
THE DIGITALISATION STRATEGY OF THE MULTI-DISCIPLINARY TEAM DOCUMENTION IN A PALLIATIVE CARE SETTING




Introduction
Describe Setting
Cancer affects many of the population in the United Kingdom (Figure 1) and worldwide (Figure 2) and accounts for nearly 10 million deaths over the last year (Ferlay et al. 2020) and over 19 million new cases this year (Figure 3). According to the World Health Organisation (WHO, 2021) between 30% and 50% of cancers may be prevented by implementing existing evidence based strategies. Lifestyle changes, screening and progression of technical advances have assisted in disease and prevention management.  In comparison Vissers et al. (2012)  states that palliative care is a multi-dimensional and holistic approach for symptom management and the control of evolving multi-morbidity and side effects of primary treatment.  There are three phases:
· Disease – orientated palliation (not curable).
· Symptom-orientated palliation (targeting disease as a goal, benefits versus quality of life.
· Terminal or End of Life (dependent on care of all aspects of care).

The current World Health Organization (WHO, 2002) definition of palliative care is given in Table 1. According to Vissers et al. (2013) the definition states that all interventions in palliative care are directed toward the improvements or preservation of patient’s quality of life. Furthermore they suggest that this is far beyond symptom control and integrates itself to somatic, spiritual, social and psychological dimensions of care. The care is not restricted to just the patient it involves the family and relatives. There are many components to palliative care to consider and with multiple types of care to be provided, requires a multidisciplinary , well-functioning team, effective communication and an open portal of  communication between primary and secondary care.  In comparison Capurro et al. (2014) literature review mentions the WHO definition and is in agreement that there needs to “a support system to help patients live as actively as possible until death” (WHO,2002) and remains one of  the responsibilities of palliative care. Interestingly Capurro et al. (2014) goes on to mention that the    definition does not mention or refer to a technical system in the above-mentioned support system. Although they do state that the organisational structure and supporting services that are required to assist patients in palliative care, may benefit from information technologies (IT). Since MDT’s are considered the appropriate way to deliver person centred care and the implementation of digital systems in the NHS are being developed (Harris, et al. 2018, Digital Health and Care Wales, 2021) Developing  an appropriate electronic document to assist with palliative care MDT’s may benefit a better structured compliance  in line with the  NHS Long Term Plan (NHS,2019). In recent years there as been an increasing awareness of the occurrence of error’s within the medical and nursing documentation and there as been a drive to improve quality and safety of healthcare through improvements to technology, policy and practice (Brennan et al, 1991; Calland et al, 2002). The quality improvement agenda as highlighted that MDT’s need to be more effective in cancer  and palliative MDT’s
Scope
Treatment and planning as led to increasing life expectancy and treatment options for cancer management and palliative care, which requires ongoing support and strategies to coordinate care from specialist care professionals. (Clause et al. cited in  Harris et al. 2018, NHS, 2019). However, due to unmet patient needs, increasing patient numbers, escalating costs and limited resources digital health technologies, have been utilised to assist and support people living with cancer throughout their trajectory of their illness through to palliative care and end of life (Harris et al. 2018).
Borgstron et al. (2021) in their  ethnographic study identified that that MDT’s are a key element for  patient care and management. In comparison Janssen et al.(2018) qualitive study found that there is a noticeable gap in how technology and information systems can be integrated into the multidisciplinary teams collaboration across professions between , medical, nursing, occupational therapy, physiotherapy, social work and spiritual care (Taylor et al. 2010, cited in Borgstrom et al. 2021).
There are three integrated locality groups (ILG) and each area has a specialist palliative care unit and they use different communication and forms for MDT’s. There is no standard form to ensure patients care and management outcomes for patients are documented clearly and accurately for out of hours working. This assessment will focus on a system improvement  by reviewing the literature to identify  views and requirements to standardise and develop an MDT electronic communication document to prioritise patient care and management outcomes.
Background
Multi-disciplinary teams meetings (MDTM’s) have been a key contributor to cancer and palliative setting in the United Kingdom (UK). These were established in the Calman-Hine report (DOH,1995) and supported by the National Cancer plan 2000 (NHS England and Improvement, 2020).  Although MDT’s in a cancer setting have been classed as gold standard in the last 30 years, according to Borgstrom et al. (2021) states there is a lack of existing literature  in the UK and internationally that describes the structure and function of palliative care MDTM’s. They exist so that effective collaboration across professions can be achieved and are seen as beneficial to improved adherence to evidenced based guidelines (Taylor  et al. 2012a). Lampnell et al. (2019) state that the  meetings, can include patient case discussions, decision-making, education and research. However, There is no national standard reported for a MDT. However, it is considered an effective approach, if good planning, communication and common themes are adhered too (National Institute for Health and Care Excellence (NICE, 2018). According to Liu (2021) there are several tools that have been developed  withing the literature for evaluating MDT performance. 
 Currently cancer multidisciplinary teams literature focus is on tumour markers, engagement in the MDT process of many multiple specialities (surgery, medicine, medial and radiation oncology, palliative medicine, familial medicine, nursing, allied health and diagnostic services. While palliative care literature states the MDT structure focuses on interventions and end of life care with some different mixes of the multi-disciplinary team (medical, nursing, occupational therapy, physiotherapy, social work and spiritual care, Taylor et al. 2010). It can overlap with the cancer MDT process, pending prognosis and diagnosis,  but the focus primarily being of quality of life, symptom control and the different phases of the advancing disease trajectory (Vissers et al. 2012).
Business Problem
[bookmark: _Hlk89889454]There is evidence in the literature that MDT do not always function optimally and clinical decisions can be variable. Liu et al. (2021) suggests that MDT’s are considered the preferred model of care for patients and several  observational tools have been developed for improving MDT effectiveness. There were some limitations to the studies and the tools were used primarily used  for cancer tumour board markers and some of the focus was on poor imagery information, histopathological information, which is  sometimes used in palliative care for symptom management, pending the disease    trajectory.
Some of the  tools were formed using the National Cancer Action Team (NCAT,2010) guidance MDT characteristics for and effective MDT approach. Although similar themes were in all tools piloted.  They fall into five main categories alongside sub categories. 
1. The Team: 
· membership, attendance, leadership, team working and culture, personal development and training.
2. Infrastructure for meetings:
· physical environment of meeting venue, technology and equipment – availability and use.
3. Meeting organisations and logistics:
· scheduling of MDT meetings, preparation prior to MDT meetings, organisation/administration during MDT meetings.
4. Patient-centred clinical decision making:
· who to discuss?, patient-centred care, clinical decision-making process).
5. Team governance:
· organisational support, data collection, analysis and audit of outcomes, clinical governance. 
From the Characteristics of an effective MDT (NCAT,2010)

In the studies, the tools were mostly used to capture data by using questionnaires, self-assessment and checklists to MDT. The focus base was used to evaluate themes came from NCAT characteristics (2010) study, which included:  
· Patient preferences
· Detailed consideration of comorbidities
· Open and equal contributions of treatment
· Effective leadership
· Case history
· Attendance at meetings
· Chairing in MDT meetings
· Team work and culture
· Personal development and training
· Physical environment of the meeting
· Venue
· Technology and equipment available for use in MDT meetings
· Organisation and administration during meetings
· Patient-centred care
· Clinical decision processes
· Post meeting co-ordination (clarity of next steps)
However,  the studies showed similar themes  that may be beneficial to a palliative MDT’s and could be utilised for further implementation to assist with the  design of an electronic form. Since the tool were used primarily use for cancer MDT, which differs in the scope for a palliative care team these would need to be modified to meet the needs of the patients for a person-centred approach and meet the requirements of peer review requirements for specialist palliative care.
The studies had similar themes running through them and authors,  felt that there were no structured observational tools, self-assessment tools or checklists to meet  the above criteria, as cited within the literature (Harris et al. 2014, NCAT,2015). Development of these observational/self-assessment  tools were from adapted versions from other specialities (Fletcher et al. 2003, Undre et al. 2007).  The  Tool development was informed by clinical recommendations and validity was stated in their reviews. They used a variety of formats to obtain  their results see Table 2.
All the reviews concluded that the tools assisted with necessary information to correlate,  to inform practice through different methods via the study’s conclusions.. Overall they felt that further validation of the tools would benefit assessing and improving teamworking within cancer MDT’s. Liu et al (2021) study does suggest that while the tools are validated they are labour intensive and the assessment remains static against best practice guidelines (Taylor et al, 2012). Liu et al (2021) believes that maturity modes may lead to a better organisational structure because they can be measured against performance improvements associated with information systems (IS, Carvato et al. 2013). Due to time limits this was not included in the business aim  and structure of digital forms,  so further review of maturity models would need to be included in further studies. 
Digital Health in Palliative Care
There have been some advances in digital health and studies in the development of digital technology, cited in the literature  (Mills et al. 2021; Finucane et al. 2021; WHO, 2020; Nikhoma et al. 2014). 
These reviews have some impetus regarding digital health in cancer and palliative care. The focus is mainly on tele-medicine, video/virtual conferences, tele-health, mobile healthcare and electronic health records. These information and communication technologies (ICT’s)  appear to be more widely used in the context in palliative care, since the Covid-19 crisis. These have been mainly used for clinical and supportive interventions at a distance. Milles et al. (2021) states that, while digital health is growing rapidly in palliative care they indicate that very little is known about the uptake and the integration of these systems into cancer services has been slow. However, they do suggest that  there are benefits  to key stakeholders perspectives, in a study by  Nikhoma et al. (2021), which identified participants use of acceptable tools, purpose of use, the vision and policy makers integration of data  to records into the technology used, such as patient-level data, including demographics, clinical records to access to have person- centred approaches and digital technology capturing data that may have been lost through existing paper-based approaches. Finucane et al. (2021) study indicated that there were seven themes arose with digital health interventions in palliative care. The focus on these themes were designed to measure the ICT’s  that were used to support, education, information sharing, decision- making, communication, quality of life and cost-effectiveness. 
The nursing literature indicates that there is little research in to the uptake and usage of ICT in MDT meetings as well as the impact on team. (Janssen et al,.2018). However,  there is a growing prevalence of electronic  nursing and medical records, which are transforming the way data is collected  and redistributed (NHSx, 2021, Coordinate my Care (CMC) in one single care plan, to empower multidisciplinary teams to work more effectively together. Currently in the health board, there are many systems that are used to access data, Canisc, Welsh Clinical Portal (WCP), Welsh PAS(patient administration system) and Welsh Nursing Care Record. However, not all health care professionals have access to all the information, which can have an impact on MDT  processes and care and management  priorities for the allied healthcare professionals.
Considering all the digital health that is out there at the moment the ,ICT’s and  MDT  tools will be an important factor to understand the challenges ahead, off developing a digital tool to meet the  health boards directives, objectives and achieve funding  (Department of Health and Social care, 2018). One of the limitations to the studies noticed were that they are labour intensive and needed experienced practitioners to undertake them.   The tools were used primarily used  for cancer tumour board markers and some of the focus was on poor imagery information, histopathological information, which is  sometimes used in palliative care for symptom management, pending the disease    trajectory. Performance of the teams in the MDT can be variable and often lacks focus on the patient (Lamb et al, 2011b)  These limitations  may  affect how the system development can  be implemented  and may need modification to what is required by the stakeholders for a MDT a digital form.  However, the MDT tools evidence is based on systemic reviews with qualitative and quantitative studies and with national guidelines and polices and needs to be considered.  Considering the difficulties of staffing and Covid -19 restrictions may be a barrier to address roll to the three palliative care units. The ICT applications focus was on video conferencing, tablets, wearables telephone, mobile phones, smartphones and electronic patient records and are used for clinical support for patients in the community needing assistance for the wider MDT team. However,  apart from the introduction of electronic health records, which are used throughout the health board, may assist with audits and data collection from patient records. Data protection and governance must be considered for this part if to be implemented, which would need discussions with the board to ensure policies are met.
Literature Review
There is a pleura of literature with multiple terminologies regarding MDT. National policies and guidelines (DOH,1995; NHS,2000; DOH,2011; NICE,2018) that have been mandated for and shaped the MDT process in cancer and palliative care (Lamb et al, 2014. Prades et al. 2014 and Pillay et al. 2016). So for the purpose of collating enough unbiased literature  and cancer and palliative MDT were interchangeably used throughout the search terms. On analysis of this a primary search was conducted using the universities direct library service, which returned vast quantities of results and focus being on: 
· Background of cancer MDT’s
· Strategies to improve efficient of MDT’s
· Cost-effective reviews of MDT
· Improving performance of cancer MDT working and impact
· Development of observation/evaluation tools
· Grey literature (government websites)
The search scope was then repeated, using e-resources, databases and  sub category databases, search filters were also applied, which allowed access to peer reviewed and systematic reviews journals with full text availability and viewed online via  the universities library service through:
· Bio Med Central
· EBSCOhost
· ProQuest Central
· Elsevier Science Direct
· Oxford University Press 
· BMJ 
· Sage Journals
· Taylor and Francis
· Cambridge university press
· Google Scholar
· Embase
· PubMed
Sub Category Data Base
· Dissertations and Theses – Ethos
The following key works were used as a search preference:
· MDT
· Multi-disciplinary team
· Palliative care
· Cancer
· Digital tools
· Digital health
· Work flow efficiency
· Quality
· E -health
The search took place from October to November 2021, which included Web searches using search term: palliative care and MDT digital tools.  Conducting the search for the literature  was an  arduous task. The interchanging of the search fields, key words and dates were required to ensure that the literature could be applied to a palliative care setting in an innovative way to improve MDT collaboration, while keeping with national policy, guidelines and information governance. Some of the searches were not bringing the relevant information so database filters were refined results including:
· Creation date
· Peer reviewed journals
· Life science and biomedicine
· Full text only
· Change of databases/source
Abstracts, contents and conclusions were reviewed to justify inclusion for this system improvement of an electronic MDT documentation.  Ref Works was used to store any data that had been previously searched for retrieval and reference purposes. Cite them rite was used to add references and sources to clip board to ease of access when compiling documents in a word document . 
Quality of the research
Consideration had to be given to technical systems and the advancement of digital health in the NHS. There is a lack of research in digital health in palliative care and inclusion criteria need a wider area to ensure appropriate literature was utilised and were relevant for system improvement criteria. Peer-reviewed articles,  systematic literature reviews and observational studies were preferable  to understand the strategies and implementations of cancer and palliative care to inform practice. While literature was looked at between 2010 – 2021, dates from earlier dates were considered, due to the demand of MDT’s and change of practice and polices to gain an accurate picture of the processes. Cochrane data of systematic reviews were also searched for any relevant data. References were used from journals to inform results.
Results
Figure 4 shows a preferred report item for systematic reviews and met-analyse flow chart of results following the search (Page et al. 2020))
Aims and Objectives 
The overall aim is to develop a multi-disciplinary team electronic document to support patients and their families with a multifaceted and holistic approach, which evolves with the patient and members of the MDT. To achieve this we may have to consider reviewing and adapting  the piloted tools to assess characteristics of their MDT approach within the  individual palliative care units. Delivery will be based on the following SMART Key objectives
Objective 1 
· Engage stakeholders within the three ILG’s in the health board for a multi collaborative MDT approach
· Engage with the service users (e.g. doctors, members of the palliative care teams,  clinical nurses specialists, physiotherapist, and occupational therapists) to gain understanding and themes for an effective MDT meeting

Objective 2
· Engage with the digital strategy team in the heath board. To gain an understanding of systems in use, within the organisation to measure adaptability and design to support a MDT digital tool, which as supported other transformation projects Digital Notes, WEDS project and Welsh Nursing Care Record (WNCR).
· Engage with cancer peer review teams  to address any data that may be required to inform practice
Business Aim
Project description and purpose
Development of a digital multi-disciplinary team document for the three palliative care units across the integrated locality groups (ILG’s).
Objectives
· Optimise team working in line with the cancer network guidelines (Reference)
· Co-ordinate and plan MDT’s effectively
· Develop effective treatment plans to treat symptoms for life limiting illness from diagnosis through to the trajectory of the patient illness.
· Optimise  discharge planning to reduce re-admission
· Optimisation of resources
· Opportunities for education and professional development
· Clearer adherence to national and local clinical guidelines (Reference)
· Improvements of data collection
The need for the initiative
Multi-disciplinary team working are used throughout the health board in many specialities (medicine, surgery, mental health, care of the elderly). Although MDT’s are considered gold standard, there is a lack of evidence of standardisation in the structure and function of the MDT process (Borgstrom et al. 2021)
The Benefits of the project
· The patient
· Improved quality of life
· Development of a standard document to commence with the three palliative care units
· Potential to be used throughout the localities, primary, secondary, community, social care
· Better development of advanced care planning through a MDT approach
· Consistent standard of care throughout the localities in line with the health boards, operating model.
· Empowering people
· Community leadership and involvement
· Clinical led, focused services
· Learning and innovating for continued quality improvement
· Robust, simplified and  safe decision making
The Health Board
· Skilled, motivated healthcare performance
· Improved ability and  enhanced skills to manage and plan a structed MDT
· Practices will enhance patient care by adopting an integrated approach
· Opportunities  to share  outcomes with the wider  localities via case study, written articles and video conferencing.
· Improved team working
· Better use of practice resources
· Impact/reduction of cost
· Better outcomes for patients
Background and Supporting Evidence
Palliative care is to relive, rather that cure symptoms and improve quality of life. Relief from physical, psychosocial and spiritual problems through palliative care is possible for more than 90% of patients with advanced stages of cancer (World Health Organisation, 2021). MDT’s have been used in the UK and are a core requirement for treatments and recommendations, which can be complicated, such as discharge planning, end of life care, advanced care planning, symptom management and spiritual support.
The National Institute for Clinical Excellence (NICE, 2019) and the Department of Health (2011) sets out guidance  to have a multi-disciplinary approach to ensure an holistic management infrastructure is available to ensure continuity of care. This is to improve equality of outcomes by understanding patients choices, through a reflective process to devise and agree new protocols and ways of working.  The National Cancer Action team (NCAT, 2012)  developed a frame work for MDT characteristics, what constitutes an effective team, this has been emphasised by a survey completed by over 2000, Cancer MDT members in the UK.
Case studies of observational tools have provided insights into the processes  involved in the MDT decision  making, which also  used the framework for characteristics  to improve practice and ensure the tools used measured factors of the categories and sub categories highlighted in the NCAT study. 
The NHS cancer plan (2000) states that ‘the care of all patients with cancer should be reviewed by a specialist team’, which should have a range of experts to ensure that all patients have high quality care.
The Approach
Over the course of the project the programme seeks to achieve  the observation of  the characteristics of the MDT meetings in the  three palliative care units and compare  them with other case studies and  NCAT guidelines and suggested themes covered in their study,
To achieve this:
· Initiate discussions with the three palliative care units and health board 
· Audit current documentation in practice for similar themes
· Liaise with allied health care professionals to inform practice – out of scope
· Approach  discussions to piloting self-assessment and feedback documents
· Any ethical issues and governance issues to be addressed
Main Risks/Constraints
· COVID-19 will need to be monitored with regards to staff resource and timescales
· Availability of adequate funding 
· Time constraints  to complete processes of 
· Infrastructure of the three palliative care units – two of the palliative care units are currently live with the WNCR
· There may be resistance to  to participate in questionnaires and self-assessments due to time constraints 
· Clinical pressures due to shortage of staff 

Methodology
Project management
Currently the health board as a digital transformation group, which includes a digital board, technology advisory board, digital and data governance board and ICT project board. These are overlapped with the chief information officer (ICO), assistant director of informatics (ADI) and the lead nursing informatics officer.  Prince 2 project methodology is supported within the organisation and this offers a structured approach to management and reporting. Prince 2 project methodology (Mathis, 2014) will be used for this system development.
While there are many project methodologies to choose, the prince 2 method  appears to be the one most suitable for the project.
· It lays down a specific set of processes for starting, managing and finishing a project.
· It consists of 6 performance targets/variables, costs, timescales, scope, quality, benefits and risks (common to all projects), which are governed by the project manager to ensure no shortfalls within the variables  and this could lead to the project having a poor outcome. 
· It also provides a framework for effectively using key skills that are  especially suited to planning, delegation, process monitoring and management of specialists. 
· It allows the organisation to manage the  Business Case theme  and stop the project at any stage.
· It as a generic design and can be applied to any project, regardless of project environment, scale, type, organisation.
· Tailored to suit the project environment
It is likely due to the scale of the project we will need to assess the environment for any opportunities and threats to the system improvement. The PEST (Political, Economic, Social and Technology) model in conjunction with a SWOT analysis (Strengths, weaknesses, opportunities and Threats. This will give an holistic approach to any opportunities and threats to the organisation. 

Measures
Interventions
To establish links with the characteristics of an effective MDT (NACT, 20) we will need to address:
· Review existing  MDT processes in the three palliative care units for similar characteristics 
· Implement a Self-assessment questionnaire  for end users to completed – can be sent by email for ease of use  OR
· Face to face observation  in MDT meeting to view the process 
· Request data regarding staff on training and education on systems currently in use in the three palliative care units to support the MDT process

How will impact be measured
· Audit MDT data before and after to measure outcomes in each unit
· Analyse face to face data to address similar themes in each unit
Causality
· Time constraints for completing of self- assessment questionnaires
· Poor compliance of training systems

Improvements
Currently within the health board the Welsh Nursing Care Record (WNCR) is already in place. Therefore there may be an opportunity to add data to the WNCR in the future to prevent duplication of documentation and have all the relevant data in one place for review on one system for all health care professionals. The WNCR digital record is in use in two of the palliative care units. There may be an opportunity for them to piolet a study using the inpatient record. The WNCR project already as a governance framework for implementation, which is interoperable with the patient administration system and the Welsh clinical portal and is accessible to nursing professionals. Additionally  a long term goal could be service improvement for discharge planning, advanced care planning and end of life care, could be incorporated into the MDT meetings, due to members of the multi-disciplinary team being present. Standardize MDT practices to reflect better outcomes for patients and service users and scope for the wider population in the three ILG’s. 

Conclusion
What we do know is that multi- disciplinary team meetings are a recognised component of  cancer care as well as  a range of other care settings (palliative). The literature is very focused on cancer care and the MDT process, which as been established through this report and his formatted toward prognosis, diagnosis, tumour markers, digital imagery  and treatment plans. In comparison MDT’s are a frequent feature in palliative care, however the purpose and format are not clearly defined or documented. They have a range of professionals involved and would benefit from a structured approach as cited  in  the NCAT (2019). Digital health interventions (DH’s) are being reported in publications (Finucane, 2021), which have been previously cited. These innovated systems are being developed to monitor and support cancer and palliative care patients and as the potential to deliver and enhance care using a patient-centred approach. The Who definition (Table 1) encapsulates  the need for a digital MDT document to ensure they benefit on the opportunities they offer, such as standardised documentation, multi-team approach and transform the way you work . Further research needs to be completed, due to the multi-faceted purpose of the document  and  should  be informed by  health professionals and transdisciplinary   involvement in the development  in which testing is crucial to ensure the digital applications can be implemented into practice (Harris et al, 2018).







Table 1: WHO definition of palliative care
“Palliative care is an approach that improves the quality of life of patients and their families facing the problem associated with life-threatening illness, through the prevention and relief of suffering by means of early identification and impeccable assessment and treatment of pain and other problems, physical, psychosocial and spiritual. Palliative care:
· Provides relief from pain and other distressing symptoms;
· Affirms life and regards dying as a normal process;
· Intends neither to hasten or postpone death;
· Integrates the psychological and spiritual aspects of patient care;
· Offers a support system to help patients live as actively as possible until death;
· Offers a support system to help the family cope during the patient’s illness and in their own bereavement;
· Uses a team approach to address the needs of patients and their families, including bereavement counselling, if indicated;
· Will enhance quality of life and may also positively influence the course of illness;
· Is applicable early in the course of illness, in conjunction with other therapies that are intended to prolong life, such as chemotherapy or radiation therapy and includes those investigations needed to better understand and manage distressing clinical complications.”
___________________________________________________________________









Table 2
A list of tools used to assess and improve MDT working
	Tool Developed
Author
	
Brief Description of tool
	
Tool Methodology

	Taylor et at (2012a)
TEAM (Team evaluation and assessment measure)
	TEAM assesses core functions of the team and their meetings, based on the components defined in the characteristics of effective MDT
	Team self-assessment

	Taylor et al (2012b)
MDT-OARS ( Observational assessment rating scale)
	The MDT-OARS 
Assesses elements that are expressed in UK national UK guidance
	Observation

	Lamb et al (2012)
MDT-QuLC (quality improvement checklist
	Designed to aid decision -making in MDMs (multi-disciplinary meetings) to make sure all aspects of case are reviewed
	Checklist

	Lamb et al, (2011a)
MDT- MODe ( metric of decision-making) 
	Measures the quality of presented patient information, contribution to case reviews and ability for the team to reach a decision 
	Observation

	Lamb et al, (2013) 
MDT quality improvement bundle
	This includes a checklist application, team skills training and guidance implementation 
	Quality improvement bundle

	Harris et al (2016)
MDT-MOT (meeting observation tool)
	Assesses team attendance, leadership /chairing, team work and culture
	Observation


Cited in Soukup et al. (2018)
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Figure 4
PRISMA 2020 flow diagram for new systematic reviews which included searches of databases and registers only


Identification of studies via databases and registers


Records removed before screening: n/a
Duplicate records removed  (n =n/a )
Records marked as ineligible by automation tools (n =n/a )
Records removed for other reasons (n =n/a )
Records identified from*:
Databases (n =71,070 )
Registers (n = n/a)


Identification







Records screened
(n =200 )
Records excluded**
(n = 0)





Reports sought for retrieval
(n =22)
Reports not retrieved
(n =0 )


Screening




Reports assessed for eligibility
(n =22 )
Reports excluded:
Reason 1 (n = )
Reason 2 (n = )
Reason 3 (n = )
etc.







Studies included in review
(n =22 )
Reports of included studies
(n = )

Included






*Consider, if feasible to do so, reporting the number of records identified from each database or register searched (rather than the total number across all databases/registers).
**If automation tools were used, indicate how many records were excluded by a human and how many were excluded by automation tools.
[bookmark: _Hlk67299547]From:  Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 statement: an updated guideline for reporting systematic reviews. BMJ 2021;372:n71. doi: 10.1136/bmj.n71
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For more information, visit: http://www.prisma-statement.org/
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