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	The used starting point
	I-TEAM adjustments

	Phase 1: referral to 2nd care

	A patient receives care according to the GP-standard(67). A GP and/or practice nurse can obtain consultation or advice from the COPD-GPwER in the region. But more often, the patients are referred to a secondary healthcare setting after presentation of certain symptoms, according to the Dutch GP-standard(67). Rapid progress of the disease, persistent increased disease burden, or severe problems on multiple subdomains are examples of these symptoms.
	The referral is encouraged and the accompanying letter with information sent to the respective secondary setting is more comprehensive. The desired additional information is collected in the CCS and listed in the work agreements. 



	Phase 2: Diagnostics
	A pulmonologist and/or respiratory nurse conduct a comprehensive assessment, preferably holistic and biopsychosocial. Using this assessment, a comprehensive individual care plan is made based on the patient’s goals and wishes. 
The pulmonologist usually chooses whether the patient is eligible for referral to tertiary pulmonary rehabilitation (PR) or for referral(back) to primary care. Both choices result in a referral letter about the assessment to the practitioner in charge in the next echelon. The model describes only the primary care situation. 
	An I-TEAM primary care team is added to the referral options. The pulmonologist includes a patient for I-TEAM care, if: 
- The COPD-diagnosis is established. 
- The patient has multiple treatable traits for which multiple HCPs must be involved.
- The patient receives care in the eligible region.
- The pulmonologist believes interprofessional care is beneficial. 



	Phase 3: Referral to 1st care
	The GP receives the referral letter. The primary care continues according to the GP standard. Commonly, the practice nurse is more closely involved in COPD medical care than the GP. 
	The care plan from the secondary setting is more concrete and extensive: it contains a to-do list for all involved HCPs or contains advice to additional professions. The GP or practice nurse is asked to forward this letter to all involved HCPs. Contact details of the involved HCPs are noted by the secondary care setting, which facilitates mutual contact. The to-do list also contains the instruction to invite the patient to the practice. 



	Phase 4: Initiation of the team
	The advice in the letter is assigned by the GP and performed by the HCPs. Care is continued.
	The patient is invited for a consultation by the practice nurse (or GP) to compose a team of HCPs. This includes involved HCPs and any suggested professions in secondary care are completed by consulting the according HCP. This can be based on preferences or experience of the patient or practice nurse. Otherwise, an HCP is chosen based on the COPD care-specialisation or experience. 
All HCPS are invited to join an online consultation group where they can inform each other about the status quo regarding their treatment (part), discuss bottlenecks, communicate adjustments that (could) concern others or others’ treatment, and report in case of hospital (re)admission. 
If the team is complete: 1) The HCPs will discuss who will be the patient’s case coordinator, 2) the treatable trait per HCP is confirmed and mutually aligned, and 3) the (online) communication agreements are established.

	Phase 5: treatment
	Continue care until the patient or HCP decides to stop the treatment process.
	For a defined period of 3 months in which interprofessional collaborative care is provided. This period ends with a (online) multidisciplinary consultation, in which discussion points are whether the patient’s goal has been achieved or not, and whether the 3-month interprofessional approach should be extended by another 3 months or not. 



