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Purpose of the Module
This module provides a high-level overview of evidence-based information related to team-based
care. It has been developed to assist your organization’s quality improvement efforts. The sections in
this module are organized by the “3As” – Awareness, Assessment and Action – and include links to
many tools and resources.

Introduction
In delivering health care, an effective teamwork strategy can immediately and positively affect patient
safety and outcomes. The need for effective teams has increased due to the influx of co-morbidities and
the need for specialization of care. The evolution of health care and a global demand for quality patient
care require a patient-centered teamwork approach. This can only be achieved through sharing a culture
of values and principles focused on providing quality care that is patient-centered. Care teams should be
backed by strategies and practical skills in order to achieve goals and overcome challenges. This module
will review some of the best practices in team based care. It will provide research and tools for practices
to help them implement a care team or improve their current care teams.
Topics covered in this module include:






Evidence-based research on team-based care
Offering opportunities to expand current roles/responsibilities within your practice in order to
improve the health of your patients and save you time
Exposing new roles for practice consideration, including community health workers (CHWs) and
pharmacists
Suggesting pre-visit, during visit, and post-visit role responsibilities of care team members
Providing resources for patients explaining their role in the care team
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Awareness: The Case for Care Teams
What is a Care Team?
Care teams are groups of primary care staff members who
collectively take responsibility for a set of patients. Care
teams blend multidisciplinary skills, focusing several people’s
insights, rather than a single physician’s, on each patient’s
problems. Care teams involve the efficient delegation of
responsibilities so that no team member performs duties that
do not require their skills. A number of practices have
demonstrated that many primary care visits, especially for
chronic disease, involve relatively simple matters that could
be handled by non-physician team members via protocols or
standing orders.
The composition of a care team will depend on the size and resources of the practice and the needs of
the patient population. Teams are generally organized around a primary care provider (e.g., physician,
advanced practice nurse, physician assistant). Nurses, pharmacists, nutritionists, social workers,
educators, and care coordinators may also be part of the care team. The care team should also include
the patient/family who will play a role in participating in their care. In smaller practices, care teams have
fewer members. Such practices may also build virtual teams by linking themselves and their patients to
providers and services in their communities.
Mounting evidence demonstrates that a team of providers with multidimensional skill sets most
effectively delivers health care. For example, many care and care-coordination activities are better
provided by non-physician members of a care team. In fact, a 2006 evidence review of diabetes
interventions found that providing team-based care was the single most effective intervention in
improving intermediate diabetes outcomes (Shojania, et al., 2006).
Unless supported by a care team, physicians simply do not have the time to provide ideal care for all of
their patients, and many burn out trying.
For example:



Most physicians only deliver 55 percent of recommended care and 42 percent report not having
enough time with their patients (Bodenheimer, 2008).
Providers spend 13 percent of their day on care coordination activities and only half of their
time on activities using their medical knowledge.
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These statistics illustrate the need for a more team-based approach to care. Below are some workflow
modifications that can be implemented to improve patient care:






Utilize pre-visit planning to ensure patients receive all services needed at the visit and that staff
are well prepared for the patients coming in that day
Expand roles allowing nurses and medical assistants to assume responsibility for preventive care
and chronic care health coaching under physician-written standing orders
Standardize and synchronize workflows for prescription refills, an approach which can save
physicians 5 hours per week while providing better care
Co-locate teams so that physicians work in the same space as their team members; this has
been shown to increase efficiency and save 30 minutes of physician time per day
To avoid shifting burnout from physicians to practice staff, ensure that staff who assume new
responsibilities are well-trained and understand that they are contributing to the health of their
patients and that unnecessary work is reengineered out of the practice
(Bodenheimer and Sinsky)

How Do Care Teams Function?
Teams deliver comprehensive, first-contact care and address the needs of patients and families through
a broad range of services delivered by multidisciplinary professionals. In the team-based care model, all
care team members contribute to the health of the patients by working at the top of their licensure and
skill set.
For example:






Nurses can conduct complex care management
Front desk staff can reach out to patients who need, but have not received, evidence-based care
Medical assistants (MAs) can provide patient self-management support
Pharmacists can conduct medication reconciliation and management
Team-based care decreases costs and increases revenue.
Team-based care requires all team members to make
adjustments. Primary care providers need to learn to delegate
tasks that they traditionally perform. MAs, in particular, take on
new and enhanced responsibilities with patient care. They need
to learn to work side-by-side with providers and do more during
the rooming process, from reviewing medicines, to goal setting,
to patient education.
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Elevating the involvement of and expectations for MAs, and the level of confidence of providers in MAs,
are key elements of success. Offering special training to MAs can communicate that leadership supports
the elevated role of the MA within the care team. Finally, all team members need to learn how to
communicate effectively with each other.
Source: AHRQ Trainer’s Guide: Implementing Care Teams

Awareness Resources




Agency for Healthcare Research and Quality (AHRQ) Guide: Creating Patient Centered TeamBased Care
AHRQ Trainer’s Guide: Implementing Care Teams
BMC Family Practice Article: Effective Team-Based Primary Care

Assessment: The Makings of a Care Team
Reasons to Start a Care Team
The optimal treatment of diabetes can be complicated and timeconsuming for patients and their physicians. Long-term patient
self-management consists of ongoing clinic/practice visits,
frequent lab testing, referral to other healthcare providers for
testing and education and attention to healthy eating, and
physical activity. In addition, adherence to multiple medications is
usually required.
Research indicates that the central institution of primary care, the 15-minute physician visit, cannot
accomplish what patients and healthcare providers would like to see:






Forty-two percent of primary care physicians report not having adequate time to spend with
their patients.
Fifty percent of patients leave the office visit without understanding what advice their physician
gave them.
According to one study, physicians interrupted patients' initial statement of their problem in an
average of 23 seconds; in 25% of visits the patient was unable to express his/her concerns at all.
It takes 7.4 hours per working day per patient to provide all recommended preventive care to a
panel of 2,500 patients, plus 10.6 hours to manage all chronic conditions adequately.
Cost savings for overall patient care. Use this calculator from the AMA STEPS Forward™ practice
improvement strategies initiative to estimate the savings team-based care can bring your
practice.
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During a 15-minute office visit, it is often difficult for primary care providers to provide quality acute,
chronic, and preventive care while building meaningful relationships with their patients. During these
visits, primary care providers also deal with managing multiple diseases in accordance with evidencebased guidelines. One solution to expanding time, improving quality, and strengthening the patient’s
ability to manage his or her diabetes is by utilizing a team care model.

Care Teams and Managing Patients with Diabetes
The Community Preventive Services Task Force recommends team-based care to control type 2
diabetes. The finding is based on strong evidence of effectiveness for improving patients’ blood glucose
(measured using A1C levels), blood pressure, and lipid levels. Team-based care also increases the
proportion of patients who reach target blood glucose, blood pressure, and lipid levels.
Evidence shows that these interventions are able to:






Improve patients’ blood sugar, blood pressure, and lipid levels.
Increase proportion of patients who reached target blood sugar, blood pressure, and lipid
levels.
Improve patients’ diabetes-related quality of life and general physical and mental health.
Adding either a nurse or pharmacist led to improved diabetes-related outcomes. Teams with a
pharmacist, however, produced greater reductions in patients’ blood glucose levels.
Patients experienced greater reductions in blood glucose levels when services such as
education, counseling, and follow-up were delivered both in-person and remotely.

Resources






Community Guide Fact Sheet: What Works – Cardiovascular Disease Prevention and Control:
Community Guide
American Hospital Association Article: Advanced Primary Care Team Models
American Medical Association (AMA) STEPS Forward Calculator: Estimate Savings From TeamBased Care - Calculator to see how much your practice can save by implementing care teams
AMA Learning Module: AMA Steps Forward Learning Modules
The Community Guide Fact Sheet: The Community Guide: Team Based Care for Diabetes
Management
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Steps to Implementing the Care Team
1. Engage the change team
Engage staff in the creation of the team. Establish the goals of
the team and its parameters. Identify staff champions when
introducing this concept to other staff.
2. Determine the team composition
What does a care team look like at your practice? What staff
will be involved? Providers, nurses, behavioral health,
nutritionist staff, interpreters, etc. What will their role look
like?
3. Choreograph workflows to reflect the new model of care
Make changes to current workflows to reflect the team-based care model. This may include
incorporating team huddles, restructuring staff positions and including the patient as part of the
care team.
4. Increase communication among the team, practice and patients
Patient-centered care is a vital piece to this approach. Patients should be considered part of the
care team and the model should reflect that. Communication processes should be identified to
ensure clear and open dialogue among staff and patients.
5. Use a gradual approach to implement the model
The change process can be overwhelming. Staff buy-in, clear communication and strategic
implementation will help to ensure success of this model.
6. Optimize the care model
Focus on optimizing the infrastructure and policies to support the care team model. This could
be done through implementing standing orders.

Resources




AMA STEPS Forward Article: Implementing Team-Based Care
Institute for Healthcare Improvement Recording: New Staffing Models for Primary Care
AMA Team STEPS Toolkit: Team STEPS for Office Based Care
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Optimizing the Care Team
Optimizing the care team is critical to maximizing the supply of the clinic and improving the daily flow of
work. The specific mix of staff (number of physicians, nurses, assistants, technicians, clerks, etc.) will
vary from clinic to clinic and determines the extent and type of work that can be driven away from the
physician (the constraint). The care team composition of each clinic emerges from a discussion of how
the clinic (and ultimately the facility) decides to balance its supply and demand. This article discusses
how cross-training, communication, and establishing protocols as tools to optimize your care team.

Medical Assistants
Medical assistants (MAs) are essential staff at most primary care
practices. They keep patients flowing through the clinic and ensure
that providers have the information and tools they need. But MAs
are often capable of doing much more. As one of the first points of
contact for patients, they often have a deep knowledge of patients’
personal and medical histories. Most are also adept at using the
electronic health record (EHR), and with proper training, they can play major roles in preventive care,
coaching patients, and population management.

How should the role of the MA change?
Traditionally, MA activities have been limited to things like rooming patients, taking vitals, setting up
equipment, and helping with paperwork. However, MAs could be responsible for a much broader range
of activities, including:









Helping with pre-visit planning
Answering phones and generally serving as a primary point of contact for patients
Reconciling medications
Scribing for providers
Conducting patient outreach
Patient education under supervision of provider
Participating in quality improvement work
Performing injections, tests, and procedures—including EKGs, blood tests, etc.
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Resources





Journal of the American Medical Association (JAMA) Network Article: Expanding the Roles of
Medical Assistants: Who Does What in Primary Care
American Association of Family Physicians (AAFP) Article: Envisioning new Roles for Medical
Assistants Strategies from Patient Centered Medical Homes
Primary Care Team Guide Module: Optimizing the Role of the Medical Assistant
Institute for Healthcare Improvement Video: Supporting MA Role Expansion

Nursing Staff
The role of registered nurses (RNs) in primary care has evolved a great
deal in the last 50 years. Competition from hospitals for quality nurses
and the corresponding rise in nurses’ compensation have caused
many primary care practices to cut RN staff or find ways to maximize
their value and productivity. RNs provide a unique set of clinical and
management skills, that when used to their fullest potential, can
enhance the Primary Care Team and improve patient care. This topic
focuses on the role of RNs as core members of a Primary Care Team.
Another important role for RNs is as specialized providers of care
management for patients who have complex or chronic health
problems.

How should the role of the RN change?
It is important to ensure that RNs are doing work that is uniquely suited to their training and expertise.
In turn, other staff members need to take on some of the work that RNs have traditionally done, such as
answering phones and phone triage, simple procedures, basic health education and health coaching,
and patient outreach for preventive care.
Tasks that maximize the RN role include:







Population health management
Complex care management.
Leadership of care teams/team lead.
Shared visits with providers for well visits, preventive care visits, or visits with complex patients.
Running specialized care services, such as programs for obstetrics patients that provide
additional support through extra consultation and support groups.
Providing independent visits
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Resources






Primary Care Team Guide Learning Module: Primary Care Team Learning Module, RN
Primary Care Team Guide Video: New Roles for RNs in Primary Care
Weitzman Institute Webinar: The Emerging role of Nurses in Primary Care Visits
Primary Care Team Guide Article: The RN Role Reimagined
AAFP Article: Optimizing the Role of Nursing Staff to Enhance Physician Productivity: One
Physician's Journey

Primary Care Provider
Historically, primary care has been based on a model in which
primary care providers (PCPs) perform most clinical tasks.
Today, however, it is increasingly difficult, if not impossible,
for PCPs to do everything on their own. To meet the patient
care expectations of a modern patient-centered medical
home (PCMH), practices must routinely meet patient needs
for evidence-based prevention and illness care, help patients
become better managers of their health and illness, and monitor and support patients between clinic
visits. PCMHs are expanding the comprehensiveness of their care to include the management of
complex multi-problem patients, chronic pain, hepatitis C and HIV, and individuals with behavioral,
mental health, or substance abuse problems. PCPs have also been burdened with increasing demands
for documentation and administrative tasks. These increasing demands have understandably
contributed to sub-optimal patient care, PCP frustration and professional burnout.
A team-based approach to primary care is gaining traction among innovative health care organizations
and policymakers as a way to meet these escalating demands. Team-based care is most successful when
PCPs learn to trust their staff and are able to work effectively both as team members and as team
leaders.

How should the role of the PCP change?
Team-based care may often require PCPs to re-think their role in relationship to both their patients and
other members of the Primary Care Team. To work effectively in teams, PCPs need to:





View themselves as team leaders or team members with lead responsibility for clinical decision
making, but shared responsibility for overall patient care and panel management.
Develop their capacity to lead a team and coach others to reach their full potential.
Understand the roles and expertise of other team members, and support the goal that all team
members work at the top of their license, training, and competence.
Share power, control, and decision-making with others on the team.
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Move toward a culture of mutual respect and trust between PCPs and other staff.
Develop systems that allow all team members to communicate effectively and efficiently about
patient care needs.
Look for opportunities to relinquish activities and tasks that do not require PCP-level medical
knowledge, judgment, diagnostic skills, or decision making. Examples of these types of activities
include health coaching, self-management goal setting, ordering routine labs, completing forms
and documents, and transition management

Ultimately, the goal is to maximize the time PCPs have available for diagnosis, treatment, and building
relationships with patients, while at the same time increasing job satisfaction and decreasing stress.

Resources





Primary Care Team Guide Video: The Physician Experience of Team Based Care
Annals of Family Medicine Article: From Triple to Quadruple Aim: Care of the Patient Requires
Care of the Provider
Primary Care Team Guide Learning Module: Optimizing the Role of the Provider
National Center for Biotechnology Information (NCBI) article: Practice Transformation
Professional Development is Personal

Community Health Workers
Community health worker (CHW) is an umbrella term
describing public health and/or social service workers who
are close to and serve members of the community by
helping them to adopt healthy behaviors. They may work
for pay or volunteer in association with a local agency,
organization, or healthcare system. They usually share
ethnicity, language, socioeconomic status, values, and life
experiences with the community members they serve.

What is the role of the CHW?
CHWs can be utilized by practices for any of the following services:








Creating connections between vulnerable populations and healthcare systems
Facilitating healthcare and social service system navigation
Managing care and care transitions for vulnerable populations
Reducing social isolation among patient populations
Determining eligibility and enrolling individuals into health insurance plans
Ensuring cultural competence among healthcare professionals serving vulnerable populations
Educating health system providers and stakeholders about community health needs
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Providing culturally appropriate health education on topics related to chronic disease
prevention, physical activity and nutrition
Advocating for underserved individuals to receive appropriate services
Collecting data and relaying information to policymakers to inform policy change and
development
Providing informal counseling, health screenings, and referrals
Building capacity to address health issues

Resources






Centers for Disease Control and Prevention (CDC) Toolkit: Community Health Worker Toolkit
CDC Online Course: Promoting Policy and Systems Change to Expand Employment of CHW
Course
Community Guide Article: Community Preventative Services Task Force Recommendations for
CHW for Diabetes Prevention
CDC Checklist: Including Community Health Workers in a Healthcare Setting
Community Guide Article: Cardiovascular Disease Prevention: Interventions Engaging CHWs

Pharmacists
Clinical pharmacists have unique expertise in medication
dosing, side effects, and efficacy. Conservative estimates
of medication errors and adverse drug events in
ambulatory care found an annual rate of more than half a
million adverse drug events, with an annual cost of
almost $900 million. Team-based care that includes a
clinical pharmacist is one way to help prevent some of these adverse drug events. In addition, when
clinical pharmacists are active members of the care team, they enhance efficiency by:






Providing critical input on medication use and dosing.
Working with patients to solve problems with their medications and improve adherence.
Consulting with primary care team members about medication-related issues.
Assisting with onboarding of new patients by reviewing medications and aligning treatment
options to medication prescribing patterns of the new organization and primary care provider.
Reviewing and providing assistance with patients on multiple medications (polypharmacy) to
help to simplify medication regimens.
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How can pharmacists be included as part of the care team?








Participating in team huddles, panel management meetings, and other meetings that involve
proactively addressing patient needs and/or problem-solving how best to meet the needs of
high-risk patients.
Being available for warm handoffs.
Working with patients over time to problem solve medication issues.
Using motivational interviewing to address patients concerns or resistance to taking
medications.
Conducting thorough medication reviews with patients.
Providing alternative visit care, such as teaming with PCP in group visits and addressing
medication questions that are posed by patients via email or telephone inquiries.

Resources





Primary Care Team Guide Article: Learning Module: Optimizing the Role of the Pharmacist
Health Affairs Article: Pharmacist Belong in Accountable Care Organization and Integrated Care
Teams
American College of Clinical Pharmacy Article: Pharmacists as Clinical Chronic Disease Managers
Primary Care Team Guide Job Description: Pharmacist as Part of the Care Team Job Description

Behavioral Health Specialist
There is increased recognition of the need to integrate care for mental,
behavioral and psychosocial issues into primary care. The relationship
between mental/psychosocial/behavioral health and physical health is
strong, and it is often difficult to address physical issues without first
addressing psychological issues and vice versa. To provide patients
with holistic and effective care, it is essential that practices integrate
behavioral health services into primary care teams. Integrating
behavioral health into primary care is a complex and challenging innovation area.
Behavioral health integration is a key component of many patient-centered medical home initiatives.
But many primary care clinics do not have a behavioral health specialist as a member of their primary
care team. In those cases, the question isn’t “how should the role change,” but “what behavioral health
expertise and services do we need, and how do we best integrate them into our team and our care?”
Other clinics might have a behavioral health specialist on-site but the services they provide may not be
fully integrated into the primary care team.
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For practices to have comprehensive behavioral health integration, they need access to three types of
specialists:
1. Behavioral Health Specialist: They are able to assess patient behavioral health needs,
provide non-pharmacologic interventions for episodic and/or acute behavioral health needs,
and collaborate with team around patients with complex chronic care needs.
2. Psychiatric Specialist: They are able to consult with primary care providers on the
management, especially medication management, of severe/chronic mental illness and/or
actively manage these patients in collaboration with the primary care team.
3. Addiction Specialist: They demonstrate by education, experience, and examination the
requisite knowledge and skills to provide prevention, screening, intervention, and treatment
for substance use and addiction. In addition, addiction specialists can recognize and treat the
psychiatric and physical complications of addiction.

Resources




Primary Care Team Guide Case Study: Integrating Behavioral Health into Primary Care
Primary Care Team Guide Learning Module: Optimizing the Role of Behavioral Health
American Society of Addiction Medicine: What is an Addiction Specialist?
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Action: Resources for the Care Team
Pre-Visit Planning





California Healthcare Foundation webinar recording: Huddles
and Case Conferences to Coordinate Complex Care
Earn CMEs while learning how a daily huddle can help boost
your practice’s productivity - this module from the American
Medical Association’s STEPS Forward Program has a great
huddle checklist to help you get started™
California Quality Collaborative Pre-visit Planning Checklist

During Visit




The SHARE Approach provides a five-step model for shared decision making with your patients
to make a healthcare decision that is best for that patient from the Agency for Healthcare
Research and Quality (AHRQ)
IHI’s Partnering in Self-Management Support is a toolkit for clinicians who are looking to engage
their patients in shared decision making

Post-Visit



Encourage patients to participate in Healthy Delaware’s Chronic Disease Self-Management
Program
Provide patients with education materials from Choosing Wisely relevant to their visit and part
of their after visit summary

Patient’s Role in Care Team




AHRQ Podcast (for patients): Be an Active Member of Your Health Care Team
Younger adults (age 35-64) are not immune to heart disease - the Million Hearts program
provides useful information for this demographic to make positive changes in their lives
American Diabetes Association
o Your Health Care Team
o Visiting Your Health Care Team

Optimization of Staff Roles


The Share the Care Assessment of Team Roles and Task Distribution tool can be used to
determine which staff do what role as part of the care team. It is a very useful resource when
reconfiguring the current workflow for staff.
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Motivational Interviewing
Care teams allow for motivational interviewing to play a larger role within the practice. Your practice
may benefit from some of the following motivational interviewing information.


American Academy of Family Physicians
o Encouraging Patients to Change Unhealthy Behaviors with Motivational Interviewing
o Four Strategies for Promoting Healthy Lifestyles in Your Practice
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