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Abstract

Background: Regarding the widespread prevalence of chronic diseases, nurses need to understand the choices, priorities, and
abilities of patients in reality, their communication, and the social context in order to play their professional role and responsibility.
This review study was conducted with two purposes: determining the effect of partnership-care-model (PCM) on the outcomes of
chronic diseases, and describing and assessing the quality of methodology of published papers in the field.

Methods: The systematic review was conducted from inception to the year 2019. A systematic search was conducted using PRISMA
guidelines to retrieve all national and international PCM studies. To assess the quality of the methodology of studies, four instruments
were used, including JADAD, Consort, New Castle-Ottawa, and Cochrane.

Results: In the initial search, 11509 papers were retrieved, which according to the PRISMA guidelines, 23 relevant papers remained.
The results of the reviewed papers indicated the effectiveness of the PCM. Describing and assessing the quality of the methodology of
published papers of PCM was at an acceptable level. The final papers were classified and reviewed according to the authors, year,
sampling characteristics, data collection methods, and final PCM conclusion.

Conclusion: According to the review of the studies and their effectiveness in the different outcomes, also, the acceptable quality of
the methodology of published papers, it can be concluded that the PCM is an effective, context-based, simple, efficient, and reliable
model and has the ability to be used in promoting and improving the various dimensions of chronic diseases.
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Introduction
Technological advancements, renewal of communities,  nation for inappropriate habits have predisposed to the
increased life expectancy, changes in lifestyle, and incli-  high prevalence of chronic diseases (1). These conditions
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— What this article adds:

Implementing a PCM will increase the participation, empowerment,
and ability of patients with acute and chronic illnesses because pa-
tients will develop comprehensive knowledge and attitude about the
operational aspects of their illness by implementing a PCM. The
study is the first study to investigate the methodology quality of
published studies of PCM.
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have most often no promising prognosis (2) leading to
hospitalization of individuals (3). In the United States,
one-third of individuals are afflicted with a chronic dis-
ease adding up to 75 million patients, while the disease
has been controlled only in %54 of these patients (3).
Meanwhile, the studies conducted so far in Iran on chronic
diseases indicate that the rate of prevalence of these condi-
tions is greater in this country compared to other coun-
tries. This necessitates the completion of some interven-
tional programs as most of these studies reveal that lack of
compliance with the implementation of educational pro-
grams and preventive measures is the leading cause of
incidence and aggravation of these disorders (4-6).

The complications of these diseases make the patients
susceptible to other conditions (7, 8) so that one-third of
these patients die during the first hour before they arrive at
the hospital, and the two-thirds who survive will never
recover completely and never turn to ordinary life (9-11).

Given the huge mass of evidence on the relation be-
tween lifestyle and affliction with various chronic diseas-
es, an emphasis on adjusting lifestyle as an important fac-
tor in determining the prognosis and sequelae of these
diseases is justifiably highlighted (1). Indeed, many chron-
ic conditions are noninfectious diseases induced by some
agents, the most important of which is an unhealthy life-
style (12).

In this regard, many experts render the control and care
of these patients as the main responsibility of the person
and their family, and believe that individuals ought to ac-
cept the responsibility of their malady and control it on the
basis of their cultural context using the most suitable
method and act like healthy people in the work environ-
ment, family, and community (13). This is because many
chronic conditions induce long-term psychosomatic con-
sequences after discharge from the hospital that affect the
existential nature of the individual. One of these after-
effects is mental syndromes such as various cognitive dis-
orders after discharge from the hospital (14). Hence,
chronic diseases demand an approach that is different
from the dominant approach used in caring for acute con-
ditions, i.e., one in which the individual accepts the re-
sponsibility of their own disease as the main decision-
maker and contributes to it actively in the physical, men-
tal, and social aspects (13).

So, the approach to managing chronic diseases essen-
tially believes in the active contribution and decision-
making of the individual or the people involved in the
issue or problem (13). In this line, the Partnership Care
Model is one of the local models based on the Iranian cul-
ture and context that relies on the active contribution of
the patient unit (the patient, family members, and all indi-
viduals who play a role in the health/disease process) (15).

Emergence and Processing of the Partnership Care
Model: This model was developed by Eisa Mohammadi in
his Ph.D. dissertation. It was developed during a qualita-
tive study on controlling hypertension using a grounded
theory design which led to determining “ineffective care
relation” as the central variable. The next part of this study
conceptualized the necessity of creating a contribution for
controlling disease; then, it processed the clinical model of
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partnership care, which was finally assessed using a ran-
domized clinical trial (15).

The data analysis in this study demonstrated that hyper-
tension is a common, chronic, and fatal disease. The care
and control of this disorder includes observing the thera-
peutic and care protocol such as medicinal regiment, diet,
weight loss, exercise, complementary and adjunct inter-
ventions, stress reduction, and smoking cessation. The
previous studies have indicated that the efforts, programs,
and various interventions have not been successful in con-
trolling this condition, so that failure in controlling hyper-
tension is rendered as a global challenge (15).

The data of this study further showed that, for the logi-
cal and suitable control of this disorder, the characteristics
and actions of the patients ought to be prioritized over the
therapeutic and pharmacological methods and/or physio-
pathological features of the disease in the process of dis-
ease control, though controlling the disease is the domi-
nant paradigm in current research and interventions. These
variables include “lack of compliance”, “insufficient per-
ception and lack of awareness”, and “establishing an un-
successful care relation”. What display the participants’
dominant behavior and their coping skills in controlling
the disease are their efforts in making interrelations
through ineffective ones. This process is initiated by pa-
tients turning to physicians following their exposure to
symptoms. The physicians try to control the disease just
through drug prescription and dietary recommendations.
However, patients do not adhere to treatment due to lack
of awareness and insufficient perception; so, they are re-
hospitalized after the incidence of complications and turn
to the previous condition after controlling the side-effects
by nursing care and this cycle is repeated (15).

Continuous analysis and comparison of data and analy-
sis of the participants’ actions and the associations detect-
ed among the three concepts or variables suggest that “an
effective care relation” is formed between the three fun-
damental bases of the treatment process and disease con-
trol including the patient, the nurse, and the physician.
Then, the patients’ awareness, compliance, and adherence
to treatment, and follow-up are improved and will be ef-
fective in decreasing complications and controlling the
disorder. Thus, it is mandatory to find an appropriate
mechanism to achieve this goal (15).

The continued analysis of the data in the review of the
literature led to the conclusion that the concept of partner-
ship as the fourth variable can predispose to motivation,
responsibility, cooperation, and engagement of individuals
in team processes so that its application in various fields
improves the interpersonal relations. Consequently, the
creation of a partnership was proposed as a mechanism for
resolving the challenge of controlling hypertension. Con-
sidering the functions of partnership and its relation with
the variables, especially with the major variable, i.e., inef-
fective care relation, the partnership approach can be pro-
posed and applied as a theoretical and practical foundation
for creating and developing dynamic, effective, and inter-
active care relations in controlling hypertension (15).

This study has presented the partnership care theory in-
stead of self-care and nursing care. Ultimately, this study
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Fig. 1. The main components of Partnership Care Theory (by
courtesy of Mohammadi et al., 2002 (16)

has presented three innovative issues in facing hyperten-
sion control (1) Changing the approach to the problem
from microscopic and molecular examination to client-
physician and nurse interactions; (2) The complexity and
persistence of this disease is not just related to its physio-
logical nature; rather, it is related to ineffective care rela-
tion, lack of patients’ adherence to treatment, and their
inadequate perception of the nature and complications of
the disorder; and (3) Determination and theorization of
partnership in care and treatment of hypertensive (Fig. 1).

The theory above has proposed and approved the neces-
sity of creating a dynamic, interactive, and active care
relation based on the partnership element; nevertheless, it
has not illustrated the how of creating and obtaining this
partner care relation.

Hence, the researchers developed in another study an
operational model with the following objectives through
review of literature and experiences of other communities:
(1) Establishing a continuous, interactive, and effective
relation between the treatment and care team in the
healthcare process; (2) Increasing cooperation, motivation,
and responsibility among the healthcare team in the
healthcare process; (3) Promotion of health level and qual-
ity care; and (4)The compliance and adherence to treat-
ment by the patient and those contributing to the disease
process.

The general goals or the resultant functions of the Part-
nership Care Model in hypertensive are: (1) Reducing the
patient’s daily average BP to less than 140/90 mmHg; (2)
Diminishing the rate of cardiovascular, cerebral, renal,
and ocular complications of the disease; (3) Increasing the
patient’s satisfaction and improving the quality of their
life; (4) Decreasing the risk factors involved in aggrava-
tion of hypertension and its consequences; and (5) Reduc-
ing treatment costs. The stages of the Partnership Care
Model are 1. Motivation, 2. Preparation, 3. Involvement,
and 4. Evaluation.

Motivation: This is the first stage in the Partnership
Care Model. Each partnership system is a voluntary sys-
tem. The following steps should be taken to create motiva-
tion: (1) Complete and correct investigation and identifi-
cation of the client’s status and problems, and present fa-
cilities and conditions; (2) Creating the same awareness
and shared perception of the concepts and goals of the

care program in individuals which may vary from client to
client. Although the general goal is improving and main-
taining health, the meaning of improvement should be
defined individually on the basis of the type of disease and
its prognosis and the types of problems of each individual;
(3) Familiarity of individuals and members with their
roles, duties, and responsibilities in the care process; (4)
Encouraging individuals, especially the patients, to get
involved in the care-giving process through making them
aware of the current status and also the risks and ad-
vantages of partnership care; and (5) Creating and devel-
oping reciprocal confidence between the client, physician,
nurse, and other members of the healthcare team. At the
end of this stage, after examining and identifying the cli-
ent’s status, facilities, and present conditions of the care
process completely, the deficiencies, short-comings, and
the identified problems should be determined in the
framework of care problems and nursing diagnoses.
Preparation: This is the second stage of the Partnership
Care Model aimed at creating the required background
and developing the suitable program for engaging all
members of partnership team including the patient, nurse,
and physician since the intentions and programs will not
be realized or very weak results will be obtained without
responsibility and practical involvement of individuals
even with the most competent persons and the best pro-
grams, facilities, and ideas. Given that healthcare
measures contain a series of specialized activities, the
types of activities and their relation with responsibilities
and duties of individuals ought to be determined and de-
fined on the basis of their abilities and skills to create the
required background for the engagement and logical par-
ticipation of all members especially clients. Moreover, the
types of relations among the major elements of the
healthcare process should be determined at this stage. To
achieve this goal, the following measures are necessary:
(1) Determining the general goal and stage objectives on
the basis of problems and care diagnoses; (2) Planning
continuous educational partnership visits on the basis of
care problems and nursing diagnoses to prepare and coor-
dinate individuals especially the clients for transferring
information, knowledge, and specific caregiving skills; (3)
Developing and explaining individuals’ measures and
duties and defining the reciprocal expectations; and (4)
Determining the specific plan and timetable for imple-
menting and following up the healthcare programs. Dur-
ing the stage of determining the plan and time-table, spe-
cial attention should be paid to “planning partnership vis-
its” and “following up of partnership visits” some charac-
teristics of which are “teamwork”, “patient-centeredness”,
“emphasis on education”, “transmission of experiences”,
“creation of confidence”, and “motivation and encour-
agement to treatment adherence and time outcome”.
Involvement: When implementing any partnership pro-
gram without effective management, the partnership sys-
tem will gradually fade into oblivion or will be recorded
in the patient’s file as some sheets and pamphlets. So, a
manager or coordinator ought to be selected to implement
any program for any small group. The following measures
are necessary for this line: (1) Determining the major head
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Fig. 2. The four implementation stages of the Operational Partnership
Care Model (by courtesy of Mohammadi et al., 2002 (18)

of the partnership healthcare team; (2) Team agreement on
transferring responsibilities and authorities to the head and
cooperating with him/her; and (3) Implementing the pro-
gram with the designed partnership visits by the group.

Evaluation: In the Partnership Care Model, evaluation
consists of process (formative) evaluation (during the im-
plementation of the research) and summative evaluation
(final), which will be implementable on the basis of the
goals set in the second stage (Fig. 2). Therefore, the re-
searchers speculate that engaging the patient unit on the
basis of involvement of family members in solving a prob-
lem may serve as an effective step to help the patients play
their appropriate role to improve their own status. Conse-
quently, nurses should recognize the patients’ options,
needs, and abilities in reality, and perceive their commu-
nications and social context to fulfill their professional
role and duty. They should also acquire experience and
insight in this field in a comprehensive framework to pro-
vide nursing care on the basis of a powerful thought (17).

This operational model was first developed on hyper-
tensives by a researcher in a randomized clinical trial (18);
then, another researcher tested and validated it on other
patients with a chronic disease. Given the wide prevalence
of various types of chronic disorders, the present research-
ers conducted a study entitled: “A review of 16 years of
application of Partnership Care Model on the consequenc-
es of chronic diseases: describing and assessing the quali-
ty of the methodology of papers” aimed at (1) Determin-
ing the effect of Partnership Care Model on the conse-
quences of chronic disorders, and (2) Describing and as-
sessing the quality of methodology section of the pub-
lished papers.

Methods

This systematic review was conducted up to December
25, 2019. A systematic search was carried out using
PRISMA guideline for retrieving published and un-
published (gray literature) studies relating to Partnership
Care Model (19). All methodological steps of the study
were done by three highly experienced researchers (First
and second author along with model designer). The final
agreement between the three evaluating researchers was
assessed through Kendall's coefficient of agreement
(r=0.92; p<0.001). The study population was all the Irani-
an and foreign papers that had used the Partnership Care
Model.
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The search was carried out in the Persian Scientific In-
formation Database (SID), Maglran, Iran Medex, and
Irandoc and also in the English databases, including Sco-
pus, Web of Science, PubMed, Science Direct, and
Proquest. The Google search engine was used in English
and Persian to enrich the repertoire of retrieved articles
since it is the origin of the Partnership Care Model for the
Iranian patients’ population. To cover all the pertinent
papers, no time or language limitations were considered.
The phrase “Partnership model” was used to search in the
Persian databases. Also, the phrases ‘“Partnership care”,
“Participatory caring”, “Participatory Care”, Collaborative
caring”, “Collaborative Care”, and “Partnership caring”
were used in the titles, abstracts, and keywords. To in-
crease the richness of the retrieved papers, manual search
was conducted in addition to database search to find the
unpublished papers, theses, and dissertations (gray litera-
tures) in Tehran University of Medical Sciences, Iran
University of Medical Sciences, Shahid Beheshti Univer-
sity of Medical Sciences, University of Well-being and
Rehabilitative Sciences, Tarbiat Modares University,
Mashhad University of Medical Sciences, Tabriz Univer-
sity of Medical Sciences, Isfahan University of Medical
Sciences, Shiraz University of Medical Sciences, and
Yazd Shahid Sadoughi University of Medical Sciences.
The selection of the sites for the manual search was done
on the basis of the researchers’ ability shown in Figure |
as “Other”. Moreover, in order to increase the richness of
the retrieved articles, in addition to the electronic search
of the mentioned databases, the researchers searched the
dissertation system of the medical universities of the
country to the address thesis.reserch.ac.ir; and internal
theses that were consistent with the aims and criteria of
the present study were included. External theses were
searched and studied in the ProQuest database. The “Ref-
erences” of all papers were also searched to ensure of re-
trieval of all possible papers (Fig. 1). Endnote (Thomson
Reuters, X7.5, Bld 9325) was used to organize the infor-
mation. For gray literature, since full-text studies were
evaluated as quality and studies such as conferences did
not include essentials methodological points, they were
not included in the analysis. For the IRCT database, the
studies in this database were abstracts only and the pub-
lished article was included in the study.

The keywords used in the said databases included: Sco-
pus: TITLE-ABS-KEY ( "Participatory Care" OR "Par-
ticipatory Caring" OR "Partnership care" OR "Partner-
ship caring" OR "Collaborative care" OR "Collabora-
tive caring"); PubMed: ("Participatory Care" [Ti-
tle/Abstract] OR "Participatory Caring" [Title/Abstract]
OR '"Partnership care" [Title/Abstract] OR "Partnership
caring" [Title/Abstract] OR "Collaborative care" [Ti-
tle/Abstract] OR "Collaborative caring"[Title/Abstract]);
Web of Science: TOPIC: ("Participatory Care" OR "Par-
ticipatory Caring" OR "Partnership care" OR "Partnership
caring" OR "Collaborative care" OR "Collaborative car-
ing"); Proquest: ab ("Participatory Care" OR "Participa-
tory Caring" OR "Partnership care" OR "Partnership
caring” OR "Collaborative care"” OR "Collaborative
caring" ); Science Direct: TITLE-ABSTR-KEY ("Partici-
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patory Care" OR "Participatory Caring" OR "Partnership
care" OR "Partnership caring" OR "Collaborative care"
OR "Collaborative caring"); Google Scholar: ("Participa-
tory Care" OR '"Participatory Caring" OR "Partnership
care" OR "Partnership caring” OR "Collaborative care"
OR "Collaborative caring").

Regarding the Google scholar search engine, the Eng-
lish search resulted in 17300 papers that were irrelevant;
s0, to manage a purposive search and avoid unwanted
deletion of papers, only the first 30 pages were surveyed.

The primary criteria of paper selection were: the use of
the Partnership Care Model and the availability of the
electronic or physical file of the paper. Review articles
and letters-to-the-editor were excluded from the study due
to the lack of use of primary data and oral presentation;
also, paper posters were omitted if the main article was
inaccessible or if its methodology was omitted from the
paper. Having examined the retrieved papers, they were
screened on the basis of inclusion criteria so that we came
up with papers that observed the inclusion criteria.

The quality of finalized papers was evaluated separately
by three experienced assessors (first and second authors
along with model designer) who were familiar with sys-
tematic reviews. Then, the results were discussed in a
common coordination session. The problematic areas were
debated and the final agreement was achieved among the
three assessors. The final agreement between the three
evaluating researchers was assessed through Kendall's
coefficient of agreement (r=0.92; p<0.001). Four scales,
including JADAD (20, 21), Cochrane Risk of Bias (22,
23), Newcastle-Ottawa (13), and the subscale checklist of
Consort (21) were applied that were accessible at
www.consort-statement.org. These four instruments were
used for two reasons: (1) Different examination and view
of each tool for the same papers, and (2) Comparison of
scores obtained from different tools for the same papers.

The JADA scale includes 5 items on randomization,
randomization method, blinding, blinding method, and the
samples excluded from the study. Each item will receive
either 0 or 1 point. The item will receive 1 point if it is
reported properly and 0 if it is not reported or if it is re-
ported improperly. The maximal score of this scale is 5
(20, 21).

The Cochrane Risk of Bias is a scale used for examining
the rate of bias in interventional studies. In this scale, sta-
tistical bias is assessed as judgments about selection, per-
formance, attrition, reporting, and other important cases
(Other) using a Likert scale ranging from high, low, and
unclear (22, 23).

The new version of the Consort checklist is a 25-item
inventory that includes 37 sub-items in the areas of title,
abstract, introduction, methodology, results, discussion,
and some information related to the paper itself. In the

case of proper reporting of each item, the page number of
the report of that item is recorded (21). In this assessment,
only 7 out of 37 items were emphasized including (1a)
Stating the phrase “randomized trial” in the title; (4a) The
participants’ inclusion criteria; (4b) Setting of data collec-
tion; (5) The type of intervention in each group so that it
could be replicated by other people; (6a) Full explanation
of the tools required for the outcomes of the study and the
time of their completion; (17a) Statement of the results of
the study along with a report on the effect size and accura-
cy for each of the outcomes of the study; (23) The IRCT
code and the place of registration of the clinical trial. In
addition to the separate investigation of the 7 items ex-
plained above, the number of the items reported as appro-
priate will be reported as the total score of the scale rang-
ing from O to 7.

The Newcastle-Ottawa scale examines the papers in
terms of “selection process” (4 stars), “comparability” (2
stars), and “outcome” (3 stars). On the basis of this scale,
the papers were scored from O (the weakest) to 9 (the
strongest). In this scale, each star represents 1 point (13)
(Table 1).

Descriptive statistics of frequency (percentage) and
mean (SD) were used to describe and compare the scales
of paper quality assessment. Spearman correlation coeffi-
cient was used to determine the correlation between the
scores of assessment scales. Kruskal-Wallis and U Mann-
Whitney tests were used to examine the difference in the
scores of the three assessment scales. The subgroup analy-
sis of the studies was done with Kruskal-Wallis and U
Mann-Whitney test considering the mean scores of the
three assessment scales on the year of the study, the pres-
ence of the model developer in the studies, interpersonal,
inter-university, and international cooperation, and the
corresponding author’s place of residence. The data were
analyzed with SPSS and Figure 3 was plotted with
GraphPad. Kendall agreement coefficient was used to
investigate the assessors’ agreement on the scores ob-
tained from the four scales of JADAD, Consort, Cochrane,
and Newcastle-Ottawa (p<0.05).

Results

A total of 11509 papers were retrieved in the initial
search, which was reduced to 23 using the PRISMA
screening guide (Fig. 1). The 23 remaining papers be-
longed to the following databases: SID, 8§ papers, Irandoc,
10 papers, Proquest, 1 paper, Web of Science, 1 paper,
and Scopus, 3 papers. It should be pointed out that Mo-
hammadi et al. (2011) published a study in English aimed
at determining the effect of Partnership Care Model on the
life quality and metabolic control of adult diabetics; this
study was not found in the mentioned databases at the
time of electronic search (24) and was, hence, excluded

Table 1. Scoring algorithm of Newcastle-Ottawa scale for investigating study bias

Quality rating Selection domain Comparability domain Outcome domain
Good >3 >2 >2
Fair 2 >1 >2
Poor 0-1 0 0-1
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v

Retrieved papers to the Endnote software (n=11509)
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A 4

Reviewing the paper's title and abstract (n=2058)

reviewing the title of papers using the Endnote
software (n=9451)

Removing unrelated papers to the Partnership care

A 4
Reviewing the full text of Partnership care model papers (n=100)

model (n=1958)

Removing unrelated papers to the Partnership care

Selection the Partnership care model papers (n=23)

Fig. 3. The process of paper entrance into the systematic review

from our systematic review. The finalized papers were
reviewed and classified in terms of authors, year of the
study, type of research and number of groups under study,
purpose of the study, sampling method, sample character-
istics in terms of number and type of diseases, data collec-
tion method, and final outcome of model implementation
(Table 2).

The Primary Descriptive Information of Partnership
Care Model Studies: Of 23 studies conducted, 14 were
two-group clinical trials, 8 were two-group quasi-
experimental studies, and 1 was a single group quasi-
experimental study. The studies by Khoshab et al. (25),
Borhani et al. (26), Kashaninia et al. (27), and Zinati et al.
(28) were single research each, resulting in two published
papers. Regarding the quasi-experimental studies, an in-
vestigation of the type and methodology of the study indi-
cated that these studies were, in fact, clinical trials; how-
ever, clinical trials were not as strong as quasi-
experimental designs at the time of publication of the pa-
per or the authors originally reported the paper in this
format; maybe the design of the study has been modified
during the review process. The year of publication of pa-
pers ranged from 2006 (the first paper published on model
development) (28) to 2017 (Shamsi et al.) (29), Borji &
Motaghi (30), and Zare’ et al. (31). Regarding the lan-
guage of publication, most studies were published in Per-
sian except Sajjadi et al. (32), Shamsi et al. (29), Mo-
hammadi et al. (18, 33), and Hassanali et al. (34) which
were published in English. Regarding sampling method,
all 22 studies except one (Ghavidel et al.) (35) used the
nonprobability convenient sampling method, census sam-
pling, or purposive sampling method due to the nature of
the study in the first stage and random assignment in the
second stage. Though some authors have referred to pur-
posive sampling, this method has been used more in quali-
tative studies than in quantitative ones (36) (Table 2).
Moreover, regarding the journals that had published part-
nership care model papers, a wide spectrum of 20 Iranian
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model (n=77)

and foreign journals with various indexing including sci-
entific, scientific-research, Scopus, PubMed, and ISI had
published these studies. The number of papers published
in each journal is given in front of the journal’s name. The
Persian journals were: Journal of Babol University of
Medical Sciences (1), Journal of Shahr-e-Kord University
of Medical Sciences (1), Evidence-based Care Quarterly
(2), Journal of ICU Nursing (1), Journal of Psychological
Nursing (2), Iranian Journal of Nursing (1), Internal-
Surgical Nursing Quarterly (2), Journal of Qom Universi-
ty of Medical Sciences, Journal of Military Care Sciences
(1), Journal of Prevention and Health (1), Rehabilitative
Research in Nursing (2), Journal of Sabzevar University
of Medical Sciences (1), Clinical Journal of Nursing &
Midwifery (1), Scientific Journal of Hamadan School of
Nursing & Midwifery (1), and Ibn-e Sina (Avicenna) Sci-
entific Journal/NAJA Health & Treatment Office (1). The
English Journals were:

Scholarly Quarterly of the Horizon of Medical Sciences
(1), Depression Research and Treatment (1), Applied
Nursing Research (1), International Journal of Nursing
Practice (1), and Journal of Diabetes and Metabolism (1).

Regarding questionnaires, specialized disease-based
questionnaires were used in many cases that made patient
assessment more realistic and transparent. Some of these
questionnaires included: Spielberger’s Situational Anxiety
Measurement Questionnaire, Child’s General Life Quality
Questionnaire (Parents & Child Report), Beck’s Anxiety
and Depression Questionnaire, Cardiac Patients’ Life
Quality Questionnaire, the 21-item Anxiety, Stress, and
Depression Questionnaire, Adult Asthmatic Patients’ Life
Quality Questionnaire, Fatigue Severity Questionnaire,
LifeStyle Questionnaire, Nottingham Life Quality Ques-
tionnaire, Perceived Social Support Questionnaire, Gen-
eral Self-efficacy Questionnaire, Beck’s Self-image Ques-
tionnaire, the 42-item Depression, Anxiety, and Stress
Questionnaire, the second version of Beck’s Depression
Questionnaire, SF-36 Life Quality Questionnaire, Peters-
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burg Sleep Quality Questionnaire, Spielberger’s Overt &
Covert Anxiety Questionnaire, the 28-item Mental Health ~ (41-45, 25-26, 35, 18, 39, 31-33, & 47), teenagers (27-29,
Questionnaire, and Daily Activities Questionnaire (Table 34, 38, & 40), and young children and infants (37, 46).
2). Yet, the emphasis in the young children and infant popula-

Regarding the study population, the Partnership Care  tion has been on parents. Finally, regarding type of diseas-

Model has been used in senescent patients (30), adults
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Table 2. The finalized screened studies

Author (Year) Research Dependent Sampling Sample Data collection Conclusion
design variable method specifications Questionnaire
Alijany Two groups  Quality of life = Convenience 72 children with ~ General quality of =~ /Mean scores of quality of life in all
1391 (37) experimental ~ of school age  and random thalassemia child's life dimensions (Parental and child re-
children allocation major porting), except for the parental
physical function in the intervention
compared to the control group
Khoshab Two groups Depression Convenience 90 patients with Beck's anxiety J/Mean scores of anxiety and depres-
1391 (25) clinical trial and anxiety and random heart failure and depression sion in the intervention compared to
allocation the control group
Borhani Two groups  Quality of life  Convenience 90 patients with Heart failure /Overall mean score of quality of life
1391 (26) clinical trial and random heart failure quality of life and three dimensions physical, psy-
allocation chological, and social in the interven-
tion compared to the control group
Parviniannasab ~ Two groups Depression Convenience 60 teens with Depression, anxi-  /Mean depression score in the inter-
1392 (38) semi- and random thalassemia ety, and stress 21 vention compared to the control
experimental allocation major group
Daneshi Two groups  Quality of life ~ Convenience 80 adult with Asthmatic adult foverall mean score of quality of life
1393 (39) clinical trial and random asthma quality of life and four dimensions physical, psy-
allocation chological, social, and living envi-
ronment in the intervention compared
to the control group
Hassanali Two groups Metabolic The census 40 diabetic Diabetes control, /Mean score of glycosylated hemo-
1392 (40) quasi- control of and random teens Glycosylated globin control and insulin consump-
experimental  diabetic teens allocation hemoglobin, and  tion in the intervention compared to
insulin consump-  the control group
tion index
Mamene Two groups Nutritional The census 40 family Adjusted life style  /Mean score fast food consumption,
1393 (41) clinical trial behavior of and random members of fruits, vegetables, cans, sweets, solid,
the family allocation patients with vegetable oil, sausages, heavy dinner
type II diabetics in late time in the intervention com-
pared to the control group
Lashkari Two groups Fatigue Purposeful 52 under hemo- Fatigue severity Joverall mean score of fatigue inten-
1395 (42) clinical trial and random  dialysis patients sity with a slight and non-significant
allocation increasing in fatigue rate and reduc-
ing in fatigue severity in the interven-
tion compared to the control group
Zare Two groups Reducing the Purposeful 58 coronary Nottingham's / Mean score of quality of life as
1396 (31) clinical trial disease com- and random patients quality of life well as decreasing trend in the four
plications and allocation groups after the intervention with a
improve moderate significant effect size in the
quality of life intervention compared to the control
group
Borji Two groups Social sup- Convenience 80 elderly peo- Perceived social /Mean score of social support and
1396 (30) clinical trial port and and random ple support, and self-  general self-efficacy in the interven-
public self- allocation efficacy tion compared to the control group
efficacy
Sajjadi Two groups Self- Convenience 60 patients with Beck's self- 7 Mean score of self-conception in
1395 (32) clinical trial conception and random type 2 diabetes reflection the intervention compared to the
allocation control group
Rezapour Two groups Depression, Convenience 50 patients Depression, anxi-  /Mean score of depression, anxiety,
1395 (43) clinical trial anxiety, and and random undergoing ety, and stress 42 and stress in the intervention com-
stress allocation angioplasty pared to the control group
Kashaninia Two groups Depression Purposeful 40 teens with Second version of  /Mean score of depression in the
1395 (27) semi- and random thalassemia beck's depression  intervention compared to the control
experimental allocation major group
Zinati Two groups  Quality of life ~ Convenience 40 teens with SF-36 quality of 7 Mean score of quality of life in the
1394 (28) semi- and random thalassemia life intervention compared to the control
experimental allocation major group
Alamdarloo Two groups Quality of Purposeful 60 undergoing Petersburg's J/Mean score of quality if sleep in the
1394 (44) semi- sleep and random CABG surgery quality of sleep intervention compared to the control
experimental allocation patients group
Nayyeri Two groups Quality of Convenience 102 patients Petersburg's J/Mean score of quality of sleep in the
1394 (45) clinical trial sleep and random with heart fail- quality of sleep intervention compared to the control
allocation ure group
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Table 2. Ctd

Author (Year) Research Dependent Sampling Sample
design variable method specifications
Nouhi Two groups Anxiety of Convenience 90 mothers,
1393 (46) clinical trial mothers and random have a child
allocation with gastroin-
testinal infec-
tion
Mamene Two groups Nutritional Convenience 40 patients with
1393 (47) clinical trial behavior and random diabetes
allocation
Ghavidel One group Quality of life  The census 32 under hemo-
1388 (35) semi- dialysis patients
experimental
Shams Two groups ~ Mental health  Convenience 82 teens with
1396 (29) experimental and random thalassemia
allocation major
Mohammadi Two groups  Activity daily ~ Convenience 104 patients
1395 (33) clinical trial living and random with heart fail-
allocation ure
Mohammadi Two groups Control of Convenience 150 patients
1385 (18) clinical trial blood pres- and random with hyperten-
sure allocation sion
Hassanali Two groups Metabolic The census 40 diabetic
1395 (34) quasi- control of and random children
experimental  diabetic teens allocation

Data collection
Questionnaire
Spilberger's ap-

parent and hidden

anxiety

Nutritional part of

life style

SF-36 quality of
life

General health 28

Lawton daily
activity

SF-36 quality of
life, Spilberger's
apparent and
hidden anxiety,
and adherence to
treatment
Diabetes control,
Glycosylated
hemoglobin, and
insulin consump-

Conclusion

J/Mean score of apparent anxiety and
being at the moderate to high level
hidden anxiety in the intervention
compared to the control group

/Mean score of taking meals, eating
more than three times, taking liquid
oil, fruits, vegetables, and fish in the
intervention compared to the control
group

7 Mean score of physical dimensions
(physical function, physical activity
limitation, physical pain, and general
health), mental health (mental health,
well-being, social function, and psy-
chological role limitation) in the
intervention compared to the control
group

/Mean score of general health and its
subscales physical complaints, anxie-
ty, social dysfunction, and depression
in the intervention compared to the
control group

/Mean score of daily activities (using
phone, shopping, cooking, house-
keeping, washing, walking in the city
and taking medication) in the inter-
vention compared to the control
group

/Mean score of total quality of life
along with all 8 subscales, and adher-
ence from the treatment, and /Mean
score anxiety in the intervention
compared to the control group

/Mean score glycosylated hemoglo-
bin control and insulin consumption
in the intervention compared to the
control group

tion index

es, the Partnership Care Model has been applied to thalas-
semia major (37, 38, 27, 28, & 29), cardiac failure (25, 26,
45, & 33), diabetes type II (41, 32, & 47), and other
chronic disorders (Table 2).

Populations under Study: In the conducted studies, the
intended consequences were reported in terms of the type
of disease. These outcomes are displayed completely in
Table 2. The most common consequences frequently oc-
curring in diabetics, cardiovascular patients, and thalas-
semia patients are presented below.

Diabetics patients: Various studies had dealt with vari-
ous aspects of the healthcare issues of these patients. Gen-
erally, 3 studies focused on diabetes type II (41, 32, & 47)
and 2 studies addressed diabetes type I (40, 34). Among
the studies that focused on diabetes type II, the studies by
Ma’maneh et al. referred to the family’s nutritional behav-
ior (41) and the patient (47) while Sajjadi et al. focused on
the promotion of self-image (32). The studies by Has-
sanali et al. focused on metabolic control of blood sugar
levels in type I diabetic patients (40, 34) (Table 2).

Cardiovascular Patients: Various classifications were
done on cardiovascular diseases; nevertheless, all patients
with heart failure, myocardial infarction, CABG patients,
and angioplasty patients were grouped under the cardio-
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vascular category. Generally, 7 studies on cardiovascular
diseases investigated the effect of the Partnership Care
Model on various aspects of cardiovascular disorders.
These included the study by Khoshab et al. on the rate of
depression and anxiety in heart failure patients (25), the
study by Borhani et al. on the life quality of heart failure
patients (26), the study by Niri et al. on the life quality of
heart failure patients (45), the study by Mohammadi et al.
on the daily activities of heart failure patients (33), the
study by Zare’ et al. on reducing disease complications
and improving the life quality of MI patients (31), the
study by Rezapoor et al. on the severity of depression,
anxiety, and stress in angioplasty patients (43), and the
study by Alamdarloo et al. on the life quality of CABG
patients (44) (Table 2).

Thalassemia Patients: The studies on thalassemia were
carried out in three areas: children (37), teenagers (38, 27,
28, & 29), and parents of thalassemia children (37). The
study by Alijany et al. focused on the quality of life of
school-age children and their parents (37), the study by
Parvinian et al. on teenager depression (38), the study by
Kashaninia et al. on teenager depression (27), the study by
Zinatinia et al. on life quality of teenagers (28), and the
study by Shamsi et al. on mental health of thalassemia
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teenagers (29) (Table 2).

Assessment of Quality of Papers: The data on paper
quality assessed by JADAD, Consort, Cochrane, and
Newcastle-Ottawa scales were imported to Microsoft Ex-
cel 2007 and were categorized, compared, and summa-
rized on the basis of the data presented (Tables 3 & 4).
Considering the quality of the assessed papers and various
outcome variables reported in each study, no meta-
analysis was possible, and the results were presented as
investigation of the quality of the papers. Other reasons
aside from the quality of papers were: various tools used,
the heterogeneous groups reported in the studies, and defi-
cient results that could not be integrated or accumulated.
The quality of papers was assessed by three separate as-
sessors experienced in the evaluation of the quality of
publications. Group sessions were held by the three asses-
sors at the end of the assessment of each scale to check the
accuracy of the performed assessments. In the case of any
disparity among the three assessors, the debate continued
till an agreement was achieved on the assessment scores
of the four scales of JADAD (p<0.001), Consort
(p<0.001), Cochrane (p<0.001) and Newcastle-Ottawa
(p<0.001).

Description of Scores of JADAD, Consort, and Newcas-
tle-Ottawa: The maximum score of JADAD was 5, eleven
studies obtained a score of 3, and other studies (12 stud-

ies) obtained a score of less than 3 (Table 3). The maxi-
mum score of Consort was 7, two studies obtained 7, six
studies obtained 6, and the remaining 15 studies obtained
scores of less than 6. Also, the maximum score of New-
castle-Ottawa was 9, and interestingly all 23 studies ob-
tained 8 (Table 4).

Cochrane Risk of Bias: This scale examines bias in
studies qualitatively in five areas at the low, high, and
unclear levels. In the area (category) of creating random
sequence due to selection bias, all 22 studies except one,
that reported high bias, reported low-level bias. In the area
(category) of random concealment from selection bias, all
23 studies had reported this category as unclear. Also, the
two aspects (dimensions) of “blinding of samples” and
“blinding of consequences” from the category of perfor-
mance bias were reported as unclear in all studies. The
status of the category of other types of bias was reported
as unclear in all studies (Table 3).

The Newcastle-Ottawa Scale: The three categories of
selection, comparability, and consequences were at an
acceptable level in all reviewed studies. Yet, one aspect of
the category of comparability that pertained to considering
the intervening variables in the analysis of data of the
studies was not at an acceptable level. This important
point was not noticed in any of the reviewed studies (Ta-
bles 1 & 4).

Table 3. The quality assessment of papers with JADAD and Cochrane Risk of Bias scales

JADAD Scale

Cochrane Risk of Bias Scale

< w g A
S 3
Author (Year) § @ £ 'q: e £
= = g £ £
g S S
S = g £.E 5.8
2 m 2 ) 2@ "
b [} = = o — 2 "
& = v 3 /A 3 & g
= [ 5 -8
s) = %D = ©
a £ £ &
g F 5 E §2
. 2 = 3 a £ =
® 3 =] 3] o
o =l 5} = = g =] -4 <
= g L =38 82 23 g
s S22 £ E §5 §£ EE 5
g .c 2% & on = o S a 9 o
3+ 3 ;‘E’ = E] g 2 23 3 g =
| R % <5 5% °
& m g [
Alijany 1391 (37) 1 - — - 1 2 Low  Unclear Unclear Unclear Low Low  Unclear
Khoshab 1391 (25) 1 1 - - 1 3 Low Unclear Unclear Unclear Low Low  Unclear
Borhani 1391 (26) 1 1 — - 1 3 Low  Unclear Unclear Unclear Low Low  Unclear
Parviniannasab 1 - - - 1 2 Low  Unclear Unclear Unclear Low Low  Unclear
1392 (38)
Daneshi 1393 (39) 1 1 —- - 1 3 Low  Unclear Unclear Unclear Low Low  Unclear
Hassanali 1392( 40) 1 - - - 1 2 Low  Unclear Unclear Unclear Low Low  Unclear
Mamene 1393 (41) 1 1 —- - 1 3 Low  Unclear Unclear Unclear Low Low  Unclear
Lashkari 1395 (42) 1 - - - 1 2 Low  Unclear Unclear Unclear Low Low  Unclear
Zare 1396 (31) 1 1 — - 1 3 Low  Unclear Unclear Unclear Low Low  Unclear
Borji 1396 (30) 1 1 - - 1 3 Low Unclear Unclear Unclear Low Low  Unclear
Sajjadi 1395 (32) 1 1 — - 1 3 Low  Unclear Unclear Unclear Low Low  Unclear
Rezapour 1395 (43) 1 1 — - 1 3 Low  Unclear Unclear Unclear Low Low  Unclear
Kashaninia 1395 (27) 1 - — - 1 2 Low  Unclear Unclear Unclear Low Low  Unclear
Zinati 1394 (28) 1 - - - 1 2 Low  Unclear Unclear Unclear Low Low  Unclear
Alamdarloo 1394 (44) 1 1 — - 1 3 Low  Unclear Unclear Unclear Low Low  Unclear
Nayyeri 1394 (45) 1 1 - - 1 3 Low Unclear Unclear Unclear Low Low  Unclear
Nouhi 1393 (46) 1 - - - 1 2 Low  Unclear Unclear Unclear Low Low  Unclear
Mamene 1393 (47) 1 1 — - 1 3 Low  Unclear Unclear Unclear Low Low  Unclear
Ghavidel 1388 (35) 1 - - - 1 2 High  Unclear Unclear Unclear Low Low  Unclear
Shams 1396 (29) 1 - - - 1 2 Low  Unclear Unclear Unclear Low Low  Unclear
Mohammadi 1 - - - 1 2 Low  Unclear Unclear Unclear Low Low  Unclear
1395 (33)
Mohammadi 1 - - - 1 2 Low  Unclear Unclear Unclear Low Low  Unclear
1385 (18)
Hassanali 1395 (34) 1 - — - 1 2 Low Unclear Unclear Unclear Low Low  Unclear
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Table 4. The quality assessment of papers with Newcastle-Ottawa and the CONSORT 2010 subscale

Author (Year) Newcastle-Ottawa Scale CONSORT 2010 Subscale
Selection Comparability Outcome la 4a 4b 5 6a 17a 23

s é) s g & 2 g <

sz Fii: i ¢ 2i: OE 5 E

e g2 EL B& 5 £LE2 £ 2 e

56 36 EfiszTEg gz 2i= 2 ¢

k| £ E 2 E: $E A&

&) n 5]

Alijany 1391 (37) 1 1 1 1 1 -—- 1 1 1 8 P S SO L 1* -- 5
Khoshab 1391 (25) 1 1 1 1 1 - 1 1 1 8 - 1* 1* 1* 1* 1* -—- 5
Borhani 1391 (26) 1 1 1 1 1 - 1 1 1 8 e L o L 1* - 5
Parviniannasab 1 1 1 1 1 -—- 1 1 1 8 - 1 1*  1* 0 1* 1* - 5
1392 (38)
Daneshi 1393 (39) 1 1 1 1 1 -—- 1 1 1 8 P SO SR L 1* - 5
Hassanali 1392( 40) 1 1 1 1 1 - 1 1 1 8 e L o L 1* - 5
Mamene 1393 (41) 1 1 1 1 1 - 1 1 1 8 PR SO LR O 1* 1* 6
Lashkari 1395 (42) 1 1 1 1 1 - 1 1 1 8 1* 1* 1* 1* 1* 1* 1* 7
Zare 1396 (31) 1 1 1 1 1 - 1 1 1 8 P S SO o 1* 1* 6
Borji 1396 (30) 1 1 1 1 1 - 1 1 1 8 - 1* 1* 1* 1* 1* -—- 5
Sajjadi 1395 (32) 1 1 1 1 1 -- 1 1 1 8 P S SO o 1* 1* 6
Rezapour 1395 (43) 1 1 1 1 1 - 1 1 1 8 - 1* 1* 1* 1* 1* 1* 6
Kashaninia 1395 (27) 1 1 1 1 1 -—- 1 1 1 8 PR S SO L 1* -- 5
Zinati 1394 (28) 1 1 1 1 1 - 1 1 1 8 - 1* 1* 1* 1* 1* - 5
Alamdarloo 1394 (44) 1 1 1 1 1 - 1 1 1 8 e L o L 1* - 5
Nayyeri 1394 (45) 1 1 1 1 1 -—- 1 1 1 8 P S LR O 1* 1* 6
Nouhi 1393 (46) 1 1 1 1 1 - 1 1 1 8 ) SR L GO R 1* - 6
Mamene 1393 (47) 1 1 1 1 1 -- 1 1 1 8 ) SR L GO O 1* 1* 7
Ghavidel 1388 (35) 1 1 1 1 1 - 1 1 1 8 e L o L 1* - 5
Shams 1396 (29) 1 1 1 1 1 -—- 1 1 1 8 P SO SR L 1* -—- 5
Mohammadi 1 1 1 1 1 - 1 1 1 8 - 1* 1* 1* 1* 1* - 5
1395 (33)
Mohammadi 1 1 1 1 1 - 1 1 1 8 - 1* 1* 1* 1* 1* - 5
1385 (18)
Hassanali 1395 (34) 1 1 1 1 1 -—- 1 1 1 8 --- 1* 1* 1* 1* 1* - 5

Description of Scores of JADAD, Consort, and Newcas-
tle-Ottawa Scales: The mean+SD of JADAD scale was
2.48+0.511 with a minimum of 2 and a maximum of 3.
That of Consort was 5.43+0.662 with a minimum of 5,
and a maximum of 7 and that of Newcastle-Ottawa was
8.00+0.00 with a minimum and maximum of 8.

The Correlation among the Scores of JADAD, Consort,
and Newcastle-Ottawa Scales: The Spearman correlation
coefficient between JADAD and Consort was not signifi-
cant (r=0.359, p=0.092). Also, the test could not be run for
the correlation between the scores of Newcastle-Ottawa
and the scores of the JADAD and Consort scales.

The Subgroup Comparison of Mean Scores of JADAD,

Consort, and Newcastle-Ottawa: The mean scores of the
three scales were analyzed according to year. The years of
publication of the papers were divided into 2006-2012,
2013-2014, 2015, 2016, and 2017, respectively. The
Kruskal-Wallis test showed no significant difference in
this regard between the Newcastle-Ottawa scale
(p=1.000), Consort (p=0.424), and JADAD (p=0.839). On
the whole, the course of mean scores of the studies could
be described as an ascending order with increasing years
on the basis of the scores of JADAD and Consort scales,
though this course has undergone some slight fluctuations
at some points in time. This course is stable for the mean
scores of the Newcastle-Ottawa scale (Fig. 4). The mean
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5 ©7 e I T
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Fig. 4. The trend of annual changes in the mean scores of qualities of methodology of papers according to the measurement scale
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scores of the three mentioned scales were examined with
respect to the presence of a model developer in the re-
search team. The results of the U Mann-Whitney test sug-
gested that the presence of a model developer in the re-
search team induced no significant difference in the scores
of JADAD (p=0.259), Consort (p=0.122), and Newcastle-
Ottawa (p=1.000) scales.

The scores of the three scales were compared with re-
spect to interpersonal cooperation (1-3 researchers, 4 re-
searchers, 5 researchers, 6 researchers, 7 researchers, and
more). The results of the Kruskal-Wallis test indicated no
significant difference in this regard between the scores of
JADAD (p=0.262), Consort (p=0.686), and Newcastle-
Ottawa (p=1.000) scales. Moreover, the scores of JADAD,
Consort, and Newcastle were compared according to in-
ter-university cooperation (1 university, 2 universities, 3
universities, 4 universities, and more). It should be pointed
out that the interuniversity cooperation was maximally
among 6 universities. The results of the Kruskal-Wallis
test demonstrated a significant difference in this regard
between the scores of Consort (p=0.036) and JADAD
(p=0.022); yet, this difference was not significant with the
scores of Newecastle-Ottawa (p=1.000). Considering
JADAD, the U Mann-Whitney test revealed a significant
difference pertaining to 1 and 3 universities group
(p=0.014), 1 and 4 universities group (p=0.025), 2 and 3
universities group (p=0.048), and 2 and 4 universities
group (p=0.079); of course, the difference in 2 and 4 uni-
versities’ group was close to the level of significance. Re-
garding the scores of the Consort scale, the results of the
U Mann-Whitney test indicated that the significant differ-
ence pertained to 1 and 2 universities group (p=0.014),
and | and 3 universities group (p=0.018). Regarding in-
ternational cooperation, only two studies relating to one
project (34, 40) used, in addition to Iranian scholars, re-
searchers from Iraq and Canada to implement and evalu-
ate the Partnership Care Model; of course, it was impossi-
ble to run a statistical test for this study. Furthermore, re-
garding the corresponding author’s place of residence
where the model was operationalized and implemented, 8
provinces could be mentioned among which Tehran Prov-
ince had the greatest share (portion) (10 cases with
43.5%).

The shares of other provinces were: Ahvaz (2 cases with
8.7%), Kerman (4 cases with 17.4%), Shiraz (1 case with
4.3%), Tabriz (2 cases with 8.7%), Isfahan (2 cases with
8.7%), Khorasan-e Jonoobi (Gonabad) (1 case with 4.3%),
and Khorasan Razavi (Sabzevar) (1 case with 4.3%). The
Kruskal-Wallis test showed that the type of province in-
duced no significant difference in the mean scores of Con-
sort (p=0.130), Newcastle-Ottawa (p=1.000), and JADAD
(p=0.072) scales, though the difference in JADAD scores
was close to the level of significance.

Discussion

The number of journals and papers published in recent
years in the field of medicine and allied health has in-
creased dramatically and doubled in a short time (48).
Along with advancements in medical sciences and an in-
creased number of scientific medical journals, the struc-

ture of the papers published in medical journals and their
correspondence to reporting standards and research meth-
ods have been highlighted more than ever. Yet, a question
that has not been fully answered is: Has the qualitative
growth of research been the same as its quantitative
growth? It is crystal-clear that the promotion of the quality
of research would lead to the increased effect of their ap-
plication in advancing various sciences since the low qual-
ity of research would bring about negative consequences
resulting in inaccurate conclusions (49). Undoubtedly,
observation of standards of research and reporting is nec-
essary for improving the quality of the papers published
by the native Iranian scholars. Randomized clinical trial is
one type of study in which the subjects are randomly as-
signed to either the case or control group to compare the
intended consequences. These studies are among the most
valuable designs for assessing the efficacy of treatments
regardless of whether the difference in results approaches
the level of significance or not. Hence, it is important that
these studies be done with high quality of research com-
pletion and reporting (13). The present study is a review
of 16-year application of the Partnership Care Model with
two goals: 1. Determining the effect of the Partnership
Care Model on the consequences of chronic diseases, and
2. Describing and assessing the quality of methodology of
the locally published papers. A total of 11509 papers were
obtained in the primary search. Using the PRISMA
screening guide, this number was reduced to 23 studies
(Fig. 1).

The Patients under Study in the Chronic Diseases Popu-
lation: As it can be observed in Table 2, the Partnership
Care Model has exerted a significant positive effect on the
consequences of chronic diseases in various populations
of children, young children, teenagers, and adults. This
significant effect on the consequences of various chronic
disorders in different populations indicates a turning point
and the lost circle of these diseases induced in patients and
their family members by various personal, interpersonal,
extra personal, and intra personal factors. This is because
in this model, the patient, the family, the healthcare team,
and all individuals involved in the patient’s care will par-
ticipate in the care process aiding in resolving many of the
patient’s problems. The patient’s problem has nothing to
do with the quality or quantity of the care; rather, they
receive the best treatments and care. Their challenge is the
continuation of treatment and care. So, the fundamental
and fatal concept of partnership follow-up and care con-
tinuation of the patient unit may be applied in the dynamic
and interactive care process between the nurse, the patient,
and their family to control the disease and diminish its
untoward sequelae. The art of Partnership Care Model is
the linking and restoring of this lost circle since partner-
ship care is a care philosophy that creates common goals
for the care unit (patient care) and beyond the patient
(self-care), the nurse (nursing care), or the physician (phy-
sician-centered care); this is because more than one person
usually participate in a communicative process and the
goal(s) is the same for all individuals. This philosophy
warrants the common goal(s) provided that 1. The goal(s)
is recognized clearly and homogeneously by all mem-
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bers/patient units as a need and a necessity, 2. All individ-
uals exert their best effort to reach the common goal(s),
and 3. Reaching the goal(s) is rendered as the common
fate of all individuals involved, and not just one individual
(15). In this case, the patient unit is identified as the crux
of all caregiving activities (49). Enabling and empower-
ment are the two basic concepts in the partnership care
philosophy. Enabling refers to providing opportunities for
all members to show their current capacities and compe-
tencies and to acquire new skills and abilities in line with
the set goal(s). Empowerment, however, explains the pro-
fessional interactions with families so that the family feels
a sense of control over their life. Consequently, the fami-
ly’s abilities for performing health promotion activities to
achieve the goal(s) are fostered (49). The practical goals
of the Partnership Care Model are 1. Creation and estab-
lishment of an effective, continuous, and interactive rela-
tion among the healthcare team in the caregiving process,
2. Increasing cooperation, motivation, and responsibility
among the healthcare team in the caregiving process, 3.
Promoting the health level and the quality of healthcare, 4.
Increasing patients’ satisfaction with the quality of life,
and 5. Decreasing side-effects, after-effects, and risk fac-
tors of the disease (15, 16). On the other hand, patient’s
treatment adherence and partnership among the healthcare
team ought to be identified as the highly important com-
ponents of the lost circle of various chronic disorders
while the Partnership Care Model has the ability to link
and restore the lost circle on the basis of the 23 reviewed
studies (Table 2). Partnership is the mental and emotional
engagement of the individuals including the client, the
nurse, the physician, or other people in a teamwork pro-
cess. Treatment adherence or compliance is the client’s
agreement, accompanying, and cooperation with or obser-
vation of the healthcare programs. Hence, the client’s and
the community’s conscious and active compli-
ance/adherence or partnership is the most important com-
ponent of the partnership care process (Fig. 1). Lack of
adherence to treatment means that individuals or clients
do not cooperate in the treatment process despite their
awareness of the presence of disease and health threat and
of the necessity of observing ethical codes. This occurs
due to a lack of the required awareness of or belief in the
detrimental consequences or due to personal, familial, and
social problems (15). The concepts of “non-adherence”,
“insufficient perception and lack of awareness of the na-
ture of the disease”, and “ineffective care relation” along
with “concept and approach of partnership” form the fun-
dament and skeleton of the Partnership Care Model (Fig.
1). On the whole, it could be postulated that partnership
care is “the organized and logical process of establishing
an effective, interactive, and dynamic relation between
client (as partner) and healthcare providers (as participant)
aimed at greater perception of needs, problems, and ex-
pectations in the disease control process and motivation
and engagement of the clients to accept responsibility and
to help improve, maintain, and promote their health (16).
Quality assessment scales of Papers: Assessment of the
quality of randomized clinical trial reporting is a relatively
important progressive area. Checklists, components, and
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scales are three instruments for assessing clinical trials.
Components rely on just some aspects of trials; neverthe-
less, checklists and scales focus on a list of items in the
assessment. In assessment, scales provide a numerical
value of the quality of trial report that can be used in re-
view studies (13). In the present study, JADAD, Consort,
Newcastle-Ottawa, and Cochrane Risk of Bias scales were
used to investigate the quality of study reports. This is
because a good report enables the readers to achieve the
judgment that the internal validity of the study is high and
without statistical bias. Of course, it should be noted that
the quality of a clinical trial differs from the quality of its
report. The quality of a clinical trial is defined as having
confidence in the clinical trial to compare the treatments
with the least amount of errors in design, implementation,
and analysis. Also, the quality of reporting of a clinical
trial is defined as the high-quality report of information on
the design, implementation, and analysis of the study.
Therefore, an erroneous trial can be reported well and
obtain a high score of report quality. On the contrary, a
well-designed study with a poor report will receive a low
score of report quality (50). Spearman correlation coeffi-
cient showed no significant correlation between the
JADAD and Consort scales. Hence, it could be said that
both JADAD and Consort can be used separately to sur-
vey the stability and quality of papers. The Spearman cor-
relation coefficient test could not be run because the New-
castle-Ottawa scores of the 23 studies were the same. The
mean of the scores of the three scales can be used instead.
The mean score of JADAD was lower than that of the
other two scales and the mean score of Consort was
smaller than the mean score of Newcastle-Ottawa. The
reason for the higher mean score of Newcastle-Ottawa
than the other two scales may be attributed to the internal
homogeneity of the items in this scale since there are
some minimum criteria in interventional studies for select-
ing the case and control subjects. These minimal criteria
are not only the convention and intrinsic nature of report-
ing of interventional studies, but also the authors oblige
themselves to provide a comprehensive list of these items.
This is less true with JADAD and Consort that examine
items merely for methodology. This is the main reason for
the lower mean scores of these two scales compared to
Newcastle-Ottawa. The relatively ascending order of
JADAD, Consort, and Newcastle-Ottawa in the course of
time indicates that the knowledge on implementation and
operationalization of this model has increased with in-
creasing years from the inception and this increase has led
to the ascending course of the scores of three scales of
paper quality assessment, though, albeit, Kruskal-Wallis
test indicated no significant difference in this regard. In-
ter-university cooperation was another factor that was
significant in the subgroup analysis since contemplation
and consultation in implementing research projects would
lead to a synergism that promotes the quality of papers
and improves both the quality and quantity of papers. As
can be observed in Table 2, although the implementation
of interventional studies using the Partnership Care Model
is relatively good, the style of their reporting is poor (Ta-
bles 3 & 4). Thus, even though the reviewed studies be-
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long to the clinical trials, Newcastle-Ottawa was used
along with JADAD, Consort, and Cochrane Risk of Bias
to investigate the quality of their report, because clinical
trials are highly similar to interventional cohort studies.
These similarities are, in fact, the items in Newecastle-
Ottawa (13). It should be mentioned that the low quality
of reports of Persian and English articles is not something
new as Moher et al. reported that the quality of reports of
English clinical trial papers is similar to non-English pa-
pers (51). Other scholars reached similar conclusions like
the following. DerSimonian et al. showed in their investi-
gation of 67 clinical trials published during 1979-1980
that despite the fact that they had referred to random sam-
pling in 84% of cases, only 19% clucidated the randomi-
zation procedures completely (52). Ayatollahi et al. as-
sessed the quality of randomized controlled clinical trials
published in Iranian medical journals during 2001-2003.
Of 227 clinical trials published in 25 scientific-research
journals in Iran, only 11.9% referred to single-blindness
and 37.9% referred to double-blindness. The researchers
concluded that the clinical trial papers published in Iranian
medical journals do not enjoy either proper design or ap-
propriate reporting style (53). Schulz et al. reported that of
206 randomized clinical trials, only 32% had stated the
randomization method exactly (54). Pucock et al. exam-
ined 45 clinical trials published in 3 reputed medical jour-
nals and reported that merely 11.1% of the clinical trials
referred to determining sample volume (55). Mosteller
explored 147 cancer clinical trials and reported that only
25% of cases had mentioned the statistical tests and pro-
cedures used in these trials (56). Berwanger et al. sur-
veyed the quality of abstracts of randomized controlled
clinical trials published in 4 outstanding medical journals
in 2006 using the Consort checklist. The researchers had
expected to obtain better results than what they had actual-
ly obtained. They hope that the quality of abstracts would
improve in future reports of abstracts (57). Dickinson et
al. examined all 208 cerebral traumata clinical trials con-
ducted before 1999 and showed that only 4% of the trials
enjoyed appropriate sample volume (58). Moreover,
Zahed Pasha et al. investigated the level of observing
medical ethics in clinical theses and dissertations in Babol
University of Medical Sciences and demonstrated that
only 40% of cases had referred to obtaining patients’ in-
formed consent for participation (59). Moher et al. (2002)
examined complementary medicine clinical trials per-
formed in pediatric populations and reported that almost
40% acquired the maximal score of JADAD (48). Burns et
al. investigated the randomized controlled clinical trials on
acute pulmonary injuries in five important databases.
They reported that familiarizing the authors and reviewers
with Consort checklist is of utmost importance and would
result in promoted quality of reporting of abstracts of the
studies (60). Altman et al. reviewed 80 clinical trials pub-
lished during 1987-1988 and found that only 40% of the
papers had referred to randomization (61).

Conclusion
Although the Partnership Care Model originated from a
special background like hypertension and was primarily

evaluated in this context, due to the common characteris-
tics of patients with chronic diseases and considering the
findings of the review of studies that used Partnership
Care Model, also their positive effect on various conse-
quences under study, and given its efficacy with various
patients, different groups of children, teenagers, young
people, and adults, it can be concluded that this local
model that is consistent with the Iranian culture and tex-
ture, is an effective, simple, efficacious, and reliable mod-
el that can be used to promote and improve various as-
pects of chronic diseases; it can also be assessed and used
in non-Iranian communities. A point neglected in the re-
port of 23 studies that used the Partnership Care Model is
the quality of the report of studies. Today, many efforts
have been made to improve the quality of reports of clini-
cal trials since the randomized clinical trials can affect the
treatment of patients more than any other method. Conse-
quently, their proper design and accurate report are of
utmost significance. In an appropriate report of a clinical
trial, it is necessary to provide comprehensive information
on their designing, implementation, analysis, and interpre-
tation since the readers and reviewers of a clinical trial
should be aware of issues like the why and how of the trial
and its analysis method to be able to identify its capabili-
ties and limitations. Clinical trials with a weak methodol-
ogy or with statistical bias may mislead physicians or neg-
atively affect decision-makers in their policy-making.
Inaccurate reporting of clinical findings may also mislead
the healthcare system at all levels from policy-making for
the public health to treating a patient. Hence, it is manda-
tory for scholars to do their best to publish their work with
high quality and give an accurate report of the study as
they did in the implementation of the study. Nevertheless,
this model has not been applied to ICU/CCU patients de-
spite its effectiveness, efficacy, usefulness, and simplicity.
It is recommended that the model be applied and assessed
in the ICU/CCU population. Moreover, the findings of the
scales used to assess the quality of the study reports were
not satisfactory though they were at the moderate to ac-
ceptable levels. It is recommended that along with the four
dimensions of the Partnership Care Model including moti-
vation, preparation, involvement (implementation), and
assessment, the scales used to assess the quality of imple-
mentation and reporting of papers be considered since the
four components were operationalized completely in all
23 reviewed papers; the results of the first dimension of
Newcastle-Ottawa scale approves this point. Yet, the qual-
ity of the paper reports was not satisfactory. Thus, if the
scales for implementing and assessing the study are
aligned with model implementation, the quality of study
implementation and the paper report will improve greatly.
Another recommendation is to depict the intervention
from the onset to the end to understand the implementa-
tion and the whole process of intervention more vividly
and clearly. In this way, the beginner or even experienced
scholars are not misled in implementing the clinical mod-
els. Unfortunately, even in the latest versions of assess-
ment scales, no mention of drawing pictures is made, so,
this study can serve as a good starting point for adding this
important component to assessment scales used for evalu-
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ating the quality of paper publication or even implementa-
tion of studies.
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