrated preoperative care pathway and regional
electronic clinical portal for preoperative assessment. BMC Med Inform Decis Mak 2014;14:93.

Dietz N, Sharma M, Alhourani A, Ugiliweneza B, Wang D, Nuno MA, Drazin D, Boakye M. Bundled payment
models in spine surgery: current challenges and opportunities, a systematic review. World Neurosurg
2019;123:177-83.

Raine R, Wallace |, Nic a’ Bhdird C, Xanthopoulou P, Lanceley A, Clarke A, Prentice A, Ardron D, Harris M,
Gibbs JSR, Ferlie E, King M, Blazeby JM, Michie S, Livingston G, Barber J. Improving the effectiveness of
mulfidisciplinary team meetings for patients with chronic diseases: a prospective observational study.
Southampton (UK): NIHR Journals Library, 2014.

Storey J, Holti R, Hartley J, Marshall M, Matharu T. Clinical leadership in service redesign using Clinical
Commissioning Groups: a mixed-methods study. Southampton (UK): NIHR Journals Library, 2018.
Kemper-Koebrugge W, Koetsenruijter J, Rogers A, Laurant M, Wensing M. Local networks of community
and healthcare organisations: a mixed methods study. BMC Res Notes 2016;9:331.

Lamb BW, Sevdalis N, Taylor C, Vincent C, Green JS. Mulfidisciplinary feam working across different tumour
types: analysis of a national survey. Ann Oncol 2012;23(5):1293-300.

Aston J, Shi E, Bullét H, Galway R, Crisp J. Quantitative evaluation of regular morning meetings aimed at
improving work practices associated with effective interdisciplinary communication. Int J Nurs Pract
2006;12(2):57-63.

El Saghir NS, E-Asmar N, Hajj C, Eid T, Khatib S, Bounedjar A, Ajarim D, Shamseddine A, Geara F, Jazieh A,
Azim HA, Abdelkader Y, Kattan J, Abulkhair O. Survey of utilization of multidisciplinary management tumor
boards in Arab countries. Breast 2011;20 Suppl 2:570-4.

Craig WL, Ramsay CR, Fielding S, Krukowski ZH. A cross-specialty survey to assess the application of risk
stratified surgery for differentiated thyroid cancer in the UK. Ann R Coll Surg Engl 2014;96(6):466-74.

Alani A, Owens J, Dewan K, Summerwill A. A national survey of oral and maxillofacial surgeons' attitudes
towards the tfreatment and dental rehabilitation of oral cancer patients. Br Dent J 2009;207(11):E21.

Lamb BW, Allchorne P, Sevdalis N, Vincent C, Green JSA. The role of the cancer nurse specialist in the
urology multidisciplinary team meeting. Int J Urol Nurs. 2011;5:59-64.

Foye U, Simpson A, Reynolds L. "Somebody else's business": The challenge of caring for patients with mental
health problems on medical and surgical wards. J Psychiafr Ment Health Nurs (Published online ahead of
print January 2020).

Lau CY, Greysen SR, Mistry RI, Han SJ, Mummaneni PV, Berger MS. Creating a culture of safety within
operative neurosurgery: the design and implementation of a perioperative safety video. Neurosurg Focus
2012;33(5):E3.

Prado MA, Lima MP, Gomes Ida R, Bergsten-Mendes G. The implementation of a surgical antibiotic
prophylaxis program: the pivotal contribution of the hospital pharmacy. Am J Infect Control 2002;30(1):49-
56.

Brady GC, Goodrich J, Roe JWG. Using experience-based co-design to improve the pre-treatment care
pathway for people diagnosed with head and neck cancer. Support Care Cancer 2020;28(2):739-45.
Barlow RC, Chan DSY, Mayor S, Perkins C, Lawton HL, Powell AG, Lewis WG. Fit for cancer treatment: a
prospective feasibility study of primary care initiated prehabilitation for patients with suspected cancer.
BJGP Open 2018;2(4):bjgpopen18X101608.

Alcantara SB, Reed W, Willis K, Lee W, Brennan P, Lewis S. Radiologist participation in mulfi-disciplinary
teams in breast cancer improves reflective practice, decision making and isolation. Eur J Cancer Care
2014;23(5):616-23.

Graham Y, Callejas-Diaz L, Parkin L, Mahawar K, Small PK, Hayes C. Exploring the patient-reported impact
of the pharmacist on pre-bariatric surgical assessment. Obes Surg 2019;29(3):891-902.

Knowles G, Sherwood L, Dunlop MG, Dean G, Jodrell D, McLean C, Preston E. Developing and pilofing a
nurse-led model of follow-up in the multidisciplinary management of colorectal cancer. Eur J Oncol Nurs
2007;11(3):212-23.

Easton K, Griffin A, Woodman N, Read MD. Can an advanced nurse practitioner take on the role of senior
house officer within a specialised area of practice: an evaluation. J Obstet Gynaecol 2004;24(6):667-74.
Dartey W, Borase H, Organ A, Evans T, Fox R. Preoperative assessment and consent for surgery: a role for
the gynaecology nurse-practitioner. J Obstet Gynaecol 2010;30(2):166-70.

MacDonald K, Latimer M, Drisdelle N. Determining the impact of a surgical liaison nurse role in the
paediatric operating room. Can Oper Room Nurs J 2006;24(1):7-8.




115

116

117

118

119

120

121

122

123

124

125

126

127

128

129

130

131

132

133

134

135

136

137

138

139

Aarts MA, Sivapalan N, Nikzad SE, Serodio K, Sockalingam S, Conn LG. Optimizing bariatric surgery
mulfidisciplinary follow-up: a focus on patient-centered care. Obes Surg 2017;27(3):730-6.

Sau-Man Conny C, Wan-Yim I. The effectiveness of nurse-led preoperative assessment clinics for patients
receiving elective orthopaedic surgery: a systematic review. J Perianesth Nurs 2016;31(6):465-74.

Kinley H, Czoski-Murray C, George S, McCabe C, Primrose J, Reilly C, Wood R, Nicolson P, Healy C, Read S,
Norman J, Janke E, Alhameed H, Fernandez N, Thomas E. Extended scope of nursing practice: a
mulficentre randomised conftrolled frial of appropriately frained nurses and pre-registration house officers in
pre-operative assessment in elective general surgery. Health Technol Assess 2001;5(20):1-87.

Lamb BW, Payne H, Vincent C, Sevdalis N, Green JSA. The role of oncologists in mulfidisciplinary cancer
teams in the UK: an untapped resource for team leadership? J Eval Clin Pract 2011;17:1200-6.

Weldon SM, Ralhan S, Paice E, Kneebone R, Bello F. Sequential Simulation (SgS): an innovative approach to
educating GP receptionists about integrated care via a patient journey - a mixed methods approach.
BMC Fam Pract 2015;16:109.

Stewart-Parker E, Galloway R, Vig S. S-TEAMS: a truly multiprofessional course focusing on nontechnical skills
to improve patient safety in the operating theater. J Surg Educ 2017;74(1):137-44.

Findlay J, Keogh M. Simple multidisciplinary education of junior doctors and nurses improves prescription of
venous thromboembolism prophylaxis. J Perioper Pract 2011;21(1):28-32.

Brigley S, Jasper M. Evaluation of a multidisciplinary faculty to support learning in surgical practice. J
Interprof Care 2010;24(4):401-11.

Gross B, Rusin L, Kiesewetter J, Zottmann JM, Fischer MR, Prickner S, Zech A. Crew resource management
training in healthcare: a systematic review of intervention design, fraining conditions and evaluation. BMJ
Open 2019;9(2):e025247.

Lagoo J, Lopushinsky SR, Haynes AB, Bain P, Flageole H, Skarsgard ED, Brindle ME. Effectiveness and
meaningful use of paediatric surgical safety checklists and their implementation strategies: a systematic
review with narrative synthesis. BMJ Open 2017;7(10):e016298.

Robertson JM, Dias RD, Yule S, Smink DS. Operating room team training with simulation: a systematic
review. J Laparoendosc Adv Surg Tech A 2017;27(5):475-80.

Cumin D, Boyd MJ, Webster CS, Weller JM. A systematic review of simulation for multidisciplinary team
fraining in operating rooms. Simul Healthc 2013;8(3):171-9.

Graafland M, Schraagen JM, Schijven MP. Systematic review of serious games for medical education and
surgical skills fraining. Br J Surg 2012;99(10):1322-30.

Gillespie BM, Chaboyer W, Murray P. Enhancing communication in surgery through team training
interventions: a systematic literature review. AORN J 2010;92(6):642-57.

Tan SB, Pena G, Aliree M, Maddern GJ. Multidisciplinary feam simulation for the operating theatre: a
review of the literature. ANZ J Surg 2014;84(7-8):515-22.

McCulloch P, Morgan L, Flynn L, Rivero-Arias O, Martin G, Collins G, New S. Safer delivery of surgical
services: a programme of controlled before-and-after intervention studies with pre-planned pooled data
analysis. Southampton (UK): NIHR Journals Library, 2016.

Taylor MJ, Shikaislami C, McNicholas C, Taylor D, Reed J, Viaev I. Using virtual worlds as a platform for
collaborative meetings in healthcare: a feasibility study. BMC Health Serv Res 2020;20(1):442.

Gallagher J, James S, Keane C, Fitzgerald A, Travers B, Quigley E, Hecht C, Zhou S, Watson C, Ledwidge M,
McDonald K. Heart failure virtual consultation: bridging the gap of heart failure care in the community - A
mixed-methods evaluation. ESC Heart Fail 2017;4(3):252-8.

Kunkler IH, Prescott RJ, Lee RJ, Brebner JA, Cairns JA, Fielding RG, Bowman A, Neades G, Walls AD, Chetty
U, Dixon JM, Smith ME, Gardner TW, Macnab M, Swann §, Maclean JR. TELEMAM: a cluster randomised frial
to assess the use of telemedicine in multi-disciplinary breast cancer decision making. Eur J Cancer
2007;43(17):2506-14.

Delaney G, Jacob S, ledema R, Winters M, Barton M. Comparison of face-to-face and videoconferenced
multidisciplinary clinical meetings. Australas Radiol 2004;48(4):487-92.

Avery KNL, Richards HS, Portal A, Reed T, Harding R, Carter R, Bamforth L, Absolom K, O'Connell
Francischetto E, Velikova G, Blazeby JM. Developing a real-fime electronic symptom monitoring system for
patients after discharge following cancer-related surgery. BMC Cancer 2019;19(1):463.

Fernandez JL, McGuire A, Raikou M. Hospital coordination and integration with social care in England: The
effect on post-operative length of stay. J Health Econ 2018;61:233-43.

Bouamrane MM, Mair FS. A study of clinical and information management processes in the surgical pre-
assessment clinic. BMC Med Inform Decis Mak 2014;14:22.

Nagpal K, Vats A, Lamb B, Ashrafian H, Sevdalis N, Vincent C, Moorthy K. Information transfer and
communication in surgery: a systematic review. Ann Surg 2010;252(2):225-39.

Van Grootven B, McNicoll L, Mendelson DA, Friedman SM, Fagard K, Milisen K, Flamaing J, Deschodt M.
Quality indicators for in-hospital geriatric co-management programmes: a systematic literature review and
international Delphi study. BMJ Open 2018;8(3):e020617.




140

141

142

143

144

145

146

147

148

149

150

151

152

153

154

155

156

157

158

159

160

161

162

163

164

Aufegger L, Sharig O, Bicknell C, Ashrafian H, Darzi A. Can shared leadership enhance clinical team
managemente A systematic review. Leadersh Health Serv 2019;32(2):309-35.

Lamb BW, Wong HW, Vincent C, Green JS, Sevdalis N. Teamwork and team performance in
multidisciplinary cancer teams: development and evaluation of an observational assessment tool. BMJ
Qual Saf 2011;20(10):849-56.

McGlynn B, Johnston M, Green J. A nurse-led multidisciplinary team approach in urology-oncology:
addressing the new cancer strategy. J Clin Urol 2017;10(5):449-56.

Roberts S, Unadkat N, Chandok R, Sawtell T. Learning from the integrated care pilot in west London.
London. J Prim Care. 2012;5(1):59-62.

Macaskill EJ, Thrush S, Walker EM, Dixon JM. Surgeons' views on mulfi-disciplinary breast meetings. Eur J
Cancer 2006;42(7):905-8.

Jalil R, Lamb BW, Russ S, Sevdalis N, Green JSA. The cancer mulfidisciplinary feam from the coordinators
perspective: results from a national survey in the UK. BMC Health Serv Res. 2012;12:457.

Pinto A, Benn J, Burnett S, Parand A, Vincent C. Predictors of the perceived impact of a patient safety
collaborative: an exploratory study. Int J Qual Health Care 2011;23(2):173-81.

Balfour A, Burch J, Fecher-Jones |, Carter FJ. Exploring the fundamental aspects of the Enhanced Recovery
After Surgery nurse's role. Nurs Stand (Published online ahead of print November 2019).

Palese A, Comuzzi C, Bresadola V. Global case management: the "nurse case manager" model applied to
day surgery in Italy. Lippincotts Case Manag 2005;10(2):83-92.

Escobar MA, Brewer A, Caviglia H, Forsyth A, Jimenez-Yuste V, Laudenbach L, Lobet S, McLaughlin P,
Oyesiku JOO, Rodriguez-Merchan EC, Shapiro A, Solimeno LP. Recommendations on multidisciplinary
management of elective surgery in people with haemophilia. Haemophilia 2018;24(5):693-702.

National Cancer Action Team. The characteristics of an effective Multidisciplinary feam (MDT). London:
National Cancer Action Team, 2010.

Morton M, Paice E. Co-production at the strategic level: co-designing an integrated care system with lay
partners in north west London, England. Int J Integr Care 2016;16(2):2.

Chrobak A. Educational role of a nurse in medical care of patients with outer intestinal stoma. Pol Merkur
Lekarski 2009;26(155):579-81.

Choy ET, Chiu A, Butow P, Young J, Spillane A. A pilot study to evaluate the impact of involving breast
cancer patients in the multidisciplinary discussion of their disease and treatment plan. Breast
2007;16(2):178-89.

Devitt B, Philip J, Singh M, McLachlan SA. Understanding patients' atftitudes toward cancer multidisciplinary
meetings: a mixed methods study. JCO Oncol Pract 2020;16(2):e175-82.

Lu J, Jiang Y, Qian M, Lv L, Ying X. The improved effects of a multidisciplinary team on the survival of breast
cancer patients: experiences from China. Int J Environ Res Public Health 2019;17(1):277.

van Huizen LS, Dijkstra P, Halmos GB, van den Hoek JGM, van der Laan KT, Wijers OB, Ahaus K, de Visscher
JGAM, Roodenburg J. Does multidisciplinary videoconferencing between a head-and-neck cancer
centre and its partner hospital add value to their patient care and decision-making? a mixed-method
evaluation. BMJ Open 2019;9(11):e028609.

Lamb BW, Jalil RT, Sevdalis N, Vincent C, Green JSA. Strategies to improve the efficiency and utility of
multidisciplinary team meetings in urology cancer care: a survey study. BMC Health Serv Res 2014;14:377.
Acher PL, Young AJ, Etherington-Foy R, McCahy PJ, Deane AM. Improving outcomes in urological cancers:
the impact of "multidisciplinary team meetings". Int J Surg 2005;3(2):121-3.

Nwaejike N, Elbur E, Malagon |, Dodman N, Hewitt K, Fontaine E, Krysiak P, Jones M, Shah R, Rammohan KS.
Is there a role for the high-risk multidisciplinary tfeam meeting in thoracic surgery? Interact Cardiovasc
Thorac Surg 2016;22(4):397-400.

Rathinam S, Oey |, Steiner M, Spyt T, Morgan MD, Waller DA. The role of the emphysema multidisciplinary
team in a successful lung volume reduction surgery programme. Eur J Cardiothorac Surg 2014;46(6):1021-6.
Soukup T, Petrides KV, Lamb BW, Sarkar S, Arora S, Shah §, Darzi A, Green JS, Sevdalis N. The anatomy of
clinical decision-making in multidisciplinary cancer meetings: a cross-sectional observational study of
teams in a natural context. Medicine 2016;95(24):e3885.

Soukup T, Lamb BW, Sarkar S, Arora S, Shah S, Darzi A, Green JS, Sevdalis N. Predictors of freatment
decisions in multidisciplinary oncology meetings: a quantitative observational study. Ann Surg Oncol
2016;23:4410-7.

Lamb BW, Green JSA, Benn J, Brown KF, Vincent CA, Sevdalis N. Improving decision-making in
multidisciplinary tumor boards: prospective longitudinal evaluation of multicomponent intervention for
1,421 patients. J Am Coll Surg 2013;2173:412-420.

Palmer JE, Wales K, Ellis K, Dudding N, Smith J, Tidy JA. The multfidisciplinary colposcopy meeting:
recommendations for future service provision and an analysis of clinical decision making. BJOG
2010;117(9):1060-6.




165

166

167

168

169

170

171

172

173

174

175

176

177

178

179

180

181

182

183

184

185

186

187

Gandara E, Ungar J, Lee J, Chan-Macrae M, O'Malley T, Schnipper JL. Discharge documentation of
patients discharged to subacute facilities: a three-year quality improvement process across an integrated
health care system. Jt Comm J Qual Patient Saf 2010;36(6):243-51.

Drew S, Judge A, Cohen R, Fitzpatrick R, Barker K, Gooberman-Hill R. Enhanced Recovery After Surgery
implementation in practice: an ethnographic study of services for hip and knee replacement. BMJ Open
2019 5;9(3):e024431.

Shao J, Rodrigues M, Corter AL, Baxter NN. Multidisciplinary care of breast cancer patients: a scoping
review of multidisciplinary styles, processes, and outcomes. Curr Oncol 2019;26(3):€385-97.

Denvir MA, Pell JP, Lee AJ, Rysdale J, Prescott RJ, Eteiba H, Walker A, Mankad P, Starkey IR. Variations in
clinical decision-making between cardiologists and cardiac surgeons; a case for management by
mulfidisciplinary teams? J Cardiothorac Surg 2006;1:2.

Lamb BW, Sevdalis N, Benn J, Vincent C, Green JS. Mulfidisciplinary cancer team meeting structure and
freatment decisions: a prospective correlational study. Ann Surg Oncol 2013 20(3):715-22.

Lamb BW, Sevdalis N, Vincent C, Green JS. Development and evaluation of a checklist fo support decision
making in cancer multidisciplinary team meetings: MDT-QUIC. Ann Surg Oncol 2012;19(6):1759-65.
Khattak ZG, Benington PC, Khambay BS, Green L, Walker F, Ayoub AF. An assessment of the quality of care
provided to orthognathic surgery patients through a multidisciplinary clinic. J Craniomaxillofac Surg
2012;40(3):243-7.

Petrovic MA, Aboumatar H, Baumgartner WA, Ulatowski JA, Moyer J, Chang TY, Camp MS, Kowalski J,
Senger CM, Martinez EA. Pilot implementation of a perioperative protocol to guide operating room-to-
intensive care unit patient handoffs. J Cardiothorac Vasc Anesth 2012;26(1):11-6.

Nguyen TD, Legrand P, Devie |, Cauchois A, Eymard JC. Qualitative assessment of the multidisciplinary
tumor board in breast cancer. Bull Cancer 2008;95(2):247-51.

Mgller TP, Madsen MD, Fuhrmann L, @stergaard D. Postoperative handover: characteristics and
considerations on improvement: a systematic review. Eur J Anaesthesiol 2013;30(5):229-42.

Cringles MC. Developing an integrated care pathway to manage cancer pain across primary, secondary
and tertiary care. Int J Palliat Nurs 2002;8(5):247-55.

Morton M, Paice E. Co-production at the strategic level: co-designing an integrated care system with lay
partners in North West London, England. Int J Integr Care 2016;16(2):2.

Tyson SF, Burton L, McGovern A. Multi-disciplinary team meetings in stroke rehabilitation: an observation
study and conceptual framework. Clin Rehabil 2014;28(12):1237-47.

Lamb BW, Taylor C, Lamb JN, Strickland SL, Vincent C, Green JSA, Sevddalis N. Facilitators and barriers to
teamworking and patient centeredness in multidisciplinary cancer teams: findings of a natfional study Ann
Surg Oncol 2013;20(5):1408-16.

Lamb BW, Green JSA, Benn J, Brown KF, Vincent CA, Sevdalis N. Improving decision-making in
multidisciplinary tumor boards: prospective longitudinal evaluation of multicomponent intervention for
1,421 patients. J Am Coll Surg 2013;2173:412-20.

Eddy K, Jordan Z, Stephenson M. Health professionals' experience of feamwork education in acute hospital
settings: a systematic review of qualitative literature. JBI Database System Rev Implement Rep
2016;14(4):96-137.

Cohen R, Gooberman-Hill R. Staff experiences of enhanced recovery after surgery: systematic review of
qualitative studies. BMJ Open 2019;9(2):e022259.

Segall N, Bonifacio AS, Schroeder RA, Barbeito A, Rogers D, Thornlow DK, Emery J, Kellum S, Wright MC,
Mark JB, Can we make postoperative patient handovers safere a systematic review of the literature.
Anesth Analg 2012;115(1):102-15.

Klueh MP, Sloss KR, Dossett LA, Englesbe MJ, Waljee JF, Brummett CM, Lagisetty PA, Lee JS. Postoperative
opioid prescribing is not my job: a qualitative analysis of care transitions. Surgery 2019;166(5):744-51.
Nguyen OK, Kruger J, Greysen SR, Lyndon A, Goldman LE. Understanding how to improve collaboration
between hospitals and primary care in postdischarge care transitions: a qualitative study of primary care
leaders' perspectives. J Hosp Med 2014;9(11):700-6.

Butow P, Harrison JD, Choy ET, Young JM, Spillane A, Evans A. Health professional and consumer views on
involving breast cancer patients in the mulfidisciplinary discussion of their disease and treatment plan.
Cancer 2007;110(9):1937-44.

Choy ET, Chiu A, Butow P, Young J, Spillane A. A pilot study to evaluate the impact of involving breast
cancer patients in the multidisciplinary discussion of their disease and treatment plan. Breast
2007;16(2):178-89.

Brown B, Young J, Smith DP, Kneebone AB, Brooks AJ, Egger S, Xhilaga M, Dominello A, O'Connell DL,
Haines M. A multidisciplinary team-oriented intervention to increase guideline recommended care for
high-risk prostate cancer: A stepped-wedge cluster randomised implementation trial. Implement Sci
2018;13(1):43.




188

189

190

191

192

193

194

195

196

197

198

199

200

201

202

203

204

205

206

207

208

209

Kupeli N, Leavey G, Harrington J, Lord K, King M, Nazareth |, Moore K, Sampson EL, Jones L. What are the
barriers to care integration for those at the advanced stages of dementia living in care homes in the UK?2
Health care professional perspective. Dementia 2018;17(2):164-79.

Gage H, Dickinson A, Victor C, Williams P, Cheynel J, Davies SL, lliffe S, Froggatt K, Martin W, Goodman C.
Integrated working between residential care homes and primary care: a survey of care homes in England.
BMC Geriatr 2012;12:71.

de Kok M, van der Weijden T, Kessels A, Dirksen C, van de Velde C, Roukema J, van der Ent F, Bell A, von
Meyenfeldt M. Implementation of an ultra-short-stay program after breast cancer surgery in four hospitals:
perceived barriers and facilitators. World J Surg 2008;32(12):2541-8.

Smith J, Wistow G, Holder H, Gaskins M. Evaluating the design and implementation of the whole systems
infegrated care programme in North West London: why commissioning proved (again) to be the weakest
link. BMC Health Serv Res 2019;19(1):228.

Bogoch ER, Showden E. A sample of Canadian orthopedic surgeons expressed wilingness to participate in
osteoporosis management for fragility fracture patients. Can J Surg 2008;51(1):8-13.

McDermott I, Checkland K, Moran V, Warwick-Giles L. Achieving integrated care through commissioning of
primary care services in the English NHS: a qualitative analysis. BMJ Open 2019;9(4):e027622.

Brenner M, O'Shea MP, Larkin P, Luzi D, Pecoraro F, Tamburis O, Berry J, Alexander D, Rigby M, Blair M.
Management and integration of care for children living with complex care needs at the acute-community
interface in Europe. Lancet Child Adolesc Health 2018;2(11):822-31.

Williams H, Edwards A, Hibbert P, Rees P, Prosser Evans H, Panesar S, Carter B, Parry G, Makeham M, Jones
A. Avery A, Sheikh A, Donaldson L, Carson-Stevens A. Harms from discharge to primary care: mixed
methods analysis of incident reports. Br J Gen Pract 2015;65(641):€829-37.

Salisbury C. Do NHS walk-in centres in England provide a model of infegrated care? Int J Infegr Care
2003;3:e18.

Messing BP, Ward EC, Lazarus C, Ryniak K, Kim M, Silinonte J, Gold D, Thompson CB, Pitman KT, Blanco R,
Sobel R, Harrer K, Ulmer K, Neuner G, Patel K, Tang M, Lee G. Establishing a multidisciplinary head and neck
clinical pathway: an implementation evaluation and audit of dysphagia-related services and outcomes.
Dysphagia 2019;34(1):89-104.

Partridge JS, Collingridge G, Gordon AL, Martin FC, Harari D, Dhesi JK. Where are we in perioperative
medicine for older surgical patients? A UK survey of geriatric medicine delivered services in surgery. Age
Ageing 2014;43(5):721-4.

Belleli E, Naccarella L, Pirotta M. Communication at the interface between hospitals and primary care - a
general practice audit of hospital discharge summaries. Aust Fam Physician 2013;42(12):886-90.

Kripalani S, LeFevre F, Phillips CO, Williams MV, Basaviah P, Baker DW. Deficits in communication and
information transfer between hospital-based and primary care physicians: implications for patient safety
and continuity of care. JAMA 2007;297(8):831-41.

Johnson JK, Farnan JM, Barach P, Hesselink G, Wollersheim H, Pijnenborg L, Kalkman C, Arora VM.
Searching for the missing pieces between the hospital and primary care: mapping the patient process
during care transitions. BMJ Qual Saf 2012;21 Suppl 1:i97-105.

O'Connor R, O'Callaghan C, McNamara R, Salim U. An audit of discharge summaries from secondary to
primary care. Ir J Med Sci 2019;188(2):537-40.

Bench S, Cornish J, Xyrichis A. Intensive care discharge summaries for general practice staff: a focus group
study. Br J Gen Pract 2016;66(653):€904-12.

Hesselink G, Schoonhoven L, Plas M, Wollersheim H, Vernooij-Dassen M. Quality and safety of hospital
discharge: a study on experiences and perceptions of patients, relatives and care providers. Int J Qual
Health Care 2013;25(1):66-74.

McMurray A, Johnson P, Walllis M, Patterson E, Griffiths S. General surgical patients' perspectives of the
adequacy and appropriateness of discharge planning to facilitate health decision-making at home. J Clin
Nurs 2007;16(9):1602-9.

Wilson S, Ruscoe W, Chapman M, Miller R. General practitioner-hospital communications: a review of
discharge summaries. J Qual Clin Pract 2001;21(4):104-8.

Spatz H, Engel J, Holzel D, Jauch KW. The surgical discharge summary: a lack of substantial clinical
information may affect the postop treatment of rectal cancer patients. Langenbecks Arch Surg
2001;386(5):350-6.

Wcehle HV, Haugen AS, Wiig S, Sefteland E, Sevdalis N, Harthug S. How does the WHO Surgical Safety
Checklist fit with existing perioperative risk management strategiese An ethnographic study across surgical
specialties. BMC Health Serv Res 2020;20(1):111.

Bergs J, Lambrechts F, Simons P, Vlayen A, Marneffe W, Hellings J, Cleemput |, Vandijck D. Barriers and
facilitators related to the implementation of surgical safety checklists: a systematic review of the qualitative
evidence. BMJ Qual Saf 2015;24(12):776-86.




210

211

212

213

214

215

216

217

218

219

220

221

222

223

224

225

226

227

228

229

230

231

232

233

234

Wright FC, Lookhong N, Urbach D, Davis D, McLeod RS, Gagliardi AR. Multidisciplinary cancer conferences:
identifying opportunities to promote implementation. Ann Surg Oncol 2009;16(10):2731-7.

Bydder S, Hasani A, Broderick C, Semmens J. Lung cancer multidisciplinary feam meetings: A survey of
participants at a national conference. J Med Imaging Radiat Oncol 2010;54(2):146-51.

Whelan JM, Griffith CD, Archer T. Breast cancer multi-disciplinary teams in England: much achieved but still
more to be done. Breast 2006;15(1):119-22.

Marsh CJ, Boult M, Wang JX, Maddern GJ, Roder DM, Kollias J. National Breast Cancer Audit: the use of
mulfidisciplinary care feams by breast surgeons in Australia and New Zealand. Med J Aust 2008;188(7):385-
8.

Pausjenssen L, Ward HA, Card SE. An internist's role in perioperative medicine: a survey of surgeons'
opinions. BMC Fam Pract 2008;9:4.

@ygarden O, By RT, Bjaalid G, Mikkelsen A. Establishing a multidisciplinary day-care surgery department:
Challenges for nursing management. J Nurs Manag 2019;27(1):133-42.

Harrison JD, Choy ET, Spillane A, Butow P, Young JM, Evans A. Australian breast cancer specialists’
involvement in multidisciplinary freatment planning meetings. Breast 2008;17(4):335-40.

Caudron A, Chaby G, Dadban A, Andrejak C, Dhaille F, Bagot M, Lok C. Multidisciplinary feam meetings in
oncology: first analysis of benefits and evaluation of activity in a Dermatology unit in France. Eur J
Dermatol 2010;20(6):778-84.

Mori S, Navarrete-Dechent C, Petukhova TA, Lee EH, Rossi AM, Postow MA, Dunn LA, Roman BR, Yin VT, Coit
DG, Hollmann TJ, Busam KJ, Nehal KS, Barker CA. Tumor board conferences for mulfidisciplinary skin cancer
management: a survey of US cancer centers. J Natl Compr Canc Netw 2018;16(10):1209-15.

McNulty W, Jordan S, Hopkinson NS. Aftitudes and access fo lung volume reduction surgery for COPD: a
survey by the British Thoracic Society. BMJ Open Respir Res 2014;1(1):e000023.

Guy JB, Benna M, Xia Y, Daguenet E, Ben Mrad M, Jmour O, Vial N, Lelonge Y, Fournel P, Prades JM, Vallard
A, Magné N. Quality insurance in head and neck cancer multidisciplinary team meetings: a watchful eye
on real-life experience. Oral Oncol 2019;91:35-8.

Soukup T, Petrides KV, Lamb BW, Sarkar S, Arora S, Shah S, Darzi A, Green JS, Sevdalis N. The anatomy of
clinical decision-making in multidisciplinary cancer meetings: A cross-sectional observational study of
teams in a natural context. Medicine 2016;95(24):3885.

Chae BJ, Bae JS, Song BJ, Jung SS. Multidisciplinary feam approach in breast cancer: a nationwide survey
in Korea. J Korean Surg Soc 2012;82(6):340-6.

Lear R, Godfrey AD, Riga C, Norton C, Vincent C, Bicknell CD. The impact of system factors on quality and
safety in arterial surgery: a systematic review. Eur J Vasc Endovasc Surg 2017;54(1):79-93.

Sidhom MA, Poulsen M. Group decisions in oncology: doctors' perceptions of the legal responsibilities
arising from multidisciplinary meetings. J Med Imaging Radiat Oncol 2008;52(3):287-92.

Suwanabol PA, Kanters AE, Reichstein AC, Wancata LM, Dossett LA, Rivet EB, Silveira MJ, Morris AM.
Characterizing the role of US surgeons in the provision of palliative care: a systematic review and mixed-
methods meta-synthesis. J Pain Symptom Manage 2018;55(4):1196-1215.e5.

Partridge JSL, Rogerson A, Joughin AL, Walker D, Simon J, Swart M, Dhesi JK. The emerging specialty of
perioperative medicine: a UK survey of the attitudes and behaviours of anaesthetists. Perioper Med
2020;9:3.

Pearsall EA, Meghiji Z, Pitzul KB, Aarts MA, McKenzie M, McLeod RS, Okrainec A. A qualitative study to
understand the barriers and enablers in implementing an enhanced recovery after surgery program. Ann
Surg 2015;261(1):92-6.

Shogirat N. 'We are nurses, they are doctors': barriers to nurses' roles in pain management following surgery
in Jordan. Int J Nurs Pract 2015;21(2):200-6.

Catchpole KR, Dale TJ, Hirst DG, Smith JP, Giddings TA. A multicenter trial of aviation-style training for
surgical teams. J Patient Saf 2010;6(3):180-6.

Flin R, Yule S, McKenzie L, Paterson-Brown S, Maran N. Aftitudes to feamwork and safety in the operating
theatre. Surgeon 2006;4(3):145-51.

Russ S, Rout S, Sevdalis N, Moorthy K, Darzi A, Vincent C. Do safety checklists improve tfeamwork and
communication in the operating roome A systematic review. Ann Surg 2013;258(6):856-71.

Bouwsma EV, Vonk Noordegraaf A, Szldvik Z, Brélmann HA, Emanuel MH, Lips JP, van Mechelen W, Mozes
A, Thurkow AL, Huirne JA, Anema JR. Process evaluation of a multidisciplinary care program for patients
undergoing gynaecological surgery. J Occup Rehabil 2014;24(3):425-38.

Devitt B, Philip J, McLachlan SA. Team dynamics, decision making, and attitudes toward multidisciplinary
cancer meetings: health professionals' perspectives. J Oncol Pract 2010;6(6):e17-20.

Gandamihardja TAK, Soukup T, Mclnerney S, Green JSA, Sevdalis N. Analysing breast cancer
multidisciplinary patient management: a prospective observational evaluation of team clinical decision-
making. World J Surg 2019;43(2):559-66.




235

236

237

238

239

240

241

242

243

244

245

246

247

248

249

250

251

252

253

254

255

256

257

258

Moore AJ, Whitehouse MR, Gooberman-Hill R, Heddington J, Beswick AD, Blom AW, Peters TJ A UK national
survey of care pathways and support offered to patients receiving revision surgery for prosthetic joint
infection in the highest volume NHS orthopaedic centres. Musculoskeletal Care 2017;15(4):379-85.

Burke FD, Miranda SM, Owen VM, Bradley MJ, Sinha S. Rheumatoid hand surgery: differing perceptions
amongst surgeons, rheumatologists and therapists in the UK. J Hand Surg Eur Vol 2011;36(8):632-41.

Shroff R, Thompson AC, McCrum A, Rees SG. Prospective multidisciplinary audit of obstetric general
anaesthesia in a district general hospital. J Obstet Gynaecol 2004;24(6):641-6.

Tennesen H, Faurschou P, Ralov H, Malgaard-Nielsen D, Thomas G, Backer V. Risk reduction before surgery.
The role of the primary care provider in preoperative smoking and alcohol cessation. BMC Health Serv Res
2010;10:121.

Nissen MJ, Beran MS, Lee MW, Mehta SR, Pine DA, Swenson KK. Views of primary care providers on follow-
up care of cancer patients. Fam Med 2007;39(7):477-82.

Dossett LA, Hudson JN, Morris AM, Lee MC, Roetzheim RG, Fetters MD, Quinn GP. The primary care provider
(PCP)-cancer specidlist relationship: A systematic review and mixed-methods meta-synthesis. CA Cancer J
Clin 2017;67(2):156-69.

Bullen NL, Parmar J, Gilbert J, Clarke M, Cota A, Finlay IG. How effective is the mulfidisciplinary feam
approach in bariatric surgery2 Obes Surg 2019;29(10):3232-8.

Restall G, Walker JR, Waldman C, Zawaly K, Michaud V, Moffat D, Singh H. Perspectives of primary care
providers and endoscopists about current practices, facilitators and barriers for preparation and follow-up
of colonoscopy procedures: a qualitative study. BMC Health Serv Res 2018;18(1):782.

Tregay J, Wray J, Crowe S, Knowles R, Daubeney P, Franklin R, Barron D, Hull S, Barnes N, Bull C, Brown KL.
Going home after infant cardiac surgery: a UK qualitative study. Arch Dis Child 2016;101(4):320-5.

Pearsall EA, Meghiji Z, Pitzul KB, Aarts MA, McKenzie M, McLeod RS, Okrainec A. A qualitative study to
understand the barriers and enablers in implementing an enhanced recovery after surgery program. Ann
Surg 2015;261(1):92-6.

Herbert G, Sutton E, Burden S, Lewis S, Thomas S, Ness A, Atkinson C. Healthcare professionals' views of the
enhanced recovery after surgery programme: a qualitative investigation. BMC Health Serv Res
2017;17(1):617.

Lamb BW, Sevdalis N, Arora S, Pinto A, Vincent C, Green JS. Teamwork and feam decision-making at
multidisciplinary cancer conferences: barriers, facilitators, and opportunities for improvement. World J Surg
2011;35(9):1970-6.

Hamilton DW, Heaven B, Thomson RG, Wilson JA, Exley C. Multidisciplinary team decision-making in cancer
and the absent patient: a qualitative study. BMJ Open 2016;6(7):e012559.

Pannick S, Athanasiou T, Long SJ, Beveridge I, Sevdalis N. Translating staff experience into organisational
improvement: the HEADS-UP stepped wedge, cluster controlled, non-randomised trial. BMJ Open
2017;7(7):e014333.

Yorke J, Prigmore S, Hodson M, Stonham C, Long H, Bellhouse S, Fletcher M, Edwards S. Evaluation of the
current landscape of respiratory nurse specialists in the UK: planning for the future needs of patients. BMJ
Open Respir Res 2017;4(1):e000210.

Bower P, Reeves D, Sutton M, Lovell K, Blakemore A, Hann M, Howells K, Meacock R, Munford L, Panagiofi
M, Parkinson B, Riste L, Sidaway M, Lau YS, Warwick-Giles L, Ainsworth J, Blakeman T, Boaden R, Buchan |,
Campbell S, Coventry P, Reilly S, Sanders C, Skevington S, Waheed W, Checkland K. Improving care for
older people with long-term conditions and social care needs in Salford: the CLASSIC mixed-methods
study, including RCT. Southampton (UK): NIHR Journails Library, 2018.

Luxton NA, MacKenzie R, Shih P. Smoking cessation care in cardiothoracic surgery: a qualitative study
exploring the views of Australian clinicians. Heart Lung Circ 2019;28(8):1246-52.

Shao J, Rodrigues M, Corter AL, Baxter NN. Multidisciplinary care of breast cancer patients: a scoping
review of multidisciplinary styles, processes, and outcomes. Curr Oncol 2019;26(3):e385-97.

Lamb BW, Sevdalis N, Taylor C, Vincent C, Green JSA. Multidisciplinary feam working across different
tfumour types: analysis of a national survey. Ann Oncol 2012;23:1293-300.

Jalil R, Akhter W, Sevdalis N, Green JSA. Chairing and leadership in cancer MDTs: development and
evaluation of an assessment tool. Eur Urol Supp 2013;12(6):132-3.

Sun R, Marshall DC, Sykes MC, Maruthappu M, Shalhoub J. The impact of improving teamwork on patient
outcomes in surgery: A systematic review. Int J Surg 2018;53:171-7.

Husebg SE, Akerjordet K. Quantitative systematic review of multi-professional teamwork and leadership
training to optimize patient outcomes in acute hospital settings. J Adv Nurs 2016;72(12):2980-3000.

Pillay B, Wootten AC, Crowe H, Corcoran N, Tran B, Bowden P, Crowe J, Costello AJ. The impact of
multidisciplinary team meetings on patient assessment, management and outcomes in oncology settings:
A systematic review of the literature. Cancer Treat Rev 2016;42:56-72.

Coxon A, Nielsen K, Cross J, Fox C. Implementing enhanced recovery pathways: a literature review with
realist synthesis. Hosp Pract 2017;45(4):165-74.




Centre for Perioperative Care

Churchill House, 35 Red Lion Square, London WCI1R 4SG

020 7092 1500 | cpoc@rcoa.ac.uk | cpoc.org.uk | @CPOCNews




Centre for Perioperative Care

Churchill House, 35 Red Lion Square, London WCI1R 4SG

020 7092 1500 | cpoc@rcoa.ac.uk | cpoc.org.uk | @CPOC_News



	Rapid review - multidisciplinary working in perioperative care
	Multidisciplinary working in perioperative care - rapid review
	Back cover

	Report back cover

