
Salient features of established interdisciplinary
teams for assessment and management of feeding,
swallowing, and nutrition in pediatric populations

Item Type text; Electronic Thesis

Authors Cavanaugh, Kaitlyn Anne

Citation Cavanaugh, Kaitlyn Anne. (2009). Salient features of established
interdisciplinary teams for assessment and management of
feeding, swallowing, and nutrition in pediatric populations
(Bachelor's thesis, University of Arizona, Tucson, USA).

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction or presentation (such as
public display or performance) of protected items is prohibited
except with permission of the author.

Download date 24/05/2023 20:18:49

Item License http://rightsstatements.org/vocab/InC/1.0/

Link to Item http://hdl.handle.net/10150/192299

http://rightsstatements.org/vocab/InC/1.0/
http://hdl.handle.net/10150/192299


 
 
 
 
 
 
 
 
 

SALIENT FEATURES OF ESTABLISHED INTERDISCIPLINARY TEAMS FOR 
ASSESSMENT AND MANAGEMENT OF FEEDING, SWALLOWING, AND NUTRITION 

IN PEDIATRIC POPULATIONS 
 

By  
 

Kaitlyn Anne Cavanaugh 
 
 
 
 
 
 
 
 
 
 

A Thesis Submitted to The Honors College  
 

In Partial Fulfillment of the Bachelor’s degree  
With Honors in  

 
Speech, Language, and Hearing Sciences 

 
THE UNIVERSITY OF ARIZONA  

 
May 2009  

 
 
 

 
Approved by:  
 
_____________________________  
Julie Barkmeier-Kraemer, Ph.D., CCC-SLP 
Department of Speech, Language, and Hearing Sciences 



STATEMENT BY AUTHOR 
 
 

I hereby grant to the University of Arizona Library the nonexclusive worldwide right to 
reproduce and distribute my thesis and abstract (herein, the “licensed materials”), in whole or in 
part, in any and all media of distribution and in any format in existence now or developed in the 
future. I represent and warrant to the University of Arizona that the licensed materials are my 
original work that I am the sole owner of all rights in and to the licensed materials, and that none 
of the licensed materials infringe or violate the rights of others. I further represent that I have 
obtained all necessary rights to permit the University of Arizona Library to reproduce and 
distribute any nonpublic third party software necessary to access, display, run, or print my thesis. 
I acknowledge that University of Arizona Library may elect not to distribute my thesis in digital 
format if, in its reasonable judgment, it believes all such rights have not been secured.  

 
 
 

SIGNED: _____________________________  
 

 

 

 

 

 

 

 

 

 

 

 

 



Abstract 
 

The incidence of feeding disorders in the US is estimated to be between 25-45% in 

typically developing children and 33-80% for children with developmental disabilities.  Pediatric 

feeding and swallowing populations require interdisciplinary evaluation and management due to 

their critical developmental timelines.  Yet, few such interdisciplinary teams exist.  A survey was 

developed based on factors identified by Carey (2008) for successful development and function 

of a longstanding role model interdisciplinary team (RMT) of this type known worldwide for its 

excellence.  The purpose of this study was to test the accuracy of the salient factors identified by 

Carey (2008) for the RMT and to determine whether respondents from other interdisciplinary 

teams (OIT) agreed with these factors as important for establishing and continuing such a team.  

The survey was administered electronically to members of the RMT and 25 other OIT members 

across the US.  The findings determined that Carey (2008) accurately identified all of the 

important factors for establishing and maintaining an interdisciplinary team of this type.  The 

original model required small adjustments as to which of the factors remained salient by each 

respondent group.  Of interest was the similarity in importance placed on factors important to 

maintaining this type of team.   

 

 

 

 

 

 

 



Introduction 

Feeding disorders in the United States is estimated to have an incidence of 25-45% in 

typically developing children.  The incidence increases to 33-80% in children with 

developmental disabilities (Arvedson, 2008; Lefton-Greif, 2008; Williams, Witherspoon, 

Kavsac, Patterson, & McBlain, 2006).  The actual incidence of dysphagia, swallowing disorders, 

in both typically developing children and children with developmental disorders is unknown 

(Arvedson, 2008).  The prevalence of feeding and swallowing disorders in children is increasing 

due to improved survival rates for infants who are born prematurely and have low birth weight, 

complex medical conditions, cardiorespiratory conditions, or some type of neurological insult 

(Arvedson, 2008; Lefton-Greif 2008; Lefton-Greif & Arvedson, 2008; Prasse & Kikano 2009).        

Feeding and swallowing are vital functions for survival of infants and young children 

(Rogers & Arvedson, 2005).  Acquisition and development of feeding and swallowing skills take 

place from birth to the age of three (Sheppard, 2008).  Feeding is a developmental process that 

can have major set backs and consequences if interrupted at a critical or sensitive period of time 

in infants and young children.  Interruptions of feeding and swallowing can negatively affect 

development, growth, nutrition, respiratory health, gastrointestinal function, emotional and social 

growth, as well as parent-child interactions (Rogers, 2004; Belafsky, Mouadeb, Rees, Pryor, 

Postma, Allen, & Leonard, 2008).  Since feeding and swallowing are crucial functions for 

development and survival, it is important to identify and manage feeding, swallowing, and 

nutrition disorder in infants and young children.  Early identification and management of feeding 

and swallowing disorders can allow for optimal growth and maturation (Prasse & Kikano, 2009).  

Feeding and swallowing disorders commonly occur in infants and children with multiple 

and complex medical, health, and developmental conditions (Lefton-Grief, 2008).  Due to the 



complex nature of feeding and swallowing disorders in infants and children, the best outcomes 

require multiple disciplines during the evaluation and treatment process (Arvedson, 2008; 

Lefton-Greif, 2008).   

Multi-disciplinary and interdisciplinary teams are considered ideal models for medical 

service delivery of complex diseases and disorders due to the expediency with which such teams 

can identify the etiology of the problem and recommend effective management (Mullins, 

Balderson, Sanders, Chancy, & Whatley, 1997; Homer, Bickerton, Hill, Parham, & Taylor, 

2000; McCallin, 2001; Williams et al., 2006).  In contrast, determining the same diagnosis and 

effective management in current healthcare practice may result in a child waiting for more than a 

year before an accurate diagnosis and treatment plan is identified.  Given that this population 

undergoes rapid development during the first year of life with several critical milestones 

important for normal development of feeding and swallowing skills, delays in proper diagnosis 

and improved deglutition could have longstanding health and developmental consequences.  

Delays in care may result in outcomes ranging from delayed developmental and psychosocial 

milestones to even death.  

Although multi-disciplinary and interdisciplinary teams are considered ideal for service 

delivery, there are currently few such teams in existence within the United States and little 

information to guide developing or maintaining such a team in the current healthcare climate.   

Such teams require the coordination and cooperation of several different disciplines for a 

common endeavor.  In addition, healthcare resources necessary for hosting and conducting such 

a team may be prohibitively expensive and time consuming to logistically establish and maintain 

their function in most healthcare environments.  Thus, it is of great interest to determine how 



such teams currently practicing are able to successfully establish and maintain their existence 

given the challenging healthcare environment of current times. 

Although there are a few publications addressing the necessary organization of a pediatric 

interdisciplinary feeding, swallowing, and nutrition disorders team, only one prior study directly 

explored the factors considered important for establishing and maintaining such a team.  Carey 

(2008) studied a role model team (RMT) with a longstanding international reputation for its work 

evaluating and managing pediatric populations for feeding, swallowing, and nutritional 

disorders.  Based on individual focused interviews with participating RMT members, salient, 

secondary, and tertiary factors were identified for successfully establishing and maintaining such 

a team.  From the identified factors, a schematic was proposed representing the hierarchy of the 

identified factors from the investigation of the role model team (See Appendix A).  Of interest, is 

whether Carey (2008) accurately identified salient factors for establishing and maintaining such 

an interdisciplinary team based on the role model team members’ interviews.  In addition, it 

remains unknown whether the identified salient factors would also be considered important by 

other similar interdisciplinary team members across the United States. 

The purpose of this study was to test whether members from the RMT agree with the 

level of importance of the salient factors identified by Carey (2008) for establishment and 

successful continuation of an interdisciplinary team for diagnosis of feeding, swallowing, and 

nutrition disorders in the pediatric population.  In addition, this study investigated the level of 

agreement of members of other such interdisciplinary teams within the United States with those 

of the RMT.   



Methods 

Subjects:  

Participants for this research were identified through professional listings and 

advertisements on internet-based resources known to the supervising investigator of this study 

(e.g., Pubmed publications on the topic, ASHA Division 13 postings, American Speech-

Language-Hearing Association web site, health professional databases, dysphagia research 

society listings, and general search of Google using keywords such as “pediatric feeding 

swallowing interdisciplinary team dysphagia”).  The speech-language pathologist (SLP), or other 

team contact person for each identified pediatric feeding, swallowing, and nutrition team was 

contacted via email or telephone to provide them with information about this study and to gather 

contact information for their team members.  

An electronic invitation was sent to the team coordinator for the RMT for distribution to 

all team members. Similarly, team members from 25 interdisciplinary teams from various 

regions of the United States were identified and invited to complete the electronic survey. A total 

of 17 RMT members and 36 members of other interdisciplinary teams (OIT) were invited to 

participate in this study. All participants completing the entire survey were entered into a 

drawing to win one of three cash prizes.   

Members of 25 different OIT for pediatric swallowing, feeding, and nutrition, along with 

those previously studied from the RMT, were contacted for administration of the survey 

instrument via email.  A total of 17 RMT members and 36 members of OIT were invited to 

participate in this study. All participants were over the age of 18 years and were invited to 

participate due to their professional affiliation with an interdisciplinary team as indicated.   



Inclusion criteria required invited participants to be professional members of 

identified interdisciplinary pediatric feeding, swallowing, and nutrition teams in the 

United States.  All members associated with interdisciplinary teams identified within the 

United States will be invited to participate.  It is likely that many of the interdisciplinary 

teams may not provide representation of all professions (i.e., some members may choose 

not to participate).  Of those eligible, only those indicating willingness to respond will be 

included in the study.  Respondents were excluded from participation if they were not 

actively participating on an interdisciplinary team for the purpose of evaluation and 

management of pediatric feeding, swallowing, and nutrition disorders were excluded 

from participating in the survey. 

 

Recent publications on improving response rate to surveys recommended using monetary 

incentive and personalized invitations to participate in the survey as implemented for this study 

(Cycyota & Harrison, 2002; Paul, Walsh, & Tzelepis, 2005).  Thus, participants were notified 

within their email invitation that they were eligible to win one of three $50 prizes once the data 

collection phase ended.   

 

Survey: 

A survey was developed based on factors identified as important to establishment or 

continuation of an interdisciplinary team after conducting individual interviews with members of 

a longstanding interdisciplinary team for evaluating feeding, swallowing, and nutrition disorders 

(Carey, 2008).  The factors identified from this prior research are illustrated in a schematic in 

Figure 1.  Overarching themes were indicated along with salient, secondary, and tertiary factors 



based on criteria developed during qualitative analysis of interview data. The electronic survey in 

this study was administered to the RMT upon which it was based to determine how accurately 

the model developed by Carey (2008) captured the important factors for establishing and 

maintaining an interdisciplinary team for evaluation of feeding, swallowing, and nutrition 

disorders.  In addition, the same survey was administered to members of OIT within the United 

States. Members of approximately 25 teams, representing various regions of the United States, to 

determine how well the RMT results generalize to other such teams across the United States.   

The online survey instrument was created using Question Pro (2008) to allow easy access 

and export of responses to a database for analysis.  The survey included demographic variable 

items such as age, sex, clinical experience, occupation, previous experience with a clinical team, 

and the regional location of the respondent’s team in the United States.  The remaining survey 

items were developed to test salient and other factors identified by the Carey (2008) study as 

important for the establishment and successful continuation of such a team.  The survey items 

were developed in two sections, the first included items associated specifically with important 

factors for successfully establishing the interdisciplinary team of interest.  The second section 

included items associated with important factors for successfully maintaining such a team. 

 

Survey items addressing factors for establishment of an interdisciplinary team:   

The proximity of team members to the site of the teams operation and location were 

acquired from responses estimating the distance of the responders’ clinical practice from the 

interdisciplinary team site.  The other salient factors of administrative personnel and core 

discipline personnel were rated on a scale from 1-4 ranging from “major, moderate, minor factor, 

or not a factor” in establishing such a team (see survey in Appendix A). 



 

 

Survey items addressing factors for the continuation of an interdisciplinary team:   

The salient factors for continuation of an interdisciplinary team were unique in that 

clusters of items were associated with salient factors under the headings, pro, con, or neutral each 

associated with three categories of issues:  1) team dynamics, 2) patient care issues, and 3) rules 

of conduct and operation (see schematic in Figure 1). To determine whether the RMT and OIT 

members considered these items to be important, the individual items within each of these cluster 

were rated on a scale from 1-5 representing “very advantageous, somewhat advantageous, has 

little or no effect on the team, somewhat disadvantageous, or very disadvantageous,”  

respectively. 

 

Survey Procedures: 

With the exception of the demographic questions, all response items were organized 

within the survey in a similar framework to the schematic developed by Carey el al. (2008) (see 

Figure 1).  A statistician experienced in survey development was consulted regarding the format 

of survey items and their wording.  The final survey, shown in Appendix A, was approved by the 

UA IRB. 

A survey email invitation was sent to the team coordinator for the RMT for distribution 

to all team members. Similarly, the team coordinator or SLP team members from 25 

interdisciplinary teams from various regions of the United States were identified and invited to 

complete the electronic survey and to distribute the invitation to additional team members.  The 



number of team members invited to participate by the team coordinator or team SLP was also 

requested so that a response rate to the survey could be determined.   

The survey email invitation included information regarding the web address for the 

research survey.  Interested participants were invited to voluntarily complete the research survey 

using the indicated web site.  In the case a team member did not have access to the electronic 

survey, a paper copy was offered and included a self-addressed and stamped return envelope 

(none were required for this study).  The survey software did not enable participants to save and 

continue the survey at a later time.  Thus, the survey only allowed one attempt to submit 

responses and was estimated to take 30 minutes to complete. Responses from participants who 

completed the entire survey were saved to the online survey database and later exported to an 

Excel database for analysis. 

 

Data Analysis:   

 

Prior to analysis of the survey responses, items from respondents were broken into two 

groups for comparison, RMT and OIT.  Determination of membership to each of these groups 

was based upon assignment to the RMT via survey response email addresses and confirmation of 

the state from which the respondent submitted their responses obtained from the online survey 

software log.   

Thereafter, descriptive analysis was conducted for responses associated with each group 

to demographic survey items and to items associated with the overarching themes of factors 

necessary to establish an interdisciplinary team for feeding, swallowing, and nutrition disorders 

and factors necessary for successful continuation of such a team.  For the latter items, an exact 



agreement was determined for all items except the clinical algorithm survey item.  The clinical 

algorithm item tested the general stages of evaluation represented for the RMT and required 

confirmation that the ordering and general description of these stages was accurate for that team.  

Next, the average, median, and exact agreement were calculated for respondents from the OITs 

for comparison to those from the RMT. 



RESULTS 
 
Respondent Characteristics: 

A total of 7 RMT and 28 OIT members completed the survey.  Thus, the response rate of those 

invited to complete the survey was 41% for the RMT and 78% for those invited from OITs.  As 

seen in Table 1, respondents represented all of the occupations considered to be “core members” 

of the RMT (i.e., physician, SLP, Clinical Psychologist, Dietician, Nursing).  Further, 

respondents from the RMT and from OITs exhibited similar characteristics to each other (i.e., 

age, sex ratio, years of clinical experience, prior experience on a clinical team).   

In general, both groups exhibited similar average age and age range (~42-43 years), 

predominance of being female, several years of clinical experience, and several years of prior 

experience participating on a clinical team.  Respondents also represented all 5 of the targeted 

regions of the United States.   

 
Table 1: 
 
 

 

 

 

 

 

 

 

 

 

Distance between 
clinical practice and 

IDT site (LOCATION) Other IDTs RMT
Same site 24 7
1-10 miles 3
More than 50 miles away 1

Factor Other IDTs RM T
Age (years) 42 (+12) 43 (+11)
Ratio of Females: 
Males 28 to 0 6 to 1
Years of Clinical 
Experience 15 (+12) 12 (+11)
Previous experience 
on a team? 20 yes, 8 no 6 yes, 1 no

If yes, how many 
years? 9.5 (+8) 9.3 (+7)

Region of your team
Other 
IDTs RMT

Northeast (MA, MD, NJ) 12
Midwest (MO, OH, WI) 2 7
Southeast (FL, GA, LA) 4

Southwest (AZ) 6
West (CO, WA) 4

Primary Role on the 
IDT

Other 
IDTs RMT

gastroenterologist 2
pediatrician 2

speech-language 
pathologist 17 1

occupational therapist 3
clinical psychologist 2 1

dietician 1 1
nurse 2 2

Behavior Therapist 1



 

Salient Factors for establishment of an interdisciplinary team: 

As identified by Carey (2008), the salient factors identified for establishing an interdisciplinary 

team (see Figure 1) included the proximity of team members to the site of the interdisciplinary 

team’s function (i.e., location), professionals involved as primary members of the 

interdisciplinary team (i.e., core discipline personnel), personnel involved in the coordination 

and implementation of the team, and who hold an administrative position, such as the medical 

director or clinic coordinator (i.e., administrative personnel), and resources provided by the 

institution or highest governing body of the team (i.e., administrative support).  

 

Location: 

The salient factor of proximity of team members to the site of operation of the team (i.e., 

location) was obtained by ratings of distance of the responders’ clinical practice from the 

interdisciplinary team site (see Table 1).  

Role Model Team:  Based on the findings from Carey (2008), it was hypothesized that 

participating team members on this type of interdisciplinary team most likely need to come from 

a clinical practice already housed at the site of the team, or be located within a short distance 

from it.  The RMT member responses confirmed that they all were located at the same site as the 

site of interdisciplinary team function.   

Other Interdisciplinary Team Members:  Responses from members of OITs to their clinical 

practice distance from the site of team function supported that all but one were either located at 

the same site, or were located nearby.  One respondent indicated that they were located more 

than 50 miles away from the interdisciplinary team. 



 

Core Discipline Personnel: 

The salient factor of core discipline personnel associated with establishing such a team was 

rated based on whether a discipline was a required member or optional member of the team, or 

whether they were only used as a post-evaluation referral. Under core discipline personnel both 

the RMT and OITs identified Speech-Language Pathology as a required member of the team 

with 100% exact agreement.  In addition ENT, Neurology and PT were identified with 100% 

agreement as not a required member of the team but either an optional member or used as a post 

evaluation referral. 

 

Administrative Personnel: 

The other salient factor of administrative personnel was rated on a scale from 1-4 ranging from 

“major, moderate, or minor factor, or not a factor” in establishing such a team.  Items 4 (“Having 

a designated clinical coordinator”) and 5 (“Having a designated staff member as a clinical 

scheduling contact for the team”) were considered salient factors by Carey (2008).  The 

respondents from the RMT confirmed the saliency of these factors in this survey.  However, the 

respondents from the OIT group responded such that item 4 was ranked as secondary and item 5 

as tertiary for establishment of an interdisciplinary team. 

 

Administrative Support: 

Items 3, 8, 11, 12, and 13 were associated with addressing administrative support and were 

determined from information reported by all interviewees in the Carey (2008) thesis.  Of these 

items, item 3 was the only item previously indicated as salient in that all RMT interviewees 



commented on this particular type of administrative support.  Items 8, 11, and 13 were otherwise 

considered to be secondary and item 12 was considered tertiary.   

 

As shown in Table 2, item 3, “Having a medical director,” was considered a salient factor by the 

RMT and item 8, “Having departmental support for all involved disciplines” was rated a salient 

factor by both OITs and the RMT respondents.  Item #13, “successful financial reimbursement” 

was rated as secondary by the OITs and did not meet criteria for ranking for the RMT.  Items 12, 

“Having designated administrative funding for clinical materials for the interdisciplinary team”  

and 15, “Being reimbursed by Medicaid programs” were considered tertiary factors by the RMT 

and did not meet criteria for a ranking by OITs respondents.  Item 11,”Having a centralized or 

coordinated billing and collection,” did not meet criteria for ranking by either group of 

respondents. 

 

State and Regional Support: 

Items #2 and #14 were associated with testing state and regional support and were considered 

secondary in the Carey (2008) study.  As shown in Table 2, the RMT scored these items as 

secondary and tertiary, respectively.  The responses from members of the OIT group did not 

meet criteria for ranking. 

 

Philosophy and Mission: 

Item 1 tested the importance of “Having a model of team care that fits within the philosophy and 

mission of your institution or medical practice” which was ranked as a tertiary factor by Carey 

(2008).  Both the RMT and OIT respondents scored this item as a salient factor. 



Table 2:  RMT and OITs ratings of survey items testing saliency for establishing an interdisciplinary team.  Salient scores 
were represented by those items to which 80% or more of respondents rated the item as a #1 (major factor), secondary was 
associated with items equally rated as #1 or #2 (major or moderate factor) by 80% of respondents, and tertiary items were 
those rated equally as #1, #2, or #3 by 80% of respondents (major, moderate, or minor factor). 

  OIT RMT 
CAREY 
MODEL 

Indicate the level of importance of each of the following factors to the SUCCESSFUL 
FORMATION/CREATION of your interdisciplinary team. Please use the 5-point scale to the 
right of each factor (major factor, moderate factor, minor factor, not a factor, or do not know). 
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ADMINISTRATIVE SUPPORT 
3- Having a supportive Medical director    X   X     X     
8- Having departmental support for all involved disciplines X     X       X   
11- Having a centralized or coordinated billing and collection               X   
12- Having designated administrative funding for clinical materials for the interdisciplinary team           X     X 
13- Successful financial reimbursement    X           X   
15- Being reimbursed by Medicaid programs           X   X   

STATE AND REGIONAL SUPPORT 
2- The team meets the need of regional or statewide health care policies   X     X     X   
14- Being reimbursed by state or regional public health care programs           X   X   

PHILOSOPHY AND MISSION 
1- Having a model of team care that fits within the philosophy and mission of your institution or 
medical practice   X     X         X 

ADMINISTRATIVE PERSONNEL 
4- Having a designated clinical coordinator    X   X     X     
5- Having a designated staff member as a clinical scheduling contact for the team     X X     X     

ALLOCATED PERSONNEL 
6- Having a designated team nurse          X     X   
7- Having general nursing assistance               X   

CORE DISCIPLINE PERSONNEL 
9- Having a representative or "leader" for each participating team discipline     X   X   X     

CONSULTANTS 
10- Availability or incorporation of consulting disciplines as necessary   X       X     X 
 



 
Administrative Personnel: 

Items #4 and #5 tested the importance of “having a designated clinical coordinator” and “Having 

a designated staff member as a clinical scheduling contact for the team.”  These items were 

considered salient factors by Carey (2008).  This was supported by the RMT scores for these 

items.  However, OIT respondents scored items #4 and #5 as secondary and tertiary, 

respectively. 

 

Core Discipline Personnel: 

Item #9 addressed “Having a representative or "leader" for each participating team discipline” 

which was considered salient by Carey (2008).  RMT respondents scored this item as secondary 

and scores from those in the OIT group scored it as tertiary, indicating that this factor is not as 

important as originally indicated for the establishment of an interdisciplinary team.  

 

Allocated Personnel: 

Items #6 and #7 tested the importance of having a designated team nurse, or general nursing 

assistance, respectively.  Both items were considered to be secondary by Carey (2008).  

Responses from the RMT scored item #6, the designated team nurse as secondary as represented 

within the current model.  However, item #7 did not meet criteria for ranking by either 

respondent group, nor did item #6 for the OIT group. 

 

 

 

 



Consultants: 

Item #10 tested the importance of availability or incorporation of consulting disciplines as 

necessary which was previously considered tertiary by Carey (2008).  This item was scored as 

tertiary by the RMT and secondary by respondents in the OIT group. 

 

Summary of Results for Establishment of an Interdisciplinary Team: 

Based on these findings, the RMT scores were commensurate with the Carey (2008) model for 

Consultants ( item 10; tertiary), Allocated Personnel (item 6; secondary), Administrative 

Personnel (items 4 and 5; salient), State and Regional Support (item 2; secondary), and 

Administrative Support (item 3; salient).  The only items in exact agreement between the RMT 

and OIT groups as salient for establishment of this type of interdisciplinary team were 

Philosophy and Mission (item 1) and Administrative Support, Departmental (item 8).  These 

items were proposed as tertiary and secondary factors, respectively, in the schematic by Carey 

(2008).   

 

Salient Factors for the continuation of an interdisciplinary team: 

Although the items tested for establishment of the interdisciplinary team were not included 

within the schematic for successful continuation of such a team, these items were tested for this 

purpose to determine whether changes in their importance occurred after such a team was 

established (See Table 3).  The same rating system and analysis were applied as above to 

determine the level of importance placed on each item by respondents within and between the 

RMT and OIT respondents. 

 



Changes in Factors necessary for establishment of an interdisciplinary team 

Role Model Team Responses:  Several items changed their ranking as salient, secondary, or 

tertiary when rated for level of importance for continuation of an interdisciplinary team.  Items 

#1 (Philosophy and Mission), “Having a model of team care that fits within the philosophy and 

mission of your institution or medical practice,” and #8 (Administrative Support, Departmental), 

“Having departmental support for all involved disciplines,” were scored as salient for 

establishing such an interdisciplinary team.  These items changed to a secondary ranking based 

on the distribution of ratings across respondents when rated for their level of importance for 

successful continuation of an interdisciplinary team.  Item #6 (Allocated Personnel), “Having a 

designated team nurse,” changed from a secondary score to salient.  Item #10 (Consultants), 

“Availability or incorporation of consulting disciplines as necessary,” changed from a score of 

tertiary to secondary.  Finally, items 12 and 15 (Administrative Support), and 14 (State and 

Regional Support) changed from a previous score of tertiary to unranked status.  These items 

pertained to clinical funding for clinical materials and reimbursement by state or regional public 

health care programs or Medicaid.  Overall, items #3 (Administrative Support), 4 and 5 

(Administrative Personnel), and 6 (Allocated Personnel, general nursing assistance) were scored 

as salient by the RMT.  In comparison, items 3-5 ranked as secondary and item 6 was unranked 

by the OIT group. 

 

Other Interdisciplinary Team Respondents:  Four items changed scores from the OIT group 

responses.  Item #8 (Administrative Support, Departmental), “Having departmental support,” 

changed from a score of salient to secondary.  Item #5 (Administrative Personnel), “Having a 

designated staff member as a clinical scheduling contact for the team,” changed scores from 



tertiary to secondary.  Items #2 (State and Regional Support) and #15 (Administrative support) 

changed from a status of no ranking to secondary and tertiary, respectively.   

 

Comparison between groups:  Three items were scored with exact agreement by the RMT and 

OIT groups regarding factors previously rated for their importance in establishing a team 

compared to their importance for successful continuation of an interdisciplinary team.  Those 

items included #2 (State and Regional Support), #8 (Administrative Support, Department), and 

#10 (Consultants) which were scored as secondary for successful continuation of an 

interdisciplinary team.  The OIT group scored items #1 (Philosophy and Mission) and #13 

(Administrative Support, Financial Reimbursement) as salient for successful continuation 

compared to the salient items, #3 (Administrative Support), 4 and 5 (Administrative Personnel), 

and 6 (Allocated Personnel, general nursing assistance), for the RMT.  Thus, there was not exact 

agreement between the RMT and OIT groups on which factors were considered salient beyond 

the establishment of this type of interdisciplinary team toward its successful continuation for 

these particular survey items. 

 

Factors for Successful Continuation of an Interdisciplinary Team: 

The salient factors for continuation of an interdisciplinary team presented in the 

schematic by Carey (2008) were unique in that clusters of items were associated with the 

advantages (pro), challenges (con), or neutral issues across the three categories of 

interdisciplinary team dynamics, patient care issues, and rules of conduct and operation, with 

one exception.  Based on the schematic from Carey (2008), Scheduling and coordination 



Table 3.  RMT and OITs ratings of survey items testing saliency for successful continuation of an interdisciplinary team.  
Salient scores were represented by those items to which 80% or more of respondents rated the item as a #1 (major factor), 
Secondary was associated with items equally rated as #1 or #2 (major or moderate factor) by 80% of respondents, and tertiary 
items were those rated equally as #1, #2, or #3 by 80% of respondents (major, moderate, or minor factor). 

  OIT RMT 

Indicate the level of importance of each of the following factors to the CONTINUED EXISTENCE of your 
interdisciplinary team. Please use the 5-point scale to the right of each factor (major factor, moderate factor, 
minor factor, not a factor, or do not know). 
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ADMINISTRATIVE SUPPORT 
3- Having a supportive Medical director    X   X     
8- Having departmental support for all involved disciplines   X     X   
11- Having a centralized or coordinated billing and collection             
12- Having designated administrative funding for clinical materials for the interdisciplinary team             
13- Successful financial reimbursement  X           
15- Being reimbursed by Medicaid programs     X       

STATE AND REGIONAL SUPPORT 
2- The team meets the need of regional or statewide health care policies   X     X   
14- Being reimbursed by state or regional public health care programs             

PHILOSOPHY AND MISSION 
1- Having a model of team care that fits within the philosophy and mission of your institution or medical practice   X       X   

ADMINISTRATIVE PERSONNEL 
4- Having a designated clinical coordinator    X   X     
5- Having a designated staff member as a clinical scheduling contact for the team   X   X     

ALLOCATED PERSONNEL 
6- Having a designated team nurse        X     
7- Having general nursing assistance           X 

CORE DISCIPLINE PERSONNEL 
9- Having a representative or "leader" for each participating team discipline     X   X   

CONSULTANTS 
10- Availability or incorporation of consulting disciplines as necessary   X     X   

 



Table 4.  Interdisciplinary Team Dynamics Factors were rated individually using a 5-point scale ranging from “very 
advantageous, somewhat advantageous, has little or no effect on the team, somewhat disadvantageous, or very 
disadvantageous.”  Salient scores were represented by those items to which 80% or more of the respondents rated the item as 
a #1 or #2 (very or somewhat advantageous), secondary items were those rated equally as #1, #2, or #3 by 80% of respondents 
(very or somewhat advantageous and little or no effect on the team), and tertiary items were those rated as #1, #2, #3, #4 or #5 
by 80% or more of the respondents (very or somewhat advantageous, little or no effect on the team, somewhat or very 
disadvantageous). 

Please indicate the degree to which being part of an 
interdisciplinary team makes it easier or more difficult 
FOR YOU to effectively perform to the highest level of 

capacity in each of the following issues or areas related 
to patient care, clinical practice, or team interaction. 
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INTERDISCIPLINARY TEAM DYNAMICS 
PROS 

1- Interdisciplinary team dynamics and professional support across team 
members  X X             X 
2- Intellectual contributions across disciplines on the team X X             X 
3- Interpersonal interactions with other professions  X X             X 
4- The interdisciplinary service delivery method  X X             X 

CONS 
5- Setting scope of practice boundaries X     X         X 
6- Discipline floor time during interdisciplinary team interactions      X X         X 
7- Confidence in participating team members X X             X 
8- Communication between team members during an evaluation process X X             X 

NEUTRAL  
9- Prior team experience or training across team members  X X             X 
10- Interdisciplinary service model for patient care X X             X 
11- Defining the roles of team members X X             X 



Table 5.  Patient Care Issues Factors were rated individually using a 5-point scale ranging from “very advantageous, 
somewhat advantageous, has little or no effect on the team, somewhat disadvantageous, or very disadvantageous.”  Salient 
scores were represented by those items to which 80% or more of the respondents rated the item as a #1 or #2 (very or 
somewhat advantageous), secondary items were those rated equally as #1, #2, or #3 by 80% of respondents (very or somewhat 
advantageous and little or no effect on the team), and tertiary items were those rated as #1, #2, #3, #4 or #5 by 80% or more of 
the respondents (very or somewhat advantageous, little or no effect on the team, somewhat or very disadvantageous). 

Please indicate the degree to which being part of an 
interdisciplinary team makes it easier or more difficult FOR 

YOU to effectively perform to the highest level of capacity in 
each of the following issues or areas related to patient care, 

clinical practice, or team interaction. 
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PATIENT CARE ISSUES 
PROS 

12- Communication between team members outside of the evaluation process X X             X 

13- The standard of patient care throughout interdisciplinary team assessment 
and management  X X             X 
14- Interdisciplinary patient care efficiency   X     X         X 
15- Interactions between family members of clients and team members X X             X 
16- Treatment implementation efficiency X X             X 
17- Ongoing education regarding patient care issues across team members  X X             X 

CONS 
18- Meeting team service delivery demands from clients and their families  X X             X 
19- Consistency of treatment recommendations across team members  X X             X 

NEUTRAL  
20- Meeting the demands for an interdisciplinary team service delivery model  X X             X 
21- Modalities and methods of communication between the team and clients 
or their families/caregivers   X X             X 

22- The demographics of patients seen by the interdisciplinary team    X 
X (50/50 

+/neutral)           X 



Table 6.  Rules of Conduct and Operation were rated individually using a 5-point scale ranging from “very advantageous, 
somewhat advantageous, has little or no effect on the team, somewhat disadvantageous, or very disadvantageous.”  Salient 
scores were represented by those items to which 80% or more of the respondents rated the item as a #1 or #2 (very or 
somewhat advantageous), secondary items were those rated equally as #1, #2, or #3 by 80% of respondents (very or somewhat 
advantageous and little or no effect on the team), and tertiary items were those rated as #1, #2, #3, #4 or #5 by 80% or more of 
the respondents (very or somewhat advantageous, little or no effect on the team, somewhat or very disadvantageous). 

Please indicate the degree to which being part of an 
interdisciplinary team makes it easier or more difficult FOR 
YOU to effectively perform to the highest level of capacity in 
each of the following issues or areas related to patient care, 

clinical practice, or team interaction. 
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RULES OF CONDUCT AND OPERATION 
PROS 

24- Specialized training to participate on the team   X X              X 
26- Individual team members have expertise and experience in pediatric 
feeding, swallowing, and nutrition disorders  X  X              X 
27- The reputation of the interdisciplinary team X  X              X 
28- Team staff meetings are held regularly, such as on a weekly basis   X X            X 

CONS 
29- Scheduling and coordination of team members participating in assessment 
and management of clients  X  X         X     

30- The team evaluates children with complex medical issues  X  X              X 
31- The team structure incorporates DIRECT patient care as a component of 
assessment and management protocols   X  X              X 
32- The team structure incorporates INDIRECT patient care as a component of 
its clinical protocol   X      X          X 

NEUTRAL  
11- Defining the roles of team members X X             X 
33- Team restructuring or revision of clinical protocol occurs over time with 
changes in service delivery demands  X  X              X 



issues was the only salient item within the con cluster under rules of conduct and operation that 

was considered salient independent of other items in its cluster. In this survey, the item clusters 

were rated on a scale from 1-5 ranging from “very advantageous, somewhat advantageous, has 

little or no effect on the team, somewhat disadvantageous, or very disadvantageous.”   

 

As shown in Tables 4, 5, and 6, nearly all of the items associated with the clustered item 

categories of Interdisciplinary Team Dynamics, Patient Care Issues, Rules of Conduct and 

Operation were scored as salient individually.  Within the first category (Table 4, 

Interdisciplinary Team Dynamics), all items (1-4) associated with the “Pros” subtheme unit were 

scored as salient by both the RMT and OIT respondents.  The second subtheme unit (Cons) of 

items 5-8 were not all rated the same. Item 5 was rated as salient by the OIT group and 

secondary by the RMT (“setting scope of practice boundaries”).  Item 6 was rated as secondary 

and the remaining two items were rated as salient by both groups.  The last subtheme unit 

(“Neutral”) pertained to items #9-12.  Both groups of respondents scored these items as salient. 

 

The second category, “Patient Care Issues,” is shown in Table 5.  Items #13-17 pertained to the 

“Pros” subtheme unit.  These items were all scored as salient except for one item scored as 

secondary by the RMT, “Interdisciplinary Patient Care Efficiency.”  The “Cons” subtheme unit 

items (items 18-20) were all rated as salient by both groups.  The “Neutral” subtheme unit items 

(items #20-22) were all rated as salient by the RMT.  All except the last item (#22) were scored 

as salient by the OIT group as well.  Item 22 showed a 50% split in scores by respondents from 

the OIT group such that half of the scores met the criteria for salient and half of the scores met 



the criteria for secondary.  Due to the scoring criteria for ranking, these ratings did not meet 

criteria for salient rendering this item as secondary in ranking for the OIT group. 

 

The third category, “Rules of Conduct and Operation,” is shown in Table 6.  Items #24-28 

pertained to the “Pros” subtheme unit.  These items were all scored as salient for the RMT.  All 

of these items were also scored as salient by the OIT, except for item #28 which was scored as 

secondary, “Team staff meetings are held regularly, such as on a weekly basis.”  The “Cons” 

subtheme unit items (items 29-31) were all rated as salient by both groups.  Item #32 offers a 

statement that is an expansion upon item #31 to address the use of indirect treatment (“The team 

structure incorporates INDIRECT patient care as a component of its clinical protocol “) as a 

component of their clinical practice.  This item was not originally included as an explicit item 

within the CONS portion of this category for the RMT because it was not identified as an 

important factor by the RMT (Carey, 2008).  However, in anticipation of comparing the RMT to 

OIT respondents using the survey in this study, this item was created for comparing the two 

groups of respondents in the case other interdisciplinary teams include indirect treatment as a 

component of their clinical protocol.  This item was ranked as a salient item for the OIT group 

compared to secondary for the RMT.  It was not expected to be rated as an important factor for 

the RMT; however, it was unknown how it would rank for the OIT group.  The “Neutral” 

subtheme unit items (items #33 and #11 again) were all rated as salient by both groups of 

respondents.   

 

 

 



Comparison of Ratings between the RMT and OIT groups 

Overall, the RMT and OIT groups rated the items clustered under three categories of 

Interdisciplinary Team Dynamics, Patient Care Issues, Rules of Conduct and Operation with 

exact agreement with 5 exceptions.  For the five items ranked differently, they only differed by 

one ranking.  Upon inspection of three of the items ranked by the RMT as secondary and salient 

by the OIT, it was discovered that these particular items differed due to a rating by one member 

of the RMT of “I don’t know.”   This particular member was noted to have the least experience 

of those on the team in that this respondent indicated having 2 years of experience as part of the 

team.  If this particular respondent's ratings were omitted due to the indication of not knowing 

the level of importance of these items, the 3 items ranked as secondary by the RMT converted to 

a salient ranking, consistent with the ranking of the OIT group for the same items. 

Clinical Research and Clinical Algorithm 

Two items (items #23 and 25) on the survey evaluated using the same 5-point rating scale as 

described above; however, these two items were indicated as separate schematic elements by the 

Carey (2008) model and originally ranked as tertiary.  Item #23 (“Clinical research conducted on 

patient assessment and/or management information”) was rated by the RMT as salient compared 

to the OIT group scoring of secondary.  Although it was expected that this item might be ranked 

more highly by the RMT than the OIT group due to the academic and medical research 

environment in which the RMT resides, it was not expected to be scored as salient to the 

successful continuation of an interdisciplinary team.  Thus, the implication of the higher than 

predicted ranking of this item is that both respondent groups indicated the importance of 

collecting data patient outcomes related to the interdisciplinary teams’ roles in assessment and 

management.  Item #25 (“The clinical algorithm requires team members to interact throughout 



the process”) was also scored differently by each group of respondents.  The RMT scored this, 

item as secondary compared to a salient ranking by the OIT group.  Similar to the item on 

clinical research, this item was originally ranked as tertiary by Carey (2008).  Thus, the 

importance of an interdisciplinary team interacting throughout the process of evaluation or 

management appears important to the successful continuation of such a team.  However, the 

level of importance to which this appears important is different by one ranking between the two 

groups.   

 

One survey item explicitly tested the specific clinical algorithm determined for the RMT by 

Carey (2008).  This item tested the accuracy of the description of 8 general stages of the RMT’s 

clinical protocol.  The first question tested for this item was how well the sequence of these 

stages, as described in the survey, captured the clinical algorithm of practice by the RMT.  See 

Table 7 for the proposed sequence and description of the RMT algorithm.  Based on responses 

from the RMT, there was 100% agreement for the sequencing of Stages 3 & 4.  All but one RMT 

respondent agreed with the placement of Stages 5 &6 and all but two respondents agreed with 

the placement of Stages 1, 2, 7 & 8.  For those from the RMT in disagreement with the majority 

of team members, their ranking was off by one in 7/9 disagreements.  The two remaining 

disagreements were off by two rankings.  Overall, the clinical sequence median ranking by the 

RMT supported the sequence of 8 stages as described in the survey.  The average measures show 

disagreement amongst RMT respondents on the sequence of Stages 1 and 2 and between Stages 

6 and 7.  In general, the majority (5/7) of RMT respondents exhibited 100% agreement that the 

proposed clinical algorithm accurately depicts the sequence of client progression through their 

team’s evaluation. 



Table 7.  Comparison of Clinical Algorithm for RMT and OIT group.  The average rating, median rating, and exact 
agreement for each stage of the RMT clinical algorithm obtained by respondents from the OIT group is shown. 
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STAGE 1 
(Scheduling): Each 
team member reserves a 
specific number of 
appointment spots per 
week to interdisciplinary 
team evaluations; 
Designated appointment 
times “in common” are 
utilized to coordinate 
interdisciplinary team 
evaluations

STAGE 2 (Pre-
evaluation information): 
Questionnaires are sent to 
clients in advance of the 
evaluation, or are 
administered to clients 
when they arrive for their 
evaluation; The team 
coordinator acquires 
completed questionnaires 
from clients; Intake health 
statistics acquired (e.g. 
weight, height, head 
circumference, etc)

STAGE 3 
(Interdisciplinary 
History Intake): 
Intake history 
acquired by several 
team members 
simultaneously or in 
a sequence; 
Additional 
disciplines (optional 
team members) may 
be consulted as 
appropriate to 
client’s needs

STAGE 4 (Pre-
Feeding 
Evaluation): 
Pre-feeding 
observation of 
motor, speech, 
and feeding 
skills; Pre-
feeding 
observation of 
interaction 
between 
caretaker(s) and 
client

STAGE 5 
(Feeding 
Evaluation): 
Feeding 
evaluation 
including 
multiple 
disciplines 
interacting 
with the 
caregiver and 
client during 
feeding and 
swallowing

STAGE 6 
(Medical 
examination)
: Team 
meeting with 
physician 
regarding 
findings thus 
far prior to 
medical 
examination 
Medical 
examination 
of the client

STAGE 7 
(Team staff 
meeting): Team 
staff meeting to 
reach consensus 
on diagnosis and 
management 
plan; Discussion 
of evaluation 
outcomes with 
caregiver and 
client

STAGE 8 
(Post-
evaluation): 
Follow up 
appointments 
scheduled

OIT Avg 
Sequence 
Rank .96 (+.6) 1.6 (+.8) 2.7 (+.9) 3.7 (+1.3) 4.5 (+1.5) 4.2 (+2.3) 6 (+1.9) 7.3 (+1.6)
RMT Avg 
Sequence 
Rank 1.25 1.75 3 4 5.38 6.13 6.63 7.88
OIT 
Median 
Rank 1 2 3 4 5 5 7 8
RMT 
Median 
Rank 1 2 3 4 5 6 7 8
OIT Exact 
Agreement 78% 72% 75% 63% 55% 55% 71% 88%

RMT Exact 
Agreement 71% 71% 100% 100% 88% 88% 71% 88%



Overall, the respondents in the OIT group indicated highest agreement with the sequence of 

Stages 1 – 3 and 7-8.  Stages 4-6 showed the lowest agreement in ratings and, based on average 

and median values, appear to be considered to be nearly similar to each other, depending upon 

the OIT respondent.  On average, Stages 5 and 6 were rated as Stage 4 with a median rating as 

being Stage 5.  In addition, the order of Stage 1 and 2, or the consideration of them as different 

stages was sometimes different, depending upon the OIT respondent.  Based on median ratings, 

the only disagreement in stages between the two groups was for Stage 6 which the OIT median 

ranking was maintained as Stage 5. 

Revision of Carey Schematic for the RMT and OIT 

Based on some differences between the original schematic proposed by Carey (2008) and 

findings from this survey, the original schematic for the RMT was revised (See Figure 2).  An 

additional schematic was created to represent the outcomes of factor rankings based on the OIT 

group for comparison to the schematic representing that of the RMT (See Figure 3).  Based on a 

comparison of the two, there is a large degree of overlap in the factors considered salient for 

successful continuation of an interdisciplinary team once it is established, with only a few 

exceptions that were ranked differently by one ranking (See Figures 3 and 4).  However, based 

on Carey’s determination that the subthemes for each category were salient, the findings of this 

survey support the original determination that three subthemes continue to be ranked as salient 

and that the Cons subtheme under Patient Issues changed from a secondary ranking to salient in 

this study. 

 

The portion of the model that varies largely has to do with which factors are ranked as salient for 

the establishment of an interdisciplinary team.  The factors ranked as salient by the RMT for 



successful establishment of an interdisciplinary team for pediatric feeding, swallowing, and 

nutrition disorders are primarily related to administrative support, personnel, and departmental 

support, location of individual team members, and that the team align with the philosophy and 

mission of the institution.  The OIT group agreed with all of these salient factor rankings except 

that core discipline personnel were ranked as salient rather than administrative personnel.   



Discussion 
 

The purpose of this study was to test how accurately previous work by Carey (2008) was 

in characterizing factors important to the establishment and successful continuation of a role 

model interdisciplinary team for assessment and management of pediatric feeding, swallowing, 

and nutrition disorders.  In addition, it was determined how well factors identified as important 

by the role model team (RMT) generalized to other similar teams (OIT) in the United States. 

In general, the findings from this study supported the schematic developed by Carey 

(2008) representing the salient, secondary, and tertiary factors for establishment and successful 

continuation of such a team.  However, there were some slight changes in the rankings assigned 

to the factors in the original model.  Of greatest interest was that none of the factors identified 

from the first study were deemed inaccurate, or unimportant by either group of respondents.  

Rather, the primary changes in the original schematic pertained to ranking some items originally 

considered tertiary as salient to the establishment of an interdisciplinary team (e.g. philosophy 

and mission of the institution, administrative support, departmental), or originally salient factors 

changing to secondary (e.g. core discipline, allocated personnel).  In addition, individual items 

viewed as salient as a cluster were shown to be individually salient, with few exceptions, in this 

study.  Further, it appeared that all of the factors identified as important to successful 

continuation of an interdisciplinary team of this type based on the RMT also generalized to the 

OIT group.  Thus, the schematic developed by Carey (2008) did not change greatly based on 

findings from this study and supported that all of the factors deemed important by the RMT were 

accurately captured and generalized, for the most part, to the OIT group.  Given the numerous 

options for offering additional factors for consideration, it was noteworthy that responses to 



“other” items did not identify new factors, but fine-tuned the factors already selected for testing 

in the survey used in this study. 

According to ratings on survey items from both the RMT and OIT respondents, 

successful establishment of a pediatric interdisciplinary team for assessment and management of 

feeding, swallowing, and nutrition disorders requires administrative support by the hosting 

institution as well as provision and participation of key administrative personnel (AP) (medical 

director, clinic coordinator).  

Successful continuation of such a team depends upon similar factors as necessary for 

establishment of the team.  In addition, scheduling and coordination issues and a combination of 

factors related to inter-disciplinary team dynamics, patient care issues, and developing rules of 

conduct and team operation were consistently rated as advantageous.  OIT respondents showed 

more variation in their ratings of the neutral items associated with the category of patient care 

issues.   

The clinical algorithm survey item demonstrated that, in general, the OIT respondents 

follow the same, or similar clinical sequence as the RMT.  Stages 5 & 6 were ranked as the same 

stage across OIT respondents with a wide range of variability in ranking for stages 4-8.  

However, the overall progression of the clinical algorithm for the RMT appeared similar to that 

used by OIT members. 

Many of the Continuation of the Interdisciplinary Team survey items were identified as 

being salient.  Either individual items previously considered tertiary unless clustered are actually 

salient, or further testing is needed to determine whether individual items have a ranking within 

each subtheme of pros, cons, and neutral. A rank ordering of the salient factors would need to be 

completed to determine the answer to this question.  



Some of the variation in RMT scores for items associated with the Continuation of the 

Interdisciplinary Team section of the survey might be related to one particular respondent.  It 

appeared that one respondent with 2 years of experience compared to the rest of the RMT 

respondents may have differed in their opinion, or did not know how to respond to many of the 

items tested.  Although this individual’s scores were not omitted, we noted that some of the 

secondary items for the RMT considered salient by the OIT group might have changed to salient 

without this individual’s scores, particularly in the Continuation of the Interdisciplinary Team 

section.   

In summary, the outcomes of this survey supported that Carey (2008) accurately captured 

the important factors necessary for successful establishment and continuation of a pediatric 

interdisciplinary feeding, swallowing, and nutrition disorders team.  This study tested the ranking 

of those factors as salient, secondary, or tertiary using a survey approach and compared the 

findings from the RMT to respondents participating on other such teams in the United States 

(OIT group).  It was remarkable how similar rankings were between the two groups pertaining to 

the items considered salient and secondary for establishment and continuation of such a team.   

Even though this study confirmed the model Carey (2008) created to display the 

important factors for establishment and continuation of an interdisciplinary team, there is an area 

of weakness in this study.  This study’s weakness is that not all of the items identified on the 

schematic were directly tested in the survey.  For example, under the necessary to exist factors, 

FETs, designated space, access to medical resources, and system wide communication were not 

individually tested in the survey.  During the development of the survey, direct and individual 

testing of all components proved too difficult to capture in a survey statement that was 

understandable by anyone unfamiliar with the intention of our statements.  Thus, direct 



investigation of the importance of these items might require a research method other than survey 

responses to directly test the relevance and true importance and role of the salient factors 

identified in this study.   

 

Direction for future research 

 Although the survey confirmed that Carey (2008) accurately captured the important 

factors necessary for successful establishment and continuation of a pediatric interdisciplinary 

team for feeding, swallowing, and nutrition disorders, many of the survey items were identified 

as being a salient factor.  Further research would need to be conducted in order to determine if all 

of the items are salient factors or if certain items have priority over others.  The individuals 

surveyed would need to conduct a rank ordering of the salient factors in order to determine if 

certain items are more important than others for successful establishment and continuation of an 

interdisciplinary team. 

 Given the difficulty in establishing such an interdisciplinary team, it would be helpful to 

conduct a cost-benefit analysis to grasp the economic and administrative requirements to support 

such a team and compare those to the benefits relative to clinical outcomes in terms of 

efficiency.  It is anticipated that such a team is not likely to generate large financial profits.  

Thus, it would be difficult to establish and maintain such a team at a for-profit hospital or 

healthcare institution.  However, the benefit from this method of evaluation and management is 

likely to be one of a more expedient method for addressing children with complex difficulties 

and quickly determining the etiology and best management approach compared to the typical 

sequential method under the supervision of a primary care physician.  The information obtained 

from a cost-benefit analysis might also elucidate the factors predictive of the most common 



challenges in hosting and supporting such a team model.  With such information in hand, 

alternative and progressive models for supporting the establishment and maintenance of such 

teams might be developed that can be supported in the current economic climate.   

 



Figure 1: 
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Figure 2.  The revised schematic of factors considered important to the establishment and continuation of an interdisciplinary 
team for pediatric feeding, swallowing, and nutrition disorders assessment and management for the RMT. 
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Figure 3.  The revised schematic of factors considered important to the establishment and continuation of an interdisciplinary 
team for pediatric feeding, swallowing, and nutrition disorders assessment and management for OITs. 
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Appendix A 
Survey Questions 

Questions marked with an * are required 
 

What is your age (in years)? * 
 
 
 

 
Please indicate your gender:* 
• Male 
• Female  
 
Indicate your race: * 
• Asian or Pacific Islander 
• American Indian or Alaskan Native 
• Black, Non-Hispanic 
• Hispanic 
• White, Non-Hispanic 
• Other 
 
Years of experience in your clinical field: * 

 
 
 
Prior experience participating as a member on a clinical team? *  

  Yes  

  No 
 
If yes, how many years? * 

 
 
 
Please indicate the number of years your interdisciplinary feeding and swallowing team has been in 
existence. * 
• 1-3 years 
• 3-5 years 
• 5-10 years 
• 10-15 years 
• 15-20 years 
• Greater than 20 years 
 
What is your primary role on the team?  
If your role is not identified, please select the other box and write in the name of your profession.* 
 

  gastroenterologist 

 



  radiologist 

  otolaryngologist 

  neurologist 

  pediatrician 

  speech-language pathologist 

  occupational therapist 

  physical therapist 

  clinical psychologist 

  counselor 

  dietician 

  nurse 

  Other     
 
 
Please select the region below representing the location of your interdisciplinary team within the United 
States: * 
 

  Northeast (CT, DE, MA, MD, ME, NH, NJ, NY, PA, RI, VT)  

  Midwest (IA, IL, IN, KS, MI, MN, MO, ND, NE, OH, SD, WI)  

  Southeast (AL, AR, FL, GA, KY, LA, MS, NC, SC, TN, WV, VA)  

  Southwest (AZ, NM, OK, TX)  

  West (CA, CO, HI, ID, MT, NV, OR, UT, WA, WY) 
 
 
Please indicate the setting(s) below that best describe where you do your clinical work WHEN YOU ARE 
NOT INVOLVED in interdisciplinary feeding and swallowing team activities:* 
 

  University medical center 

  Private Practice  

  County hospital 

  Regional hospital  

  Municipal hospital 

  Corporate practice 

  Outpatient rehabilitation 

  Inpatient rehabilitation 



  Acute care hospital 

  Long-term care facility 

  Other     
 
 
Where does your interdisciplinary team conduct its evaluation of feeding, swallowing, and nutrition 
disorder clients (Mark all that apply): * 
 

  University medical center 

  Regional hospital 

  Community hospital 

  County hospital 

  Long-term care facility 

  Corporate or private medical practice 

  Other     
 
 
How far is your clinical practice from the location where the interdisciplinary team conducts its 
evaluations: * 
• Same site 
• 1-10 miles 
• 11-20 miles 
• 21-30 miles 
• 31-40 miles 
• 41-50 miles 
• More than 50 miles away 
 
 
Please select all of the disciplines that apply to the description at the top of each column for you 
interdisciplinary pediatric feeding, swallowing, and nutrition team. 
 

 
REQUIRED MEMBER 

OF THE TEAM 
OPTIONAL MEMBER 

OF THE TEAM 
ONLY UTILIZED AS A 
POST-EVALUATION 

REFERRAL 
gastroenterology          
 
radiology          
 
otolaryngology          
 
neurology          



 
pediatrician          
 
speech-language pathology          
 
occupational therapy          
 
physical therapy          
 
clinical psychology          
 
counseling          
 
dietary          
 
nursing          
 
Other: If other please list in 
the corresponding 
comment box below. 

         

 
 
 
PLEASE INDICATE ANY DISCIPLINES NOT IDENTIFIED ABOVE AND THEIR LEVEL OF 
TEAM PARTICIPATION: 
 
REQUIRED MEMBER OF THE TEAM 

 
OPTIONAL MEMBER OF THE TEAM 

 
 
 
 
 



ONLY UTILIZED AS A POST-EVALUATION REFERRAL 

 
 
 
Indicate the level of importance of each of the following factors to the SUCCESSFUL 
FORMATION/CREATION of your interdisciplinary team. Please use the 5-point scale to the right of 
each factor (major factor, moderate factor, minor factor, not a factor, or do not know). 
 
 Major factor Moderate factor Minor factor Not a factor Do not know
Having a model of team care that 
fits within the philosophy and 
mission of your institution or 
medical practice *  

               

 
The team meets the need of 
regional or statewide health care 
policies *  

               

 
Having a supportive Medical 
director *                 

 
Having a designated clinical 
coordinator *                 

 
Having a designated staff 
member as a clinical scheduling 
contact for the team *  

               

 
Having a designated team nurse 
*                 

 
Having general nursing 
assistance *                 

 
Having departmental support for 
all involved disciplines *                 

 
Having a representative or 
"leader" for each participating 
team discipline *  

               

 
Availability or incorporation of 
consulting disciplines as 
necessary *  

               



 
Having a centralized or 
coordinated billing and 
collection *  

               

 
Having designated 
administrative funding for 
clinical materials for the 
interdisciplinary team *  

               

 
Successful financial 
reimbursement *                 

 
Being reimbursed by state or 
regional public health care 
programs *  

               

 
Being reimbursed by Medicaid 
programs *                 

 
 
 
Indicate the level of importance of each of the following factors to the CONTINUED EXISTENCE of 
your interdisciplinary team. Please use the 5-point scale to the right of each factor (major factor, moderate 
factor, minor factor, not a factor, or do not know). 
  

 Major 
factor 

Moderate 
factor 

Minor 
factor 

Not a 
factor 

Do not 
know 

Having a model of team care that fits within the 
philosophy and mission of your institution or medical 
practice *  

              

 
The team meets the need of regional or statewide health 
care policies *                

 
Having a supportive Medical director *                
 
Having a designated clinical coordinator *                
 
Having a designated staff member as a clinical 
scheduling contact for the team *                

 
Having a designated team nurse *                
 
Having general nursing assistance *                



 
Having departmental support for all involved disciplines 
*                

 
Having a representative or "leader" for each participating 
team discipline *                

 
Availability or incorporation of consulting disciplines as 
necessary *                

 
Having a centralized or coordinated billing and 
collection *                

 
Having designated administrative funding for clinical 
materials for the interdisciplinary team *                

 
Successful financial reimbursement *                
 
Being reimbursed by state or regional public health care 
programs *                

 
Being reimbursed by Medicaid programs *                
 
 
 
Please indicate the degree to which being part of an interdisciplinary team makes it easier or more 
difficult FOR YOU to effectively perform to the highest level of capacity in each of the following issues 
or areas related to patient care, clinical practice, or team interaction. 
 

 

VERY 
ADVANTAGEOUS 

(i.e., greatly 
facilitates the team’s 

work) 

SOMEWHAT 
ADVANTAGEOUS 

(i.e, somewhat 
facilitates the teams 

work) 

HAS 
LITTLE 
OR NO 

EFFECT 
ON THE 
TEAM 

SOMEWHAT 
DISADVANTAGEOUS  
(i.e., poses a challenge to 

the team) 

VERY 
DISADVANTAGEOUS

(i.e., poses a major 
challenge to the team) 

Interdisciplin
ary team 
dynamics and 
professional 
support 
across team 
members *  

               

 
Intellectual 
contributions 
across 
disciplines on 
the team *  

               



 
Interpersonal 
interactions 
with other 
professions *  

               

 
The 
interdisciplin
ary service 
delivery 
method *  

               

 
Setting scope 
of practice 
boundaries *  

               

 
Discipline 
floor time 
during 
interdisciplin
ary team 
interactions *  

               

 
Confidence in 
participating 
team 
members *  

               

 
Communicati
on between 
team 
members 
during an 
evaluation 
process *  

               

 
Prior team 
experience or 
training 
across team 
members *  

               

 
Interdisciplin
ary service 
model for 
patient care *  

               

 
Defining the 
roles of team                



members *  
 
Communicati
on between 
team 
members 
outside of the 
evaluation 
process *  

               

 
The standard 
of patient 
care 
throughout 
interdisciplin
ary team 
assessment 
and 
management 
*  

               

 
 
Interdisciplin
ary patient 
care 
efficiency *  

               

 
Interactions 
between 
family 
members of 
clients and 
team 
members *  

               

 
Treatment 
implementati
on efficiency 
*  

               

 
Ongoing 
education 
regarding 
patient care 
issues across 
team 
members *  

               

 



Meeting team 
service 
delivery 
demands 
from clients 
and their 
families *  

               

 
Consistency 
of treatment 
recommendat
ions across 
team 
members *  

               

 
Meeting the 
demands for 
an 
interdisciplin
ary team 
service 
delivery 
model *  

               

 
Modalities 
and methods 
of 
communicati
on between 
the team and 
clients or 
their 
families/care
givers *  

               

 
The 
demographics 
of patients 
seen by the 
interdisciplin
ary team *  

               

 
Clinical 
research 
conducted on 
patient 
assessment 
and/or 
management 

               



information *  
 
Specialized 
training to 
participate on 
the team *  

               

 
The clinical 
algorithm 
requires team 
members to 
interact 
throughout 
the process *  

               

 
Individual 
team 
members 
have 
expertise and 
experience in 
pediatric 
feeding, 
swallowing, 
and nutrition 
disorders *  

               

 
The 
reputation of 
the 
interdisciplin
ary team *  

               

 
Team staff 
meetings are 
held 
regularly, 
such as on a 
weekly basis 
*  

               

 
Scheduling 
and 
coordination 
of team 
members 
participating 
in assessment 
and 

               



management 
of clients *  
 
The team 
evaluates 
children with 
complex 
medical 
issues *  

               

 
The team 
structure 
incorporates 
DIRECT 
patient care 
as a 
component of 
assessment 
and 
management 
protocols *  

               

 
The team 
structure 
incorporates 
INDIRECT 
patient care 
as a 
component of 
its clinical 
protocol *  

               

 
Team 
restructuring 
or revision of 
clinical 
protocol 
occurs over 
time with 
changes in 
service 
delivery 
demands *  

               

 
OTHER 
FACTORS 
NOT 
IDENTIFIED 
(Please list 

               



additional 
factors in the 
appropriate 
comment box 
in the next 
question) *  
 
 
Please list 'other' interdisciplinary team interaction characteristics not previously mentioned that makes it 
easier or more difficult to effectively perform to the highest level of capacity within the appropriate 
comment box below:  
 
VERY ADVANTAGEOUS 

 
SOMEWHAT ADVANTAGEOUS 

 
SOMEWHAT DISADVANTAGEOUS 

 
 VERY DISADVANTAGEOUS 

 
 
 
Below is a possible clinical protocol sequence for an interdisciplinary evaluation. Please indicate the 
agreement between the following sequence and that of your interdisciplinary team using the following 
steps:  
 
a) Indicate the sequence of these stages for your team. If all stages apply, your sequence numbers 
will range from 1-8 from top to bottom. If the list omits a stage in your clinical evaluation, please 
follow directions in c) below. 
b) Omit placing a number in any boxes associated with a stage or stages that do not apply to your 
team.  



c) Place a '9' in the OTHER PROTOCOL ITEMS box if the current list does not address all of the 
steps in the clinical protocol for your team. You will then be prompted to identify stages or steps in your 
protocol that are missing from this list. Please indicate where additional stages would belong in the 
current sequence. 
 
STAGE 1 (Scheduling): Each team member reserves a specific number of appointment spots 
per week to interdisciplinary team evaluations; Designated appointment times “in common” are 
utilized to coordinate interdisciplinary team evaluations 

 

STAGE 2 (Pre-evaluation information): Questionnaires are sent to clients in advance of the 
evaluation, or are administered to clients when they arrive for their evaluation; The team 
coordinator acquires completed questionnaires from clients; Intake health statistics acquired 
(e.g. weight, height, head circumference, etc) 

 

STAGE 3 (Interdisciplinary History Intake): Intake history acquired by several team 
members simultaneously or in a sequence; Additional disciplines (optional team members) may 
be consulted as appropriate to client’s needs 

 

STAGE 4 (Pre-Feeding Evaluation): Pre-feeding observation of motor, speech, and feeding 
skills; Pre-feeding observation of interaction between caretaker(s) and client  
STAGE 5 (Feeding Evaluation): Feeding evaluation including multiple disciplines interacting 
with the caregiver and client during feeding and swallowing  
STAGE 6 (Medical examination): Team meeting with physician regarding findings thus far 
prior to medical examination Medical examination of the client  
STAGE 7 (Team staff meeting): Team staff meeting to reach consensus on diagnosis and 
management plan; Discussion of evaluation outcomes with caregiver and client  

STAGE 8 (Post-evaluation): Follow up appointments scheduled  
OTHER PROTOCOL ITEMS   
Rank values must be between 1 and 9 
 
 
Please identify other items missing above that apply to the sequence of your team’s clinical protocol 
during an interdisciplinary evaluation. Also include a number in front of each item to indicate its order in 
the sequence above. 

 
 
Please provide your email address or telephone number in the box below. This information will be 
used as entry into the cash prize drawing for notification purposes. 

 
 
 
 
Please contact kcavanau@email.arizona.edu if you have any questions regarding this survey. 
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