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Program description 
Background 
TeamHealth is a public–private partnership between Haringey Teaching PCT (TPCT) and Pfizer Ltd, aimed at 
developing and delivering a patient-centred, long-term conditions service for people with diabetes, coronary heart 
disease and heart failure in Haringey. Pfizer Health Solutions (PHS) is a wholly owned care management 
subsidiary of Pfizer Inc, which has implemented a range of disease management programmes in the United States 
over the last 10 years in a wide variety of situations and locations. Both Pfizer Ltd and Haringey TPCT have worked 
with PHS, drawing on its skills and experiences to tailor the programme to the UK health care environment, in 
particular, incorporating the appropriate national service frameworks and NICE guidelines, as well as the specific 
needs and demands of the Haringey population.   
 
This project was initiated as part of the National Primary and Care Trust Development (NatPaCT) Transformational 
Change Programme for PCTs, half funded by the Department of Health (DH), and half by a development grant 
from Pfizer Ltd. It formed part of a wider range of work in Haringey TPCT to redesign services for patients with 
long-term conditions. The project used InformaCare®, a decision-support application specifically developed by 
PHS, to support those delivering care. The programme provided a new opportunity for patients in Haringey TPCT 
to benefit from the individual attention of a trained and skilled care manager who took a proactive role in supporting 
patients to become more actively involved in their own health and helping to secure appropriate services and 
support based on their individual needs and preferences. 
 
Goals 
The principle goals of the project were to:  
 explore the feasibility of adapting a successful US disease management approach for an NHS environment 
 assess the programme’s impact on health-related behaviours, clinical outcomes and use of resources 
 share the findings of this work across the NHS.  

 
Population 
The project focused on at-risk patients from Haringey with coronary heart disease, heart failure or diabetes. 
Participants were patients with physician-confirmed diagnosis of heart failure (n=200), coronary heart disease 
(n=200) and diabetes (n=200) registered with GP practices in Haringey TPCT. In addition, 150 patients were 
randomised at the point of recruitment, 50 into each of the disease groups to form the comparison group for the 



study. The Barnet, Enfield and Haringey Local Research Ethics Committee granted the ethical approval to carry out 
the evaluation. GPs and consultants were asked to consent to their patients taking part in the project. All the 
patients in the project provided written consent to participate and following randomisation, intervention group 
patients were asked to complete a brief questionnaire to assess their current satisfaction with care, and current 
health behaviours. 
 
There was a range of criteria for inclusion in the project, such as having previously been admitted to hospital and 
not meeting treatment targets such as HbA1c level. In addition to these criteria, participants had to be able to 
communicate in English. This restriction was made for three reasons: the telephone-based coaching model does 
not lend itself to the use of a translation or interpretive services and would have required the use of a care manager 
fluent in the language in question; the educational material had not yet been developed and evaluated in a range of 
languages; and, finally the purpose of the project was to test the feasibility of transferring the model of care 
management to the UK health care environment. As a consequence, the pilot was used to collect data on those 
eligible for care management services (such as their ethnicity and primary/secondary languages) but unable to 
participate because of language barriers, so that any future programme could serve those groups with the greatest 
need.  
 
Duration 
The development work started in October 2003 and the first patients were recruited in May 2004 with an enrolment 
period of 10 months. This was longer than originally intended, largely due to the difficulty in recruiting heart failure 
patients and the length of the processes involved in gaining signed written consent. The length of participation in 
the intervention group ranged from 9 to 18 months. The intervention period finished on 30 November 2005. The 
first formal results came out in June 2006.   
 
Throughout the project, patients continued to interact with, and receive all usual care, from their doctors and local 
health services. The care managers did not change prescribed treatments and, therefore, there were no additional 
clinical risks associated with participation in the project. The project followed national and local guidelines on the 
care for diabetes, coronary heart disease and heart failure. These guidelines were agreed and approved by a 
Medical Advisory Panel, comprising clinicians from Haringey TPCT and the Whittington and North Middlesex 
hospitals.   
 
Intervention 
The intervention began with a telephone-based comprehensive assessment of the patient’s health and well being. 
This initial assessment asked about patient demographics, prior utilisation of services and procedures, diagnoses, 
use of medications, and current health behaviours. While speaking with the patient, the care manager entered this 
information into the decision support application (InformaCare®), which generated a feedback report and 
recommendations for support, education and referrals. Based on these recommendations, the care manager 
worked with the patient to develop a care plan, relevant goals, and a follow-up schedule designed to provide 
education, support, and reminders for recommended tests and screenings.  
 
Over the course of the intervention, care managers provided coaching to help patients achieve the individual goals 
identified in the care plan and worked with patients to improve knowledge of their condition, promote self-
monitoring/self-management and facilitate concordance with individualised, evidence-based care recommended by 
their usual physicians. Bespoke patient education and support materials in the form of workbooks were developed 
for the programme. Each patient was contacted at the start, during and end of the project for collection of 
programme evaluation data and approximately every six weeks for care management purposes. However, care 
managers used their clinical judgment to follow-up with patients more or less frequently as warranted.   
 
Staffing 
The care management was provided by qualified nurses who undertook specific training on the clinical, technical 
and care management components of the programme. There were four full-time equivalent nurses managing 600 
patients: three were employed at F Grade and 1 at H Grade, the latter also being the team leader and operational 
manager of the project (Agenda for Change bandings had not yet been finalised).   
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Governance 
The TPCT worked closely with the Whittington and North Middlesex hospitals on all aspects of the project and had 
support from their respective chief executives and medical directors. Members of both trusts’ clinical and 
management teams were also involved. There were four main governance bodies:  
 a project board to steer the Programme 
 a project team to operationally manage the Programme 
 a medical advisory panel to agree and approve the use of clinical guidelines in InformaCare® 
 an evaluation steering committee to oversee the evaluation process. 

 
Pfizer held active membership in three of the bodies, with the exception of the Medical Advisory Panel, which was 
made up entirely of NHS staff from the local stakeholders and made its decisions and recommendations entirely 
independently. 
 
 
Evaluation methods and hypotheses 
The project was designed both to assess the feasibility of the TeamHealth project as implemented in Harringey 
TPCT and to measure patient outcomes. Analysis of primary outcomes was conducted by an external statistician, 
recommended and overseen by an independent advisor, Professor Mike Pearson, at the Royal College of 
Physicians. Both Professor Pearson and the external statistician were involved with study design, data collection 
and data interpretation. In addition a more extensive secondary outcome analysis was performed, which covered a 
wider range of clinical, behavioural and psychosocial measures as well as evaluating detailed aspects of patient 
recruitment, training, satisfaction and feasibility. There was also a financial evaluation looking at the costs of 
providing the services and the implications of both the utilisation changes and reductions in clinical risk factors. 
 
Primary outcomes measures included: 
 improvements in health behaviours (diet, exercise, smoking and self-monitoring) 
 improvements in clinical values (lab values, disease specific symptoms) 
 increase in appropriate use of medications 
 service utilisation improvements (GP and outpatient attendances, hospital attendances)  
 psychosocial indicators (patient satisfaction and self-care efficacy).  

 
Feasibility 
The evaluation focused on the following areas: 
 engaging stakeholders in Harringey TPCT for pilot planning and implementation 
 recruiting, training and retaining care managers 
 involving GPs and consultants 
 recruiting and retaining patients for the programme 
 implementing the decision-support application at an NHS data centre. 

 
The feasibility evaluation made use of surveys and interviews to assess satisfaction of care managers, other key 
personnel and participating physicians. To provide additional feasibility assessment, the project plan and 
InformaCare® decision support was used to track the achievement of milestones associated with implementation, 
as well as ongoing processes across the life of the project. This included patient enrolment, patients leaving the 
project, initial and follow-up assessments and provision of support by care managers.   
 
Patient outcomes 
Two evaluation designs were used to determine the effectiveness of the project with respect to patient outcomes: 
randomised control group design, using both intervention and comparison patients from Haringey; and pre-post 
design, using only intervention patients (see Appendix 1 for a complete list of primary and secondary indicators).   
 
For the randomised control group, the primary hypotheses were that, relative to the comparison group, the 
intervention patients would have:  
 significant improvements in disease relevant laboratory values 
 improvements in appropriate utilisation of services.  
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Where appropriate, outcomes were evaluated for the ‘intention to treat’ population, which included all patients 
enrolled in the programme, regardless of whether they remained in the project for the entire study duration. 
 
For the pre-post design, the primary hypotheses related to patient outcomes were that participants in the project 
would have: 
 improvements in health behaviours (including diet, exercise, smoking, medication and treatment adherence) 

from baseline to follow-up 
 improvements in clinical health indicators (laboratory values, disease specific symptoms) from baseline to 

follow-up 
 improvements in psychosocial outcomes, including self-care efficacy and satisfaction with care 
 more appropriate utilisation of services at follow-up relative to baseline.   

 
 
Conclusion 
The UK customisation of the programme was completed in six months and patients were recruited and supported 
in the programme for a period of up to 18 months. Rigorous and comprehensive data collection and analysis was 
then undertaken and the primary analysis results were published in June 2006. Haringey TPCT stated it would 
make its decision about the future of care management programmes following the evaluation. 
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Primary outcome measures 
Clinical outcomes  
 Blood pressure – all patients 
 Total cholesterol and lipids – all patients 
 HbA1c values – diabetes patients only 

 
To assess whether the programme achieved better long-term patient outcomes via management of recognised 
surrogate endpoints.   
 
Behavioural outcomes (all patients) 
 Exercise behaviour 
 Smoking status 
 Adherence to a healthy diet 

 
To assess whether the programme led to better health behaviours in participating patients.   
 
NHS processes  
 Smoking cessation referrals – all patients 
 Hospital admissions – all patients 
 ACE inhibitors – heart failure patients only 
 Beta blockers – heart failure patients only 
 Beta blocker after MI – coronary heart disease patients only 

 
To determine whether the programme influencd the effectiveness of patient management by the NHS. 
 
Patient and staff experience (for all diseases) 
 Patient satisfaction 
 Physician satisfaction 

 
To determine whether the programme was well-accepted by key programme stakeholders. 
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Secondary outcomes measures 
General: collected for all populations 
Administrative metrics 

1) Eligibility 
2) Enrollment 
3) Engagement 

Patient descriptors 
1) Demographics 

 Age 
 Gender 
 Address  
 Postcode 
 Primary language 
 Secondary language 
 Literacy level 
 Education level 
 Occupation 
 Preferred educational style 

2) Height  
3) Weight  
4) BMI  

Health behaviours 
1) Exercise stage of change 
2) Smoking stage of change 
3) Diet stage of change 
4) Weight loss stage of change 
5) Alcohol use 
6) Medication compliance 
7) Knowledge of disease-related process 

Process of care 
1) Lipid profile conducted in last 15 months 
2) Smoking cessation referrals 
3) Dietary counselling and referrals 
4) Exercise counselling 
5) Annual flu vaccine 
6) Pneumococcal vaccine 
7) Blood pressure monitoring in doctor’s office 
8) Smoking cessation advice (for smokers) 
9) Weight management counselling 
10) Alcohol counselling 
11) Aspirin use 

Psychosocial 
1) Disease specific self-care efficacy 
2) Depression screening 
3) Presence of social support 
4) Presence of psychosocial stressors 
5) Communication with providers 
6) Social/role activities limitations 
7) Health status  
8) MD satisfaction 

Utilization (measured for all diseases but strongest effect expected for heart failure) 
1) GP and outpatient visits  
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2) Emergency room visits  
Disease specific: heart failure 
Severity/class 

1) HF type 
2) NYHA class 

Health behaviours 
1) Daily weight monitoring  
2) Scale in home 
3) Sodium compliance 

Medications 
1) Spironolactone 
2) Diuretics 
3) Digoxin 

Process of care 
1) Liver function test 

 
Disease specific: coronary heart  Disease 
Severity/Class 

1) CCS angina class 
Medications 

1) Statin therapy usage  
2) Antiplatelet therapy  
3) ACE use 

Clinical indicators  
1) Angina symptoms 

Disease specific: siabetes 
Severity/Class 

1) Diabetes type 
2) Coronary heart disease risk 

Health behaviours 
1) Self-monitoring of blood glucose 
2) Self-monitoring urine glucose 
3) Self-monitoring: foot exams 

Process of care 
1) Rate of HbA1c testing 
2) Annual comprehensive diabetes exam: foot and retinal exams 
3) Microalbumin testing 
4) Urine ketone testing 
5) Urine protein testing 
6) Serum creatinine 
7) Albumin:creatinine ratio 

Medication use  
1) ACE/ARB use in clients with albuminuria 
2) Insulin use 

Clinical indicators  
1) Fasting plasma glucose 
2) Albumin  
3) Albumin/creatinine ratio (ACR) 
4) Symptoms – hyperglycemia 
5) Symptoms – hypoglycemia 
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