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	CCS 1 
	· A personal and professional introduction of all involved in the CCS.
· The project leader explained the (purpose of the) CCS, and double diamond method.
· The participants interviewed the patients using an empathy map and then visualised the current healthcare situation using a mind map, including involved HCPs, experienced barriers, and facilitators. All retrieved information was combined, undoubled, and merged by the project leader.
· Involved HCPs (N=34) were those mentioned by multiple subgroups: GP, cardiologist, pharmacist, dietician, the GP’s assistant/practice nurse, occupational therapist, physiotherapist, pulmonologist, nurse specialist, respiratory nurse, social worker, psychologist, smoking cessation coach, community worker, health insurer, company doctor. 
· The perceived barriers: lack of information exchange between HCPs, lack of information towards the patient, HCPs have limited time, HCPs experience inadequate mutual communication, HCPs are insufficiently involved, coordination is unclear, division of tasks is unclear, difference in quality-of-care provision between HCPs, unclear which HCP is involved, lack of network knowledge of HCPs, the population lack self-management capacity, patients give inconsistent information to different HCPs.
· Facilitating factors: access to (primary) care, clear protocol for acute exacerbations, good relationship between GP and pulmonologist(s), existence of network meetings, availability of communication platforms (Siilo and VipLive).

	CCS 2
	· The participants placed all retrieved information from CCS 1 in a “patient journey”, using a metro map approach. This provided insights in i) The frequency in which HCPs or professions are involved (which disciplines are included in a core team), ii) when do professions usually get involved, iii) how does coordination and communication usually take place, and iv) when barriers and enablers of good quality care usually come forward.
· Results from the metro map: GP and practice nurse usually coordinate care. The COPD-population is heterogeneous the target population should be clearly defined, IPC is only necessary when the burden of disease increases, IPC fits a stepped-care approach (gradually increase the supply of healthcare), and the patient should be encouraged to be more responsible for disease management.

	Interim
	· All participants answered a questionnaire: a) which patient information they usually have access to before the start of their treatment in the current situation, and b) which information they would ideally have at the start of their treatment.
· The mismatch is visualised. 

	CCS 3
	· The target group within the whole primary care COPD population was indicated, demarcated, and objectified.
· The tasks associated with “coordination of care” were defined. The participants discussed which HCP or profession could meet these criteria. 
· All previously retrieved barriers were ranked by the participants on “feasible to change or improve” (x-axis) and “impact in quality of care when improved” (y-axis). This resulted in focus points for care improvement. 
· The focus points: 1content of information exchange, 2process of information exchange, 3consultation option among HCPs, 4time for collaboration, 5patient involvement, 6collaboration roles, 7competencies of HCPs, 8 findability of HCPs.
· One region prioritised: 1,3 and 6. The other: 1,2,8 and 5. 

	CCS 4
	· Care trajectory improvements were suggested based on the focus points. In other words, recommendations were made on the adjustments of information sharing (content and efficiency wise), ways to increase patient commitment, and the use of digital communication tools. 
· An ideal information letter was designed. The information flow was sketched. This resulted in a four phase-split model in which work agreements should be made. 
· The current communication platforms were analysed, and pros and cons noted.

	Interim
	· A first draft of the I-TEAM model was set-up. 
· All participants were asked how and when the communication could be optimised. Distinction was made between necessary and desired communication. 

	CCS 5
	· The developed I-TEAM model was reviewed. All feedback about communication and possibly barriers were discussed. 
· The intended target population and the theme “care coordination” were re-evaluated and tightened.
· The 4-phase split became a 5-phase split: referral to secondary care, diagnostic, referral to primary care, initiating an IPC-team, working collaboratively. 
· Care coordination includes determining the main patient goal (with patient), planning evaluation moments, addressing these to HPC if information exchange is lacking, and being the point of contact. 
· Target population: has had a comprehensive treatment plan from the secondary care setting, receives care by ≥2 HCPs, is open to IPC, and the pulmonologist thinks the patient is eligible. 

	CCS 6
	· Final details were discussed.
· The I-TEAM model was evaluated and revised to a pilot-phase version including work agreements.
· Possible (foreseeable) barriers in the pilot version were indicated.
· Ways to disseminate the model within the region and/or profession were retrieved.
· Work agreements were tightened. 
· Meetings were planned to present the model to regional organisations.
· Potential barriers: lack of dedication of HCPs, limited patient influx, difficult planning of evaluation moments by the HCPs.



