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Editor’s note: Typically, in many countries, teamwork is a defining feature of primary health care delivery. Primary care settings are therefore
potentially ideal places for health professionals to learn about and experience teamworking and collaborative practice. The authors of this
toolbox article, based in California, USA, describe a model to help teach teamwork in the community based on the patient-centred medical
home (PCMH) approach. The toolbox article includes details of the PCMH movement, with its focus on the continuity of comprehensive care
and the building of personal relationships between patients and professionals. The model highlights the importance of team performance,
inputs such as leadership and staffing, outputs such as measurable patient outcomes of care delivery, and the overall relationship-centred
culture. Competencies and learning strategies are presented in a series of tables, including teaching meeting practices (the importance of
regular meetings and how to ensure their effectiveness), task work (relating to team members’ roles and responsibilities), and teamwork
(trusted relationships and respected communication). The final table focuses on how educators can prepare for team performance train-
ing. Educators already involved in interprofessional learning and teamwork training will find much of this material familiar, but perhaps
the different context will stimulate reflection on different approaches. Educators new to facilitating interprofessional learners and team
development will hopefully find this toolbox article useful for planning and delivery.
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... teamwork
requires each

member to have

role-specific
competence, a

shared structure
to work within,

and
“coordinative
and adaptive
capabilities”

INTRODUCTION

ver the past two decades,
Oteam—based care models

have advanced the delivery
of primary care.! Primary care
teams consist of two or more
professionals and staff who share
the goal of delivering high-quality,
patient-centred care to patients
and their families through collabo-
ration and coordination.? In
general, teamwork requires each
member to have role-specific
competence, a shared structure to
work within, and ‘coordinative and
adaptive capabilities.? Their ability
to work together depends on their
collective development: team
training enhances team perfor-
mance.* Teams that lack common
goals, leadership or training
experiences present a particularly
complex undertaking.?3

Over the last 45 years, the need
for interprofessional team-based
training for health professions has
been well documented.® Effective
team training is tailored to the
specific tasks, behaviours and
relationships of a health care team.®
Although there are important
examples of team training in health
care, they do not address the
specific characteristics of primary
care teamwork in the context of
existing resources and culture.®

Much has been learned about
primary care teamwork from the
patient-centred medical home
(PCMH), a team-based one-care
model implemented extensively in
the USA. This approach honours the
tenets of primary care - compre-
hensive, coordinated, accessible
and continuous - as well as
emphasising the importance of the
personal relationship between a

relationship-centred communication
and adequate meeting time.”"1°

A straightforward framework to
learn, assess and improve primary
care teamwork would be a valuable
tool for medical professionals and
trainees to learn team-related
competencies. In this article, we
describe a conceptual model that
integrates principles of primary
care team performance with
research on what constitutes
effective teamwork. We suggest
strategies for how learners, faculty
members and other stakeholders
can use the model to enhance
primary care team practice,
training and assessment.

APPROACH

In 2010, the Veterans
Administration (VA; provides near-
comprehensive health care services
to eligible military veterans) adopt-
ed the PCMH care model in 900 pri-
mary care clinics. We developed the
Conceptual Model of Primary Care
Team Performance (CM of PCTP) at
a VA demonstration site for PCMH
implementation. Our workgroup
includes two VA clinician-educators
with team-based practice expertise
in patient-centred communication
and social scientists with experi-
ence in teamwork, quality improve-
ment, coaching, and innovation
development and assessment.

We selected the evidence-based
‘Integrative Framework of Team
Effectiveness’ as our starting point
because of its validity and flexibility
to include primary care practice
characteristics. This framework is a
synthesis of 138 models of team-
work from organisational develop-
ment experts. It includes the four
traditional constructs of teamwork:
inputs, team performance, outputs
and culture. Developers of this
framework intended it to be adapted
to many fields, and to serve as a
foundation for team performance
evaluation, the testing of new
hypotheses and designing effective
team training interventions.

THE CONCEPTUAL MODEL
OF PRIMARY CARE TEAM
PERFORMANCE

As shown in Figure 1, our model
combines the key constructs of
teamwork with characteristics rel-
evant to a team-based primary care
practice. Each aspect of this model
contributes to what helps a team
work well together, and requires a
different set of knowledge and skills.

Team performance in the
central oval represents the
essential processes that occur as
a team works to coordinate
patient care (Figure 1). It
incorporates three related
domains of team performance

INPUTS

LEADERSHIP
SUPPORT

PATIENT
POPULATION

CLINICAL

TEAM
PERFORMANCE

MEETING PRACTICES

Non-clinical time to meet
Effective meeting skills

OUTPUTS
CARE OUTCOMES
Population health
Patient experience
Cost of care
WORK LIFE QUALITY

STAFFING
WORK DEMANDS

PRESENCE OF
TRAINEES

TASK WORK

Work roles and responsibilities
Continuous improvement

TEAMWORK

patient and the care team mem-
bers.® The PCMH has led to
improvements in patient experi-
ence, care quality, cost and team
member well-being." Several group
practices have been shown to
promote team performance: goal
specification, a shared understand-
ing of team roles, quality improve-
ment (QI) skills, team coordination,
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Figure 1. Conceptual model of primary care team performance.



with effective aspects of primary to promote
care such as patient-team

. . . team
partnership, data-driven improve- .
ment, planned opportunities for Inputs (left side of the model) performance:
team communication and are the structural features of a are goal
population management.>? team-based care model determined ~ specification,

by practice leadership. Patient shared
demographics define the types, understanding

roles and staffing needed on the
team, as well as expected outputs of te.am ro_les’
of team performance. Work relationship-
demands are influenced by a centered com-
team’s panel size, patient complex-  munication,
ity, and level of clinical staffing.>*
Health professions trainees are
frequently integrated into the
teams; they can contribute to
patient care, but may also place
extra demands on team members.

and adequate
meeting time

Outputs (right side of the
model) are measurable outcomes
that drive team performance and
serve as benchmarks to monitor a
team'’s care and improvement
efforts. Clinical teams must be aware
of and work towards relevant goals
and outcomes. Patient experience,

Table 1. Teaching meeting practices: competencies and learning strategies®!213

Competencies:
O Regularly meet using sound practices
O Attend all planned meetings of the team
O Value protected meeting time
O Use effective meeting practices

Learning strategies:

1. Clarify meeting aims e Before the meeting, a proposed agenda with expected outcomes is prepared and
distributed, with consideration of useful meeting processes
2. Volunteer for meeting e Meeting leader: focus on agenda, manage time, facilitate participation and
roles discussion, guide the team to build consensus and reflect on process

e Facilitator: help the meeting leader by monitoring meeting focus, flow and social
processes, reminding others of ground rules, and helping when things get stuck

e Recorder: document progress, decisions, next steps, items for later discussion,
and prepare and distribute minutes

e Timekeeper: track the time for each item and alert others before the time is up

3. Follow ground rules e The team agrees upon expected team member behaviours

4. Negotiate agenda and e Review agenda, place most important items first, be realistic about time
time for each item

5. Complete the agenda e Discuss information, make decisions, plan next steps

6. Review actions e Summarise accomplishments, items for follow-up and responsible people

7. Set next meeting aims ® Plan a preliminary agenda for the next meeting

8. Reflect on the meeting e What worked? How well did we discuss the information? How well did we respond
process to each other’s questions? What needs to be improved?
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Table 2. Teaching task work: competencies and learning strategies’3'2

Task work competencies:

O Know, perform, and improve roles and responsibilities

O Verbalise team roles (both your own and those of team members)

O Perform your professional responsibilities, and state when you cannot do this

O Accept the responsibility to improve care

Learning strategies:

1. Team roles

2. Perform
professional
responsibili-

® The team can collaboratively prepare a checklist of clinical roles and responsibilities for each
team member

® New team members or trainees can shadow other team members to understand their work roles
e Periodically reflect on how the team is working together
e Discuss ways to assist each other during busy clinic days

® Huddle: each day, the team can meet for 10-20 minutes to identify patient needs, to schedule
changes, and to coordinate care

e Case conferences: periodic meetings with the whole team to reflect on challenging cases and

ties

to identify ways to coordinate care and/or learn new knowledge or practices

® Panel management sessions: with relevant team members, reflect on a registry of one care
outcome for the team’s patient panel (i.e. Haemoglobin Alc) and initiate plans to improve

3. Improve care

® A workshop series to learn and apply the basic principles of quality improvement (QI)

e Identify team improvement needs related to measures of work processes or care measures

® Team meetings can provide a set time to identify and work on QI projects

e Promote a culture of safety by accepting mistakes and admissions of not knowing as
opportunities to learn and improve

population health and cost are
widely accepted as important aims
of health system performance.®
Successful teamwork also contrib-
utes to individual and team viability
and happiness, as reflected in
measures of job satisfaction, stress,
burnout and retention.?” Team
perceptions of their own cohesion
can provide valuable feedback on
how they are working together.®

A relationship-centred culture
(bottom of the model) describes the
optimal work environment to
promote team performance.
Important contributors to culture are
leadership style, performance
mandates, work demands, staffing,
autonomy and acceptable patterns of
communication.®"’ Patient-
centredness, psychological safety, a
mindset for change and reflective
capacity are characteristics of a
relationship-centred culture.> These
play an important role in the
satisfaction, well-being, and learning

ability of teams and individuals.”

We propose that the CM of PCTP can
be easily recalled and applied in
three categories: meeting practices
- team members coordinate their
work during effective meetings; task
work - team members value patient-
centred care, perform their roles
and strive for continuous improve-
ment; and teamwork — team mem-
bers communicate with honesty

and respect, and value relationships
with team members. Both new

and existing clinical teams can use
this simple three-part framework

of team performance to stimulate
the quick recall of what constitutes
team performance, and as a starting
point to assess and improve their
own team performance.

Teaching strategies for teams
seeking to initiate or improve
team-based education are described
in Tables 1 to 3. We propose that
the best way for new trainees to

learn to practice in teams is to be
immersed in a team and to be
supported as they learn to practice
their professional roles, with
workshops to address new skills.
Planning for trainees to join a care
team is essential and lays the
groundwork for effective learning
for the whole team (Table 4). The
very process of preparing for new
learners will inevitably lead to
better team-based patient care as
team members reflect on their
roles, and how and where they work
and meet together. Role modelling,
observation and feedback by
faculty members and team members
are key teaching strategies, as is
continuing reflection of the care
and processes of teamwork.

The CM of PCTP will also assist
other primary care stakeholders to
learn about primary care team
performance. Team members and
coaches guiding teams to improve
their performance can refer to the
model to target areas of success
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and challenge. The model will
provide educators with a frame-
work to plan team training
curricula and interventions.
Evaluators can use the model as a
roadmap to develop assessments of
care outcomes, team performance,
training interventions, and team
member well-being. Clinical
leaders may find this framework
helpful to analyse the effects of
changes in the structure of a
primary care practice (i.e. team
membership, staffing and panel
size) on team performance and
care outcomes. Finally, all stake-
holders can promote team
performance and a relationship-
centred culture by clearly defining
roles, communicating honestly and
respectfully, and by planning for

effective meetings.

In summary, the CM of PCTP
acknowledges the complexities of
primary care team performance,

yet suggests a simplified approach
to its components, implementa-
tion, evaluation and potential as
an improvement tool. We intend it
to be used in three ways: (1) as a
tool for primary care team members
and trainees to readily remember,
learn and practice key characteris-
tics of team performance; (2) as a
framework for the development of
coaching and training interventions
for primary care teams; and (3) as
a guiding structure to assess and
improve a primary care team’s per-
formance, care outcomes and team
member well-being.
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o

o

o
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O Make collaborative decisions
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O Hold team members accountable
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Learning strategies:
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aediel) e Elicit others’ perspectives
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e QOne person speaks at a time
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Table 4. Best practices to prepare trainees for team
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Prior to team training:

Get a commitment from clinic leaders, team clinicians and staff to take
on the role of individual and team faculty members
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well-functioning team
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Consider staffing ratios of professional faculty members to trainees to

allow time for faculty members to teach

Build time into the weekly schedule for huddles, case conferences, team
meetings and panel management sessions

Train faculty members in the skills and attitudes of good role models and coaches

Plan a session for new team members and trainees to welcome them
wholeheartedly, review team roles and introduce them to the team com-
petencies as a prelude for future learning
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