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Objectives: To systematically investigate current scientific
evidence about the effectiveness of multidisciplinary team
rehabilitation for different health problems.

Data sources: A comprehensive literature search was con-
ducted in Cochrane, Medline, DARE, Embase, and Cinahl
databases, and research from existing systematic reviews
was critically appraised and summarized.

Study selection: Using the search terms “rehabilitation”,
“multidisciplinary teams” or “team care”, references were
identified for existing studies published after 2000 that
examined multidisciplinary rehabilitation team care for
adults, without restrictions in terms of study population or
outcomes. The most recent reviews examining a study popu-
lation were selected.

Data extraction: Two reviewers independently extracted in-
formation about study populations, sample sizes, study de-
signs, rehabilitation settings, the team, interventions, and
findings.

Data synthesis: A total of 14 reviews were included to sum-
marize the findings of 12 different study populations. Evi-
dence was found to support improved functioning following
multidisciplinary rehabilitation team care for 10 of 12 dif-
ferent study population: elderly people, elderly people with
hip fracture, homeless people with mental illness, adults
with multiple sclerosis, stroke, aquired brain injury, chronic
arthropathy, chronic pain, low back pain, and fibromyalgia.
Whereas evidence was not found for adults with amyetrophic
lateral schlerosis, and neck and shoulder pain.

Conclusion: Although these studies included heterogeneous
patient groups the overall conclusion was that multidiscipli-
nary rehabilitation team care effectively improves rehabili-
tation intervention. However, further research in this area
is needed.
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INTRODUCTION

In Denmark, as in other Western countries, the population is
ageing, and, consequently, chronic diseases are increasing. Yet
problems with rehabilitation remain that cannot be adressed
with medicine or surgery. Healthcare changes, including a
reduction in the number of hospitals, increased numbers of
specialized hospitals and shorter hospital stays, have resulted
in a greater demand for rehabilitation. Under the 2006 Dan-
ish Health Act, responsibility for the rehabilitation of patients
shifted towards local authorities in the municipalities (1). This
shift of responsibility requires cooperation and coordination
between health sectors and local authorities, and highlights the
need for standards and guidelines for rehabilitation services.
In addition, as rehabilitation requires the expertise of various
disciplines, methods for improving the performance of inter-
disciplinary teams are paramount.

Rehabilitation has been defined in the Danish White Paper as:
“A goal-oriented, cooperative process involving a member of the
public, his/her relatives, and professionals over a specified period
oftime. The aim of this process is to ensure that the person in ques-
tion, who has, or is at risk of having, seriously diminished physi-
cal, mental and social functions, can achieve independence and a
meaningful life. Rehabilitation programmes consider the person’s
situation and the decisions he or she must make, and consist of
coordinated, coherent, and knowledge-based measures” (2).

The World Health Organization (WHO) has defined rehabili-
tation as “The use of all means aimed at reducing the impact
of disabling and handicapping conditions and at enabling
people with disabilities to achieve optimal social integration”
(3). A comprehensive description of Physical and Rehabilita-
tion Medicine (PRM), which is the medical specialty with
rehabilitation as its core health strategy, is well established in
all Western countries except Denmark (3).

WHO has created the International Classification of Func-
tioning, Disability and Health (ICF) for assessing health status,
for example in relation to rehabilitation (4). The ICF recognizes
human functioning as a universal human experience focusing
on the consequences and not on the causes of the limits of
functioning (5).
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Three perspectives regarding good rehabilitation process
include: consideration of all aspects of a person’s life, recog-
nizing the individual as the primary focus in the rehabilitation
process, and ensuring continuity and related interventions
across the sectors (2).

The present challenge is to implement evidence-based opti-
mal rehabilitation interventions between health and social serv-
ices. The focus of this review is multidisciplinary rehabilitative
team care (MTC). MTC can be defined as “a group of diverse
clinicians who communicate with each other regularly about
the care of a defined group of patients and participate in that
care” (6). The characteristics of optimal MTC in rehabilita-
tion include cooperation of all participants in a structured way
and directed towards common goals to develop individualized
plans, and to evaluate the processes used to achieve these
goals (7-9). The purpose of this review is to link knowledge
gained from existing work to provide insights into how best to
coordinate rehabilitation services across the health and social
services and across professions.

The aim of MTC is to optimize the rehabilitation process
at all levels according to ICF; body functioning, activity, and
participation. Levels of MTC can be divided according to levels
of cooperation (7), as follows:

(A) Interdisciplinary — the highest level in which team mem-
bers work towards shared goals.

(B) Multidisciplinary — different professionals work with the
same person, but within their own professional limits and
often without knowledge about each other’s practice.

(C) Transdisciplinary — professionals cross the border into
another team member’s professionalism.

(D) Unidisciplinary/intradisciplinary — only focused on one’s
own profession.

This review highlights research addressing the cooperation
of professionals defined in levels (A) and (B), using the overall
term “multidisciplinary team care”. In MTC the profession-
als work towards shared goals using a common approach or
strategy. Among PRM specialists, the preferred pattern of team
working is “interdisciplinary working”. However, published
studies have tended to use the term “multidisciplinary team”

(10).

Aim

The primary aim of this literature review was to highlight cur-
rent scientific evidence about MTC in rehabilitation in different
categories of patient groups. A secondary aim was to evaluate
whether rehabilitation based on MTC is more effective com-
pared with a control or usual rehabilitation intervention.

METHODS

Inclusion criteria were: systematic review; no restrictions in type of
populations, all types of patient groups considered; no restrictions in
type of outcome measures, all types of outcome measures; and MTC
defined as cooperation of all participants in a structured way towards
a common goal, development of individualized plans in order to attain
this, and evaluation of the process towards the goals.
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Literature search

Data sources. We searched for critically appraised and summarized
research from existing systematic reviews and meta-analyses without
restrictions in terms of study population or outcomes, which were
published between 2000 and July 2010 (Table I). Agreement on the
criteria for selecting studies, quality assessment, and data extraction
and conclusions was reached by consensus. The types of rehabilitation
interventions included in this review were either multidisciplinary,
interdisciplinary team or team care, respectively. The main search terms
used were “rehabilitation”, “interdisciplinary or multidisciplinary” and
“health care team” or “patient care team”. The search was carried out
in the Cochrane Database of Systematic Reviews, Database of Abstract
of Reviews of Effects (DARE), Medline, Embase and Cinahl.

The search was carried out on 2 July and 5 July 2010. One re-
viewer (JOR) used a common search strategy for Cochrane, DARE,
and Medline, while search strategies were modified appropriately by
a librarian for Embase and Cinahl. The complete search strategy is
available in Appendix S1 (available from http://www.medicaljournals.
se/jrm/content/?doi=10.2340/16501977-1040).

Two reviewers (A-MM, JOR) independently reviewed all titles and
identified potentially relevant studies based on abstracts. Full papers
were retrieved if the abstract provided insufficient data to enable
selection. Inclusion criteria were applied to full papers of potential
reviews by one of the reviewers.

Study selection. This review is based primarily on systematic reviews,
inasmuch as they may be a better guide than original studies and they
generally focus on randomized controlled trials (RCTs), which are
regarded as providing the most reliable estimates of effects (11). In
addition to the fact that systematic reviews are considered to be the
highest level of evidence (11), a compilation of systematic reviews
with the same focus will increase both implementation of the achieved
knowledge, and thereby increase the quality of daily clinical practice.
Overviews compile evidence from multiple systematic reviews into a
single accessible and usable document. Each overview has its specific
focus, for which there are two or more potential perspectives (for ex-
ample different patient groups, but the same type of intervention).

Inclusion criteria for this review are shown in Table I by the type
of study, population, intervention, and outcome measures. To capture
the most recent RCTs, only the most recent systematic reviews and
meta-analysis for each study population were included. The search
was not restricted to specific languages, but captured only English
language reviews for inclusion. Exclusion criteria were: single studies
without a control group or without a description of the search strategy.
To improve the consistency of the search strategy, preliminary criteria
were pilot-tested in abstracts on a sample of articles from the initial
search. Two reviewers independently assessed the scientific quality us-
ing the 10-item Overview Quality Assessment Questionnaire (OQAQ)
and consensus was reached prior to reporting (12, 13).

Data extraction. Data on study design, source population, sample size,
setting, team, intervention, length of follow-up, and outcome were
extracted from the selected reviews by one reviewer (JOR).

RESULTS

The initial search for rehabilitation and MTC yielded a total of
1,892 articles (Fig. 1): 22 records in the Cochrane database, 8
in DARE, 1,372 in Medline, 437 in Embase, and 53 in Cinahl.
All titles were screened after duplicates were removed (383),
and abstracts of the potentially relevant articles (236) were
reviewed.

A number of reviews represented the same study population,
thus we included the most recent review. For elderly people we
identified 2 reviews (14, 15). For arthropathy and hip fractures



903

Multidisciplinary rehabilitation — an overview

uorjouny
pasoxdur A[[eurdrew pue ‘o1ed [BUOMIISUL JOJ JUSWAIINDAI Ul 9SBAI0dP B I0J
Aouopuo)  ‘sIo1ed 10 UdpIng 19Mo[ A[JUBdYIUSIS PIMOYS BIB(] :UOISN[OUO))
‘weo) uoneyi[iqeyal Areurjdiosipnnur e wolj swoy s judnied oy e s}oeju0d
APyeom JO Toquinu Yy SUI[GNOP WOIJ 1991J JULOYIUSIS OU PUNOJ [BLI} dUQ)
dnoi3 uonuoAIdIUL Ay} UT SIOILD 10 UIPING

1omO[ AppueoyIuSis A[[estur]d e pue uonouny posoidu Ajjeursiew punojy

ared juenedur fensn ym DN peseq-owoy Ajurewnid Sutredwod jewn oy (q
Aniqow pue 7V 10) dnoid

UONUIAINUI AU} UI ‘ATUO ULIS)-}IOYS USIJO ‘S}INSAI 19319 PUunoj S[eLr) [enpIAIpu]
(L0'1-9L0

1D %S$6 ‘06°0 W) dn-MmO[[0f JO PUS PA[NPIYOS T J& AN[LHIOUT UT JOUIIJIP
JuedoyIuSIs AJjeonsne)s ou moys ‘sI Y 11 [[e 10J pajtodar o1om eyep ANl
dn-moyjoy wiray-uoj e

(10°T-8L°0 ID %S6 ‘68°0 ) dYe UOISSIWIPEAT J0J UOTIUSAILIUI () JO INOALY
ur Aoudpud) JueoyIudis A[[eonsiels-uou e pomoys sy § woij pajood eie( (e

[endsoy 0y uorssiwpe pue A1anoe ‘uondoorod pue snjels yyeay

uo dnoi3 [01U0d “SA $1990 JUBOYIUSFIS PAMOYS D A ATRUIWINS U] :UOISN[OUO))
Sul[ey Jo 183) paonpax

pue ‘Koeoryjo-Jios ‘sargarens aandepe Jo asn IV ‘[eArains paaoduy (o
(s1.D¥ #) uondooad yireay jo Suraordwi pue snjejs yijeay Sururejurews

Jo Anpigissod ay) papyauaq JudwdFeuLW UL UOIBN[BAD SNONUIIUO))

(s1LOY €) L1[1qe [euonounj pue Y3[edt] JO UOHBIOLIIIP PAINPAY

(SLOY €) uonoeysyes-ofI| pue Sureq-om

Ied —wﬂomaﬂuﬁmﬁi
103 JudwaImboy
QJel UOISSIWPLY
(sAep) Aess 1endsoy
s[[ej Jo arey
Anero :d
(SLOY €) xopuf
[oyieg payipowt
(sLOY

€) XopuJ [oyieq 1y
g

SWOIIN0
Tearur]d oy1dads oN
9)eI UOISSIWPL-3Y

‘wead)
Areurdiosipinu e £q
PRI9AISp UOnEIIqRYY

uerdrsAyd -g
JIOMIOM [BIOOS '}
isideroyporsAyd ¢

(sAep) Aeys [endsoy isideroy [euonednado g

JUQIOJIP AIOA INq ‘d1ed [ENS)

Ky(Qilit])
DLIN

woJj yrede snooua3o10)oy
KIOA SUOTJUSAISIU]

(8LO¥ )
UOnEN[IqeyI

K1oyemnquue juened-1nQ (q

(1oYW 11)
yuoned-uf (e

PAqLIOSAP JON :S[ONU0D)

SUOTJUIAIIUI SNOSUIT0I0IAY

A19A QLN woig yedy

@oyun

UBMIB], ‘SOLIUNOD UISISOA

86vT=U

SLOY €1

‘sarmoely diy yym ojdoad
10p[0 10J UONEIIIqeydl
Areurpdrosipniniy
sammoely dig

(VSN woxy s1DY 8)
wwiucsoo UIISOM

SLOY Ul €L [°L-=

(SLOY TT) se1pnis 8T

SMEB]J [BWITUIA]
2N

(L1) 600T
“Ie 19 [JopueH

[e12udd pue ‘(s1DY 7) ANANOR [B100S paseatoul ‘(s1DY 7) 1AV peaorduwy (q s[[ey Jo ey :d asiu | (IDY 1) 21edo Aunwwo)) (9 AIUNWWOd  SMEBJ [RWIUTA
(s1OY ¢€) dwoy 3ursinu Jo [e)1dsoy 0) UOISSIUpPeal KJIATIO® [BI00S :suorssajord (SLOY S) oy ur Sutal] suosiad uIpoOms
poAelap/Aeis paudnioys pue ‘(s DY 7) Sulf[ej Jo soposido paonpay “Iay  Jo Aduenbayj jo 19p10 axed Arewnid (q A119p10 yiim Suppiom 1) 0102
(1LD¥ 1) uonoeysnes 9J1] pue yjedy paArddrad Aidedes jeuonouny 1y ‘suorssajoid y—¢ (sLDY 9)cwoy  ‘wed) Areurjdiosipnnin “le
-J1os pue ‘(1D 1) Wedy [eusw (LY €) Aroedes jeuonouny pasoxduy (e 1 udYo Jsow ‘g wnwiurjy je dn-mofjoy pue juoned-uj (e suosiod A[IOp[g 19 uossueyof
uoISN[OUO0 pue sUIpulf (d) uonredronred suorssajord SUOTIUIAIIUL sauno)  2109s-OVOO
(V) Ananoy weay, Sumeg ozis ojdweg Anuno)
(g) Sutuonouny Apog SAIpnyS 1Bk “oyiny
‘S[PA9[-ID1 (apm)

18 SaW0NQO

dnoi3 juoneq

uoyvIIgNYa4 Ul (D LJN) 2402 Wivad) LvurjdIdSIpyINuL Uo SM1Ad4 O Ma1A124() T QBT

J Rehabil Med 44



A.-M. Momsen et al.

904

SunOIPUOD ST [BAIAINS I0J QIUIPIAS oY) PUE “ToQ)

[eyuow pue AjIqesip pasoxdur 10y Ayjenb mof SI 90UIPIA Y, {UOISN[OUO))
s3urpes Ajisuajur

-y31y ur Aiqesip pasoxduwr 10 20udpIad  Ajjenb mof A19a,, puy Loy, (q
(s3urpas juanedino

Aysuoui-mof ur D LJA 10§ uonesijeidsoy paonpar 10j 9ouapIad  Ajjenb [oas]
MOT,, PUE ‘S)SOJ AILIYI[EAY SUISBIIOUT JNOYIIM TTOC) JO SUTETOP [I[BAY [BIUUT
AJuo Joj oSejuRApE UR JOJ ,00UdpIAd Ajienb mof K104, 3s933ns Aoy, (8
SAIPNYS [BUONBAIISqO  Ajijenb

MO] AI9A,, T PUB  MOT,, € ‘SAIPNS G ST} UO Paseq SI dJeP 0} JOUIPIAD S2q YL

uonedionted pue AJIANJE JO S[OAJ] WLID)-JIOYS

Suraoxduir H A 1oy pue ‘porrad 105uof B 10A0 pajonpuod sowwersord O A
Ky1suajur MO 10 "JOQ) UI SureS J0J 90UdpPIA SUOLS SeM QIOY ], (UOISN[OU0))
sowwerdord

959U} JO SSOUIAIIOIIFO-)S00 WLIA)-3UO] oY) FUIPIESII 9IUOPIAD FUIOUIAUOD

ou SI 9197} ‘s3urALs-1s09 10¥ [erzuejod pajrodar so1pnys owos YSnoyy

100 pue uonedionied ur jusworordur

Keys rendsoyq
Anero d
Aqesiq ©v
|

[Cisex:s

7—1) SOW09IN0 I9Y)0 /
Ke3s Jo YISud

(sLOo¥ ¢ 1)

SAWOIINO JAYI0 9|
(SLD¥ 9) 9€-4S *d
(sLDY

N\: SQUWI0dINO JAY30 9
(S1D¥ €)

ainseaw doudpuadopur

QN ‘SALNUNOD UIISIM {7

(LD0/Ld

() SAIPNIS [BUOIIBAIISAO G

OSBASIP QUOINAU

10J0W 10 SISOII[OS [BIAIR]

orydonoAwe yym synpe

10J o1e0 Areurjdrosipnnjy

RN

A1suqui-ySIH (q U0INdU 00Ul IO SISOII[OS
Apsuoyur-mor] (e Texdye] orydonoAury

JST] SUTEM IO ‘SUOT)UAIUT

JO [OAQ] [EWITUTW ‘QIIAIDS VSN A8y ‘pue[Sug

SMEYJ [RWITUTA
600T
BI[RNSNY

(62) 600T
“le1R 3N

ojul paje[suen yorym ‘sourwresdord Aysuoyur-y3iy yim Aijiqesip pue [euonouny 1y [890] A[oUIINOy :S[oNu0)) LyL=u
swojdwAs ur sjudwaAoIduw WISI-}I0YS 10J JOUIPIAD pajiul] sem a1y ], (9 ‘(q (s1D9 1) (rodn (SIDY L) 8 Smep [ewWIUIA
SISOI[9S SOUWIONNO 12YJO €]  UONE)NSUOI S 10J00P a1ed swoy (o S1S01279s ardnnur yPIm 5002
srdnnu yim syuened 103 uonedronted pue (A1[1qesip) AJ1ANOR JO S[OAS[ A1 (SLDY §) 9[BOS smie)s B [JIM UONJ2UU0d (SLOY t) swaned-nQ (q  syNpe 10J UOnBI[Iqeyal BI[RISNY
Je sureg wudj-110ys oonpoid ued uoneyiqeyar DA Jusned-ur quowredwr  Aijiqesiq popuedxg ur suorssojoxd ‘(s1LOY €) uoned-uj (e Kreurdiosipinin (82) L00T
JO [9A9] 2y ur a3ueyd ou 231dsap jey) 29uapIAd Suons sem A, (B swoydwAg :g Q10U 10 OM], PaqLIdSap 10U — J LN 15012798 a[dnny “Te 19 ueyy|
Q1o UQAIS J0U SaLIUNO))
[eUOTIMIISUT JOJ JUSTUAIINDAI UT 9SBIIOAP SPIBMO) AOUSPUA] B PUB AJI[E1IOW UT SQJIAIOS PAZIUBTIO
uonoNPaI JULOYIUSIS pamoys (uone|iqeyal D LJA) Hun ons :uoIsnjouo)) SS9 "SA PazZIue3io 10w
UMBIP 29 P[NO SUOISN[OUOI }IUYP OU pue aredwod 0 sem wre
[[BWS SI9M SIdQUINU dY) TIAIMOH “Aoudpuadaop I0 [1eap pue dIed [euonmnsul qoIgMm ‘s 1€ Jo Meg
Surnbai 10 yieap jo syurod-pud oyisodwiods ay) yym syuaned 1omaj 10§ (prem SIOIAIDS 765°S=u
puan JueoyIugis-uou A[[eonsnels e pue (50°Q>d) syieap 1omaj Apueoyrugis uoneIIqeyal paxIuL) paziuesdIo ssof ur a1e) (q SLOY 9T
AJ[eonsiels yim prem UoneI[Iqeyal Y01 dY) Ul Sowodno paoidwr Jo JURIIIP AUBIA QOIAISS ANTIQeSIp (indur :SpIem [eIoua3
wRped B pamoys (SLOY 9) SOOIAIdS JANRUII[R "SA UONEIIqeyal 9)ons (q Aneron JLI2UA3 © UIYIM 10 Areurjdiosip-ninw aunnox SNSISA 91D JIUN Y0NS
100°0=4 T6'0—€L°0 ID %S6 <78°0 YO “Aouapuadap 1o :uonedionied pIem pajedIpap e ul oYM prem A3o[omau ONS  SMBJJ [BWIUTIA
B3P ‘9000°0=4 T6'0—€L 0 ID %S6 T80 YO “Ied PISI[BUONMIISUL IO (18P (SLOY S1)  siuaned axons a5euew 10 [BOTPAUT AINOB) SPIBM 10J 218D (J1Un Y0:s) SN
‘20°0=4 86°0—9L°0 ID %S6 98°0 YO ‘(12A | ueipawr) dn-moj[oJ 1e yreaq Xopul [ayiieq 1y AJoAIsSn[oxa jey)  [e1oudd ur a1e) (e :S[onuo)) juanedur pastuediQ (12) L00T
:JO SPPO 9y} UI SUONINPAI PIMOYS SPIBM [BIQUIT "SA JIUN aons (B g wed) aons dqoul syun ayons ur DA aons ‘ouroysue]
uoISn[Ouod pue surpurf (d) uonredronreq suorssajoxd SUOTJUIAIUL samuno)  3109s-OvVOO
(V) Aanoy weay, Sumog ozis ojduweg Anuno))
(g) Sutuonouny Apog saIpmg ek “Joyny
S[OAS[-ADI (opm)

16 sowodNQO

dnoi3 yuoneq

10D 'TIqeL

J Rehabil Med 44



905

Multidisciplinary rehabilitation — an overview

uonedronied pue AJIANOR JO [9AJ] Y} & SOWIOINNO

anoxdwr ued uoneIqeyar D LIA A[1ed Jey) 9OUIPIA [9AJ] JOA[IS UOISN[OUOD)
(syruow 9) W) WNIpaw Ay ul Aejs [eyidsoy

JO y3ud] peonpatr pue o0 ‘7=INN (#9°¢= 9€°01— [D %S6) 00°L— Sypuout
9 1e QINM (SHO) 21008 dif pIoyx( :ures [euonouny pasoxdur LA (q
SYIUOW $—¢ 1S1Y Ay}

Ul $Js00 ponpai pue suonedr[dwod aanerddo-jsod 1omay ‘Aeys [eydsoy 10310ys
(E=EINN ‘(F1°T96°0 ID %S6) SS°T ANM uonenque ‘9= (g LNN) Jyouaq
011801} 0} PAPadU IOQUINU ‘680 “ST°0 [D %S6 S'0 AN 1Jsuen (AL
SQINSBIN 29uapuadopu] [BUONIOUN] ‘SOUOISI[IW [BRUOTIOUN] JO JuduIUIe)je pidex
Q10w 0} pa] sAemyjed [BOIUI[O PUB UONEIIGRYDI JO JUSWOUdWWOI AJ1ey (B
pagesus oq 03

15 ore sjuaned 9oUO ‘sured UonOUNJ IAILIBS YIIM PIJBIOOSSE dIB (09E =U ‘ST
) sowwei3o1d UONEBI[IQRYI QAISUDIUI QIO JBY) JOUIPIAS SUONS SI 1Y ],
Adeioy) juoned-1no 10J 9OUIPIAD JRIOPOW PUE ‘UOLIL}I[IqRydl

D.LIA Paseq-AjIuntuwiod pue juaijed-ul 10J 9OUSPIAS PJIWI] SI 310 AJIATIOR
JO [9A9]- D] 9} 18 SWO0OINO [BUOTIUN] JO JUSWA0IWII 1O, :UOISN[OUO))
s[eo3 oyroads spremo) pajodie)

uoym AJ[eroadsa ‘(Ajiqesip) awodno [euornouny dAoiduwr ued uonei[1qeyas
paseq-Arunwiwod ‘Areurdiosiprnu jey) 90UIPIAD pajul] st 1YL, (0

199132 wLIR)-3UO[ B Sey D JA 10 2OUIPIAD QANEDIPUL

PUB SWOIINO [BUOOUNJ PIAOIWI 10 SOUIPIAS JJBIIPOW SI 1Y) ‘[RIUST U]
"9y o1S 1) (183K | JSBI[ JB) dJe] UDAD

QATIO9JJ2 2q ABW UONUAAIANUI JO 2dA) SIY) JBy) 9IUIPIAD AIIRIIPUI ST I ],
SOUWIOINO 1919 YIIM PIBIOOSSE dIB SUIWITI

JUSUIBAT) QAISUIUT AIOW JT[) 9IUIPIAD POIIWI] YHIM ‘UOTILII[IQRYDI OIS JO
sowooIno oy} saroxdwr Aderoy juoned-1no jey) SOUIPIAD dJeIdpou SI 1Y ], (q
UONRIIIQRYAI IO IO PIseq-dwoy

*SA (A)[1ESIP Paonpal) AJIATJOR JO SULId) Ul 9W0INO [euonouny aAoidwr ueo
SOJIAIRS UONE)I[Iqeyal Judned-ur IsI[eroads jey) 20uaPIAS pajIwl| sI A ], (B
sdno13 ueaM)aq PIPIOII IOM SIIUIIIJIP JUBOYIUSIS ON

J10M 03 uInjaI Jurpnjour

‘uonjedionted paoueyuo pue swoldwAs uoIssnouos-jsod poonpar Jo suLd) ur
sured [enue)sqns apew dnoig uoruIAIdUL [0Nu0d pue dnoid juswyean ay)
yjog "9A103JJ9 J0u sem Ainfur ureiq drewnen priw yim syudned jo dnoid
Pajo9[asun AJ[ej0) & Ul UOTJUIAIIUI JRY) SEM UOISN[OU0D [eIoua3 ], (B

1oy
1) S2WO09IN0 I2Y}0 G

9)el UOISSIWIPEOY
uonedrdwo)

Keys rendsoy :d
(Loy

1) SSWOINO Y0 ¢
uonequIy
IoJsuel] 1y

(SLOY¥ 7)

2100s dI p10JxQ g

(s12¥ -1
SOWO09INO IO
(S1LD¥ €) 9¢-dS

SIom 0) Wy d

(SLOY 1)

SOW02INO IO

(SLDYE) saanseawr
douspuadopur
[euonoun,

(SLO¥ +)

XopuJ s[oypeq 1y

(sLO™ 1)

SOW00INO IO

(SLOY €)
axreuuonsonb
swojdwAs uorssnouod
-1s0d peouIoAny g

wea) Y ul
suorssajold 7 wnwirur

218D AUNNOI S[OIUO))
DLIA 1dooxa

SUOT)USAIUI SNOSUIT0I0I0H
(85g= SLOY €)
Ppaseq-owol

(197=u (s1D4 0)

juaned-ug

woned-jno “sa yusned-ug

Js1] Sunrem

IO ‘SUOTIUSAIdIUT

JO [OAQ] [ewuTuIw

‘QOIAIRS

[e20] AJ2unnoy :sjonuo))
DL 1daoxa

SUOIIUIAIUI SNOAUITOINOH

8€T=u (SLOY €)
dIed

SOLIIUNOD UID)SIA
619=u

SLOY §

‘Ayyedoyie

JIUOIYD UI 99Uy pue

diy oy e Juswooedax
jurof Surmojjoy
sowwersord uoneyiqeyar
Areutfdiosipnniy

(oouy] pue diy

a3 Je Judwooedar jurof)
Ayredoayyre oruory)

UMOUNUN SOLIUNO))
68L 1=U

SLOY 91

sosned IoYj0 —
(o3ons)

DLIA paseq-Ayrunuuwio)) (P JUSPIOdE J[NISBAOIQIIdD —

Z81=u (S1LD¥ 0
Adeioy) reuonednooo pue

saAnoalqo AdesoyyorsAyd juened-mnQ (o

953V} JOAW 0) JI0JJd
PAJRUIPIOOD UI FULIOM
saurdiosip a1ow o g £q
PAIDAI[OP UOT)USAI)UL
Aue se paugap DLIN

111=4 (SLOY 7)
uoneyI[Iqeyal yuaned-uy (q
8sTT=u (SLOY

) wuaned A10je[nquue Jopyiw
9uoned-uy (e

Amfur
urelq pasmboe asnyjip —
Anfur ureiq orewnen —

a8e Jupjiom

Jo synpe ur Amfur ureiq
paxmboe 10} uonel[Iqeyal
Areutpdiosip-nin

Amfur ureiq paxnboy

SME[J [eWIUI]A
900T
eI[RASNY

(81) 8002

“Te 10 uyedy]

SME]J [etUTUTjAl
800¢

3N

(0¢) s00z

“Te 19
muv_ouwuhoEsrr

70D T A1qeL

J Rehabil Med 44



A.-M. Momsen et al.

906

AITIQeSIp 9A1O2[QNS SAIRIAJ[[E pUE 9ABI] JOIS JO SPOLIdd JomaJ Ul S)[Nsal
‘19)SBJ YI10M 0} UINJAI 01 spuaned sdjoy ‘uonuaAIaIUl A1LIYEIY [eUOnBANI0
QATSURYIdWIO 210U 10 JISTA d9e[d3IoM B SOPN[OUT YOIYM ‘UOTIRIITIqEYQI
D.LIA 12} SUIMOUS SOUIPIAI JYIIUDIIS 9JRIOPOUT SBM I ], :UOISN[OUO))

(g) yuowredwr Jo S[9AS]-JD] UO S31091F0 poyodar Apnys | AJuo ‘sowodno
uonedronred uo s109339 aansod payiodar 1Y Ajenb-ysiy oy, :uorsnjouo))
9soy) Jo | Aq pariodor sem SSOUAIIOIJO

QINSBAW AUWIOJNO UE S JO) Pasn SaIpnis g A[uQ "snje)s [euornouny

pue ured pasuorddxa uo 30930 aanisod e payrodar sarpnys /£ Jo | A[uQ
SSOUAATIOQIJD

pauodar sa1pnys Ajienb-mof oy} JO SUOU SBAIAYM ‘PASN SOINSEIUL QUIOIINO
 9U3 JO [ IS JB UO 109JJ2 2AnIsod & punoj sarprys Arenb-y3y oy [y
2Inseau SIY) UO 109139 9anIsod e payrodar

Qwooino ue se uonedroned s1om pasn jey) SLOY Ajenb-y3iy 4 oy Jo 901y ],

JI0M 0] UINJOI UO
199132 JueoyIugis & smoys ured yoeq Mo 10J UOHEI[IqRYI DA :UOISN[IU0D)
QouBAJ[aI

[2O1UI[ 5]qRUOSEAI JO ST YOIYM “(1T'] ¥ 9T “% 1) 190349 JO 9OUIIYIP
10318 UDAD UB SMOYS AJUO ST )Y UBIABUIPUBOS SUIpnjoul SISA[eue-eIow Y,
(ST°T ¥ 271 %G 1) Y10M 0] UINJAI UO 199JJd JO IDUIJIP

JuedyIUSIS © (K10u0301030Y 9311dsap) smoys ST L [[B JO SISA[eue-e1ow oY ],

SQWOIINO AION
JI0M 01 WMy :d
SQWIOIINO AION
snje)s jeuonouny 1y
SQUWI0IINO IO
(Ioon)

Aisuqur ured g

SWO0JINO AIOIA
100

j10m 03 ANV :d
SOWI00INO JIOIA 1Y
snje)s [euonoun,j
K)11oA9s ured g

9¢-dS

(sAep) aAe] OIS
J1om 0) UIY id
wRISAS aIedYIBdY
/AUIDIPAW JO dsn

asoyy
JO uonEUIqUIOD € IO
‘UOTJUAIOIUI [BUOIIBO0A
10 [e100s ‘Teor3ojoyoAsd
' 10319 snjd
UONEBINSUOD S, UBIOISAYJ

sysieroads

[ed1pau Jo/pue
‘sysidesayy [euonednoso
‘systdesorporsAyd
‘sysi3ojoyoksd
:sour]dIosIp [eI0AdS

JO JUQUIDATOAU]

sourdrosip
QIBOYI[BAY OIOUWI IO OM],

ared
[ensn IO UOIIUIAI)UI [BITUI[O
‘uonuoaAIeul [euonedndoo
‘1D [RUONIPRI], (S[ONUO))
UOT)UDAIONUT

epRUR)) UIPIMS

gec=u

SLOY T

synpe

93e Sunyiom Suowe ured
3oBq MO[ 9IndeqnNs 10J

Teotur]d pue [euonednoo( (q UOTB[IRYAI [R100SOYdASd

‘werdoxd
Ky1anoe jred-y papeln) (e

Sururen

yoeq Areurdiosipnnu
K)IsuyuI-mo|

uounear) ON :S[0NU0)
s[euoissajoid areoyyeay ¢
*SUOTUQAI)UT SNOdUIFOINOH

Adexay 1earsAyd

‘[ensn se JUSUIIRAI} [0NUO)D)
uoneonpd dnoid

‘Gururen [esrsAyd
yuaned-InQ :sjonuo)
SUOT)USAIUI SNOJUIT0I0I0H
Kreurjdiosip

-OuOW [01U0D UONUIE

o1q Areutfdiostpnnjy
YorQ-MO][ dINdeqNg

SOLIUNOD UIAISIA
856° 1=

‘(SLOY §) satpms 0
Sururen

yoeq Areurjdrosipynu
J0 109}J0 w1)-3u0] Ay,
(Sururen yoeq)

ured yoeq Mo
BIABUIPULIS UI §
‘SOLIUNOD UIDISIAN

oSt 1=u

SLOY L

ured yoeq MO] 10
UONB)I[IQRYQT 1OJ® JI0M
0] WINJAI JO SAIPNIS JO
MITADY SUOTIUAIAUT
Areurdrosipnniy

ured yoeq MO

SME] [RUITUTA]
puejury

(¥2) £00T
“le19
uaurefeliey]

SME[J [EWITUT]A

(92) LoOT
“Te 10 UBA UdJD)

SMEBJ [RWITUTIA]
uspams

(s7) 600¢

“Te 10 punjIoN

‘QABI[ OIS 10 9s1] Sunrem

S0M 0 UINJAI Ade1ayy reuoneooa a1 [BNS() :S[ONU0D) UQAIS JOU SALNUNO)D)

“100 :d ‘uonjeonpa juoned  PoqLIOSIP JOU SUOUIAIAIU] LoV T=u
SQUI00INO Kyoedes reorsAyd Quou)ean) [eOIpawt s3umpos SLOY S€  SMep [eWIUIA
JO S[AR]- D] [[® UO $199J JueoyIusis pamoys DA [eIoUas U :uoIsnjouo)) ‘Guidoo  ‘sanbruyo9) ‘uonexelar z oy paredwod syOY (Swoipuds ured druoryd 900T
5109130 9AnIsod pamoys s1OY S1J0 01 ‘Kiqesip ‘KderoyporsAyd (sLOY 81) ‘eid[eAwoiqy ‘ured yoeq) PUB[IOZ)IMS
Juourean dnoid [013u09 190 “SA D LN INOIABYQQ UIR] |V ‘KderoyjoyoAsd juaned-nQ (q ‘ured druoIYd 10J JUSUIEAI} (22) 800T
$109JJ2 2AnIsod pamoys Sy Y S1 JO €1 urexns [eUOOW :sorderay) Surmor|oy (sLDYS) Kreurdiosipiny “le1e
:)SI] SunIeM "SA JO 918D [ensn ‘SA DN ‘ured :g AU} JO ¢ WNWIUIA yuoned-uf (e ured oruoIy) TuIy310sess
UuoISN[OU0d pue surpur,f (d) uonredroneq suorssajoxd SUOTJUIAIUL samuno)  3109s-OVOO
(V) Aanoy weay, Sumog ozis ojduweg Anuno))
(g) Suruonouny Apog saIpmg ek Joyny

S[OAJ-ADI (opm)

16 SowodNQ0

dnoi3 yuoneq

u0D) TIqeL

J Rehabil Med 44



907

Multidisciplinary rehabilitation — an overview

oedur eiSereAwolqy (O ‘A1ene) JUSWSSISSY
Aneng) [1e10A0 :Q VOO 2311 Jo Arrenb 7o) {[eAIIUI 20UIPYUOD ) 0BT SPPO YO S[SL AL Y SUIAl] A[1ep JO AANOR TV (S)[BLn [BIIUI[O PI[[0NU0D 1)) (S)[BLI PI[[ONUOD PIZIWOPULI ST )Y

s100[qns uostedwod

Aq poouarradxe jey) puokoq Ajoaes woydwAs oteryoAsd ur suononpar
JueoyruSIs pey s309[qns jusunear) AJIUNUWIIOD JANIISSY (UOISN[OU0))

S[eL1) paZIWOopuel

ut yuowdAoxdwir woydwiks 10yng (900°0=4 ‘9L T=Z “%tt—%L=1D %S6)
%9 & PoSeIdAE $102(qns Jusumeal) AJIUNWIWOD JATIISSE ‘PAUIQUIOD UYAN
WT0=d LT 1=Z7 "%LT%L~=1D %S6)

%01 ‘uonezife)dsoy ur 90UIQJJIP JUBOYIUSTIS OU PI[BIAI J0JJO ATRWUTUNS YT,
s109(qns JuowoSeueul 258D

plepue)ls [)im pareduwiod SSOUSSI[AWOY Ul UOTIONPAT J91eAIT 9,/ € B pAoudLIadxd
‘s309[qns Judunean AJIunwod dANISSe jey) SulkJusis ((1000°0=d

$8°€=7 “%SS%81=1D %S6) %LE St SLIY SS0I08 J09JJd Arewrwins oy,

dn-morjoy

129K | pue syjuow ¢ je ured pue O[] JO 2109S [€)0} Ul ISLAIIAP Puk AJeoyJo
-J[os ur asearour JuedyIusis moys sayoeoidde DA YIm SAIPNIS (UOISN[OUO))
paurejurew 21om sures

JuUAUIBAN SAIPNIS U] JudUedn) [eyudwLIddx? ay) Jo uonodwod 1aje Jedk |
PUE SYJUOW ¢ US9M)Oq BIEp dNn-mO[[0] PoId9[[0d S[BLI) PI[[01U0D J} JO WSIT
S[eL1) § JO § Ul PAseaIodp AJUBOYIUSIS SeM SYA B AQ POINSBIW UleJ

SoIpNIS

G JO ¢ ul pasea1odp Appuedyrusis sem O [[BIOA0 JO 9109s oy} pue ‘sdnoi3d

G 9y} JO  ut sdnoI3 pajean ay) ul padueyud AJULOYIUSIS Sem A0BOLJo-}[9S

dIed [RUONIPRL)
pue DA U} JO 109JJ2 UIMIOq OIUIIJIP OU SeM I, :UOISN[IU0D)

(wrea) uone)I[Iqeyal Ay} pasiape Aja1ow jsisojoyossd

B 0I9UM) UOTIUIAIIUI [0JJUOJ J} URY) JAIOJJI-1S0I SSI] Sem (UOTIRII[IqRYaI
9y Jo uduodwod [BINOIABYDQ A} PAINOIXI ISITO[0YdASd & a1oyMm)
UONUAAINUI Y ], “dwrtei3oid uone)i[iqeyal Ay} Jo 1509 1} SAPISAQ SAUWO)N0O
Passasse a1y Jo Aue ur sdnoi3 g 9y} usam1aq SOUAIJIP 1UBIYIUSIS ON (q
dn-mof[0J SYIUOW-§,7 PUue -7 J& PISSISSE SAUWO0INO 3} JO

Aue ur 9185 [RUONIPE} WOIJ JQPIP jou pIp swwessord DA 9y Jo s1oopd (e

uonezifendsoy
SSOUSSA[OWOY JO SOOIAIOS JUSUJLAL]
SOUWIOOINO JUAIPI :d  ANUNWIWOY) SATIISSY
2109s papraold Aneryoksd pue

Xopu] AJLIDAQS [BqO[D) Sursinu ‘Burfjesunod
o1eog Suney ‘uoneyIqeyal
JLIBIYOASJ Jorg JI0M [B10S
91005 AI0JUDAU] UM
woydwAg opero[o) :g suorssajoid jo wea],

Koeoyjo-J1oS

(SLOY ¥)

Jeos

KoedUJH-JIOS SHIYMY

(SLOY ¥)

(O1.1)

arreuuonsan() yoeduwy
'13[eAwoiqrg :d
SOUWI0MNO JUAIPI 1V
(SLDY 8) UQAIS jJ0U S[RUOISSIJOI]
(SUN'SVA) uted g pouyap JON

Juaned/§Sn S150D
syjuowt 9 ut Jjjo skeq
9ABI[ OIS :d asay)
snjes JO uonBUIqUIOD B 10
[BUOTIOUN] JLIOUAL) ‘UOTIUIAIIUT [BUOTIBIOA
aIreuuonsang) 1o [e100s ‘[esrdojoyoLsd
JUSWISSASSY YI[BH 1V & 1oyre snyd
SW0JINO JIOJA UOIIL}NSU0d s uerdIsAyd
(SVA) ured :g e Jo Isisuod o} pey DN

JudwageURW

9sed pIepue)S S[ONU0)D)
JUAUBAI],

Aunuwwo)) SANISSY

1s1] Sunrem

10 ‘quaunean ou
UOIJUIAIIUI-OUOA] :S[OTIUOD)
(Aderoy [eInoiaeyaq
QANIUS0d Y)IM 53} JO €)
(SLO¥ 9)

uoneInpa

)M PAUIQUIOD ISTOIIXF
(SO L)

as1o1Xyg

‘sjeuorssojord

10430 SuIyor09) ISIS0[0YIAS
“9ABI]

OIS pue 3SAI ‘UONBIIPIW
‘KdesorporsAy :sjonuo))
‘syuaned o)

Apoaxip is18ojoydAsd [eorur]d
© AQ paId)SIUIIpe Juaunean
[BINOIABYDQ ANIUTOD)
[epowmniniy (q

“J1s1A 90€[d

SI0M ‘UOT)OB-IOMUT [BID0S
‘uoneoNpa ‘uonRULIOJUL
‘Sururer) [es1sAyd (e

UQATS J0U SaIIUNO))
SLLS=U

(SLY 9) 1orprus o[
sisAjeue

-BJOW © :SSAU[[T [eIUSUI
910A9s yum uonendod
SSO[WIOY JOJ JUSUI}eAT)
AIunuIuiod 9ANIdSSe
JO SSOUAAIDYYD Y
SSOU[[T [eJU

QIOADS YIIM SSI[QWOH

oper=u

(LDD T'sLD9 8) 01
e1deAwoiqrj

Jo JuowoTeuey

103 sayoeorddy
Areurdrosipnniy
eI3[eAwoiqrj

LLT=U

LOD1°10¥ 1

'synpe o3e Jurrom
Suowe ured 1op[noys pue
399U 10J UONE)I[Iqeyal
[eroosoydAsd

o1q Areutfdrostpnniy
ured Jopnoys pue JooN

SME]J [BWITUT]A
vSsn

(z€) L00T
“[e 32 [[eMp[o)

smep Jofe]N
vsn (€2) 900T
“1e 19
JpreyRIng

SMEB[ [EWITUIA
00T

puequl

(1) €00T
‘e19
uoureeflrey]

10D 'TIqeL

J Rehabil Med 44



908 A.-M. Momsen et al.
—
_5 Records identified through Additional records identified
E database searching through other sources
E (n=1892 (n=0)
=]
c
)
3 v '
)
— Records’ titles screened Duplicates removed
n=1509 (n =383)
Y
c
5 ¥
o
g Records’ abstracts Records not fulfilling the
“ screened > inclusion criteria
(n=236) (n=187)
+ Full-text articles excluded
— _
Full-text articles assessed (n=30)
for eligibility »| Due to no control group,
Z (n = 49) no description of the
3 search strategy
i) v
w
Stuc-iles- included in Exclusions of older reviews
qualitative synthesis ’ of four of the same study
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§ (meta-analysis)
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Fig. 1. Flow diagram.

there were 2 reviews, respectively (16—19). For stroke we found
3 reviews of interventions in different settings (either stroke units
or athome) (15, 20, 21). For musculoskeletal diseases MTC re-
views covered chronic pain (22) and fibromyalgia (23). Some of
the reviews did not include RCTs. For low back pain there were
reviews on sub-acute and chronic pain (24, 25), respectively and
areview on back training (26). After selecting 49 articles for full
text reading, 14 articles met our inclusion criteria.

To summarize the findings of MTC in rehabilitation, 14 sys-
tematic reviews were included, of which 7 were Cochrane Re-
views. This yielded a total of 182 studies and 26,819 participants.
Results for MTC for 12 different populations were reported:
elderly persons living in the community, older people with hip
fractures, adults with stroke, multiple sclerosis, amyotrophic
lateral sclerosis, chronic arthropathy, acquired brain injury,
chronic pain, back pain, neck and shoulder pain, fibromyalgia,
and homeless people with severe mental illness. The extracted in-
formation, the OQAQ score of the review, and conclusions about
the effect of MTC were organized by patient category (Table I).
The OQAQ score of review with fibromyalgia (24) showed major
flaws, whereas the other reviews scored minor flaws.

Table II presents some characteristics and examples of pos-
sible changes by MTC in rehabilitation with reference to the
included studies.

Table III shows a summation of results from the included
studies graded after the level of evidence (A: quantitative
analyses (meta-analyses) based on RCTs; B: qualitative
analyses based on RCTs, qualitative or observational
studies.)

J Rehabil Med 44

A brief summary of potential implications for the practice
of MTC in rehabilitation is presented here:
For elderly people living in the community MTC can lead
to (14):
* Increase in the elderly persons’ capacity (performance) and
participation.
+ Potential improvements in ADL, and self-reported life satis-
faction.
e Decreased falls, removal from home.
* Decreased length of hospital stay, and readmissions to hos-
pitals.

Home-based MTC for elderly people with hip fractures
showed favourable results compared with inpatient MTC
regarding (17):

» Patient functioning.
* Health professional strain.

Length of hospital stay decreased, and rehabilitation time
increased.

No conclusions can be drawn from the review due to study
heterogeneity. The data suggest trends for effects on all out-
comes, and MTC does not increase the costs compared with
standard treatment.

For adults with stroke, MTC showed significant improve-
ment in (21):
» Potential chances to survive (death rate).
* Being independent and living at home one year after the
stroke.
* Trend towards less required institutional care.
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Table II. Characteristics of rehabilitation and possible changes by multidisciplinary rehabilitation team care (MTC)

Characteristics of rehabilitation

Possible changes due to the MTC interventions in the reviews

An individually adjusted intervention

The person in need is the focus of the intervention (23)

Each professional is obliged to care for only a few persons in need, which leads to a more intensive
contact with each person (32)

Offers in the local community, give a more direct contact instead of intermediate communication (32)

A 24-h covering service provides possibilities for contact with professionals (32)

All relevant parts are involved

The MTC is either a trans- and/or an inter-disciplinary intervention (14, 21)

Habitually, the nursing staff is involved in the rehabilitation (21)
The workplace is more often involved in return to work after rehabilitation (24, 25)

Working towards a common goal and
common assessment of efficiency
Frequent contacts between all parties
involved

within the team (14)

Documents on common agreements, goals, guidelines for the team’s work are elaborated (14)
Follow-up is regarded as important and realized (30)

Honest and continuous communication about planning and setting goals is taking place (14)
There are close relations in cooperation, awareness of communication, and sharing of knowledge

To coordinate MTC joint conferences are held at least once a week (21)

A high professional standard

Regular education and training programmes for the professionals are implemented (21)

However, no definite conclusion could be drawn due to
small sample sizes.

The convincing impact of a stroke unit is probably due to a
number of factors (27) including: the mixture of professional’s
inasmuch to the structure and location of the unit, the fact that these
professionals share a special interest in stroke and rehabilitation and
regular educational programmes (conferences held at a minimum of
once a week). A primary factor is the organization with integration
of the nursing staff into rehabilitation, the training of professionals,
and specialized nursing care these patients routinely receive.

For adults with multiple sclerosis there was strong evidence
for benefits regarding (28):

+ Activity and participation outcomes with in-patient MTC.

Table III. Summation of the reviews’ results on multidisciplinary
rehabilitation team care, graded after level of evidence

Results, review(s), level of evidence
Outcomes,  A: based on meta-analysis, RCTs; B: based on RCTs,
ICF-levels  OCTs and observational studies

Body More effect on functional status (18) A, (14) B
functioning  Faster recovery of functional status (18) A

Less reduction of function and health (14) B

Better mental status (14) B

Less psychiatric symptoms (32) A

Increased well being and satisfaction with life (14) A,
(23)B

Increased level of ADL and performance of ADL (14) B
Less falling and fear of falling (14) B

Participation Less dependence on help from others (23) A, (21) B
More self-efficacy (21) A, (14) B

Increased social participation (1) B

Faster return to work (24) A

Less sickness absence (25) A

Better survival (21) A, (14) B

Fewer admissions to hospitals (32) A

Shorter stay in hospital (18) A, (14) B

Fewer post-operative complications (18) A

Later readmission to hospitals or moving to residential
homes (14) B

Activity

Other
outcomes

ICF: International Classification of Functioning, Disability and Health;
RCT: randomized controlled trials(s); ADL: activities of daily living;
OCT(s): observational controlled trial(s).

e Quality of life (QoL) from less intensive, but long-term,
MTC interventions.

» There was limited evidence for highly intensive home or
municipality-based interventions.

MTC for adults with amyotrophic lateral sclerosis revealed
a lack of RCTs, but the authors mention a number of single
interventions with published effects (29).

For adults with acquired brain injury there was evidence
for effect on (30):
* Participation (including return to work from intensive in-

patient MTC and community-based MTC rehabilitation).

For adults with chronic arthropathy MTC improved the
following outcomes (13):
» Functional capacity.
* Reduced hospital stay.

MTC had to commence early after joint replacement.

For adults with chronic pain there was strong evidence for
a number of different interventions’ positive effects at all ICF
levels (22):
* Body functioning (e.g. pain).
* Activity (e.g. physical capacity, pain behaviour, emotional
strain).
* Participation (QoL, return to work, use of healthcare).

The programmes used in these studies varied from 3 to 15
weeks and involved a number of health professionals.

For adults with chronic low back pain the meta-analyses
showed strong evidence of MTC rehabilitation (25):
* Return to work improved by 21%.

The MTC rehabilitation was based on group intervention,
workplace visit and involved 2 or more healthcare disciplines.
Multidisciplinary back training showed positive effects on
participation outcomes only (26):
* Work participation and QoL (1 RCT).

The intervention involved 2 or more professionals (26).
For adults with sub-acute low back pain there was moderate
evidence (2 RCTs) on (24):
* Faster return to work.

J Rehabil Med 44
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MTC interventions involved workplace visit or more com-
prehensive occupational healthcare.

For adults with neck and shoulder pain the 2 MTC interven-
tions (1 RCT) showed no significant difference at 1-2 years
follow-up (31).

For fibromyalgia MTC interventions (4-24 weeks) showed
significant effects on all ICF levels of outcomes (23):

* Body functioning (symptoms).
» Activity (self-efficacy).
* Participation (return to work and QoL).

For homeless with severe mental illness, the meta-analysis
showed significant effects on 2 ICF levels (32):
 Psychiatric symptoms reduced by 26%.

* Homelessness reduced by 37%.

In the following section we present 3 examples of MTC
studies in rehabilitation:

(/) MTC intervention for adults with acquired brain injury
(30).

“The study involved meetings with the principal investi-
gator, neuropsychological and personality assessment, and
consultation with a physical therapist who specializes in
post-concussion problems.

The purpose of the study was to compare an education-
oriented single session treatment (SS) to a more extensive
assessment, education, and treatment-as-needed intervention
(TAN) for adults with mild traumatic brain injury (MTBI).

Persons in the SS group met with the principal investigator
and discussed any concerns they had about their injury. They
also read the National Head Injury Foundation's Minor Head
Injury brochure, chosen because of its reported helpfulness
in a previous MTBI treatment study, and discussed any ques-
tions about it with the principal investigator.

Subjects were told that no further MTBI treatment would
be provided as part of the study, and that any further con-
cerns should be addressed with their family physician.

Persons in the TAN group received the same base treatment
along with a 3—4 hour neuropsychological and personality
assessment, consultation with a physical therapist who
specializes in post-concussion problems (e.g. dizziness),
a feedback session on the psychological test results, and
thereafter treatment-as-needed for MTBI complaints. The
treatment available included further psychological care
and physical therapy and access as needed, to the Glenrose
Rehabilitation Hospital’s full multidisciplinary outpatient
brain injury treatment programme. Treatment for non-MTBI
issues was coordinated by the patient’s family physician and
provided by the usual community-based services for such
non-MTBI problems.

Overall, the aim of SS treatment was to:

» Legitimize the participants’post-MTBI experience as being
“real”, and not brush aside their concerns or tell them that
there was nothing wrong with them.

* Educate participants about common complaints after
MTBI.
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e Provide participants with suggestions about how to cope
with common problems, especially by encouraging rest as
needed and gradual reintegration into activities.

* Provide reassurance of a good outcome.

e Inshort, the TAN intervention was an abbreviated model of
treatment commonly used, in this setting, with more severe
TBI and with MTBI survivors who have persisting, significant
complaints” (33).

(i) A brief summary of an MTC intervention for adults with
fibromyalgia (23, 34).

“The professionals of the team were physiotherapists,
psychologist, and nurses. The program lasted 6 weeks and
consisted of 2 exercise classes and 2 multidisciplinary
educational sessions per week. Exercise classes were con-
ducted in a warm, therapeutic pool and were 30 minutes
long. Each class consisted of 20 minutes of walking/jogging/
side-stepping/arm exercises against water resistance and 5
minutes of stretching at the beginning and end of each class.
Educational sessions were one hour long and were run in a
group setting, immediately prior to pool classes. During edu-
cational sessions, patients were provided with information on
exercise, postural correction, activities of daily living, sleep,
relaxation, medication, nutrition, and psychosocial coping
strategies. The format for the educational sessions varied
but included didactic lectures, interactive discussions, and
hands-on learning (e.g. relaxation techniques)” (34).

(ii7) A synopsis of a study of Assertive Community Treatment
(ACT) for homeless people with mental disorders (32).

“The team consisted of 12 full-time equivalent staff,
including a program director with a masters’ degree in
social work, a full-time psychiatrist and medical director, 6
clinical case managers (social workers, psychiatric nurses,
and rehabilitation counsellors), 2 consumer advocates, a
secretary-receptionist, a part-time family outreach worker
from the Alliance for the Mentally 11l of Metropolitan Balti-
more, and a part-time nurse practitioner who treats chronic
medical problems. Each patient was assigned to a “mini-
team” consisting of a clinical case manager (case load,
10-12 patients), an attending psychiatrist, and a consumer
advocate. The entire ACT team, including the consumer
advocates, worked together in decision making and each
staff member was knowledgeable about most of the patients.
Teamwork was fostered through daily sign-out rounds and
twice-weekly treatment planning meetings. The ACT team s
long-term commitment was to promote continuity of care,
and the team was available 24 hours every day”.

DISCUSSION

In optimal rehabilitation, the focus is on the patient and his/
her level of functioning, and not the diagnosis. The process
of rehabilitation and the effectiveness of MTC are presented
in this review. Specifically, the following elements have been
described, and will be discussed (10, 35):



Identification of the need for rehabilitation.

Mutually agreed aims and outcomes of MTC and a shared

understanding of how to achieve these aims.

Establishing a team based on the patient’s need with the

person in need as a central actor.

* Communication and coordination between all parties in-
volved in the patient’s care including relatives and profes-
sionals.

* An appropriate range of knowledge and skills of the MTC
team.

» Willingness to share knowledge and mutual trust to speak
openly.

 Evaluation of the aims and, if necessary, adjustment of these

aims.

Identification of needs

The theory behind the interventions employed in these reviews is
not described, except for MTC being “based on the bio-psycho-
social thinking” (24, 31). Apart from this theoretical basis there is
little evidence about key elements of successful MTC (10, 36).

It is suggested that the framework of the ICF provides ele-
ments of a theory about rehabilitation (37, 38). The model
provides a taxonomic system of human functioning, and may
well be used to help prioritize and provide a description of
the composition of the professionals needed to treat different
sub-groups. The ICF can be used to test hypotheses about the
composition of MTC (39), and as a common framework in
which to set criteria for the aim of rehabilitation and how to
organize MTC. The process surrounding the development of
common goals is described in one review through participation
in honest and continuous communication among the patient
and professionals involved in the patient’s care (16).

Mutual aims and outcomes

Within the context of treating adults with fibromyalgia, (23,
34) an important goal is to change the patient’s perception of
self-efficacy. Through patient education and the use of cogni-
tive behavioural strategies and exercises, patients can learn to
move from feelings of hopelessness to taking responsibility
for their own health promotion.

As seen in Table II, there are some common characteristics
across studies. The diversity of interventions and professionals
involved illustrate that MTC can be efficient in several forms.
A generalization between different sub-groups is possible,
because the interventions typically are focused on common
functional problems despite the specific diagnoses.

Establishing a team

The results (Table I) show evidence for MTC in rehabilitation
in 10 of the 12 different patient groups. Most studies limited
their description of MTC to the professionals involved, and
their general performance, such as close cooperation, aware-
ness of communication and sharing of knowledge within the
team (16). The element of close contact was described in a

Multidisciplinary rehabilitation — an overview 911

review as assignment to a “mini-team” with 24-hour provision
of local, direct and individual contact (28).

In certain situations, rehabilitation may require the par-
ticipation of only one profession for certain periods. Whereas
“effective team working produces better patient outcomes
(including better survival rates) in a range of disorders, notably
following stroke” (10).

Competencies

The components of the MTC interventions were most often
described in general terms, such as educational sessions of
group therapy, exercise, behavioural cognitive training, and
assertive communicative training. We suggest that the CON-
SORT criteria are used in order to improve the reporting of
future RCTs performed in this field (40).

Evaluation of aims

The results demonstrate the heterogeneity of outcomes em-
ployed in clinical trials of non-pharmacological interventions.
Some reviews have outcomes at all ICF levels, but as Table |
illustrates, the outcomes are highly variable and some are
lacking the level of participation.

The lack of standard measures appropriate for studying proc-
esses of care and the number of different outcomes is a limita-
tion. A set of outcomes would be necessary to compare studies
on effectiveness in clinical practice. We suggest use of the ICF
to guide the selection of outcomes, and to define influencing
factors on functioning. However, unfortunately data are not
gathered consistently, and there is no common definition of dis-
ability across countries (41). Functioning at all levels is relevant
and is the main goal of rehabilitation, and is relevant to disease
prevention, cure, and to target strategies for support.

There are some limitations of this review that should be noted.
First, the external validity of the review can be questioned, as it
presents research only on specific patient groups. However, as
the person in need may have equal limitations of functioning no
matter what their diagnosis, there are a number of characteristics
from MTC that can be generalized to other groups of patients.

The authors of the review on multiple sclerosis discuss the
issue of applying the RCT design on assessment of MTC in
rehabilitation. It is questioned whether the evidence base for
effectiveness coming from clinical trials and outcomes research
can be applied to assessment of outcomes in the context of
rehabilitation.

There is a need for more RCTs in other patient groups.
Whereas there are reviews on both in-patient and out-patient
MTC rehabilitation programmes for a number of musculoskel-
etal disorders, there is a lack of reviews on conditions such
as pulmonary diseases (COL) and different forms of cancer.
As suggested by Groote, research within rehabilitation should
address all dimensions of the ICF, and the WHO World Report
on Disability includes work in multi-professional teams (36).
Although the literature provides limited evidence concerning
the key components of MTC, the theoretical basis of a multi-
professional team is well described: agreed aims and shared
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understanding on how to best achieve these, an appropriate range
of knowledge and skills, mutual trust and respect, willingness to
share knowledge and expertise; and to speak openly (10).

Conclusion

Despite the variety of interventions and level of MTC, the
literature demonstrates that MTC promotes the effects of
rehabilitation compared with a control group or standard re-
habilitative care in 10 of 12 patient groups. There is not one
single MTC method, but some general characteristics of MTC
in rehabilitation of different patient groups are presented.
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