
Introduction

Comprehensive primary care is the cornerstone of a low cost, accessi-
ble and high-quality health system, and robust primary care infrastruc-
ture is a key to tackling unsustainable growth in health spending and 
significant gaps in patient care quality and outcomes (Donaldson et al. 
1996; Starfield et al. 2005). Strengthened inter-professional teamwork 
amongst primary care physicians and practice staff—including nurses, 
medical assistants (MAs) and others—has emerged as a promising strat-
egy to promote more effective care delivery, particularly as concurrent 
delivery reforms such as patient-centred medical home (PCMH) and 
pay-for-performance initiatives seek to expand the scope of primary care 
services. Team-based primary care (TBPC) can alleviate mounting time 
pressures on primary care physicians through improved delegation and 
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empowerment of other staff members to work to the fullest extent of 
their training (Friedman et al. 2014; Mitchell et al. 2012; Saba et al. 
2012; Shipman and Sinsky 2013). Furthermore, there is a reasonable 
body of empirical evidence supporting the link between the adoption 
of TBPC and improved efficiency (Page 2006; Thomas 2014), qual-
ity and comprehensiveness of services (Cutrona et al. 2010; McAllister 
et al. 2013; Mohr et al. 2013; Roblin et al. 2011), and physician, staff 
and patient satisfaction (Altschuler et al. 2012; Helfrich et al. 2014; 
Willard-Grace et al. 2014). Indeed, for many practices, adopting a 
team-based approach to care may be the critical element needed to real-
ize the intended benefits of broader care reform efforts such as PCMH 
transformation (McAllister et al. 2013).

However, these relationships are not iron-clad. Estimates of the posi-
tive effects of TBPC on outcomes have been found to be unreliable, with 
calls for research to improve understanding of the mechanisms and facili-
tating factors which help practices achieve the intended benefits (Jesmin 
et al. 2012). Other scholars have echoed this call, trying to discern a more 
nuanced relationship of teamwork as a moderator, a ‘complex and adap-
tive’ process that needs to be deployed in the right situations and with the 
appropriate resources and support to implement these change practices 
effectively (Belanger and Rodríguez 2008; Bosch et al. 2008; Hann et al. 
2007; Wise et al. 2011). There is a dearth of synthesized knowledge about 
the consideration of implementation factors and the context(s) in which 
TBPC is most likely to be successful. Thus, focusing on the domains of 
environment, task and technology—an approach rooted in prior theoreti-
cal and empirical work—I explore enabling contextual factors that sup-
port the use of TBPC to strengthen primary care delivery.

Approach

This review was informed and structured by adapting the holistic con-
ceptual model developed by the Integrated Team Effectiveness Model 
(ITEM) (Lemieux-Charles and McGuire 2006). The goal of this 
review is to determine how a team approach best fits into the current 
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context and dynamic nature of health systems and primary care deliv-
ery. Therefore, I explicitly focus on one nation’s healthcare system—the 
USA—and home in on three domains within ITEM that capture the 
most salient changes likely to be impacting a practice’s ability to success-
fully implement TBPC practices in that system:

1.	 Environment Internal (organizational-level) as well as external 
(market, policy) characteristics or initiatives that may facilitate or 
impede TBPC changes;

2.	 Task Specific changes in the scope and nature of health needs and 
primary care services that may shape the use of TBPC; and

3.	 Technology Currently available technologies that impact practices’ 
ability to effectively implement improved care processes using TBPC.

Whilst these domains do not address the full scope of the ITEM, the 
implications of research findings in these areas are most likely to be 
actionable in a policy and practice setting. In addition, though the 
US-based perspective used in this analysis may limit generalizability, 
many of the findings summarized below—particularly related to inter-
nal organizational culture and teamwork-facilitating structures—may 
still translate to other nations with different healthcare organization, 
delivery and financing mechanisms.

Methods

This scoping review of published ‘primary care teams’ research in 
the US healthcare setting focuses on how findings in the domains 
of environment, task and technology better inform our understand-
ing of the enabling contextual factors that promote TBPC. A scop-
ing review was purposely selected because of the applied and dynamic 
nature of the motivating research question—the need to map avail-
able literature and research findings/evidence in a burgeoning area for 
policymakers and practitioners (Arksey and O’Malley 2005; Kastner 
et al. 2012).



80        D.A. Cross

Separate searches were conducted in Scopus and PubMed, dating 
from 2005 to 2015, limited to a more recent time period to capture 
only the more current environment and contextual factors most salient 
to providers and policymakers today. I used broad search terms, includ-
ing ‘primary care team’ or ‘primary care’ AND (‘teamwork’ OR ‘team-
based’). Articles were restricted to English only.

Figure 5.1 provides a flow diagram for the selection of included stud-
ies. Articles were searched and downloaded to an Excel database. I then 
removed duplicates and reviewed article titles for inclusion, followed by 
abstract review. Letters, editorials and position statement articles were 
excluded, as was research that didn’t meet the inclusion criteria out-
lined in Table 5.1. A total of sixty-two articles were included for the full 
review; these articles were ‘charted’ and summarized across the three 
domains of interest (Arksey and O’Malley 2005).

Records after duplicates 
removed
(n = 745)

Records excluded by title
(n = 464)

Abstracts reviewed 
(n = 281)

Records excluded by abstract
(n = 161)

Full text articles reviewed
(n = 120)

Studies included in analysis
(n = 62)

Additional articles identified
(n = 4)

Fig. 5.1  PRISM diagram
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Table 5.1  Scoping review inclusion criteria

Criteria Description

Consistent definition of primary care 
team

Research explores the core primary 
care patient care team, including one 
primary provider (physician, nurse 
practitioner or physician’s assistant) 
as well as nurses, assistants, ancillary 
clinical staff and administration

Excludes:
          �Teams that span organizational 

boundaries
          �Teams focused on inter-physi-

cian collaboration
          �Teams not focused on delivery 

of primary care services
          �Research primarily focused on 

engaging the patient or car-
egiver as part of the care team

Focus on organizational context and 
consideration of implementation 
factors

Research explores when, why and 
how practices implemented a team-
based care approach to improve care 
delivery

Excludes:
          �Research on the link between 

teamwork and outcomes, with 
little or no reflection on why or 
how teamwork was utilized

          �Research on the interpersonal 
processes of team formation

Generalizability Research documenting approaches or 
strategies that make sense in the US 
healthcare context

Excludes:
          �Research in developing 

nations lacking a primary care 
infrastructure

          �Research in other nations that 
doesn’t translate to the US 
setting

          �Interventions that lack feasibility 
to promote widely (i.e. sub-
stantial, unsustainable influx of 
temporary staff or resources)



82        D.A. Cross

Results

Environment

Applying an ‘environmental’ lens helps to better understand what 
organizational and market factors make a setting conducive for deploy-
ing a TBPC approach, and where the different levers exist to reshape 
pressures that may facilitate or impede a ‘teams’ transition.

Internal Organizational Structures

Research on a ‘teams’-focused organizational culture frequently focuses 
on strong leadership and effective change management as staff deal with 
the uncertainties and vulnerability of significant role change and altered 
interpersonal dynamics (Goldman et al. 2010; Hilts et al. 2013). More 
concretely, practice characteristics that are associated with these ena-
bling organizational strengths include first an organizational philosophy 
focused on TBPC that is explicitly tied to near-term practice goals and 
intended changes promoted under PCMH and other delivery reforms 
(Allan et al. 2014). Physicians’ consistent participation in frontline team 
huddles for daily care planning also sends an important message of phy-
sician buy-in and sets an open, collaborative tone for team functioning 
(Rodriguez et al. 2015a, b). Finally, identifying the personal character-
istics in staff that facilitate strong interpersonal dynamics and incor-
porating them into hiring processes may be an increasingly important 
organizational strategy to foster high-functioning work relationships 
amid these changes (Bunniss and Kelly 2008).

Organizations trying to foster teamwork also require appropri-
ate structures and aligned incentives that encourage the effective use 
of team-based care (TBC) approaches (Hung et al. 2006; Xyrichis 
and Lowton 2008). Understanding how effectively teams are working 
together, how the use of teams affects patient outcomes and how to 
strengthen team functioning all require changes in the traditional ways 
that practices measure and report performance (Hays 2007; O’Toole 
et al. 2011). In the context of TBPC, studies have revealed a significant 
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lag between changes in how services are being delivered under new 
team-based care delivery models and how practice performance is 
assessed. In an interventional study with ‘Family Health Teams’ in 
Ontario, researchers found that existing performance indicators fail to 
reflect the role and contribution of different team members (Johnston 
et al. 2011). A qualitative evaluation of sixteen primary care practices in 
the nationalized healthcare system set up to treat US military veterans 
(i.e. the US Veterans Health Administration) revealed that performance 
assessment failed to engage or activate non-physician team members 
and did little to further the stated organizational goals of emphasizing a 
team-based care approach (Hysong et al. 2014).

To facilitate enhanced performance initiatives that acknowledge and 
reinforce team-based care, all team members need access to performance 
reporting data, both to analyse personal performance and engender a 
stronger sense of shared responsibility for office functioning and patient 
care. Performance data should be actionable, with some level of role-
specificity (particularly in process measures) to define and maintain 
individual roles and responsibilities. Having a designated data facilita-
tor driving performance improvement is critical (Watts et al. 2014). 
Hysong et al. (2014) recommend that—when empowered to do so—a 
designated nurse or other team member is often better positioned to 
monitor and manage team processes and outcomes compared to a phy-
sician-managed model.

External Policy Environment

Team-based care approaches are typically seen as a facilitator and a 
mechanism to achieve success under broader delivery reform pro-
grammes in the USA, such as accountable care organizations, PCMHs 
and pay-for-value initiatives (Friedberg et al. 2013; Grace et al. 2014; 
Grover and Niecko-Najjum 2013). Key elements of a team transfor-
mation—(re)negotiating roles, establishing a shared sense of purpose 
that is patient-centric, fostering open communication etc.—are critical 
for meeting enhanced practice responsibilities under a PCMH model, 
particularly in areas such as improved care management and patient 
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engagement/activation (Friedberg et al. 2013; Sanchez and Adorno 
2013; True et al. 2014).

Though empirical work is limited, a number of studies have drawn 
attention to the fact that the financial and regulatory environment of 
healthcare can seriously impede the implementation of TBC approaches 
(Finlayson and Raymont 2012). The extent of organizational change 
possible, especially with respect to enhanced care roles for non-physi-
cian staff, is often limited by legal restrictions or ambiguity around role 
scope. The role of medical assistants in particular is an open question of 
policy and practical significance as their role continues to expand in the 
absence of clear regulations, guidelines or best practices (Freund et al. 
2015; Ladden et al. 2013).

Existing payment methods in the USA also limit the expansion of 
TBPC approaches, given the physician-centric fee-for-service billing 
practices and the task-based nature of reimbursement (McInnes et al. 
2015; Strumpf et al. 2012). In a study of salient organizational fac-
tors affecting primary care practice in New Zealand, researchers found 
that degree of inter-office collaboration is strongly influenced by the 
most prevalent funding mechanism, and that capitation or bulk-fund-
ing more strongly promoted the use of teamwork (Pullon et al. 2009). 
Similar findings from an evaluation of a global payment demonstration 
in the state of Massachusetts indicated that a transition to use of teams 
was a critically important component of practices’ response to these 
types of payment reforms (Mechanic et al. 2011).

Task

Primary care providers are faced with an unprecedented workload 
in today’s healthcare environment, coupled with a context of greatly 
increased documentation and reporting requirements. Whilst shifting 
to a team-based care approach seems like a natural and often suggested 
response to these pressures, the ways to best staff and structure these 
new care teams are less clear. Finlayson and Raymont (2012) emphasize 
that the ‘type, nature and strength of teamwork’ is critically shaped by 
the nature of work itself. Thus, this section explores types of care and 
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service provision that best accommodate a teamwork structure, synthe-
sizing specific findings about how and when teams can be used success-
fully to accelerate and/or extend care.

Staffing

The development of healthcare teams is often hampered by traditional 
role concepts (Chesluk and Holmboe 2010). However, increased 
requirements and resource demands under PCMH and other delivery 
reform models—particularly around patient-centric care management 
and coordination—have continued to erode traditional care models 
and accelerated the development and expansion of new supporting staff 
roles (Morrissey 2013). Staff in these roles (e.g. care managers, health 
coaches, navigators etc.) are often best positioned to improve patient 
activation, connect patients with social services and have the time neces-
sary to manage service utilization and medications; empowered ancil-
lary staff have a particularly well-documented role in the literature in 
the areas of preventive care and chronic disease management (Altschuler 
et al. 2012; Edwards et al. 2015; Ferrer et al. 2009; Graffy et al. 2010; 
Hudson et al. 2007; Margolius et al. 2012). Indeed, a number of recent 
studies have been able to detect improved patient outcomes as a result 
of introducing these new care roles (Anand et al. 2010; Chan et al. 
2010; Collinsworth et al. 2014). Physicians are busy and have relatively 
less experience and training in these areas; incorporating new staff to 
carry out these tasks thus may be viewed as an extension of services 
rather than an acceleration of existing physician care, and fulfils patient 
needs complementary to their own role.

Role understanding is a key facilitator in the process of integrating 
these new staff into the primary care team. Indeed, it is integration 
rather than collaboration that signifies true embodiment of TBPC prin-
ciples (Boon et al. 2009). The newness of these care roles, and ambi-
guity in their defined responsibility and scope, can pose a challenge to 
physicians and other staff as they incorporate this new team member. 
Qualitative studies on the role of health coaches emphasize position-
ing the new staff member as a liaison or as part of a ‘relational triad’ 
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between the patient and physician. This arrangement cements the 
coach’s role as an advocate and extension of the patients’ best interests 
to improve patient care, and helps physicians and other team members 
better understand and appreciate this care role (Margolius et al. 2012; 
Ngo et al. 2010; Wholey et al. 2013). Clear delineation of scope of 
practice is also critical, as is an explicit understanding of interdependen-
cies. The rest of the team—particularly the physician—needs to under-
stand the functions being performed by the ancillary staff person and 
how it fits into achieving the broader vision of care that practice aims 
to provide (Donnelly et al. 2013; Wholey et al. 2013). Finally, securing 
adequate face-time between ‘traditional’ and new ancillary team mem-
bers is critical for fostering an inclusive sense of teamness. Co-location 
facilitated more acceptance of and reliance on these new care roles, as 
did including ancillary staff in regular huddles and team meetings 
(Donnelly et al. 2013; O’Malley et al. 2014).

Structuring

Implementing TBPC requires a difficult navigation of trust, preferences 
and changed patterns of interaction as roles and responsibilities change, 
as do organization-level workflows and infrastructure (Mitchell et al. 
2012). As new roles take shape, a natural tension and trade-off emerges 
between role clarity and flexibility. Some argue that a more mechanistic, 
highly structured team dynamic creates a consistency that builds trust 
and a feeling of competence (Drach‐Zahavy and Freund 2007; Elder 
et al. 2014). However, a certain degree of flexibility is critical; all team 
members need to share feelings of responsibility for total patient care 
that may require completing tasks or services outside his/her defined 
role description. Clear role guidelines tied to an explicit care mission 
statement, with guidance on staff cross-coverage expectations, reduce 
ambiguity to prevent feelings of territorialism or inconsistent TBPC 
implementation (Grace et al. 2014; Rodriguez et al. 2014).

Relatively discrete clinical tasks (e.g. administering screenings, vac-
cinations) or administrative tasks (referral tracking, well-visit docu-
mentation etc.) can be delegated, as can more nuanced but critical care 
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roles such as patient engagement and education, connecting patients 
with social services and medication management. Promising strate-
gies to help shape these new enhanced care roles amongst staff include 
the use of explicit protocols or care templates for routine services and 
screening (Cross et al. 2015; Goldman et al. 2010; Ladden et al. 2013; 
O’Malley et al. 2014). Medical assistants (i.e. individuals certified to 
complete various administrative and low-risk clinical tasks) or ancillary 
staff trained in case management can often be brought in and trained 
in panel management and the logistics of care coordination oversight; 
guidelines and toolkits have been developed to help spread effective role 
guidelines and best practices for this emerging role (Ladden et al. 2013; 
Savarimuthu et al. 2013). Making these changes incrementally, with 
role support through inclusive team huddles and performance feedback, 
helps build and reinforce these new relationships (O’Malley et al. 2014; 
Rodriguez et al. 2015a, b).

Technology

Practitioners and researchers have long recognized that the design and 
functionality of clinical electronic health records (EHRs) shape not just 
how providers work but also how they can work together (Anand et al. 
2010; Bates and Bitton 2010; Howard et al 2012). However, providers 
lack knowledge on how to use IT to support the holistic changes they 
are making in pursuit of patient-centric, team-based case (Roper 2014). 
This is largely due to the underdeveloped state of research exploring 
the interdependence and synergies of pursuing greater IT implemen-
tation in parallel with the use of a team-based approach. There is a 
dearth of understanding about how care teams learn to work collabora-
tively within the EHR system, what features facilitate or impede a team 
approach and how these systems can be designed with new functionality 
that not only accommodates but also enhances use of a care team.

As primary care teams grow to incorporate new team roles—includ-
ing care managers, nutritionists, health coaches, etc.—documentation 
practices need to evolve to support and integrate these new services. 
Tasks performed and information collected by these ancillary clinical 



88        D.A. Cross

team members is often not incorporated into the central patient record; 
doctors and nurses often don’t see the availability of this information 
and don’t know to act, reiterate or follow-up on this critical resource 
(Cross et al. 2015; Donnelly et al. 2013; Kim et al. 2013; O’Malley 
et al. 2015). Available documentation features also tend to be ‘flat’, 
lacking some of the advanced features such as branching logic and deci-
sion support to act on collected information and provide enhanced 
management, education and support services to patients.

Developing EHRs that support a team-based workflow requires 
an intimate understanding of how team members work together and 
interface with technology support and documentation practices. Team 
members need to be able to complete tasks but also communicate 
about patient care and rely on EHR-facilitated reminders and workflow 
support to track and ensure the follow-up/reconciliation of pending 
responsibilities. In one of the few studies to explore the interaction of 
team behaviour and effective EHR use, authors identified the impor-
tance of team agreement on methods of communication and the con-
sistency of EHR role and documentation practices (Denomme et al. 
2011). For EHRs to function as a reliable coordination platform for 
patient care, all team members need to know where specific information 
should be recorded and can be retrieved; tracking and other automated 
decision support or registry functionality also requires consistent (and 
complete) documentation. Other studies have mentioned the availabil-
ity of a limited set of internal communication and coordination tools 
within the EHR (Cross et al. 2015; Donnelly et al. 2013; Legault et al. 
2012; O’Malley et al. 2015). However, this has yet to be the subject of 
rigorous exploration or optimization.

Technology can also be deployed to facilitate the expansion of 
team member responsibilities and autonomy beyond traditional roles. 
Existing studies mention team-based care approaches in concert with 
the use of care templates (Cross et al. 2015; Graffy et al. 2010; Kendall 
et al. 2013; O’Malley et al. 2015), panel management tools (Kaferle and 
Wimsatt 2012), registries (Graffy et al. 2010; Rodriguez et al. 2014) 
and the use of patient engagement tools/shared decision-making appli-
cations (Chunchu et al. 2012; Friedberg et al. 2013), yet stop short 
of identifying synergies in these concepts. More conceptual work and 
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empirical analyses remain to be done to understand the full implications 
of integrating these technologies with a TBC practice design, includ-
ing the specific challenges and potential legal or financial ramifications 
of using IT to support and extend patient care roles for non-physician 
team members.

Discussion

This review synthesizes available research exploring how three key con-
textual factors—environment, task and technology—shape primary care 
practices’ implementation of team-based approaches to primary care. 
Important environmental considerations that emerged from existing lit-
erature include strong and invested physician leadership, performance 
measurement practices that reflect and support a ‘teams’ approach and 
reimbursement structures that facilitate enhanced use of non-physician 
staff. The changing nature of tasks and workflow in primary care service 
delivery, including an elevated focus on preventive care, patient engage-
ment and disease management, bring into focus a need for new staffing 
models and an efficient restructuring of roles to support new care prac-
tices. Technology applications (e.g. EHRs, registries etc.) can support 
and enhance team-based care practices by enhancing communication, 
coordination, role support and care quality assurance.

Practice-level efforts to implement TBPC practices may involve sig-
nificant restructuring of physician and non-physician team roles to 
survive in a changing healthcare environment. Physicians and admin-
istrators need to spearhead changes in organizational culture to support 
this level of learning and change. This includes clear goal-setting and 
commitment to supporting new team-based models through changes 
in compensation, physical infrastructure and how practice performance 
is measured, evaluated and acted upon. Educational programmes and 
interventions to facilitate a ‘teams transformation’ may prove useful, dis-
tilling key principles and tools to help with the interpersonal, psychoso-
cial processes of developing well-functioning teams (Chan et al. 2010; 
Kozlowski and Ilgen 2006).
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A second key implementation factor to consider is that the adop-
tion of team-based care practices doesn’t take place in a vacuum. TBPC 
efforts can both support but also be influenced by other concurrent 
practice changes promoted under PCMH, such as enhanced patient 
engagement and patient-centric care management services as well as the 
use of EHRs. Information technology can help to support structured 
efforts to enhance non-physician care team roles, improve coordination 
and workflow and facilitate communication amongst team members. 
However, a number of continued challenges hinder practices’ ability 
to effectively leverage these strategies. For example, practices need to 
develop procedures to deal with asynchronous communication within 
the team, and figure out how to integrate documentation practices 
across multiple care team providers in a systematic way that makes find-
ing and sharing patient information easy and reliable.

At the state and national policy level, reimbursement practices need to 
continue to shift away from a physician-based fee-for-service model and 
acknowledge new care team practice models. This includes a focus on 
pay-for-value, but more broadly requires acknowledging the care roles of 
non-physician staff in task-based reimbursement. Without aligned finan-
cial incentives, practice physicians and administrators will find it much 
harder to sustain TBPC efforts. Any efforts to reform reimbursement 
structure will also require clearer guidelines on the education, role and 
scope of practice for non-physician care team members. This is particu-
larly true in the case of medical assistants, whose numbers continue to 
grow exponentially and whose role varies widely across practices.

Conclusion

This study is the first to synthesize available research on the contextual 
factors that impact the implementation of team-based care practices 
in primary care settings. Focusing on three key domains of environ-
ment, task and technology, I explore the conditions under which prac-
tices can most effectively leverage TBPC strategies, and identify 
key ways to foster more effective TBPC in the future. These findings 
enhance our understanding of the tenuous link between the adoption 
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of TBPC and the improvement of patient as well as practice-level out-
comes. Further research should consider the findings of this review to 
improve the nuance of empirical analyses in this area, seeking to explain 
not just whether using teams works, but when. Studying the mecha-
nisms through which the adoption of team-based care practices can 
lead to better outcomes—both mediating structures or processes such 
as the consistent use of huddles, as well as moderating organizational 
factors like presence of an EHR or participation in pay-for-value pro-
grammes—provide actionable findings to improve policy reforms, 
organizational change processes and ultimately patient care.
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