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  Abstract

Objective: Collaboration between healthcare professionals with overlapping expertise but fundamental different views and 
perspectives requires consensus on best care practices. The aim of the current study is to evaluate a novel model to reach fast, 
concrete and acceptable agreement.

Study design: The Agreement Conform Current Operational Rules and Directives-tool (ACCORD) is developed to pro-
mote collaboration between independent midwives (M) in primary care, and gynecologists-obstetricians (G) working in 
secondary and tertiary care. The ACCORD-tool consists of a four-step, bottom-up approach: first, summarize the current 
evidence, second translate the evidence into statements, third send online surveys to all caregivers (n=137) in the work field 
to rank these statements by their level of agreement, and finally, review the statements with a team of representatives (n=23) 
to reach consensus. Statements are directly accepted or rejected when the agreement is high (exceeding 8) or low (below 3) on 
a scale 1-10.  Statements are discussed when scores are neutral (between 3 and 8), or have a broad range in opinion (SD >2). 
Outcome measures are the completion of a consensus document within the chosen time frame and the level of acceptance by 
the participants of both the consensus document and the ACCORD-tool and its influencing factors.

Results: After discussion of 75% of statements, the consensus rate was 92%. A document with recommendations for the 
entire field of obstetric care was finished within the chosen period of two years. Participants’ satisfaction expressed in ‘rec-
ommending the tool’ and ‘being pleased with the final document’ differs between collaborating professions (M=5.6±2.4 vs 
G=7.9±1.4, p<0.01 and M=6.1±1.9 vs G=8.3±0.9, p<0.01, on a 1-10 scale, respectively). Satisfaction is positively influenced 
by the information supplied on scope, purpose, and method before and during the process and the extent to which everyone’s 
opinion is considered.  A feeling of power imbalance and loss of autonomy negatively affect participants’ satisfaction.
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Conclusion:  The ACCORD-tool is a promising approach for 
developing collaborative inter- professional schedules with mod-
erate-to-good    acceptance   by participants,   within  a   limited   
time  frame.

Keywords: multidisciplinary; bottom-up; consensus

Background

 The contemporary practice of medicine is increasing-
ly relying on multidisciplinary collaboration, characterized by 
a situation in which different professionals work on the same 
project but independently, parallel or sequential [1]. Multidis-
ciplinary collaboration is commonly defined by five underlying 
pillars [1, 2]. First, responsibilities need to be shared to cooperate 
constructively. Second, a partnership needs to occur based on 
mutual trust and respect, valuing the contributions and perspec-
tives of the other professionals. Third, equal partnership calls 
for interdependent rather than an autonomous collaboration. 
Fourth, individuals participating in a multidisciplinary collabor-
tion need to recognize each other’s professional capacities based 
on their knowledge and experience. Finally, a good collaboration 
is a constantly developing, dynamic and interactive process [1]. 
Collaborating across disciplines requires agreement on best care 
practices within a team consisting of members with different 
training, guidelines and perspectives. It is thought that a judg-
ment that integrates the expertise of several professionals results 
in better decisions [3, 4]. Participants collaborating in a multidis-
ciplinary team must come to consensus coping with problematic 
issues as concerns about best practices, autonomy, equal influ-
ence, and income. Group decisions made by consensus aim to 
result in decisions that are satisfactory to all group members. A 
process that includes the input of all participants and listens to 
all of their concerns, generates more agreement with the final 
decision and greater cooperation in implementation [3, 5]. A 
common known technique to reach consensus in a small group 
of people is the Delphi method. The Delphi technique uses panel 
members that are selected experts in the field that have no direct 
face-to-face contact and remain anonymous to each other [4]. 
The Delphi method recommends 10-18 experts on a panel and 
uses the concept of iterative feedback rounds, with the opportu-

nity for panel members to reflect on their previous response [4]. 

 One strength of the Delphi method is its use of expert 
opinion, but its weakness is that it is a top-down approach. In 
order to ensure that new protocols will be implemented by a di-
verse group of professionals, it is necessary to use a bottom-up 
approach. A bottom-up approach starts with a commitment to 

meet the needs of professionals who are most affected by the new 
policy [6, 7]. Furthermore, it is important to ensure an equal 
participation of all professionals involved in the project to pre-
vent imbalances, and a meaningful discussion of content based 
on current evidence without discussions lead by emotions and 
personal interests. To this end, we developed a new model to 
reach concrete and acceptable management agreement within a 
reasonable period of time. This paper describes the evaluation of 
this model on both effectiveness defined as the level of consensus 
on content and a process evaluation defined as the satisfaction of 
the participants and factors influencing this satisfaction. The lev-
el of consensus needs to be high in order to have a successful im-
plementation of the decisions made. The evaluation of the pro-
cess is important to investigate factors influencing participant’s 
satisfaction and to improve the the decision-making process in 
the future.

Methods

 This novel model was named the Agreement Confirm 
Current Operational Rules and Directives-tool (ACCORD). 
The ACCORD-tool had to meet three important criteria. First, 
the tool had to be acceptable to those using it. The participating 
professionals discussed current professional guidelines and pro-
tocols, thereby weighing their opinions and concerns, to reach 
consensus on the content of care for clinical practice.

 Second, the tool had to be concrete, with recommenda-
tions based on scientific evidence and decisions that were direct-
ly and conclusively applicable in daily practice. In addition, the 
opinions of participants were weighed and presented objectively 
(using means and standard deviations, SD), to prevent agree-
ments solely based on emotions, self-interest, and strong but 
unfounded opinions. Decisions were agreed upon when at least 
85% of the team was in favor. Third, the process had to be fast 
with consensus on two main topics every three months. The AC-
CORD-tool which complies with the above-mentioned criteria 
consists of four steps to reach consensus (figure 1). In a chosen 
period of 2 years, acceptable and practical professional choices 
and actions were assessed, discussed and determined according 
to these four steps. The first step involves a summary of existing 
evidence for each subject selected, performed by the researcher 
of the  project group. This overview of the current knowledge and 
guidelines is sent to the participants of the team before the team 
meeting. The second step includes the creation of a flowchart, 
based on data extracted from literature, specifying the options 
on which a decision should be taken. In the third step these de-
cision points are translated into statements and all participants 
are invited to rank each statement in an online survey by the 
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level of agreement on a 1 (totally disagree) to 10 (totally agree) 
Likert-scale (Survey Monkey, Palo, Alto, CA, USA). By using a 
ranking scale we are able to assess the opinions of participants 
in a more or less objective manner, using means and SDs. The 
survey gives participants the opportunity to express any concerns 
regarding a topic in text boxes added to each statement. In the 
fourth step survey results are presented and discussed by a team 
of professionals representing their peers in an effort to reach con-
sensus. Statements with a mean between 3 and 8, or a SD >2 must 
be discussed, a mean below 3 or above 8 and a SD <2 leads to 

immediate rejection or acceptance respectively. The final docu-
ment, containing all agreements, is intended to serve as a guid-
ing document to support professionals in their daily practice. It 
is not meant to substitute for clinical judgement. In the example, 
suspected fetal growth restriction is further elaborated, but steps 
one to four were applied to all subjects. We evaluated the tool 
by assessment of the level of consensus and the satisfaction of 
the participants, measured with an online survey (see results - a 
process evaluation).

Figure 1, Four step ACCORD method, * SGA: small for gestational age, as to illustrate.
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Participants

 The organizational structure of  the ACCORD-tool con-
sists of three groups: 1) a project group, consisting of a gynecol-
ogist, an independent midwife, a researcher who worked as a 
resident in gynecology and a former clinical working midwife. 
Together they were responsible for the organizational process, 
preparation of the meetings (summarize the literature, send the 
survey etcetera.), structuring the meetings and documentation 
of the decisions made, 2) one or more team(s) with represen-
tatives are chosen and mandated by their peers to take final 
decisions during team meetings and 3) a group of peers, all pro-
fessionals in the field which were invited to give their opinion on 
obstetric topics in the surveys (figure 2). Professionals of differ-
ent disciplines or echelons within disciplines should be invited to 
participate. All participants’ email addresses were obtained and a 
declaration of collaboration was signed in which the participants 

agreed to comply with the rules, including principles for team-
work, mutual respect, and communication (Appendix I). 

Statistics
 Data are expressed as mean with standard deviation and 
analyzed parametrically. Logistic regression was used to calculate 
odds ratios to analyze associations with satisfaction with the tool. 
Multivariate analysis within the domains of audited associates 
(representation, participation, tool, and profession) was used to 
determine the key components of these associates. Spearman’s 
correlation was used to analyze the relationship between audit-
ed associates and satisfaction (recommendation of the tool and 
pleased with the final document, yes = score >6 on 1-10 Likert 
scale). A two-sided p-value <0.05 was considered statistically 
significant. Statistical analysis was performed using IBM SPSS 
Statistics 21.

Figure 2: Participants are divided in a group of peers and a team of representatives.

Appendix 1: Required (personal) characteristics of team members and required team conditions. (uploaded on request)
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Results
 We included all 141 professional participants that 
worked in primary, secondary or tertiary obstetric care between 
2013 and 2016 within the catchment area of interest. The coor-
dinating project group (n=4) consisted of obstetric profession-
als, each with their own expertise. Two teams of representatives 
(n=23) and a group of peers (n=114) consisted of gynecologists, 
independent midwives and maternity care members. In total 
14 surveys were sent with 507 guiding questions answered by 
ranking 681 statements and covering 19 main subjects (figure 3). 
The overall response rate was 85% for the team and 37% for their 

peers. Based on the mean and SD, 15% of all statements were 
directly accepted, 2% were immediately rejected and the teams 
decided 8% be inconclusive due to indistinct formulation. The 
vast majority of statements (75%) had to be discussed which re-
sulted in acceptance (29%), acceptance in a modified form (19%) 
in response to new information emerged during the discussion, 
and rejection (27%) of statements. Consensus was reached on 
92% of statements (15% + 29% + 19% = 63% accepted, 2% + 27% 
= 29% rejected) and 98% of all guiding questions were answered. 
For 3 out of 19 subjects, new statements were formulated and two 
instead of one team meeting were needed to take final decisions.

Figure 3: Flowchart of the statement distribution.

Process evaluation

 For gynecologists and midwives, the mean and SD for 
each statement are shown in Table 1. For the two main ques-
tions, regarding recommending the ACCORD-tool (M 5.6±2.4 
vs G 7.9±1.4, p<0.01) and the satisfaction with the final docu-
ment (M 6.1±1.9 vs G 8.3±0.9, p<0.01), significant differences 
are seen with higher mean scores for gynecologists.
 
Representation - Both professions trusted their representatives 
(M 8.3±1.4 vs G 10.0±0.0, p<0.01), and were satisfied with the 
way the representatives informed them about the progress (M 
7.2±2.1 vs G 9.7±0.6, p=0.05) and the decisions made by the 
team (M 7.2±2.3 vs G 9.7±0.6, p=0.07).

Participation – Gynecologists had significantly higher mean 
scores, for questions regarding the weighing of their opinion 
during the process (M 5.9±2.2 vs G 8.7±0.9, p <0.01) and re-
specting the opinion of the region during the team meetings (M 
5.9±2.3 vs G 8.1±1.9, p<0.01). Midwives may have felt a certain 
degree of a power imbalance (M 6.3±2.2 vs G 4.2±3.1, p=0.07), 
although not significantly different compared to gynecologists. 
The factor ‘not taken seriously’ (M 5.0±2.7 vs G 2.6±2.1, p<0.05) 
had a low mean score for both professions, but, compared to gy-
necologists midwives felt they were taken less seriously.  

Tool - Midwives judged the amount of information they received 
prior to the project to be less sufficient (M 5.4±2.2 vs G 8.0±1.6, 
p<0.01) as compared to gynecologists. Midwives were also more 
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Table 1: Statement means and SD for midwives and gynecologists.
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likely to be unaware of the impact the project would have on their 
daily practice. Both professions reported three factors of positive 
influence, although in each case scores were lower for midwives: 
1) all participants were asked to give their opinions (M 6.8±2.5 
vs G 8.6±0.8, p<0.01), 2) the results were presented objectively 
(M 6.6±2.5 vs G 8.6±1.0, p<0.01) and 3) the opinions of all par-
ticipants were weighed in the process (M 6.1±2.7 vs G 8.4±1.4, 
p<0.01). 

Profession – Financial consequences (M 5.6±2.8 vs G 5.5±2.5, 
p=0.91) coming from the chosen decisions were scored neutral. 
Both professions reported the difference in views (M 7.9±1.6 
vs G 8.3±1.1, p=0.42) and expertise (M 6.7±1.7 vs G 7.6±1.6, 
p=0.13). Considering other influencing factors, midwives scored 
higher on the loss of autonomy compared to gynecologists (M 
6.8±2.3 vs G 4.6±2.5, p<0.05). 

 The black boxes in Figure 4 show factors that have a 
significant effect on recommending the used ACCORD-tool to 
others and the opinion on the final document. In appendix 
II all significant correlations are shown. Appendix II: Significant 
correlations for the two main questions about the final docu-
ment and the method. Abbreviations: G = gynecologists, M = 
midwives (uploaded on request). Essential for recommending 
the tool is the information supply during the process by the rep-
resentative on the progress of the decisions (OR 1.7 (95%-CI 
1.1-2.7)), team meetings in which the view of different regions 
is respected (OR 2.2 (95%-CI 1.2-4.2)) and the information sup-
plied prior to the project (OR 2.7 (95%-CI 1.1-6.3)). If partici-
pants reported a power imbalance (OR 0.5 (95%-CI 0.2-0.8)) 
or loss of autonomy (OR 0.7 (95%-CI 0.5-0.9)), they were less 
likely to recommend the tool. Being pleased with the final docu-
ment is dependent on the way the opinion of the participants was 
taken into account during the process (OR 1.8 (95%-CI 1.0-3.1)) 
and if the results were considered to be presented objectively (OR 
1.9 (95%-CI 1.2-2.9)). Experiencing a power imbalance (OR 0.3 
(95%-CI 0.1-0.7)) or loss of autonomy (OR 0.7 (95%-CI 0.5-1.0)) 
had a negative influence on the opinion of the final product. 

Discussion

 By using the ACCORD-tool consensus was reached on 
92% of all statements that were rated. Despite being based on 
current scientific evidence, three-quarters of all statements were 
debated before consensus was reached. Our process analysis 
showed that gynecologists were more satisfied with the process 
than midwives.

Barriers for collaboration in obstetrics

 During our decision-making process, we faced some 
challenges we had to overcome. It is known that the Dutch ob-
stetric care system has several substantial barriers to collabora-
tion [8]. Midwives care for healthy pregnant and childbearing 
women, while gynecologists/obstetricians attend women with 
complications in pregnancy and childbirth, resulting in funda-
mentally different perspectives and different views on the course 
of pregnancy and delivery [9]. Midwives view pregnancy and de-
livery as healthy, physiological events whereas gynecologists are 
more prone to be concerned about adverse events. Consequent-
ly, gynecologists conduct more checks on the condition of preg-
nant women and intervene more frequently than midwives [10]. 
These different views became evident during our team meetings, 
where the professionals discussed, for instance, the number of 
check-ups during pregnancy, the need and value of medical in-
terventions, the introduction of new interventions and diagnos-
tic thresholds. The starting point for these discussions were the 
survey results. The mean and SD for each statement and each 
profession (gynecologists and midwives) were presented), but 
also concerns expressed in the survey comments. Besides a dif-
ferent view between gynecologists and midwives, hierarchical 
structures influenced our decision-making process. In general, 
healthcare environments are characterized by hierarchical struc-
tures, with the specialist on top of the hierarchy [11]. Profession-
als at the lower end of  the hierarchy, tend to be uncomfortable to 
raise their concerns or bring up the problems their facing [11]. 
When hierarchical differences come into play, different percep-
tions on collaboration and communication can diminish collab-
orative interactions necessary to provide the best care. Research 
of Van der Lee already showed that although obstetricians ex-
press a willingness to cooperate with them, midwives experience 
a power imbalance in their relationships with their specialist 
colleagues [8]. Midwives feel that obstetricians see themselves as 
having a superior role and believe that this perceived power im-
balance may arise partially from a different level (university ver-
sus vocational) and length of education [12]. Midwives felt they 
were not taken seriously or trusted, reporting that when they 
referred a pregnant woman to the hospital, gynecologists would 
often repeat the evaluation of the woman [8]. From a historical 
perspective, this feeling of power imbalance can be explained as 
a result of the hierarchical structure. Midwives started as auton-
omous professionals, responsible for all pregnant women, only 
consulting another caregiver if the child had died during delivery 
[12]. However, already in the nineteenth century, a new law was 
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Figure 4: Factors that have a significant effect, marked with the black boxes, on recommending the  used ACCORD-method to oth-
ers and opinion on the final document.
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introduced in The Netherlands, which divided obstetric respon-
sibilities in pathological labor for doctors and physiological labor 
for midwives, thereby restricting the autonomy of midwives [12]. 
Evaluating our process, midwives also reported they felt a certain 
degree of the power imbalance between them and gynecologists, 
despite the fact that every professional had the opportunity to 
give their opinion and each opinion counted equally. Probably 
this is due to the aforementioned historical context. By develop-
ing shared protocols using the ACCORD-tool and increasing the 
collaboration between both professions, we expect that this feel-
ing of power inequality will decrease in future decision-making 
processes. In addition, separation of the financial structures of 
both occupational groups could lead to competing financial in-
terests that may put pressure on given care [9, 13]. Midwives are 
independent entrepreneurs and changes in obstetric care man-
agement can result in loss of income. In our decision-making 
process, survey contained statements regarding financial con-
sequences to give professionals the opportunity to express any 
concerns. These concerns were taken into account and discussed 
during the team meetings. Given the five pillars of successful col-
laboration, almost all supportive elements were incomplete or 
absent in our project. Even though these secondary conditions 
for collaboration were not met, the ACCORD-tool allowed mid-
wives and gynecologists to achieve moderate to good results in 
reaching consensus. We, therefore, regard the four steps of the 
ACCORD-tool as a promising approach for reaching consensus 
in situations where collaboration between stakeholders is man-
datory but difficult.

 Instead of designing a novel strategy we could have used 
the top-down Delphi-method [14, 15]. The Delphi technique 
uses panel members that are selected experts in the field that have 
no direct face-to-face contact. Two strengths of this technique, 
because each individual panel member can write his comments, 
recommendations and solutions to the problem independently 
and anonymously, unaffected by peer pressure, status or domi-
nant viewpoints of other participants [4, 15-17]. The Delphi 
method uses the concept of iterative feedback rounds, in which 
participants are able to revise their opinion after they received 
feedback, until after some rounds the opinions of the partici-
pants stabilize [4, 16, 18]. The use of experts and anonymity is at 
the same time one of the weaknesses of the Delphi technique, as 
this is a top-down approach in which the opinion of the people 
working in the field which are most affected by the decisions is 
not investigated. This could be a challenge for implementation 
when the expert opinion does not correspond to the opinion of 
the professionals in the field. Anonymity may lead to a lack of 
accountability [17].

 In our situation, however, the ACCORD-tool offered 
certain advantages. Most important, ACCORD allowed face-
to-face contact between at least a subgroup of the participants 
during the team meetings. This face-to-face contact gave the 
project group the opportunity to clarify uncertainties, discuss 
the survey results, and give direct feedback to each other. Sec-
ond, in contrast to the Delphi-method, where only the opinion 
of the expert panel is weighted, the ACCORD-tool consid-
ers the opinion of all participants to be equally important. This 
bottom-up approach helps to create shared responsibility via an 
enriched and constructive conversation. If the opinions of the 
professionals involved are ignored, there is a real risk of a lack 
of support for decisions made and, as a consequence, a lower 
likelihood of implementation of the new agreements [19]. This 
ACCORD-tool is useful in every situation where group decisions 
have to be reached affecting working-protocols that have to be 
followed thereafter. 

 This can be multidisciplinary healthcare teams with 
specialists, general practitioners and other first line profession-
als, but also in business organizations for example. Just as many 
other tools applied in the use of reaching consensus, the AC-
CORD-tool aims to facilitate collaboration within different pro-
fessionals groups. Our experience with the ACCORD-tool was 
that it was able to reach a high degree of consensus within differ-
ent groups that lacked the ability to cooperate effectively. 

Limitations 

 A potential limitation of the ACCORD-tool is the la-
bour-intensive character of writing the summary of the guide-
line-based evidence, preparing the surveys and team sessions 
by a medically trained researcher. The upside of these labour 
intensive preparations, however, is that the time investment for 
participants were limited and team sessions were highly efficient. 
Our starting point to summarize evidence was extracting in-
formation from existing national and international guidelines 
and local protocols. No systematic search in medical databases 
was performed, as guidelines and      protocols represent topics on 
which professionals, top-down, have already agreed upon. Due 
to the fact that guidelines are usually revised every five years, it is 
possible that we missed evidence based on recent articles.
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Future perspectives
 Important for other professionals who will use the AC-
CORD-tool is to pay close attention to the way participants re-
ceive information at the beginning of the project, and to be aware 
of possible influencing factors, both positive and negative. The 
final product is more likely to be appreciated and the tool is more 
likely to be recommended to others when the views of all partic-
ipants are respected and negative influencing factors are limit-
ed. Moreover, the representatives should be encouraged to act as 
ambassadors, providing objective information about the delib-
erations to their peers, especially in cases where decisions were 
difficult to reach.

Conclusion
 The ACCORD-tool proved to be an efficient approach 
for collaboratively reaching agreements on the content of care 
with a moderate-to-good acceptance by participants in a group 
of professionals with different views and perspectives. 
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