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Purpose: Research suggests that daily previsit team huddling leads to improved teamwork, however there are no reports on the effect
and mechanism of daily team reflection in primary care practice. To help healthcare professionals to integrate fragmented information
and to enhance continuity, we previously developed and implemented a daily multidisciplinary team reflection (DMDTR) approach.
The present study aimed to construct a conceptual diagram illustrating how participation in DMDTR influence medical care in an
ambulatory clinic.
Participants and Methods: In this qualitative study, we analyzed data from semi-structured interviews (n = 12) conducted with
physicians, nurses, and medical assistants who regularly participated in DMDTR. Modified grounded theory approach (M-GTA) was
adopted as the analysis method, and structure-construction qualitative research method (SCQRM) was used as a meta-theory to
determine the number of cases correlatively with the research objectives.
Results: Our conceptual diagram demonstrated that, through DMDTR, team members shared fragmented information to gain a more
holistic view of the patient and discuss diverse points of view, a process that resulted in real-time problem solving through
collaboration. This team approach showed benefit to each discipline and improves the care attributes of contextuality, coordination,
accessibility, accountability, continuity, and comprehensiveness of care.
Conclusion: We generated a conceptual diagram showing that DMDTR embodies a team approach that leads to improved care
attributes, which results in enhanced quality of primary care.
Keywords: interdisciplinary communication, patient care team, patient centered care, qualitative research

Introduction
Fragmentation seems to be at the root of the current global healthcare crisis, which is characterized by problems of
unsustainable cost increases, poor quality, and inequalities.1 To reduce fragmentation and foster integration, generalists
around the world have sought solutions, such as the introduction of the patient-centered medical home (PCMH) care
model.2 As Berry-Millett et al have pointed out, ineffective team care is a barrier to PCMH.3 According to some studies,
team huddles promote patient safety in hospitals, especially in the perioperative4 and inpatient settings.5–9 Some recent
studies were also done in the primary care area/outpatient setting, but most were pre-visit team huddles and only
described the benefits of the huddle, not the mechanism of how the daily wrap-up huddles would work.10–17 In addition,
usefulness of the team huddle has been mentioned mostly from the papers from USA, Europe but not from Asia,
including Japan.9

Background
Japan’s healthcare system has achieved one of the highest life expectancies in the world with universal health insurance.
In the field of primary care in Japan, patients are free to choose and change doctors and medical institutions, making it
difficult to maintain continuity and provide integrated care. Under these circumstances, there have been moves to
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promote team medicine and multi-professional collaboration and revisions to medical fees in Japan in the past 10 years.18

However, these system reforms have only promoted inter-facility cooperation between hospitals and clinics and multi-
professional cooperation within hospitals, and have not led to a movement to promote integrated care within primary care
facilities.18

Takachaya Clinic is a small primary care clinic with two full-time equivalent physicians and is located in a suburban
area (Tsu city, Japan). As the clinic is affiliated to a neighboring community hospital (Tsu Cooperative Hospital), most of
the physicians spend their working hours in the hospital rather than in the clinic. Furthermore, most of the nurses and
medical assistants work part-time. As fragmented information and loss of continuity is a concern, we have developed
a daily multidisciplinary team reflection (DMDTR) approach, which has been implemented since 2010. After every half-
day clinic, all staff involved in patient care (physicians, nurses, and medical assistants) spend 10 to 30 minutes sharing
information and discussing patient care.

The format of the DMDTR is as follows:

1. SELECT: Team members SELECT the patients to be discussed. Selection criteria include patients that are
medically unstable, have medically unresolved issues, have high social support needs, have family problems,
have medical problems characterized by uncertainty, and are complex cases.

2. SHARE: The team SHARE information about the patient.
3. DISCUSS: The team DISCUSS patient management using the biopsychosocial approach.
4. PLANS: The team generate follow-up PLANS using a checklist describing WHO, WHEN, and HOW.
5. FOLLOW-UP: During the following morning huddle or the next DMDTR, the team share FOLLOW-UP results

from the previous DMDTR.

The aim of this study was to construct a conceptual diagram illustrating how DMDTR participation influences medical
care in an ambulatory clinic to promote the adoption of team huddles, DMDTR in primary care settings in Japan and
around the world.

Materials and Methods
Setting
The study was conducted in one suburban family medicine clinic.

Theory and Participants
Modified grounded theory approach (M-GTA) was adopted as the analysis method, and SCQRM was used as a meta-
theory to determine the number of cases correlatively with the research objectives.

SCQRM is a meta-research method that uses structural constructivism as a super-meta-theory (super-epistemology),
with “interest correlation” as its core principle, and the number of cases can be determined correlatively with the research
objective.19–22 SCQRM, developed by Saijo determines the number of cases or samples based on the research questions
or interest of researchers, which preserve scientific validity and refutability with a small case study by structuring and
showing the trajectory of construction of the model under study.

As an analytical method, we adopted the modified grounded theory approach (M-GTA), which allows the use of
graphical representation for model building. In M-GTA based on SCQRM, saturation (purpose-correlated structural
saturation) can be defined as the state in which the model created by completing the analysis worksheets for each concept
can achieve the research objectives.

The number of participants (12) was defined as all the workers involved in patient care in the facility who agreed to
participate in the study, based on the purpose of this study.

All physicians, nurses, and medical assistants who regularly participated in the DMDTR were invited to take part in
the study. All three physicians, all three medical assistants, and six of the seven nurses agreed to participate. Overall, 92%
of the requested members participated in our study.
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Intervention
Semi-structured face-to-face interviews were conducted in a quiet room with no interruptions between February and
April 2013. Interviews were conducted by KM, who is a full-time physician in Takachaya Clinic. Each interview lasted
between 20 and 60 minutes. Using the following keywords, participants were asked how DMDTR influenced their
patient care. All interviews were transcribed verbatim and to avoid any information distortion caused by the respondent’s
poor state in the interview, we had the participants refer to the transcribed verbatim transcripts to confirm that there are
no errors in the content.

After all the interviews were completed, a simple questionnaire consisting of the following questions was adminis-
tered to store the missing information.

Do you think that there are times when the multidisciplinary review picks up things that were not covered or were overlooked in
the medical treatment? If yes, please give specific examples.

Keywords
The five keywords, Accessibility, Comprehensiveness, Coordination, Continuity and Accountability were adopted from
the Institute of Medicine report as the five attributes essential to the good practice of primary care.23,24 We also adopted
the keywords, Access to Care, Continuity of Care, Comprehensive Care, Coordination of Care, and Contextual Care,
which have been defined as fundamental principles of family medicine by Saultz.25 A final total of six key words were
summarized in Table 1.

Analysis
A modified grounded theory approach (M-GTA) developed by Kinoshita was used.26 M-GTA is a qualitative study
approach, in which concepts are generated one by one from the data and then several concepts are combined into broader
categories using an analysis worksheet. M-GTA can be used to map relationships among the categories generated and to
construct a conceptual model.

Transcribed sentences were examined by KM. Sentences or passages that had similar themes or patterns were
grouped and variation within each category identified, with concrete examples. The category groups were then given
concept names. One analysis worksheet was created for each concept. The worksheet recorded the concept name, its
definition, concrete examples (quotations from participants), theoretical notes with opposite examples, and analysis
perspectives. A sample analysis worksheet is shown in Table 2.

These concepts were combined to form a hypothesis, which was summarized in a conceptual diagram.
The actual work process consisted of creating an analysis worksheet from the verbatim transcripts of the interviews,

conducting the next interview while constructing the overall conceptual diagram, and repeating the analysis worksheet to
complete the interviews with all participants. When reconstructing the overall conceptual diagram from the analysis
worksheets for each concept completed at that stage, we determined that there was missing information, so we conducted
the aforementioned questionnaire. By combining the information obtained from the questionnaire, it was judged that

Table 1 Six Keywords Used in Semi-Structured Interviews

Accessibility

Comprehensiveness

Coordination

Continuity

Accountability

Contextuality
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information necessary to create the analysis worksheet and the overall conceptual diagram was satisfied, and that
purpose-correlative structural saturation had been reached.

The content of generated thematic units and the conceptual diagram were reviewed by TT, a researcher experienced in
qualitative approaches.

Results
All thematic units were summarized into a conceptual diagram. Generated concepts are shown in gray rounded square
boxes in the conceptual diagram (Figures 1 and 2).

Thematic units are described below. Derived concepts are shown in boldface type, and examples quotes are shown in
italics.

Fragmented Information
Example quotes:

Table 2 Analysis Worksheet (Sample)

Concept Diverse points of view/knowledge/resources

Definition Diversity among clinic employees (work, place, personal experience, character)

Includes the diversity of information each patient discloses to each provider

Variation (Example

quotes)

“You will find different points of view among different professionals…”

“Clerks know how the patients were when they came into the clinic. Physicians, yes they have

medical knowledge to share…”

Theoretical Memo Concepts: Different points of view -> Diverse points of view -> Diverse points of view/

knowledge/resources

Note: The worksheet records the concept name, definition, specific examples quotes, theoretical memo.

Figure 1 Conceptual diagram: effect of daily multidisciplinary team reflection (DMDTR) on ambulatory care. Generated concepts are described in gray rounded square
boxes. Important concepts are shown in bold.
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Since most of the information is obtained in the examination room, very little of the information obtained by other professionals
is recorded in the medical record, as I mentioned earlier.

Each patient shows different attitudes to physicians, nurses, and medical assistants, which is described as fragmented
information. As there is a dividing wall between the examination rooms and the reception (waiting) room, physicians
and medical assistants do not know what is happening in other rooms. Nurses may pass back and forth beyond the wall,
but are not necessarily aware of everything that happens.

Team Approach
Through DMDTR, team members share information gathered by each member during their own encounters with patients
and also share diverse points of view, knowledge, and resources based on their own expertise.

Example quotes:

As a clerk, I see the patient’s condition outside the examination room and the family’s condition, but when someone from
another profession comes in, I hear that nurses are different and so are doctors.

Being aware of privacy is very important, as patients may not necessarily agree to share information about themselves
with other members of the team. Therefore, we termed this concept privacy-conscious information sharing. In this
way, the team gains a holistic view of the patient and is able to solve problems through collaboration. Daily collaboration
enables real-time problem solving, which we summarized as real-time problem solving through collaboration. This
series of processes was termed the team approach.

Example quotes:

I think it would be better if the frequency is every half day. If we don’t do it in real time, we can’t do it all at once later. We can
respond quickly to the patients, so I think it’s good to do it after the half-day is over.

Benefits to Each Discipline
Physicians are able to speed up their practice by prioritizing issues that needed to be addressed on the spot, such as
accurate diagnosis and treatment, and leave the collection of background information related to long-term care such as

Figure 2 Conceptual diagram: 6 attributes of care and generated concepts. Generated concepts are described in gray rounded square boxes.
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family, environment, and care situation, for later DMDTR. Nurses and medical assistants are able to pick up things
missed by physicians, a process described as a safety net.

Through DMDTR, medical assistants will become more familiar with the patient and are expected to proactively
provide patient information. They will start to autonomously develop their own role, rather than to mechanically perform
receptionist tasks. Medical assistants begin to act beyond the scope of their own disciplinary roles, a process described as
multidisciplinary tasking. A good example is proactively triaging a seemingly ill patient in the waiting room. A more
autonomous attitude is not only related to multidisciplinary tasking, but also to human resource development.

Finally, DMDTR is a good opportunity to generate new ideas for quality improvement projects.

Attributes of Care (ACCCC/ACCCA)
6 attributes of care and generated concepts are illustrated in Figure 2.

Accessibility
The participants interpreted the sharing of reflections as a way to ensure mental proximity and security. DMDTR
enhances patients’ beliefs that the clinic staff know me well, which makes them feel more at home in the clinic and
improves their sense of security.

Example quotes:

Reflecting together, for example, if you have a family member who is sick, it is possible to ask about him or her and talk to him
or her in the waiting area, so they are more likely to be psychologically attached to the clinic.

Comprehensiveness
Participants described the concept as looking at the patient holistically, including prevention, mind and body, regardless
of age, gender, or organ.

Example quotes:

You can learn about the history and the current situation, including the economic situation, so you can have a comprehensive
view.

Coordination
There were many mentions of three concepts: collaboration with the Community, collaboration among staff, and
bonds among staff.

Example quotes:

For example, (as a result of DMDTR) we frequently applied for nursing care insurance, contacted care managers, and we often
approached other people and the environment surrounding the patient.

Continuity
Continuity was described as connecting fragmented care by being involved even when patients are not sick, or by
continuing to follow them in outpatient, inpatient, and outpatient settings throughout their hospitalization.

Example quotes:

When we look back at the reason why the person was admitted to the hospital and the current situation, we pick up the
hospitalized person’s chart, and the head nurse provides us with information, which we share with everyone.

Accountability
Accountability was described as monitoring the content of the medical care provided, studying it as necessary, improving
it, and explaining it well to the patient. DMDTR often accompanies mini-lectures, which are good learning opportu-
nities that help the participants to improve their ability to enhance accountability.

Example quotes:
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I think there is a learning effect. The various staff members understand that the doctor has done this kind of assessment on the
patient and that this is what they would like to see done.

Contextuality
Many of the participants recognized contextuality as most important among six attributes of care. Contextuality
represents aspects such as the patient’s values, thoughts, wishes, clinical course, background, and family status.

Example quotes:

I think this is actually the most beneficial effect of reflection. It is difficult for patients to express their values, thoughts, and
feelings are difficult to express in a short period of time in a doctor’s office, which makes it difficult for us to respect them, but
gathering information from multiple professions has a very positive impact.

Discussion
Together with the previsit team huddle, which has been shown to improve teamwork, DMDTR further enhances a team
approach by improving the quality of primary care. As many participants in our study pointed out, contextuality was the
most important of the six attributes. By integrating fragmented patient information, the team is able to gain a holistic
view of the patient, mainly through acquiring information related to the context of the patient. This approach can foster
a healing relationship, which leads to trust, hope, and a sense of being known, as described by Scott et al.27

Reflection is a well-known tool to improve quality of care.28 This study demonstrated that the so-called 3Ds
(Dedicated time, Diversity, Daily) are important factors. Dedicated time, or protected time to sit together and discuss
the patient, is necessary for interprofessional collaboration.29 Goldman et al have suggested that prioritizing regular time
periods for all employees to contribute to practice discussions allows a team to make positive changes in a practice and to
sustain those changes over time.30 Diversity is another important keyword for a successful team. As shown in our
conceptual diagram, the sharing of diverse points of view from individuals with different expertise is important, and this
diversity of perspectives enhances group problem solving and creativity.29 Daily reflection is another important concept.
Previous studies have shown that weekly staff meetings enhance the team approach.31 All our participants agreed that
daily reflection was needed to resolve a range of issues in a timely manner. They also agreed that a period of up to 30
minutes for the daily meeting was an acceptable burden.

Although the findings suggest that dedicating protected time is important, this is one of the main inhibiting factors
when newly introducing DMDTR. Xyrichis and Lowton reported that factors inhibiting or facilitating interprofessional
teamworking in primary and community care settings include organizational support and team size. It is important for the
team to physically sit together and have protected time in which to discuss patient care.32 Team members may be
reluctant to newly allocate time for DMDTR, particularly in settings where a “we” paradigm has not yet been established.
As described by Ghrob and Bodenheimer, the “we” paradigm involves reallocating responsibilities, not just tasks, so that
all team members share responsibility for and contribute meaningfully to the health of their patient panel33 As we found
in our practice, once DMDTR is implemented, a “we” paradigm will be fostered among team members and they will
realize that spending 20–30 minutes for DMDTR is worth the time.

Limitations
This study was conducted in 2013, and since then, despite progress in advanced medicine and other areas, the most
significant advancement in primary care settings has been the introduction of electronic medical records, and the
importance of human interaction remains the same as before in Japan. In addition, as mentioned in the background,
there has been a movement to promote team medicine and multi-professional cooperation in Japan over the past decade,
but it has been limited to promoting cooperation among facilities and multidisciplinary cooperation within hospitals, and
the current lack of multidisciplinary cooperation in primary care settings remains almost unchanged.18

The importance of further promoting multidisciplinary cooperation in primary care field, mainly clinics, is expected to
be the same in other countries in 2022.

Journal of Multidisciplinary Healthcare 2022:15 https://doi.org/10.2147/JMDH.S348423

DovePress
329

Dovepress Miyazaki et al

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


The model developed in this study shows how multidisciplinary reflections affect the quality of medical care in
a relatively small clinic in Japan where multiple physicians work in shifts. It is presumed that this model can be applied
to primary care clinics in similar settings in Japan, but whether it can be applied to large hospitals and other countries
needs to be treated with caution.

Conclusion
We generated a conceptual diagram showing that DMDTR embodies a team approach, has benefit to each discipline, and
enhances the six attributes of care.
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