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Does Everybody Need a Team?
THEODORA P.M. VLIET VLIELAND, LINDA C. LI, CRYSTAL MacKAY, and ELIZABETH M. BADLEY

ABSTRACT. Multidisciplinary team care, defined as care provided by a group of health professionals from various
disciplines, has been widely used in arthritis management since the 1950s. Its effectiveness in compar-
ison with regular outpatient care has mainly been established in patients with rheumatoid arthritis (RA).
Recent studies have shown that similar outcomes can be achieved in patients with RA at lower costs
using care provided by a clinical nurse specialist. These latter findings suggest that the active compo-
nents of the multidisciplinary team care model may not be related to the number or professional back-
grounds of the health professionals involved, nor with their physical proximity, but rather to the
provider’s skills in rheumatology and the coordination of services. Because many patients with arthri-
tis have healthcare needs that are not met through treatment by the rheumatologist alone and since tra-
ditional multidisciplinary team care in many countries is unavailable or may be undesirable in specific
situations, the development and evaluation of alternative, comprehensive models of care delivery is
recommended. (J Rheumatol 2006;33:1897–9)
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INTRODUCTION
Comprehensive rehabilitation involving a team of health pro-
fessionals from various disciplines has been extensively used
in patients with inflammatory arthritis. Team care originated
in the 1950s, when pharmacological and surgical treatment
options were limited, and bed rest, joint splinting, passive or
assisted active exercise therapy, heat and cold therapy, occu-
pational therapy, and emotional support were the cornerstones
of the basic treatment regimen1. At that time it was generally
acknowledged that the provision of services by a well-organ-
ized multidisciplinary team would be more beneficial than
fragmented contributions from individual health profession-
als. In recent decades, the benefits of joint replacement sur-
gery and advances in pharmacological interventions, especial-
ly newly emerged biologics, have dramatically improved the
outcomes of arthritis in terms of disease activity, functional
limitations, and overall health. These advances, together with
continuing developments in healthcare systems and society as
a whole, raise the question of the role of multidisciplinary
team care for people with arthritis. In order to address this
issue we have to explore the following questions:
• What is multidisciplinary team care and how has it evolved
in recent years?

• To what extent has the effectiveness of multidisciplinary
team care been established?
• What are the challenges for multidisciplinary team care?

MULTIDISCIPLINARY TEAM CARE AND ITS
EVOLUTION 
A multidisciplinary healthcare team can be defined as a
group of health professionals from different disciplines who
share common values and objectives2. In arthritis care, the
goals of multidisciplinary team care include preserving and
improving the patient’s quality of life by improving disease
activity, functional ability, mental and social health, and
vocational status3,4. Although team composition may vary,
the more common members of a traditional multidisciplinary
team in arthritis care include rheumatologists, physiothera-
pists, occupational therapists, nurses, and social workers5.
Originally delivered mainly in an inpatient setting, team care
has now become more usual in outpatient, day patient, and
community based settings. In parallel, the average duration
of traditional multidisciplinary team care programs has
decreased markedly. With increasing levels of communica-
tion and with integration of skills among health profession-
als, the working method of teams can now often be charac-
terized as interdisciplinary or transdisciplinary rather than
multidisciplinary6,7.

In addition, the client and his or her family have been iden-
tified as the most important members of the care team8. A
client-centered approach is now common, in which every
aspect of the patient’s health status is systematically evaluat-
ed, and the treatment goals and plans for interventions are
jointly set9. For this purpose, the value of specific tools
designed to systematically enhance the patient’s role in the
treatment process and/or to facilitate communication among
team members, such as the Canadian Occupational
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Performance Measure10 or the Rehabilitation Problem
Solving form11, are being evaluated in arthritis team care.

EFFECTIVENESS AND COST OF
MULTIDISCIPLINARY TEAM CARE
Acomprehensive review concerning effectiveness of inpatient
and outpatient team care in patients with RA published in
198712 found clear evidence that team care results in better
outcomes, but most studies were methodologically flawed. In
a systematic review of only controlled clinical trials13 it was
shown that in comparison with regular outpatient care, inpa-
tient multidisciplinary team care programs in RA were more
effective for disease activity and functional ability, but were
more costly. Overall, the benefits of outpatient multidiscipli-
nary team care programs versus regular outpatient care were
less marked. A number of uncontrolled studies that followed
described positive effects of day patient14,15 or inpatient mul-
tidisciplinary team care programs16 in RA.

CHALLENGES FOR MULTIDISCIPLINARY TEAM
CARE
Given the relatively high costs of multidisciplinary team care
and the variation in local availability of qualified rheumatol-
ogy healthcare professionals, identification of the components
of care becomes all the more important. The majority of the
studies above were poorly described with regard to frequency,
duration, intensity of interventions, the process of communi-
cation among team members, team leadership, and the roles of
team members and patient in the care process. In general,
evaluations of care were concerned mainly with patients in
later stages of disease, so that their value in early arthritis
remains to be established.

Moreover, the effectiveness of such programs was deter-
mined mainly by comparison with regular outpatient care,
rather than with variations of multidisciplinary team care pro-
grams, such as the addition or subtraction of specific health
professionals, team leaders, or formal team conferences.
Therefore, the question “What’s inside the team care box?”17,
raised about 15 years ago, remains largely unanswered.

Two recent randomized controlled trials compared types of
care. Whereas earlier comparisons of inpatient with outpa-
tient18 or day patient team care19 showed conflicting results,
these 2 studies consistently demonstrated that an inpatient set-
ting has no added benefit. Equivalent clinical effects were
found, with inpatient team care being more expensive than
day patient team care20-23. Moreover, in the study by Tijhuis,
et al, inpatient and day patient multidisciplinary team care
programs were compared with care by a clinical nurse spe-
cialist in cooperation with the rheumatologist. Clinical nurse
specialist care provided equivalent clinical outcomes at sig-
nificantly lower costs, but with lower levels of patient satis-
faction than with multidisciplinary care21-24. It should be
noted that this study included a selected group of patients
whose health status did not demand hospitalization.

Nevertheless, results support the suggestion that “the essential
features of rehabilitative care, irrespective of site or con-
stituent members, are that the approach is comprehensive,
coordinated, and problem-oriented, with explicit and consen-
sual division of responsibility and repeated assessment” may
pertain to comprehensive arthritis care in general25.

DO ALL PATIENTS WITH ARTHRITIS NEED A
TEAM?
The question of whether patients with arthritis require team
care cannot be answered based on the available literature.
Evidence of effectiveness of multidisciplinary team care is
mainly based on studies in patients with RA, and is limited to
patients with long-standing disease characterized by relative-
ly high levels of disease activity and/or difficulty performing
basic activities of daily living, such as self-care and maintain-
ing mobility. With improvements in disease control using
early and aggressive antirheumatic drugs such as biologics,
traditional multidisciplinary team care may become less com-
mon. However, this does not imply that the complex needs of
patients with arthritis have vanished or even diminished. The
bar has been raised, not only with respect to disease control,
but also concerning patients’ participation in society.
Problems such as the maintenance of paid jobs, participation
in sports and leisure activities, and intimate relationships and
sexuality are gaining increased recognition.

In addition to the ongoing issue of communication with
rheumatologists and other health professionals, problems with
adherence to medical treatment and anticipation of potential
side effects, and the acquisition of funding for medical treat-
ment, aids, and appliances are still very common among
patients with RA and other forms of arthritis. Given these
challenges, the majority of patients will need access to one or
more health professionals in addition to the rheumatologist at
some stage of their disease trajectory, including the early
phase. Depending on the interventions or care required, the
choice of the health professional(s) should depend on the
required skills for the provision of those interventions rather
than the professional background of the health provider.

Irrespective of the availability of various health profes-
sionals, it should be kept in mind that more care providers
might not always mean better care: some patients may prefer
to put their trust in one or 2 health professionals rather than an
extensive team; moreover, the involvement of fewer persons
is likely to facilitate communication.

Considering the limited funding and human resources in
many countries where provision of a comprehensive multidis-
ciplinary team is impossible, training of multiskilled nurses26
or health professionals27 is a promising approach. In addition,
arthritis care delivery models involving general practitioners
and allied health professionals in primary care proved to be
successful28,29. These models include educational activities as
well as joint consultations, facilities to enhance contacts
between rheumatologists, general practitioners, and allied
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health professionals, and the creation of collaborative treat-
ment programs and guidelines.

The challenge for the next few years will be to develop
comprehensive care delivery systems that meet the needs and
preferences of patients with various forms of arthritis living in
the 21st century and to evaluate them with respect to effec-
tiveness, costs, patient satisfaction, and applicability at vari-
ous stages of disease and within different healthcare systems.
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