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Purpose of Module
Quality Insights has developed the Care Teams Practice Module to
highlight evidence-based information related to the development and
long-term sustainability of team-based care in the primary care
setting. As an active participant in the Delaware Division of Public
Health’s Live Healthy Program, health care providers and staff are
encouraged to review and implement the included resources as an
actionable means of promoting and improving quality improvement
initiatives.
Please Note: Guidelines and recommendations referenced in this
module are to be used along with physician/clinician judgment and treatment and should be based on
each individual patient’s unique needs and circumstances.

Introduction: Care Team Benefits, Challenges and Solutions

The American Medical Association (AMA) defines team-based
care as a collaborative system in which team members share
responsibilities to achieve high quality patient care. In this
model, physicians, nurses, nurse practitioners, physician
assistants, pharmacists, community health workers, and/or
medical assistants coordinate responsibilities, such as pre-visit
planning, expanded intake activities, medication reconciliation,
updating patient information, and scribing, to provide better
patient care.

“

Of all of the changes
envisioned as part of the
transformation to improved
and more patient-centered
primary care, perhaps
none is more promising
and more challenging
than the transition to teambased care delivery.

“

Health care is changing at a rapid pace. The recent emergence
of COVID-19 in combination with the shift from fee-for-service
(FFS) payment to value-based payment models (which reward
providers for the quality of care provided) highlights the
importance of a team approach to improve the health of
individuals and populations, and to improve the safety, quality
and efficiency of health care delivery.

- Agency for Healthcare
Research and Quality (AHRQ),
Creating Patient-centered
Team-based Primary Care
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The graphic below offers a sample of contrasting opportunities that are presented to care teams in the
health care setting:

Sources:
JAMA Network, PA Rural Health Association, LiveProcess, AMA
What can be done to help practices alleviate the obstacles faced in their journey toward team-based
care delivery?
This module aims to address common challenges by providing some key features of successful care
teams and workflow recommendations that are tailored to meet the needs of patients living with high
blood pressure, hypercholesterolemia, diabetes, and prediabetes. If potential or existing barriers are
standing in the way of providing optimal team-based care at your practice, Quality Insights is here to
help. Contact us to learn about action steps you can take to promote team-based care and increase
clinician and patient well-being.

Key Features of High-Performing Teams
A 2018 National Academy of Medicine Discussion Paper, Implementing
Optimal Team-Based Care to Reduce Clinician Burnout, highlights a
number of studies demonstrating strong existing evidence in support of
high-functioning teams and their link to increased physician well-being as
well their cost-effectiveness resulting in reduced emergency department
utilization and hospital readmissions.
To illustrate how teamwork may act as a resource, the chart on the
following page examines the components and qualities that characterize
high-performing teams.
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Principle

Definition

Impact on Clinician
Well-Being

Shared Goals

The team establishes shared
goals that can be clearly
articulated, understood and
supported by all members.

Clear Roles

Clear expectations for each
team member’s function,
responsibilities, and
accountabilities to optimize
team efficiency and
effectiveness.

Role clarity has been associated
with improved clinician wellbeing. A fully staffed team that
is not over patient capacity is
associated with decreased
burnout.

Mutual Trust
(psychological safety)

Team members trust one
another and feel safe enough
within the team to admit a
mistake, ask a question, offer
new data, or try a new skill
without fear of embarrassment
or punishment.

A strong team climate promotes
clinician well-being and
member retention.

Effective Communication

The team prioritizes and
continuously refines its
communication skills and has
consistent channels for
efficient, bidirectional
communication.

Effective communication is
associated with decreased
clinician burnout. Participatory
decision making is associated
with lower burnout scores.

Measureable Processes
and Outcomes

Reliable and ongoing
assessment of team structure,
function, and performance that
is provided as actionable
feedback to all team members
to improve performance.

Emotional exhaustion is
associated with low personal
accomplishment, so reiteration
of accomplishments could
decrease burnout.

TAKE ACTION: Would you describe your practice as a high-functioning
team?
The Primary Care Team Guide offers practical resources and models to help leaders and staff deploy
effective care teams to optimize patient care. Click the links below to learn about:
• Maximizing the Roles of Your Care Team: Find out how expanding roles, increased training and
using standing orders can develop trust, teamwork and efficiencies in your practice.
• Identifying Your Practice Persona: Identify solutions to common clinic team barriers.
• Communication Management: Flooded with requests, messages, paperwork, EHR, patient
portal, fax, etc? Identify strategies for efficient management of communications.
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Evidence in Emerging Care Team Models
Interprofessional primary care teams continue to
be promoted as an alternative to single
profession physician practices with focus on
preventive care and chronic disease
management. A systematic review published in a
2019 issue of Health Policy examined the
characteristics of teams and their impact on health
services and patient outcomes. Several trends
promoting teamwork were identified and included
shared space, common vision and goals, clear
definition of roles, and leadership, but the impact on patient health remains unclear.
Another 2019 study published in Annals of Family Medicine examined ways to “power up” primary care
teams with an advanced team care model with in-room support. Redistributing team functions in a
manner that enhances value, this proposed model is comprised of one clinician and 2-3 medical
assistants or nurses, referred to as care team coordinators (CTCs). This model extends the clinician visit
into a team visit with a clinician and a CTC conducting in-person visits together. The CTC begins the visit
using standard protocols and history taking, closing chronic and preventive care gaps, screenings, and
medication reconciliation and setting the visit agenda based on the patient’s concerns. After 10-15
minutes, the CTC does a warm hand-off to the clinician who joins the visit, deepening the relationship,
expanding the history, performing a focused physical exam, and discussing diagnosis, prognosis, and
collaborative care plans. During this time, the CTC acts as scribe in the EHR, performing real-time
documentation and order entry. The clinician then leaves and the CTC ends the visit by reviewing the
care plan and arranging labs, imaging, etc. While the CTC completes the visit, the clinician can enter
another room with the second CTC patient. Early evidence suggests that this model is more satisfying to
clinicians, staff and patients and is financially sustainable.

Workflow Solutions & Interventions to Enhance Your Team
A team-based care approach improves the quality and maintenance of care,
meets patient needs, and achieves greater reduction in risk and better
outcomes compared to usual care.
The following workflow interventions are provided based on evidencebased guidelines, are recommended for use in clinical practice and focus on
engagement of multiple care team members.
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Preventing Cardiovascular Disease
In 2019, the American College of Cardiology (ACC) and
American Heart Association (AHA) Task Force on Clinical
Practice Guidelines published an updated Guideline on the
Primary Prevention of Cardiovascular Disease. The purpose of
this guideline is to review and consolidate existing
recommendations into a single guidance document focused on
the primary prevention of atherosclerotic cardiovascular
disease (ASCVD).
Workflow recommendations provided in this section aim to assist practices in readily identifying
actionable areas of this guideline to promote improved care team structure and patient care.

TAKE ACTION: Which intervention(s) can your practice readily adopt
from the chart below?
AHA Guideline
Prevent atherosclerotic
vascular disease, heart
failure, and atrial
fibrillation by promoting
healthy lifestyles
throughout life.

Intervention
Provide all patients with
information about heart
healthy programs.

Care Team Member(s)
All clinical staff, such as
MAs during patient
rooming.

•
•

•
Use a team-based
approach to prevent CVD.
Evaluate the social
determinants of health
(SDOH) that affect
individuals to inform
treatment decisions.

Collect race/ethnicity
from all patients.
Implement validated
SDOH screening tool.

Front desk staff.
Depending on workflow
preferred: front desk staff
distribute paper screener;
clinical staff verbally
interview patients.

•

•

Resources
Heart Health Programs
in New Castle, Kent,
and Sussex Counties
CDC: 6 Strategies to
Live a Heart Healthy
Lifestyle
AHA: Be Healthy for
Good with Life’s Simple
7
Quality Insights
practice module: Social
Determinants of Health
and Workflow
Modifications
PRAPARE Tool Kit

Providers review
responses and promote
dietary changes and make
referrals as needed.
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AHA Guideline
All adults should consume
a healthy diet . . . For
adults with overweight/
obesity, comprehensive
lifestyle interventions,
including counseling and
caloric restrictions, are
recommended for
achieving and maintaining
weight loss.

Intervention
Provide all patients with
nutrition information.
For patients with
hypertension, provide
DASH diet information
and promote selfmonitoring of blood
pressure.
For patients with
overweight/ obesity,
administer prediabetes
risk tests and offer
information on weight
management.
For patients with
prediabetes, refer to
National Diabetes
Prevention Program.

Care Team Member(s)
Clinical staff who weighs
patients and document
BMI data; clinical staff who
take blood pressure.

Adults should engage in at
least 150 minutes per
week of accumulated
moderate-intensity
physical activity or 75
minutes per week of
vigorous- intensity physical
activity.
For adults with type 2
diabetes mellitus, lifestyle
changes, such as
improving dietary habits
and achieving exercise
recommendations, are
crucial.

Counsel all patients
about physical activity
recommendations.
Provide educational
materials.

Providers and clinical staff,
such as MAs during
rooming process.

•

Refer patients to
Diabetes SelfManagement Program
(DSMP).
Refer patients to
Diabetes SelfManagement Education
and Support (DSMES).

Clinical staff performing
medication reconciliation.

• DSMES programs in
New Castle, Kent, and
Sussex Counties
• DSME/DSMP referrals
• Refer Your Type 2
Diabetes Patients to
the Diabetes SelfManagement Program

All adults should be
assessed at every
healthcare visit for
tobacco use, and those
who use tobacco should
be assisted and strongly
advised to quit.

Ask every patient about
tobacco use. Provide
cessation assistance.

Clinical staff, such as MAs
during rooming process.

Providers review and
promote dietary changes
and refer to lifestyle
change programming.

•
•
•
•
•

•
•

•

Providers review
responses and promote
dietary changes and refer
to lifestyle change
programming.

Providers review
responses and promote
cessation and referrals to
tobacco cessation
program.

Resources
AHA’s Life Simple 7 Eat Better
AHA: Life’s Simple 7 Manage Weight
WW and TOPS
DASH Your Way to
Lower Blood Pressure
Tips for Taking Your
Own Blood Pressure
Readings
CDC Prediabetes Risk
Test
Refer Your Patients
with Prediabetes to a
National Diabetes
Prevention Program
CDC’s Recognized
Lifestyle Change
Programs
AHAs Life’s Simple 7 Move More

• AHA: Life’s Simple 7How to Quit Tobacco
• Delaware QuitLine

Interested in learning more about how your care team can
implement workflows to promote AHA’s Guideline for Primary
Prevention of Cardiovascular Disease?
Talk to your Quality Insights Practice Transformation Specialist to learn about
educational opportunities.
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Cholesterol Management & Medication Adherence
A 2018 Dovepress journal article discussing the importance of cholesterol medication adherence noted
that lipid-lowering medications are among the most commonly prescribed medications and have been
associated with a 25% decrease in the risk of cardiovascular disease. However, adherence rates for
statins, as with many other medications, remains less than optimal. Approximately 33% to 50% of
patients discontinue statin medication within one year after treatment initiation, and consistency of use
decreases over time. Estimated avoidable healthcare costs due to statin nonadherence may be greater
than costs for hypertension and diabetes combined.
Adopting protocols that activate healthcare staff to support providers in a team environment can help
mitigate some of the common barriers related to medication adherence. Specific tasks that could be
delegated to staff include:
•
•
•

•
•

Administering the Adherence Estimator® tool and
documenting patient results at every office visit.
Providing medication reminder wallet cards to patients.
Encouraging patients to adhere to medications through
improved communication practices. Download and
distribute AHRQ’s Be More Involved in Your Healthcare
Tip Brochure.
Referring to pharmacists for medication therapy
management that includes individual goal setting and
exploration of barriers.
Training nursing staff to guide patients through the Statin
Choice Decision Aid.

Hypertension Management
Target:BP CME Course:
How to Improve
Hypertension Control
through Team-Based Care
This webinar outlines the
evidence behind team-based
care and how to incorporate
this practice into health care
organizations of all sizes and
demographics. Access it here.

Team-based care to improve blood pressure control is recommended
by the Community Preventive Services Task Force on the basis of
strong evidence of effectiveness in improving the proportion of
patients with controlled blood pressure and reducing systolic and
diastolic blood pressures.
Recommended activities include facilitation of communication and
care coordination, establishment of structured protocols to monitor
and follow up on patient progress and actively engage patients
through education for self-management.

The 2020 Million Hearts® Hypertension Control Change Package and
the CDC’s Promoting Team-Based Care to Improve High Blood Pressure
Control promotes partnering with care team members and patients to achieve hypertension control.
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Suggested ways to equip care teams include:
• Training and evaluating direct care staff on accurate blood pressure measurement and
documentation
• Equipping direct care staff to facilitate patient self-management
• Implementing a self-measured blood pressuring monitoring program
• Preparing for effective office visits through pre-visit planning workflows
• Identifying patients with potentially undiagnosed hypertension
Building on the basis of evidence supporting strong care
teams for hypertension control:
• A 2018 study published in Clinical Cardiology
described a home-based blood pressure control
program based on an evidence-based clinical
algorithm, designed to be automated and
administered by non-licensed patient navigators.
The program was managed by nurse
practitioners and pharmacists using Bluetooth-enabled home blood pressure monitors that
transmitted electronically to the EHR. Medication titrations were then performed by phone at
biweekly intervals. In an average of seven weeks, 81% of enrolled participants and 91% of those
patients who regularly monitored home blood pressure reached control, suggesting a
sustainable and adaptable intervention model that can be delivered remotely and led by nonphysicians.
• A 2016 Permanente Journal article highlighted persisting racial disparities in hypertension
control. The Equitable Care Health Outcomes (ECHO) study at Kaiser Permanente utilized a
culturally tailored, patient-centered approach to address this problem. In addition to physicianled treatment intensification, consistent use of evidence-based clinical practice guidelines, and
education about medication adherence, as well as expanded access and culturally tailored
communication tools, ECHO emphasized building strong care teams with clearly defined roles
and responsibilities in hypertension management. Blood pressure control rates for black
patients improved from 76.6% to 81.4%, and the racial disparity gap narrowed from 6.3% to
2.8%. The authors concluded that a sustainable program to collect self-reported race, ethnicity,
and language preference data integrated with successful population care management
programs provided the foundation for addressing health disparities.

Prediabetes Management
To help prevent type 2 diabetes, the Centers for Disease Control and Prevention (CDC) and the American
Medical Association have created a toolkit that health care teams can use as a guide to screen, test and
act by referring patients to in-person or online National Diabetes Prevention Programs (NDPP).
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Engage your team today by encouraging them to review the components of the toolkit, including:
• You Can Prevent Type 2 Diabetes Fact Sheet
• The Evidence Behind the Diabetes Prevention Program
• M.A.P. to Diabetes Prevention in Your Practice
• Point-of-Care Prediabetes Identification Algorithm
For more resources related to Delaware NDPPs, visit the Quality Insights Resource Library.

Diabetes Management
In their 2020 Standards of Medical Care in Diabetes Position Statement, the American Diabetes
Association (ADA) recognizes the important role care teams play in optimal diabetes management,
requiring an organized, systematic approach and the involvement of a coordinated team of dedicated
health care professionals working in an environment where patient-centered high-quality care is a
priority. In addition to the PCP, a diabetes care team might include:

Source: ADA
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In addition to the care team members described in the graphic above, studies have highlighted other
important contributors to a patient’s diabetes care team:
•

•

A 2019 TALK-HYPO study examined the burden of
The truth is it
diabetes on family members of people with type 1 or
takes time to
type 2 diabetes and found that 66% reported thinking
educate patients
about the risk of hypoglycemia at least monthly, and 64%
about self-care
felt worried or anxious about the risk of hypoglycemia.
and help them make
The authors concluded that family members are essential
significant changes. That's
players in the diabetes care team and conversations
time you don't often have.
facilitated by a healthcare professional, may reduce the
But diabetes educators do burden (Ratzki-Leewing, Rizi & Harris, 2019).
and they'll keep you in the
The impact of connected diabetes care as “the newest
loop on your patients'
member of the team” was considered in a 2020 article in
progress. Learn more about
Diabetes Technology & Therapeutics. The authors
complementary programs and
examined digital diabetes management systems based
referral workflows for your
on smartphone apps, devices with built-in connectivity,
patients living with diabetes
and remote human and automated coaching and
here.
support. Randomized control trial evidence supporting
these systems is limited, in part due to the challenge of
keeping pace with emerging technology, but a number of single-arm, real-world prospective and
retrospective analyses have been published. These include controlled (but non-randomized)
and/or cost-effectiveness analyses. The authors conclude that, despite the limited evidence, the
nascent field of connected diabetes care has potential to help people with prediabetes, diabetes
and related conditions by filling gaps between clinic visits with quality guidance.

Telehealth Considerations
The COVID-19 pandemic created a need for rapid transition and
deployment of telehealth. The American Medical Association created a
Telehealth Implementation Playbook to assist clinicians with the
associated challenges, including preparing the care team through
workflow and technical training.
AMA notes that preparing the care team is critical to successful
implementation because the team will serve on the front line,
promoting telehealth and engaging patients.
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While clinical roles and responsibilities will vary depending on the individual practice, AMA provides
suggestions:

Physician/Provider
•
•

•

•

Let patients know that
telehealth is an option
in the practice
Become familiar with
conditions and
situations appropriate
for telehealth
Access and navigate the
telehealth technology
platform and conducts
visits
Conduct medical
decision-making for
necessary follow-up
care

Nurse/Care Manager
•

•
•

•
•

Become familiar with
conditions & situations
appropriate for
telehealth
Provide patient
education
Set expectations for
telehealth
appointments,
including appropriate
use of telehealth &
what patients will need
to participate in a
successful visit
Manage ongoing care
of patients
Let provider know
when patient has
“checked in” for a
telehealth appointment

MA/Patient Care Tech
•

•
•

•

Be familiar with
conditions and
situations appropriate
for telehealth
Educate patients on
telehealth expectations
Support patient
troubleshooting related
to platform pre-visit
and during visit
Let provider know
when patient has
“checked in” for a
telehealth appointment
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Front Desk/Scheduler
•

•

•
•

Become familiar with
conditions and
situations appropriate
for telehealth
Schedule telehealth
appointments as
appropriate/based on
protocol
Appropriately schedule
telehealth visit in the
appointment template
Understand patient
benefits at the time of
scheduling and
registration to set
financial expectations
with patients

Practice Manager
•

•
•
•

•

•

Support MA with
troubleshooting issues
with the
platform/technology
Create and run reports
on metrics for success
Monitor patient and
provider feedback
Interface between care
team and
administrative needs to
achieve success
Understand revenue
aspects of the process
including scheduling,
registration, and billing
Know how to submit
and reconcile
Explanation of Benefits
(EOB)

Extending the Care Team Beyond the Clinic: Pharmacists
According to the AMA, pharmacists and pharmacy technicians can be
valuable contributors to patient care, especially when part of a team-based
care model. They can work with practices in a variety of roles, ranging from
embedding a clinical pharmacist within your practice to building a
collaborative relationship with your community retail pharmacist. AMA’s
Steps Forward module, Embedding Pharmacists into the Practice, offers
assistance with collaborating with pharmacists to improve patient
outcomes. Some ways pharmacists can assist your practice:

•
•

Optimize drug therapy according to agreed-upon protocols
Advise on substituting medications with safer and/or less costly
alternatives

PODCAST
Medication Therapy
Management:
A Delaware Pharmacist’s
Perspective
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•
•
•

Manage drug interactions
Improve patient and team education

Improve medication adherence

For practices that lack resources to embed a pharmacist, AMA offers suggestions for partnering with a
community pharmacist, such as:
•
•

Give your patients copies of their chart or portions of their chart such as medication lists, visit
summaries, lists of medical conditions and basic labs, to share with their community pharmacist.
If you use OpenNotes, include a request in the note that the patient speak with their pharmacist
about various issues and bring a copy of the note with them to the pharmacy.

Quality Insights CME-eligible Medication Therapy Management e-Learn
Improving medication adherence is an important way to increase quality and reduce cost. As a medical
provider, you no doubt realize the challenges of medication adherence. One evidence-based way to
address this problem is collaborating with pharmacists as extended members of your care team to
provide medication therapy management (MTM).
As part of Quality Insights’ ongoing efforts to support Delaware medical
practices through our partnership with the Delaware Division of Public Health’s
implementation of quality improvement initiatives, we recently released a new
e-course, Medication Management Therapy: Evidence-Based Collaboration to
Improve Blood Pressure Control. Delaware healthcare providers have exclusive
access to this CME-eligible course at NO COST!
During this course, you will explore the methods, goals, and benefits of
MTM, as well as evidence that supports its effectiveness. You’ll also learn
how to facilitate physician-pharmacist collaboration and how to refer certain
Delaware patients for no-cost, pharmacist-provided MTM. Download the course flyer for more details.

Build Your Team: Additional Learning & Growth Opportunities
AMA STEPS Forward™ Team-Based Care and Workflow Modules
Review and learn about what actions are needed to implement team-based care to save time, redistribute
and share responsibilities with your team, and allow you to provide better and more timely care.
Some of the featured CME-eligible modules include:
•
•

Managing Type 2 Diabetes: A Team Approach
Point-of-Care Registries
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•
•
•
•
•
•
•
•

Medication Adherence
Medical Assistant Professional Development
Team-Based Care
Optimizing Space
Daily Team Huddles
Team Meetings
Team Documentation
Team-Based Care in Resident Clinics

Agency for Healthcare Research & Quality (AHRQ) Team-Based Care
Resources
TeamSTEPPS® for Office-Based Care
TeamSTEPPS® is an evidence-based set of teamwork tools, aimed at optimizing patient outcomes by
improving communication and team skills among health care professionals. Access the full curriculum
and/or download the TeamSTEPPS Pocket Guide App as a quick-reference tool.

White Paper: Creating Patient-centered Team-based Primary Care
This 2016 AHRQ white paper: (1) Proposes a conceptual framework for the integration of team-based
care and patient-centered care in primary care settings; and (2) Offers some practical strategies to
support the implementation of patient-centered team-based primary care. The conceptual framework
emphasizes the importance of relationships as the foundation for high-quality, patient-centered teambased primary care. The strategies and resources are intended to help generate the culture, structure,
and processes that support the development and maintenance of good relationships within teams and
between teams and patients.

Arizona State University: Interprofessional Primary Care eLearning Modules: Team-Based Care
The Interprofessional Primary Care Modules emphasize team-based decisions and skills required for
current and evolving primary care practice and continuum-based care. They include up-to-date
information and tools for team-based practices central to high quality health care, including care
coordination and integrated care, team decision-making and habits of high-performing teams.

Contact Quality Insights
If your practice would like additional guidance or information about team-based care,
or need help implementing new workflow processes, please email Robina Montague
or call 1.800.642.8686, ext. 7814.
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