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1. Executive Summary

High-performing primary care is widely recog-
nized as the foundation of an effective and effi-
cient health care system. Countries with a robust 
primary care sector achieve superior health out-
comes at lower costs. Over the past two decades, 
Canadian provinces and territories have intro-
duced primary care reform initiatives that focus on 
strengthening the infrastructure for primary care 
and establishing funding and payment models 
that promote performance improvement. Despite 
this progress, the performance of Canadian pri-
mary care trails that of many other high-income 
countries in access to regular doctors or places 
of care, timely access to care, development of in-
terprofessional teams, and communication across 
health care settings.

Implementing interprofessional teams is a key 
feature of high-performing primary care systems. 
In Canada, several jurisdictions have introduced a 
team-based model, all of which vary significantly 
in terms of their structure, physician reimburse-
ment scheme, the types of primary care providers, 
governance mechanisms, the funding mechanism 
for primary care providers, enrolment of patients, 
the scope of services, the nature of the popula-
tion being served, and the adoption of a popu-
lation-based approach to planning and delivering 
care. Despite significant investments in building 
interprofessional teams, there is limited evidence 

that current team models are producing consis-
tently better results in relation to the quadruple 
aim (improving population health, reducing the 
cost of care, enhancing patient experience, and 
improving provider satisfaction). Thus, the objec-
tive of this study was to identify potential interna-
tional best practices in relation to interprofession-
al primary care teams. This study also examined 
evidence of impact, barriers and facilitators, and 
lessons learned. The following findings were in-
formed by a rapid literature review of the grey and 
scientific literature in multiple databases.

What are potential best practices in relation  
to the interprofessional primary care teams  
in countries that have successfully 
implemented team-based care?

This review identified 28 potential best prac-
tices. The majority of best practices were from 
the United States. Other jurisdictions includ-
ed Sweden, Nepal, Singapore, Hong Kong, and 
Australia. These best practices ranged from health 
centres, academic medical centres, private practic-
es, and integrated delivery systems or programs.

What is the evidence of impact?

The evidence of impact for identified poten-
tial best practices was limited. Although each 
best practice is different in terms of context and 
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organization, available evidence indicates that in-
terprofessional teams positively impact the goals 
of the quadruple aim. Some evaluations of best 
practices found they improved patient and family 
satisfaction, reduced hospitalizations, generated 
cost savings, and improved patient outcomes (im-
provement in geriatric depression and diabetes, 
alleviating severity in continence, reducing cardio-
vascular disease and mortality, and enhanced eq-
uity for migrant populations). Self-reported data 
from best practice organizations also indicated re-
ductions in hospital admissions, emergency room 
visits, number of in-patient hospital days, and no-
show rates. Providing more accessible care in ru-
ral communities and improving team functioning 
were areas that required further improvement.

What are the barriers and facilitators  
to implementing interprofessional  
primary care teams?

There was limited information on the barriers and 
facilitators to implementing potential best practic-
es identified in this review. Two studies identified 
lack of physician buy-in and various issues with 
the implementation of information technology as 
key barriers to implementation.

What lessons can Canada learn from the 
experiences of international jurisdictions?

For the 28 potential best practices identified for 
which there was information available, the follow-
ing features were most common:

•	 Two-thirds of interprofessional teams (18 best 
practices) served specific target populations. 
This included those from low-income or unin-
sured groups (9), adults that were 65 and older 
(5), veterans or military (4), children (2), or with 
chronic conditions (5).

•	 Many interprofessional teams (18 practices) con-
sisted of a physician, nurse, medical assistant, 
and a range of two or more diverse inter-
professional providers. Across all practices, 50 
different team roles were identified. The most 

common roles included primary care physicians 
(24 practices), nurses (17), behavioural integra-
tion specialists (7) or social workers (8), and phar-
macists (9). In one-third of practices (10), regis-
tered nurses, medical assistants, and/or panel 
managers were reported to be empowered and 
supported to extend their scope of practice.

•	 More than half of the interprofessional teams 
(15 practices) provided a range of comprehen-
sive services that could include preventive care, 
chronic disease management, services, and 
programs to address the social determinants 
of health, as well as providing other services 
such as dental, optometry, orthopedic, and 
behavioural health care.

•	 Timely access to care was facilitated in more 
than half of the practices (15) through various 
mechanisms including same-day appointments, 
third next available appointments, after-hours 
coverage, 24/7 access to providers, home visits, 
telehealth (phone, video visits), remote monitor-
ing, telephone hotlines or nurse triage lines, se-
cure messaging, email, policies on patients be-
ing seen in a set period or number per day, and 
the use of forecasting tools to estimate demand.

•	 Over a third of practices (10) were using elec-
tronic medical records (EMRs) or health records. 
Health information technology was being used 
for various purposes including care coordina-
tion, data-driven performance measurement, 
panel and population management, and man-
aging patient visits.

•	 About a quarter of best practices reported initia-
tives for performance measurement and quality 
improvement. Eight practices were collecting 
performance measurement data using various 
mechanisms including dashboards and perfor-
mance measurement frameworks. Seven prac-
tices were involved in quality improvement that 
was enabled through regular team meetings, the 
establishment of performance metrics and tar-
gets, practice facilitators, and workflow mapping.
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•	 In a quarter of the practices (7), patients were 
assigned to a provider to enable continuity of 
care, and care plans were being developed as a 
mechanism for engaging patients in their care.

These characteristics are part of the College of 
Family Physicians of Canada™ (CFPC)’s Patient’s 
Medical Home vision. A key lesson learned from 
this review is that potential international best 
practices often resembled the community health 
centre model. This model focuses on marginalized 
and vulnerable populations and delivers a wide ar-
ray of comprehensive services to their population 
through a range of diverse health care profession-
als. However, it is essential to note there was a lack 
of information on the leadership approach, gov-
ernance framework, funding model, and account-
ability mechanisms for best practices. There was 
also a paucity of literature on the impact of best 
practices and the barriers and facilitators to their 
implementation. These findings are not surpris-
ing as the lack of primary care research remains a 
challenge worldwide.

Limitations

There are limitations to this review. First, despite 
best efforts some relevant articles on potential 
best practices may have been missed. Since this 
was a global study, the language of documents 
was context specific. As such, information from 
these non-English language documents could 
not be included but could have provided more 

insights. Furthermore, there were varying de-
grees of information on each best practice. This 
review could only report on available informa-
tion. Some best practices may include common 
features that could not be identified through this 
review. Further, the quality of the studies was not 
assessed; thus, the frequencies and evidence of 
impact should be considered with caution.

Recommendations
As the CFPC embarks on advocating for the spread 
of the Patient’s Medical Home vision in Canada, it 
is recommended that the CFPC:

•	 Conduct further research on identified interna-
tional potential best practices to obtain more 
details on the attributes of high-performing 
teams and explore their leadership approach, 
governance framework, funding model, ac-
countability mechanisms, and barriers and facili-
tators to their implementation.

•	 Advocate provincial, territorial, and federal gov-
ernments to invest in interprofessional team 
models that require the implementation and 
accountability of the characteristics of high-per-
forming best practices identified in this study.

•	 Advocate provincial, territorial, and federal gov-
ernments to invest in evaluating and conduct-
ing research on existing interprofessional team 
models to determine how they can be opti-
mized and used across Canada.
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2. Introduction

High-performing primary care is widely recognized 
as the foundation of an effective and efficient 
health care system. Countries with a robust prima-
ry care sector achieve superior health outcomes at 
lower costs.1 Over the past two decades Canadian 
provinces and territories have introduced primary 
care reform initiatives that focus on strengthening 
the infrastructure for primary care and establishing 
funding and payment models that promote per-
formance improvement.1 Despite this progress, the 
performance of Canadian primary care trails that 
of many other high-income countries in access to 
regular doctors or places of care, timely access to 
care, development of inter-professional teams, and 
communication across health care settings.2,3

In 2012 a consensus and evidenced-based dis-
cussion paper entitled Toward a Primary Care 
Strategy for Canada was developed by Dr. Monica 
Aggarwal and Dr. Brian Hutchison.1 This discussion 
paper was informed by major primary health care 
(PHC) stakeholders across Canada. The purpose 
of the discussion paper was to build a consen-
sus-driven vision and roadmap for strengthen-
ing PHC as the foundation of a high-performing 
health system in Canada. The strategy was meant 
to serve as a touchstone for health policymakers 
and health system leaders at the federal, provin-
cial, regional, local, and organizational levels. A 
significant contribution of Toward a Primary Care 

Strategy for Canada was identifying the features of 
high-functioning primary care systems. A review 
of international and national evidence and expe-
rience found that 13 features in their entirety are 
fundamental elements of high-functioning prima-
ry care systems.1 This includes:

•	 Explicit policy direction anchored in public val-
ues, needs and preferences

•	 Primary care governance mechanisms at the 
community, regional and provincial/territorial 
levels

•	 Patient enrolment (empanelment, attachment, 
access)

•	 Interprofessional teams

•	 Patient engagement

•	 Funding and provider payment arrangements 
aligned with health system goals

•	 Health information technology that effectively 
supports patients and providers

•	 Ongoing performance measurement

•	 Training and support for quality improvement

•	 Leadership development

•	 Coordination, integration, and partnerships with 
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Other Health and Social Services

•	 Systematic Evaluation of Innovation

•	 Research Capacity and Productivity

•	 Decision Support

Implementing interprofessional teams is a key fea-
ture of high-performing primary care systems. The 
CFPC defines the Patient’s Medical Home (PMH) as 
a family practice that patients consider the place 
“they feel most comfortable presenting and dis-
cussing their personal and family health and medi-
cal concerns.”4 The pillars of the PMH include foun-
dations (administration and funding, appropriate 
infrastructure, and connected care), functions (ac-
cessible care, community adaptiveness, and social 
accountability, comprehensive team-based care 
and family physician leadership, continuity of care, 
patient and family partnered care), and ongoing 
development (measurement, continuous quality 
improvement, and research, training, education, 
and continuing professional development).4

In Canada several jurisdictions have introduced a 
team-based model, all of which vary significantly 
in terms of their structure, physician reimburse-
ment scheme, types of primary care providers, 
governance mechanisms, funding mechanism 
for primary care providers, enrolment of patients, 
scope of services, nature of the population being 
served, and the adoption of a population-based 

approach to planning and delivering care.1  
Despite significant investments in building inter-
professional teams, there is limited evidence that 
current team models are producing consistent-
ly better results in relation to the quadruple aim 
(improving population health, reducing the cost 
of care, enhancing patient experience, and im-
proving provider satisfaction). There is some evi-
dence that Ontario’s Community Health Centres, 
a model that primarily serves underserved popu-
lations, have reduced emergency department vis-
it rates and performed better on chronic disease 
management, and health promotion compared 
to fee-for-service practices and capitation-based 
models.5–7 To inform the ongoing dialogue about 
the scale and spread of high-performing interpro-
fessional primary care teams, the purpose of this 
review was to:

•	 Identify potential best practices in relation to the 
interprofessional primary care teams in jurisdic-
tions that have successfully implemented team-
based care.

•	 Examine the evidence of the impact of identi-
fied best practices.

•	 Understand the barriers and facilitators to the 
implementation of identified best practices.

•	 Identify the lessons that Canada can learn from 
the experiences of international jurisdictions.
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3. Methodology

This study was informed by a rapid literature re-
view of the grey and scientific literature, which fol-
lowed Cochrane guidelines.8 The approach to the 
search was determined by pilot testing multiple 
search strategies to determine the most appropri-
ate search strategy for identifying literature on best 
practices. An initial search of the scientific literature 
yielded over 17,000 articles per database (Medline, 
EMBASE) on integrated care or team-based care in 
the context of primary care. Since this review was 
to be undertaken in four months, this literature re-
view was not feasible. Limiting the search to guide-
lines and recommendations was investigated. This 
yielded over 805 articles per database. A review of 
results showed that this literature did not provide 
information on the impact of interventions. After 
testing multiple approaches for the search strate-
gy, a targeted search strategy was determined to 
be the best approach for this review.

For this review, best practice is defined as a practice 
that effectively changes health care outcomes and 
implementation.9 Team-based interprofessional 
primary care teams are defined as the coordinated 
involvement of multiple primary care providers in 
patient care.10 For this review, potential best prac-
tices were identified based on explicit reference 
to best practices in literature and through nomi-
nations from experts. The evidence of impact was 
not used to identify best practices. This decision 
was made with the understanding that investment 

in PHC research remains low at the global level11 
and to allow for a creation of a comprehensive 
list of potential best practices that could provide 
insights on common features, and which can be 
investigated further in future research.

To identify a list of potential best practices in re-
lation to interprofessional primary care teams, the 
grey literature was searched in Google to identify 
reports, protocols, policies, and guidelines from in-
ternational agencies (World Health Organization, 
Organisation for Economic Co-operation and 
Development). The search strategy included key-
words and a combination of phrases such as 
“team-based integrated care,” “primary health care 
teams,” with “best practice recommendations for 
integrated care,” and “best practice” or “high-per-
forming.” Grey literature articles were included if 
they were published in English, included team-
based models of PHC, published since 1990, and 
described the implementation of the successful 
intervention or recommendations for future in-
tervention. A recommendation is defined as “all 
the statements in favour or against an interven-
tion based on systematic reviews of the evidence, 
which typically include a formal assessment of 
the benefits and drawbacks of available treat-
ment options.”12 Articles that involved self-selec-
tion for high performance or were hypothetical, 
pilot programs, or were in the implementation 
process were excluded. Practices that had been 
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implemented but were discontinued by govern-
ments were removed. Targeted searches were 
conducted in Google Scholar for academic liter-
ature by searching for “best practice” or “high-per-
forming” primary care teams. The reference lists of 
included studies were scanned. In total, this re-
view of 169 articles resulted in the identification 
of 22 potential best practices.

To ensure that the list of practices was compre-
hensive, experts in the field were contacted to 
review and nominate additional potential best 
practices. Experts were identified through the 
review of the literature. We also engaged re-
searchers, policymakers, and experts through 
the North American Primary Care Research 
Group (NAPCRG) community. A total of seven 
additional initiatives were included based on 
the inclusion criteria. To validate findings, two 
experts reviewed the list of initiatives.

In total this review identified 28 potential best 
practices. To examine the evidence of their im-
pact, barriers and facilitators, and lessons learned, 
searches were conducted in Ovid MEDLINE, 
Ovid EMBASE, Ovid PsycINFO, EBSCO CINAHL, 

Cochrane Central, and Global Index Medicus. We 
also scanned the reference lists of included stud-
ies. A total of 1,151 potential articles/studies were 
reviewed. Only empirical studies that focused on 
evaluating the specific best practices were includ-
ed in this review.

Results

Potential best practices, evidence of  
impact, and barriers and facilitators

This section describes the 28 potential best prac-
tices identified through this review. This review 
found that most best practices were from the 
United States (21 practices). Other jurisdictions in-
cluded Sweden (n = 1), Nepal (n = 1), Singapore 
(n = 1), Hong Kong (n = 1), and Australia (n = 3). 
Potential best practices ranged from health cen-
tres, academic medical centres, private practices, 
and integrated delivery systems or programs. This 
review found limited information on the impact 
and the barriers and facilitators to implementing 
potential best practices. The available literature is 
summarized with each potential best practice.
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4.	United States 4.1	 Oak Street Health

4.1 Oak Street Health

Source for identification: An expert in the field rec-
ommended this program.

Program summary

Oak Street Health was founded in 2012. Oak Street 
Health is a network of primary care centres that 
serves over 100,000 older adults in over 100 cen-
tres in 15 states. These centres offer a compre-
hensive array of primary care services. Oak Street 
Health specializes in Medicare and Medicaid pa-
tients.13 However, patients are accepted from oth-
er insurance plans.

The characteristics of primary care centres  
include:13

•	 Interprofessional Teams: The team consists of 
primary care physicians, nurses, physician assis-
tants, patient relations managers, behavioural 
health specialists, podiatrists, and in-centre 
pharmacies.13

•	 Comprehensive Care: A broad range of services 
are provided, from education on medications to 
addressing adverse social determinants of health.14

•	 Accessible Care: Mobile integrated health ser-
vices are provided to patients through an 

on-demand team that visits high-risk, medically 
complex patients in their homes, both for clini-
cal and non-clinical emergencies.14

•	 Virtual Care: During the COVID-19 pandemic, 
the primary care centres shifted from an entire-
ly centre-based model to a home-based mod-
el. Telehealth provides virtual care through the 
phone- and video-based visits. Wellness checks 
are provided to patients to ensure they are sta-
ble and safe in their homes. Patients have access 
to virtual monitoring. The medical assistant (MA) 
virtually checks vital signs, performs structured 
assessments, discusses medications, and makes 
changes or refills. The provider (a physician, 
nurse practitioner, or physician assistant) com-
pletes the remote visit, supported by a scribe. 
At the end of the session, another staff member 
schedules the next visit.15

For patients with suspected or confirmed in-
fections of COVID-19, primary care centres im-
plemented a model that replicates a hospital 
stay by incorporating remote monitoring, daily 
rounding, and evidence-based guidelines for 
supportive care. To determine needed inter-
ventions, a registry was created for suspected 
and confirmed cases with standardized acuity 
levels. A COVID-19 hotline staffed by clinicians 
was implemented to address virus-related pa-
tient concerns. Regular English-Spanish texting 
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and a voicemail service sends patients safety re-
minders or links to health information. Patients 
who do not respond after three calls are referred 
to the Hard-to-Reach team for further, often 
in-person, engagement. Outreach callers use 
structured tools to understand patients’ physical, 
mental, and emotional health needs and screen 
for adverse social determinants of health.15

•	 Population Health Management: The scribe 
captures and manages patient data using 
population health and preventive screening 
dashboards.15

•	 Leadership: The company has innovative leaders 
that respond quickly to meet the needs of their 
members.16

Impact

No evidence of impact was found for this practice. 
However, Oak Street Health reports a 50 per cent 
reduction in hospital admissions compared to na-
tional averages. American Association of Retired 
Persons (AARP) selected the organization to pro-
vide primary care for Medicare-eligible adults.17

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

1-888-385-9823

4.2 Cityblock

Source for identification: An expert in the field rec-
ommended this program.

Program summary

Cityblock was founded in 2017. The mission of 
Cityblock is to deliver personalized health ser-
vices to marginalized communities by reducing 
disparities and building trust between health 
care providers, social services organizations, 
and marginalized groups.18 Cityblock is a service 
provider that partners with community-based 
organizations and health plans to deliver prima-
ry care, behavioural health, and social services to 
members with complex needs. Services are pro-
vided in Connecticut, New York, Massachusetts, 
Washington, D.C., and North Carolina.18 The 
service provider primarily delivers services to 
Medicaid and low-income Medicare populations. 
More than half of the members are over 60 years 
old, more than half (59 per cent) are women, and 
approximately 25 per cent identify their race or 
ethnicity as Black.18 Cityblock receives an annual 
capitated payment by payers for each member 
and is financially responsible for medical expens-
es beyond the capitated payment rate.19

The characteristics of the model include:

•	 Interprofessional Teams: A virtual team consists 
of a community health partner (e.g., community 
health worker (CHW)), nurse care manager, nurse 
practitioner or physician primary care provider, 
behavioural health therapist, and psychiatrist.19

•	 Coordination, Integration, and Partnerships: 
Neighborhood Health Hubs are clinics designed 
as visible, physical meeting spaces where care-
givers, members, and local organizations engage 
with each other and address the many factors 
that affect health at the local level.20
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•	 Accessible Care: A mobile integrated care pro-
gram includes emergency medical technician 
(EMT) teams deployed to members’ homes. The 
EMT acts as an in-home extender to the tele-
health clinician.19 Paramedics are also deployed 
for patients facing acute medical needs, and they 
engaged with emergency physicians through 
video during the pandemic. The mobile integrat-
ed care program leverages a variety of modalities 
(including interprofessional consult, video and 
phone visits, SMS messaging, and in-home care) 
to deliver whole-person, complex care manage-
ment to marginalized communities.19 Members 
generally meet with a therapist for behavioural 
health support once a week via video visit.19 In 
addition, patients are assigned to a community 
member who is available to the patient at any 
time (call or text).18

•	 Comprehensive Care: The community-first 
model extended beyond core health services 
to create a volunteer food delivery program, a 
high-risk housing program, and a high-risk cou-
rier program.21 Cityblock launched a pregnancy 
care program that includes community health 
partners, doulas, behavioural health specialists, 
an OBGYN, a pediatrician, a midwife, and lacta-
tion support.

•	 Patient Engagement: The team meets with pa-
tients to learn about their situation and goals 
and develops a plan. The community health 
partner is responsible for checking in with the 
member on an ongoing basis to understand 
their progress and flag issues for the rest of the 
medical team as necessary.19

•	 Health Information Technology: A software ap-
plication called Commons is used to help tailor 
outreach, drive decision support for clinicians, 
and integrate with various EHRs.22

•	 Population Health Management: Cityblock has 
been proactive and innovative in developing 
a COVID-19 risk rules-based model to identify 
COVID-19 patients at higher risk of hospitaliza-
tion or emergency admissions.23

•	 Leadership: The company has innovative lead-
ers that respond quickly to meet the needs of 
their members.20

Impact

No evidence of impact was found for this prac-
tice. However, the service provider reports that 
its members have seen reductions in in-patient 
hospital admission rates, improvements in quali-
ty outcomes, and reductions in costs while more 
than doubling membership and revenue year 
over year.24 Data from Cityblock’s first member 
cohort showed a 15 per cent reduction in emer-
gency room visits and a 20 per cent reduction 
in in-patient hospital stays.22 It has been report-
ed that no-show rates declined from 50 per cent 
(when patients received video visit links only) to 5 
per cent when an EMT was sent to the home to 
help initiate and conduct the video visit.19 The cost 
of delivering virtual care was lower than the cost 
of providing care in the in-person model on a per 
member per month expense.22

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

1-833-904-CARE

4.3 Clinica Family Health Services

Source for Identification: This practice was identi-
fied in California Healthcare Foundation.25

Program summary

Clinica Family Health is a federally qualified 
non-profit health centre located outside of 
Denver. The organization’s mission is to provide af-
fordable medical, dental, behavioural health, and 
pharmacy services for all ages.26 The health centre 
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delivers care to low-income and underserved patients. This includes insured, 
underinsured, and uninsured patients.26 In 2018, 94 per cent of patients lived 
just above the poverty level. Clinica provides care to more than 58,000 patients 
a year. Clinica is accredited by the Accreditation Association for Ambulatory 
Health Care (AAAHC).26 Clinica is also recognized by the National Committee 
for Quality Assurance (NCQA) as a Level III Patient-Centered Medical Home. 
This means they have met NCQA’s rigorous standards for quality care and com-
mitment to improvement.27

The characteristics of the health centre include:25

•	 Interprofessional Teams

	- The team includes primary care physicians, nurses, behavioural health 
professionals, registered dietitians, pharmacists, dental hygienists, health 
coaches, referral coordinators, and MAs.

	- The team is divided into pods consisting of three teamlets (clinician and 
MA) supported by one behavioural therapist, one registered nurse (RN), 
case coordinator, and medical records specialist.

	- The pods are co-located (in the same physical space).

	- MAs are empowered through standing orders to have an expanded role 
in supporting patients with diabetes, providing immunizations (e.g., fol-
low-up for tests, point-in-time testing, etc.), and conducting PHQ-9 de-
pression scans as part of patient history.

	- RNs are empowered through standing orders to have an expanded role in 
diagnosis and treatment for acute care.

	- Behavioural therapists have a key role in the team. These therapists are 
available to patients for a 15-minute consultation after a primary care visit 
and at the request of the MA.

	- Case coordinators have a key role on the team. The coordinator is a coach 
and navigator for the patient and develops plans with goals and actions 
and patient education.

	- A huddle with the pod occurs at the beginning of the shift to determine 
which patients will need to see the behavioural therapist or case coordinator.

•	 Accessible Care

	- Processes have been established to ensure that patients see their clinician 
within five days of their request, but usually within one or two days.

	- Call centres have been employed to manage and direct patient calls.

	- Clinician schedules are booked from 8:00 a.m. to 10:00 a.m., but the rest of 
the day is left open for same-day appointments.
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	- Third next available appointment cannot ex-
ceed 14 days.

	- Patients have access to telehealth and same-
day appointments.

	- Clinicians are expected to fit patients in for 
same-day appointments.

•	 Patient Enrolment: Processes have been estab-
lished so that patients see their clinicians.

•	 Performance Measurement

	- Data are collected and tracked to measure 
the organization’s performance, sites, pods, 
and clinicians over time.

	- Performance metrics include organizational 
and clinical outcomes.

	- Dashboards are used to track goals, perfor-
mance, and areas of improvement for each pod.

	- Metrics for relational continuity (percentage 
of visits with regular clinician and pod) and 
access are measured continuously.

•	 Quality Improvement

	- Team huddles take place every two weeks to 
discuss areas that need improvement.

	- Workflow mapping takes place to enable im-
provements to process continuously.

	- Improvement plans are developed when per-
formance metrics fall below the targets es-
tablished (e.g., below 70 per cent continuity 
with a clinician).

•	 Funding Model: Pay for performance is for the 
team and not the individual physician.

•	 Patient Engagement:26

	- Patient Experience Cards  are available in 
high-traffic areas in each clinic. These allow 
patients to provide feedback at the point of 
service. Most patient concerns are handled in 
72 hours or less.

	- Quarterly patient satisfaction surveys  are 
completed using iPads at check-in.

	- Social media feedback  is continuously 
collected from multiple platforms using track-
ing software. Reviews and comments are for-
warded to appropriate site leaders who fol-
low up directly with patients. Clinica is also 
rolling out a texting system to solicit patient 
feedback immediately after visits proactively.

	- The Patient Voice Committee  allows patient 
and family perspectives to decision-making 
and planning processes at all levels.

	- The Board of Directors includes consumers 
(51 per cent) who provide feedback direct-
ly to the CEO and inform operations and 
growth of the organization.

Impact

No evidence of impact was found for this practice.

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

1-303-650-446

4.4 Multnomah County  
Health Department  
Primary Care Clinics

Source for Identification: This practice was identi-
fied in California Healthcare Foundation.25

Program summary

Multnomah County Health Department Primary 
Care Clinics is a county-run health centre for un-
insured and Medicaid patients, consisting of eight 
primary care clinics in Portland.28
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The characteristics of the health centre include:

•	 Interprofessional Teams

	- The team consists of two primary care provid-
ers (physician, nurse practitioner or physician 
assistant), one RN, a panel manager, a team 
clerical assistant, and two certified MAs.29

	- Behavioural health personnel include psychi-
atric nurse practitioners and licensed clinical 
social workers.

	- CHWs are part of the team. Their role is to in-
crease access to various acute and PHC ser-
vices, including mental health services, by 
reaching out to existing clients with needs 
and making referrals to services.28 CHWs also 
educate primary care providers about com-
munity health needs and cultural beliefs that 
impact care to improve culturally appropriate 
care plans.

	- RNs are empowered to provide acute care 
(triage, procedures, same-day visits, and care 
coordination) and chronic care management 
(patient self-management, education, and 
coaching on behaviour change, nutrition, ex-
ercise, medication adherence, and other ar-
eas prioritized by the patient).29

	- The panel manager (MA or licensed practical 
nurse (LPN)) is responsible for managing the 
needs of the panel. Panel managers review 
patient charts for care gaps (overdue chronic 
or preventive care tasks) and outreach for di-
abetes, hypertension, depression, and pediat-
ric asthma by making phone calls or sending 
letters to patients for follow-up and tests.29

	- Each site has a sustainability team com-
posed of the site management team plus a 
representative from each care team. Teams 
forward their concerns and workflow issues 
to the clinic manager, who puts them on 
the sustainability team agenda. The team 
meets every five months for an hour to re-
view problems and change workflows to 
solve the problems.29

	- Care teams huddle for 20 minutes before 
their shift and one hour twice per month. 
During the team meetings, the team reviews 
the next two-week schedule (vacation, dis-
cusses the priorities set by the site’s sustain-
ability team, and ongoing team workflows).29

	- Providers do warm handoffs for patients 
needing behavioural services. The RN is im-
plementing the IMPACT model of depression 
care, in which the provider refers patients and 
the RN does regular follow-up.29

	- The team knows the roles and responsibilities 
of team members.29

•	 Patient Enrolment/Empanelment29

	- Patients are empanelled with a clinician.

	- The complexity of the patient population de-
termines panel size.

	- To foster continuity of care, the provider must 
work at least 50 per cent time and see pa-
tients in the clinic at least four days per week.

	- All providers have a practice partner to cover 
all clinic sessions five days per week.

•	 Accessible Care29

	- A quarter of appointment slots are kept open 
for patients who call for same-day care. The 
remainder of the slots can be scheduled up 
to two weeks in advance. If a same-day ap-
pointment cannot be accommodated, the 
call is transferred to the team for resolution.

	- Patient calls go to a nurse triage line and an 
on-call provider for after-hours care.

	- Clinicians are expected to see 18 patients per 
8-hour day, and behavioural health profes-
sionals see 10 patients daily.

	- Providers have 20-minute appointment slots, 
with the first slot of the day open for team 
planning and the last two slots of the day 
open for finishing the day’s work. No-show 
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rates of providers are used to increase addi-
tional slots for patients.

•	 Performance Measurement

	- Data are collected and tracked to measure 
performance.29

	- Performance metrics include organizational 
(e.g., continuity of care, access, provider pro-
ductivity, and no-show rates) and clinical out-
comes (diabetes, hypertension, depression, 
and preventive care measures).29

	- A visual management system displays re-
al-time indicators of key improvement ini-
tiatives for each team on the public board 
where team members track goals achieved 
or not achieved.25

•	 Quality Improvement: Medical director and di-
rector of operations meet with clinic leads of the 
eight clinics monthly to discuss solutions for the 
areas that require improvement.25

•	 Health Information Technology: A web-based 
registry is populated monthly from the EMR 
through a data warehouse.29

•	 Leadership29

	- The practice is considered to have a strong 
leadership structure and excellent leaders 
(medical director and director of operations).

	- Leadership reviews dashboard and meets with 
site leaders at each site monthly to review and 
discuss opportunities for improvement.

Impact

No evidence of impact was found for this practice.

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

1-503-823-4000; cityinfo@portlandoregon.gov.

4.5 Clinic Ole

Source for Identification: This practice was identi-
fied in California Healthcare Foundation.25

Program summary

Clinic Ole is a team-based non-profit communi-
ty-health care clinic with primary care providers 
and dentists working together to provide medical, 
dental, women’s health, diabetes testing, pediatric, 
and preventive gynecological services, and immu-
nizations. The clinics serve low-income individuals 
with diverse backgrounds.30 The clinic also works 

mailto:cityinfo@portlandoregon.gov
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with community partners to offer communi-
ty-based primary care. OLE Health serves one out 
of four youth (and children) and one of every six 
adults in Napa County. OLE Health considers more 
than 37,000 patients. OLE Health has the highest 
level (Level 3) NCQA recognition for four sites.31

The characteristics of the health centre include:25

•	 Interprofessional Teams:

	- MAs are empowered to have an expanded 
role in supporting patients with chronic con-
ditions. This includes conducting screenings 
and point-in-time testing.

	- Clinicians and MAs form teamlets.

	- Behavioural health services are provided in 
collaboration with primary care visits.

•	 Accessible Care: Extended hours are offered 
during weekdays and weekends.25

•	 Quality Improvement: Executives provide train-
ing on using data for quality improvement.25

Impact

No evidence of impact was found for this practice.

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

1-707-254-1770

4.6 Park Nicollet Health Services

Source for Identification: This practice was identi-
fied by Pharmacy Today Journal.32

Primary summary

Park Nicollet Health Services (PNHS) is an inte-
grated health care system based in St. Louis Park, 
Minnesota. PNHS offers a team-based approach 
to delivering high-quality personalized care to 
Medicare or non-Medicare patients.32 Health care 
services are organized in five service lines: inpatient 
care, primary care, surgery, medical specialties, and 
administration/support.33 Fifty-five primary care 
practices deliver primary care services to patients.

Key characteristics include:

•	 Interprofessional Teams: Primary care providers 
include family physicians, internists, physician 
assistants, and nurse practitioners.34

•	 Comprehensive Services: Patients can access var-
ious services, including acute, dental, optometry, 
mental health, pediatric, orthopedic services.34

•	 Accessible Care: Patients have 24/7 care through 
same-day appointments, online clinics, and 21 
urgent care locations.34

•	 Health Information Technology: A single EMR 
system in in-patient and outpatient settings, 
making clinical information available across 
care sites and permitting information sharing 
with independent practitioners who refer pa-
tients to PNHS.35

•	 Performance Measurement: Use a performance 
matrix to align its long-term goals with each 
service line and each unit’s one-year goals. The 
matrix links quality, financing, and accountabil-
ity. Each service line is managed by a clinical 
and an administrative dyad, which jointly sets 
priorities and discusses resource use to achieve 
the goals. Paired management means that 
quality and efficiency are linked at every deci-
sion-making phase.33
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Impact

No evidence of impact was found for this practice.

Barriers and facilitators

No information was found on barriers and 
facilitators for this practice.

Contact information

1-952-993-5023; foundation@parknicollet.com.

4.7 Group Health, Olympia 
Medical Center

Source for Identification: This practice was identi-
fied by the California Healthcare Foundation.25

Program summary

Olympia Medical Center is a medical group prac-
tice located in Olympia, Washington.36 The centre 
is part of an integrated system. In 2006 Group 
Health initiated a primary care transformation ini-
tiative that reduced the number of patient visits 
per full-time physician from an average of 2,200 
to 1,800.36 The goal of this was to lengthen visits.

Key characteristics include:25

•	 Interprofessional Teams: The team includes phy-
sicians, nurses, physician assistants, and pharma-
cists. MAs and nurses have expanded roles.

•	 Accessible Care: Same-day appointments are 
available to patients.

•	 Virtual Care: Patients use email and phone visits 
to complement face-to-face visits.

•	 Patient Enrolment/Empanelment: Patients see 
their assigned family physicians.

Impact

In a randomized control trial, an intervention in-
volving nurses who provided guideline-based, 

patient-centred management of depression and 
chronic disease significantly improved control of 
medical illness and depression.37

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

1-360-923-7000

4.8 Sebastopol Community 
Health Center

Source for Identification: The practice was identi-
fied by the California Healthcare Foundation.25

Program summary

Sebastopol Community Health Center is a pri-
vate, non-profit, Federally Qualified Health Center 
that provides quality health services to the whole 
community, regardless of pay.38 The centre was 
developed in response to the high use of the 
emergency department for non-emergency care 
at the local hospital in California.39 A dedicated 
consumer and community govern the health cen-
tre-led Board of Directors.

Key characteristics include:

•	 Comprehensive Care: The centre provides check-
ups, treatment, pregnancy care, immunizations 
and child care, prescription medicine, and help 
for mental and substance abuse.38

•	 Interprofessional Team:25

	- Team of multidisciplinary health care profes-
sionals who work in teams known as team-
lets (physician, nurse practitioner, or physi-
cian assistant), a care team MA, and a care 
team representative.

mailto:foundation@parknicollet.com


	- A care team MA manages the office experience and reinforces messag-
es provided by the medical practitioners. A care team representative 
communicates non-clinical information to patients (follow-up phone 
calls to complete laboratory tests or out-patient procedures). Care team 
MAs are also responsible for quality oversight within their team, such 
as identifying ways to improve care and coordinate care for medically 
complex patients.

	- All team members have a high degree of autonomy and ownership of 
their responsibilities, especially RNs, allowing the teams to adapt to the 
needs of individual patients.

	- Patient navigators assist patients with self-management support.

	- The team participates in huddles.

•	 Accessible Care: Open access scheduling promotes timely access to care.

•	 Performance Measurement and Quality Improvement: The centre has dash-
boards used to monitor 74 measures.

Impact

No evidence of impact was found for this practice.

Barriers and facilitators

No information was found on barriers and facilitators for this practice.

Contact information

1-707-869-5977

4.9 La Clinica de la Raza, Transit Village site,  
Family Medicine Department

Source for Identification: This practice was identified by the California 
Healthcare Foundation.25

Primary summary

La Clinica de la Raza is a non-profit community health centre in California. It 
consists of a community board (60 per cent are consumers or patients).40 There 
are 26 clinic sites across Solano, Contra Costa, and Alameda counties. A compre-
hensive array of services is delivered to patients through a team of multidisci-
plinary health care professionals. The health centre serves all patients regardless 
of their insurance status. In 2018 La Clínica served over 90,000 patients.
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Key characteristics:25

•	 Interprofessional Teams:

	- The team includes MAs and panel managers 
who have expanded roles.

	- A dedicated panel manager ensures that ap-
propriate patients are targeted for outreach 
efforts. The panel manager proactively sched-
ules appointments for patients in registries, 
uses point-of-care testing to alert physicians 
when the result is out of range, conducts 
medication reconciliation, assesses patient 
adherence to medications, helps patients un-
derstand changes to their medication instruc-
tions, provides educational information, and 
conduct quality assurance activities.

	- MAs work closely with panel managers to 
proactively follow up with patients. They 
reach out to patients for laboratory work, 
medication reminders, conduct foot checks, 
schedule appointments, reinforce self-man-
agement support behaviours, conduct med-
ication reconciliation, assess the patient’s 
knowledge of their medications, and remind 
patients of upcoming appointments.

•	 Comprehensive Care: A comprehensive array of 
services is provided by the team. Group visits are 
available for various topics (foot problems, chron-
ic liver disease, stress, and mental health) and vis-
its for social activities (dancing, bingo, or raffles).

•	 Population Health Management: Flow sheets 
and electronic patient registries (diabetes, pa-
tients with blood thinners), software to screen 
patients due for vaccinations or mammograms 
are used for panel management.

•	 Quality Improvement and Performance 
Measurement: Data are collected and tracked to 
measure the performance for quality improvement.

•	 Coordination, Integration, and Partnerships: The 
health centre has close collaborations with the 
community organizations, including seniors’ 
centres, colleges, and the head start program 

for children. The centre supports housing, psy-
cho-social assessments, service referrals and re-
search, and crisis intervention.

Impact

No evidence of impact was found for this practice. 
The organization reports that 92 per cent of pa-
tients reported being satisfied.40

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

Website: https://laclinica.org/contact-us

4.10	 West Los Angeles Veterans 
Affairs Primary Care Clinic

Source for Identification: This practice was identi-
fied by the California Healthcare Foundation.25

Program summary

The West Los Angeles Veterans Affairs Primary 
Care is a clinic within an integrated system in Los 
Angeles, California. The patient population in-
cludes veterans.

Key characteristics include:25

•	 Interprofessional Teams: The team includes pri-
mary care physicians, nurses, clerks, social work-
ers, pharmacists, and behavioural health profes-
sionals. Teamlets have clinicians, RNs, licensed 
vocational nurses, and clerks.

•	 Patient Enrolment: Patients are assigned to fami-
ly physicians who provide continuous care.

•	 Performance Measurement: The clinic collects 
data to measure performance, including metrics 
for continuity of care.

https://laclinica.org/contact-us/
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Impact

No evidence of impact was found for this practice.

Barriers and facilitators

No information was found on barriers and 
facilitators for this practice.

Contact information

1-310-478-3711

4.11	 Vermont Blueprint for Health

Source for Identification: This practice was identi-
fied by the Primary Care Collaborative.41

Program summary

The Vermont Blueprint for Health was implemented 
in 2010 as a state-wide program. Vermont Blueprint 
for Health consists of primary care practices recog-
nized as patient-centred medical homes (PCMHs) 
through national quality and care coordination 
standards set by the NCQA.41 As of January 2021 
there were 4,134 primary care practices, including 
hospital-owned practices, independently owned 
practices, and Federally Qualified Health Centers 
participating in the Blueprint.42,43 Insurance agen-
cies pay Vermont Blueprint for Health (Medicaid, 
Medicare, BlueCross, MVP, and Cigna).42,43

Key characteristics of the model include:

•	 Funding and Payment Arrangement: Funding 
is based on per member per month payment 
by payers to primary care providers or through 
payments for salaries and expenses of the com-
munity health teams (CHTs).43 In 2016 perfor-
mance-based payments were included to im-
prove health care resource use and quality.

•	 Patient Enrolment: Attribution to practice is de-
termined by the practice at which the patient 
received most of their primary care within the 
24 months before the attribution process is 
conducted.43

•	 Quality Improvement: Each practice works with 
practice facilitators who lead ongoing quality 
improvement activities and provide additional 
opportunities to support improved well-being.44

•	 Coordination, Integration, and Partnerships: 
Practices are supported by CHTs, which are mul-
tidisciplinary teams of nurses, care coordinators, 
social workers, and health coaches.43 The team 
assists with identifying root causes of health 
problems, including screening for mental health 
needs, substance use disorders, and social de-
terminants of health. They also connect patients 
with effective interventions for the management 
of chronic conditions. CHTs provide the follow-
ing services: population/panel management 
and outreach, individual care coordination, brief 
counselling and referral to more intensive men-
tal health care, substance use treatment support, 
and condition-specific wellness education. The 
services may be co-located with the practices or 
centralized and shared across multiple practices.

Impact

No evidence of impact was found for this practice. 
However, the Blueprint for Health Annual Report 
shares that the initiative resulted in:41

•	 Reductions in in-patient discharges by 8.8 per 
1,000 members

•	 Reductions in patient days by 49.6 per 1,000 
members

•	 Reductions in standard imaging, advanced im-
aging, echography

In 2013 total expenditures were $101 less per 
Blueprint participant for Medicaid (compared to 
non-PCMH primary care practices) and $565 less 
per Blueprint participant for commercial payers.41

Barriers and facilitators

No information was found on barriers and 
facilitators for this practice.

Contact information

Mara Donahue at 1-802-798-2471



4.12	 Department of Veterans 
Affairs Patient-Aligned  
Care Teams (PACT)

Source for Identification: This practice was iden-
tified by the Office of Patient Care Services for 
Veterans Affairs.45

Program summary

The Department of Veterans Affairs Patient-
Aligned Care Teams was implemented in 2010. 
It consists of teams of primary care profession-
als and specialists (e.g., nurses, social workers, 
physicians) working collaboratively to provide 
comprehensive care to Veterans.46,47 This initiative 
aims to improve access, continuity, coordination, 
and comprehensiveness using patient-driven 
and patient-centred care.48 The program was de-
veloped based on the patient-centred medical 
home model for high-functioning team-based 
care. All care is informed by best-practice and 
evidence-based care guidelines.45

Key characteristics include:

•	 Interprofessional Team: Care is provided by a pri-
mary care provider, nurse care manager, clinical 

associate, and administrative clerk. This team 
consults and facilitates access to other provid-
ers, including social workers, dietitians, pharma-
cists, mental health practitioners, specialists, and 
non-Veterans Affairs health care professionals.49 
Team members have clearly defined roles. All 
providers regularly meet to discuss their shared 
patients and facilitate care coordination.

•	 Patient Engagement: The team engages Veterans to 
meet their health and wellness goals through per-
sonalized care plans.49 Informal (family and friends) 
caregivers are members of the care team and are 
included in care decisions. The multidisciplinary 
care team is then responsible for helping Veterans 
with all aspects of their care plans, emphasizing 
prevention and health promotion. Individuals 
can also access educational seminars and vetted 
health care information on MyHealtheVet.

•	 Timely Access: Patients can communicate with 
PACT members by telephone (telephone care 
24/7 is a VHA Health Care Service Standard) or 
through secure messaging via MyHealtheVet.45

•	 Health information Technology: PACT uses health 
information technologies such as a computerized 
patient record system (CPRS), the Nationwide 
Health Information Network, and EHRs
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Impact

•	 In 2012 a study was done to assess the impact 
of PACT by evaluating the experiences of health 
care professionals with implementing a PCMH 
model and becoming a teamlet. The study 
found that respondents felt the PACT model 
had improved relationships with patients and 
increased patient satisfaction; however, team-
lets had reduced time with patients, increased 
member burnout, and diminished efficacy due 
to low-performing team members. Staffing was 
seen to be insufficient for the new model.50

•	 In 2017 an RCT study explored how aug-
menting the existing PACT with an Intensive 
Management program (ImPACT) influenced 
high-need patients’ costs, health care use, and 
experience. The authors concluded that inten-
sive outpatient care for high-need patients did 
not reduce acute care use or costs compared 
with standard PACT care.51

•	 In a recent 2021 mixed-methods study, re-
searchers found that clinics located in large rural 
or small/isolated rural areas had difficulty ac-
cessing telephone visits, group visits, or secured 
messaging and completing post-discharge fol-
low-up calls to urban clinics.52

•	 In the context of COVID-19, the continuous use 
of telephone and online communication by so-
cial workers was found to meet the needs of 
Veterans in a timely fashion.46

Barriers and facilitators

No information was found on barriers and 
facilitators for this practice.

Contact information

1-800-273-8255 (Press 1)

4.13	 Hospice of the Bluegrass

Source for Identification: This practice was identi-
fied by a newspaper article on HEALTHCARE First.53

Program summary

The Hospice of the Bluegrass is a non-profit or-
ganization that provides a team-based primary 
care approach to care for terminally-ill individuals 
with six months to live (or less), and their families, 
to meet their combined medical, physical, social, 
and emotional and spiritual needs for a 23-coun-
ty service area.54 The Hospice includes 15 orga-
nizations.55 It is led by a Board of Directors56 and 
has 400 staff, including a mix of nurses, certified 
nursing assistants, social workers, chaplains, be-
reavement counsellors, physicians, and adminis-
trative and clerical staff.57 Clinical teams include 
primary care and specialist palliative care phy-
sicians, occupational therapists, physical thera-
pists, speech-language pathologists, counsellors, 
home aids, and nurses. Care teams provide care 
in the home, hospital, long-term care facilities, or 
in a stand-alone hospice house, and are covered 
by major insurance plans in the United States.54 
The Hospice of the Bluegrass also trains family 
members as caregivers  and provides them with 
emotional and spiritual support.54 Hospice of the 
Bluegrass created a Pharmacy and Therapeutics 
Committee as a management strategy to control 
costly medication use.58

Impact

•	 An informal (i.e., non-academic) survey conduct-
ed with family caregivers showed high scores in 
treatment preferences, beliefs/values addressed 
(if desired by the patient), pain screening, pain 
assessment, dyspnea screening, dyspnea treat-
ment, and the quality of care provided to pa-
tients treated with an opioid who are given a 
bowel regimen.59

•	 A cross-sectional survey that measured staff 
members’ beliefs, attitudes, and values found 
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that staff were protective of controlling access 
to patients (i.e., did not want other providers 
providing care to their patients) and did not 
have enough time to participate in research.57

•	 Hospice of the Bluegrass reports saving be-
tween $1 million and $2 million per year for two 
hospitals in Lexington.56

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

1-859-276-5344

4.14	 El Rio Community  
Health Center

Source for Identification: This practice was identi-
fied by The HITEQ Center (a National Training and 
Technical Assistance Center), under contract to 
the Bureau of Primary Health Care.60

Program summary

El Rio Community Health Center is a large pro-
vider of primary medical, dental, and behavioural 
health services.61 The integrated care model is de-
livered across 13 health centres and serves more 
than 10 per cent of the Tucson, Arizona, popula-
tion.61 This centre does not accept Medicare re-
cipients, but receives funding from many other 
health insurers, patient co-payments, government 
grants, and private donations.62 The clinic focuses 
on providing episodic care through collaborative 
team-based care (e.g., dentists, primary care physi-
cians, nurses, and nurse practitioners).62 The “El Rio 
MyChart” is available to patients to schedule and 
manage appointments, view health information, 
communicate with providers, access test results, 
and request prescription refills.62 To help provide 

their community with additional opportunities to 
engage in health prevention, El Rio Community 
Health Center partnered with Tucson Medical 
Center to create HealthOn Tucson—an integrated 
health and wellness non-profit organization.62

Impact

A formal evaluation is currently under way but un-
available.62

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

1-520-670-3857

4.15	 Crozer-Keystone Family 
Medicine Residency,  
Center for Family Health

Source for Identification: This practice was iden-
tified by the Association of American Medical 
Colleges.63

Practice summary

The Crozer-Keystone Family Medicine Residency 
in Pennsylvania has the Centre for Family Health 
and has been certified as a patient-centred med-
ical home since 2009. The hospital-based clinic 
consists of 30 residents in training that attend 
two clinic sites. The clinic predominantly includes 
clinically focused faculty, 12 attendings with 10 
clinical FTEs. Each clinic has a team of attending 
physicians, residents, two MAs, an RN, a pharma-
cist, a social worker, and psychology students. The 
patient population consists of 7,000 patients with 
about 20,000 visits per year. About one-third of 
patients are Medicare patients, one-third Medicaid 
or uninsured, and one-third privately insured.63
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Key characteristics of the centre include:63

•	 Interprofessional Team

	- The core team (teamlet) includes physicians, physician-residents, on-site 
care manager, one MA, and one medical student. This team works with 
social workers and a behaviourist team.

	- The core team works together and attends meetings whereby they re-
view each patient on the schedule and discuss what issues to address 
in the visit and what preventive health tasks are due. These regular hud-
dle-style meetings are also used for discussing clinic flow and what the 
medical student role will be for the day.

	- The RN care manager supports all teams and is responsible for hospital 
discharge appointments, diabetes education, and care coordination for 
patients with complex health care needs and high emergency depart-
ment/hospital use. The RN contacts discharged patients within 48 hours 
and schedules them for double-slot visits. The RN reviews hospital charts, 
prepares medication reconciliation, and huddles with the teamlet to see 
the patient. The RN provides intensive counselling and self-management 
support for complex patients.

	- The pharmacist and pharmacy students conduct medication reconcilia-
tion and see patients for warfarin management.

	- The scope of the MA role was expanded to help free physician time for 
clinical decision making. MAs assist by reviewing patient charts and do-
ing pre-visit planning (dates that the patient will need appointments 
for procedures), making future appointments, obtaining a brief history 
at intake, reviewing medications, asking whether refills are needed, and 
screening for depression. MAs also check EMR inboxes, help providers 
with forms, and update the patients’ proactive care flowsheets.

	- The Director of Behavioural Sciences reviews the daily clinic schedule to 
screen for patients with behavioural health needs and ensure they can 
access the appropriate services.

•	 Population Health Management: On-site care manager to oversee popula-
tion management of diabetes.

•	 Performance Measurement: An annual SWOT (strengths, weaknesses, op-
portunities, threats) analysis is conducted with all MAs, residents, faculty, 
and staff completing anonymous surveys. Members of the leadership team 
then review the SWOT results to develop plans for improving performance.

•	 Quality Improvement: To help continuously improve the quality of care 
provided, a network-wide quality and population management director 
is responsible for setting a yearly focus and related outcome targets. Each 
clinic has a quality champion who reviews targets that were not met and 
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developed a plan to address them. In addition to 
clinical measures, the residency program collects 
data on patient satisfaction, patient flow, and 
wait times to help improve care.

•	 Health Information Technology: EMRs are used to 
generate a flowsheet with information on popu-
lation health, visit management (e.g., tracking of 
overdue services), visit templates, and informa-
tion on the patient’s health care maintenance 
and disease management tasks. The flowsheet 
also contains information on preventive care, 
diabetes/hypertension/lipids, heart failure, oste-
oporosis, chronic obstructive pulmonary disease, 
and depression screening. This allows collecting 
data on chronic disease measures and clinic-spe-
cific and provider-specific data. Information can 
be tracked on preventive care, cancer screenings, 
diabetes care, lipids, and emergency depart-
ment/hospitalization use. The dashboard results 
are frequently presented to the team.

•	 Leadership: The transformation of the Center for 
Family Health has been attributed to engaged 
leadership.

Impact

No evidence of impact was found for this practice.

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

Crozer Health Family Medicine Residency 1260 
East Woodland Avenue, Suite 200 Springfield, PA 
19064. Phone: 610-690-4471. E-mail: fmresiden-
cy@crozer.org.

4.16	 University of Massachusetts 
Medical School− Baystate 
Internal Medicine Residency 
High Street Health Center– 
Adult Medicine

Source for Identification: This practice was iden-
tified by the Association of American Medical 
Colleges.63

Practice summary

The Baystate Internal Medicine Residency High 
Street Health Centre for Adult Medicine is in 
Springfield, Massachusetts, and a branch of the 
University of Massachusetts’ Medical School.63This 
is a non-profit clinic for people in low-income 
neighbourhoods. The patient population con-
sists of 10,000 patients, mainly covered by either 
Medicare or Medicaid. The clinic is run by 10 
teams, with one attending and five to six resi-
dents, whereby the same people work together 
to care for the same patients within their teams.

Key characteristics of the model include:63

•	 Interprofessional Teams

	- Each team also has an RN, an MA (who re-
mains the same 80 per cent of the time), and 
one front desk staff (patient service represen-
tative (PSR)).63 The teams are divided into five 
additional sister-teams to provide extra as-
sistance. Teams and sister teams work in the 
same spaces.

	- Every team member has a clearly defined goal.

	- MAs alert RNs of when vaccinations are due, 
verify smoking status, complete patient 
health questionnaires for depression screen-
ing, fall-risk assessments, manage chronic dis-
ease registries, contact diabetic patients who 
are overdue for services, and track consulta-
tions and diagnostic-test results. MAs also 
place patients in each room.
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	- RNs provide nurse visits with diabetic, asth-
matic, and hypertensive patients, and regu-
larly provide Coumadin and controlled sub-
stances, arrange labs, etc. The RN goal is 40 
nurse visits with patients per month.

	- PSRs check on patients, make appointments, 
take phone calls, fill no-show or cancellation 
slots with patients wanting appointments, 
arrange lab and diagnostic study appoint-
ments, and provide patients with educational 
materials and follow-up appointments.

	- Every team member is present one day a 
week to help facilitate “bonding.”

•	 Accessible Care: The clinic ensures patients are 
seen within two weeks of their request and 24 
hours for urgent appointments.

•	 Continuity of Care: For booking appointments, 
PSRs offer patients appointments with their pri-
mary care physician. If the physician is unavail-
able and the patient wants an appointment 
sooner, the PSR offers to make an appointment 
with the team advanced-practice clinician. If the 
team is unavailable, the patient is offered an-
other provider on the team or (last resort) the 
sister-team. The centre also ensures team conti-
nuity 80 per cent of the time.

Impact

No evidence of impact was found for this practice.

Barriers and facilitators

No information was found on barriers and 
facilitators for this practice.

Contact information

1-413-794-0000

4.17	 University of North Carolina 
Family Medicine Residency, 
UNC Family Medicine Center

Source for Identification: This practice was iden-
tified by the Association of American Medical 
Colleges.63

Practice summary

The University of North Carolina Family Medicine 
Residency, UNC Family Medicine Center, serves 
17,000 patients between their multiple clinics. The 
care offered at the clinic is through four teams, 
each consisting of six faculty, six residents, six cre-
dentialed medical assistants (CMAs), and a clerk.63

Key characteristics include63:

•	 Interprofessional Teams:

	- These teams are organized in teamlets that 
are supported by various service providers.

	- The team includes physicians, counsellors for 
behavioural health, medical-related finances, 
nicotine addictions, nutrition, social services, 
lab technicians, acupuncture, physical train-
ing, and physical therapy.

	- There is an RN and three LPNs that function 
as communications (triage) nurses where 
they can refill medications address messages 
the same day.

	- The CMA is the team lead and is responsible 
for daily clinic flow and training of new team 
members.

•	 Patient Enrolment/Empanelment: Patients are 
empanelled with a physician.

•	 Continuity of Care: CMAs and team clerks try to 
give patients appointments with their empan-
elled provider.
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•	 Accessible Care:

	- The clinic works on a 16/16 schedule, which 
requires 16 providers to be present throughout 
the day to ensure patients have timely access 
to care. The resident-scheduling model is 12 
four-week blocks (two blocks are five weeks).

	- To ensure appropriate staffing in the clinic, a 
forecasting model that predicts appointment 
demand is used. The clinic aims to provide 
appointments within a few days of request.

	- The clinic’s goal that follow-up visits occur 
within 10 days is almost always achieved.

•	 Performance Measurement: Data are collected on 
clinical and operational metrics, including patient 
and staff satisfaction. The entire team, includ-
ing the individual who collects the data, meets 
monthly to review and determine improvements. 
The number of patients each provider sees is also 
monitored quarterly to ensure they can access 
appointments in a timely manner.

Impact

No evidence of impact was found for this practice. 
However, the residency program was ranked number 
two in the nation by US News & World Report in 2020.

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

Jessica Smith, MPM, Manager of Departmental 
Residency Programs, Phone Number: 1- (984)-974-0210.

4.18	 The Air Force Medical  
Home Advantage

Source for Identification: This practice was identi-
fied by the Primary Care Collaborative.64

Program summary

The Air Force Medical Home Advantage aims to 
provide care to military members, Veterans, and 
their families. The Air Force implemented the 
Family Health Initiative to improve primary care for 
patients.65 The Air Force Medical Home builds on 
the existing Patient-Centred Medical Home model 
(PCMH). A team of providers has a patient panel 
of military beneficiaries (active-duty members, re-
tirees, and families).66 Primary care managers assist 
patients with access to specialty providers.67 In 



2011 the PCMH implemented the models at several bases with the United 
States. The scope of services includes prevention and personalized interven-
tions. Care plans are created to encourage healthy lifestyle behaviours.64 These 
clinics provide care to more than 1.1 million Veterans.67

Impact

No evidence of impact was found for this practice.

Barriers and facilitators

One study explored the lessons learned when transitioning a traditional pri-
mary care practice into a PCMH.66 This included the Air Force Medical Home 
Advantage. Data were collected from various organizations at a workshop 
held in Alexandria, Virginia, in June, 2010. Participants indicated that the 
lack of specialized training for team members to work in the model was a 
barrier. The lack of physician buy-in for the model was a barrier. Physicians 
were resistant due to the misalignment of financial incentives, feeling un-
der-compensated, and needing to perform time-consuming procedures. 
Programs tried to change office culture by realigning workspace to facilitate 
collaboration. Lastly, challenges with implementing EMRs were noted for 
practices transitioning from a paper-based system to an EMR as the process 
was time-consuming.

Contact information

7700 Arlington Boulevard, Falls Church, VA 22042

4.19	 BRIGHTEN (Bridging Resources of  
an Interdisciplinary Geriatric Health  
Team via Electronic Networking)

Source for Identification: This practice was identified by the Mather Institute.68

Program summary

The Bridging Resources of an Interdisciplinary Geriatric Health Team via 
Electronic Networking (BRIGHTEN) program is a virtual model of care. BRIGHTEN 
is rooted in best-practice concepts for geriatric mental health.68 BRIGHTEN 
consists of primary care providers who collaborate with one another to deliver 
geriatric mental health care through virtual communication (email, phone, and 
fax).68 To address the symptoms of depression in older adults, the BRIGHTEN 
virtual team includes experts in psychology, social work, psychiatry, physical 
therapy, occupational therapy, dietetics, chaplaincy, and pharmacy.69 Each 
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team member responds with care recommenda-
tions based on their specialty.70 After recommen-
dations are made, the primary care provider de-
livers care to the patient based on a tailored care 
plan.70 This approach reduces the time associated 
with face-to-face meetings, increases effective 
communication between providers, and facilitates 
the delegation of health care tasks to the provider 
best suited to address the concerns of the individ-
ual.71 Although the team is virtual, team members 
meet every quarter to discuss team functioning.71 
The BRIGHTEN team also has a “culture of cake,” 
where significant events are celebrated by eating 
cake during in-person meetings.72

Impact

•	 The BRIGHTEN program was assessed using the 
RE-AIM structure (used to design well-being 
advancement programs, assess achievement, 
and further develop chances of projects work-
ing in real-world circumstances). The evaluation 
found that the interdisciplinary methodology 
profoundly encouraged treating more seasoned 
depression and fostering general emotional 
well-being through clinics.69

•	 The team functioning of the BRIGHTEN program 
was assessed using the Team Fitness Test and 
Team Development Measure (31-item measure 
of team functioning—cohesiveness, communi-
cation, role clarity, goals, and means clarity). The 
study found that within six months of formation, 
team members did not know what a “meeting” 
was (e.g., email that needed a response or not). 
However, the study also found that virtual com-
munication allowed team members to have an 
equal voice.71

•	 A feasibility study of BRIGHTEN evaluated the 
team’s ability to provide depression treatment 
and a broad range of services (e.g., occupation-
al therapy). The study found that at six months, 
participants demonstrated significant (P < 0.001) 
improvement as measured by the geriatric de-
pression scale and the Medical Outcomes.70

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

1-847-492-7500

4.20	 Mike O’Callaghan Federal 
Medical Center

Source for Identification: This practice was identi-
fied in a Discussion Paper provided by the Institute 
of Medicine, Washington, DC.72

Program summary

The Mike O’Callaghan Federal Medical Center is 
run by the 99th Medical Group.73 It aims to provide 
preventive, emergency, and acute care services 
for 22,000 active-duty members and their depen-
dents and army retirees and their dependents.72 
The Center connects primary and secondary 
care. Services are provided by nurses, physicians, 
surgeons, clinical pharmacists, discharge coordi-
nators, physician assistants, and social workers.72 
This program aims to follow team-based care as 
informed by TeamSTEPPS to provide collaborative, 
coordinated care to improve patient outcomes 
and safety.72 TeamSTEPPS involves routine mul-
tidisciplinary daily rounds attended by clinicians 
from multiple professions. Teams update the EMR 
to review patient information, add notes, order 
sets, and flow sheets. The team meets weekly to 
discuss potential improvements in communica-
tion and the EMR.72 Over 1,400 staff work at the 
Mike O’Callaghan Medical Center (Hospital).73

Impact

No evidence of impact was found for this practice.



Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

1-702-653-2000

4.21	 Cincinnati Children’s 
Hospital/Cincinnati 
Children’s Family- and 
Patient-Centered Rounds

Source for Identification: This practice was iden-
tified by a Discussion Paper provided by the 
Institute of Medicine, Washington, DC.72

Program summary

This program resides in the hospital. It is a team-
based initiative in which primary care providers, 
hospital physicians, nurses, administrative staff, 
and other professionals provide integrated care to 
children and their families.72 Team members aim to 
develop trust with patients and families by using 
effective communication to develop shared goals 
and highlighting roles and responsibilities. Team 
rounds with the patient and family members are 
used to review progress toward the shared goals, 
setting new goals, and plans of care.

Impact

No evidence of impact was found for this practice.

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

1-513-636-4200 (local) or 1-800-344-2462 (toll free)

A Literature Review of Potential International Best Practices  29A Literature Review of Potential International Best Practices  29

tel:+15136364200
tel:+18003442462


A Literature Review of Potential International Best Practices  30

5.	Sweden

5.1	 Sweden’s Team  
Based Care Model

Source for Identification: An expert in the field rec-
ommended this program. It was also identified as 
a best practice by the Commonwealth Fund.74

Program summary

The Swedish health care system is highly inte-
grated.74 There are 1,200 primary care practices; 
regions own 60 per cent of practices, and the re-
mainder are privately owned. The regions control 
the establishment of new private practices and 
are responsible for regulating clinic hours and 
financial conditions for accreditation and pay-
ment.74 Team-based primary care includes GPs, 
nurses, midwives, physiotherapists, and psycholo-
gists. Municipalities employ district nurses to co-
ordinate care for patients with chronic illness or 
complex needs.74 They are involved in conducting 
home visits. Public and private physicians, nurses, 
and health care staff are predominantly salaried 
employees.74 Primary care providers are required 
to provide after-hours care. Often, three to five pri-
mary care practices are located close to each oth-
er to provide after-hours arrangements.74

Primary health care centres (PHCCs) employ four to 10 
general practitioners (GPs), nurses, physical and occu-
pational therapists, social workers, psychologists, nurs-
es, nurse assistants, and administrators.75 PHCCs are 
paid through a combination of methods: fixed capi-
tation for registered individuals (accounting for 60 per 

cent–95 per cent of the total payment), fee-for-service 
(accounting for 5 per cent–38 per cent of payments), 
and performance-related bonuses (0 per cent–3 per 
cent of payments) for achieving quality targets related 
to patient satisfaction, care coordination, compliance 
with evidence-based guidelines, and other metrics. 
Primary care physicians in the centres are paid a salary, 
determined at the regional level, or are private provid-
ers.74 Citizens can choose to register with any public 
or private provider they want, although most register 
with practice instead of a provider.74 Physicians from 
primary care practices can also see private patients 
outside their primary care practice.74

Many “high-quality information technology sys-
tems” are adopted by primary care practices, al-
though the types of systems vary by care setting 
and region.74 A qualitative study used 48 in-depth 
interviews with managers and staff at primary care 
health centres. It noted that managers need to 
integrate a policy “push” to increase primary care 
professionals’ understanding and values of sup-
porting team-based primary care innovation.75

Impact

No evidence of impact was found for this practice.

Barriers and facilitators

No information was found on barriers and 
facilitators for this practice.

Contact information

Information could not be found.
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6.	Nepal
6.1	 Frontline Health Workers/

Nepal Health Sector 
Program (NHSP)

Source for Identification: This practice was identi-
fied by the CHW Central interactive platform.76

Program summary

In 2004 Nepal implemented a team-based ap-
proach for communities.76 The program is fund-
ed through a mix of government and donor 
financing (i.e., U.S. Agency for International 
Development paying for the cost of training and 
the United Nations Children’s Fund (UNICEF) pro-
viding materials for training and patient educa-
tion).76 The purpose of the team-based approach 
is to promote healthy behaviours through health 
education (e.g., about immunization campaigns), 
distributing supplies and medications (e.g., a tab-
let taken immediately after childbirth to reduce 
the risk of postpartum hemorrhage), detecting 
and treating common childhood illnesses, resus-
citating newborns who have birth asphyxia ,and 
providing medications and treatment to children 
with symptoms of pneumonia.76

Each health facility has at least one professional 
health worker (e.g., primary care physician, nurse), 
one village health worker (VHWs), one maternal 
and child health worker (MCHW), and usually nine 

(but sometimes more) female community health 
village (FCHV) workers who work part-time (e.g., 
eight hours per week) to serve a catchment popu-
lation of 5,000 to 10,000 people. VHWs and MCHWs 
supervise the FCHVs who work in their catchment 
areas.76 MCHWs provide treatment to patients at 
outreach clinics. Services include treating child-
hood illnesses and supporting health education/
promotion, immunization, and vitamin A cam-
paigns.76 MCHWs also facilitate referrals and are re-
sponsible for the supervision of FCHVs.76 MCHWs 
and VHWs are formally employed and paid by the 
government for their services. In contrast, many 
FCHVs are part-time volunteers and receive non-fi-
nancial incentives like clothing allowances and free 
services from Nepal’s Ex-Servicemen Contributory 
Health Scheme, providing medical insurance and 
community recognition.76 FCHVs were originally 
being paid a monthly stipend, but the stipend was 
discontinued due to a lack of funding.

Impact

No evidence of impact was found for this practice.

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

Information could not be found.
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7.	Singapore

7.1	 Public-Private Chronic Disease Management Shared Care 
Programme (“Shaped Care Programme”)

Source for identification: An expert in the field recommended this program.

Program summary

The Shared Care Programme allows patients to access team-based care for 20 chronic conditions. The 
program resides in a public hospital. The Specialist Outpatient Clinics are polyclinics with more than 1,250 
GP clinics and private specialists.77 The team includes primary care providers, dentists, nurses, and special-
ists. This program is sponsored by the Ministry of Health.77

Impact

No evidence of impact was found for this practice.

Barriers and facilitators

No information was found on barriers and facilitators for this practice.

Contact information

Information could not be found.
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8.	Hong Kong

8.1	 General Outpatient Clinics

Source for Identification: This was identified 
as best practice by the Hospital Authority in  
Hong Kong.78

Program summary

In Hong Kong, the Hospital Authority provides 
community-based PHC services to individuals 
older than 65, low-income individuals, and pa-
tients with chronic diseases through general out-
patient clinics (GOPCs). GOPCs are in various dis-
tricts over Hong Kong Island, Kowloon, and the 
New Territories. Patients can book a consultation 
within 24 hours through the GOPC Telephone 
Appointment System or a one-stop mobile app. 
Some GOPCs provide care in the evening, on 
Sundays, and public holidays.78

The multidisciplinary (i.e., nursing and physi-
cian-based) risk factor assessment and manage-
ment program (RAMP) was introduced within 
GOPCs. Specifically, the RAMP was designed to 
improve the quality of care for patients receiving 
diabetic care in the GOPCs79,80 and for patients di-
agnosed with hypertension.79 Patients with diabe-
tes who can independently complete their activi-
ties of daily living and receive regular care at one 
of the GOPCs are eligible to enter the RAMP.79 The 

RAMP is based on a chronic disease model of care 
and offers team-based multidisciplinary care that 
is coordinated by a nurse manager who sched-
ules monitoring of patient care.80 The RAMP uses 
a standardized protocol to assess patients regard-
ing their risk for illness-related complications.79–81 
Patients receive appropriate interventions and ed-
ucation based on the following protocol: 1) low-
risk patients receive the usual GOPC follow up; 2) 
medium-risk patients receive care by an advanced 
practice nurse (APN); 3) high-risk/very high-risk 
patients receive care by an APN and a specialist 
family medicine physician. The RAMP assessment 
is repeated once every two years.80

In 2017 six nurse allied health clinics (NAHC) were 
introduced within GOPCs. The program is govern-
ment funded and aims to support the increase in 
chronic disease management in community set-
tings.82 The program includes teams of multidisci-
plinary nurses and allied health professionals.82 The 
program addresses fall prevention, continence care, 
mental wellness, wound care, respiratory disease 
management (respiratory clinic), and medication 
management and compliance.82 Services include 
drug compliance, evidence-based care, and educa-
tion.82,83 Patients are referred to NAHCs by their pri-
mary care doctor or are self-referred.84 The program 
is based on nurse-led clinics found in the United 
Kingdom, Australia, Canada, and the United States.
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Impact

A quantitative study is under way to assess the 
quality of care and viability of a multidisciplinary 
RAMP for type 2 diabetic patients receiving care.80 
Another evaluation is currently under review by 
the Department of Family Medicine and Primary 
Care of the University of Hong Kong.82 The evalua-
tion will involve self-reported information from six 
clinics on their impact on clinical outcomes.

A study that compared the experiences of GOPC 
users with users of private GPs found that patients 
reported better primary care experiences with pri-
vate GPs. This was attributed to better interprofes-
sional relationships and accessibility.85

A study on Nurse and Allied Health Clinic for 
Continence Care (NAHC-CC) evaluated the long-
term effects (24 months) of nurse-led continence 
care primary care services. This study noted that 
NAHC-CC effectively alleviated the symptom se-
verity and impacted the health-related quality 
of life in patients with lower urinary tract symp-
toms than those receiving usual care (i.e., not at a 
NAHC-CC). These improvements are sustained for 
at least two years.84,86A study on the five-year ef-
fectiveness of a multidisciplinary Risk Assessment 
and Management Programme–Diabetes Mellitus 

(RAMP-DM) in primary care patients with type 
2 diabetes was conducted.87 It was found that 
RAMP-DM led to significantly greater reductions in 
cardiovascular disease (CVD) risk by 56.6 per cent, 
microvascular complications by 11.9 per cent, 
mortality by 66.1 per cent, specialist attendance 
by 35.0 per cent, emergency attendance by 41.2 
per cent, and hospitalizations by 58.5 per cent.87 
Patients with lower CVD risk received the best 
advantages from the RAMP-DM.87 Similar evalu-
ations of the quality of care and effectiveness of 
the RAMP found the program successfully result-
ed in reductions in blood pressure and CVD risk 
of patients with hypertension and diabetes.79,87–91 
RAMP-DM has also been associated with lower 
incidences of all microvascular complications (ex-
cept neuropathy).92RAMP-DM is considered to be 
cost-effective.93

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

Information could not be found.
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9.	Australia

9.1	 CHC (Community  
Health Centre)

Source of Identification: An expert in the field  
recommended this program.

Program summary

The Department of Health funds community health 
centres (CHCs). CHCs include an interprofessional 
team of providers that offer a comprehensive ar-
ray of primary care services, including community 
health, pharmacy, and allied health services.94 

Impact

Systematic reviews were conducted. Findings 
include:

•	 CHCs can also help improve the equity of care. 
A study conducted at the Community Health 
Service in Kensington, Melbourne, which ser-
vices a large migrant population, noted that the 
CHC gave higher priority to vitamin D testing in 
migrants, people who are middle-aged, females, 
and those with diabetes and osteoarthritis, who 
may be most at risk of vitamin D deficiency.95

•	 Compared to private general practice, GPs work-
ing in CHCs are more likely to detect their pa-
tients’ exercise levels and dietary details, perform 

a Pap smear, and provide advice on smoking, 
alcohol, and diet, which can help prevent ill-
ness.96 Similarly, a study of 12 Aboriginal com-
munity health centres in the Northern Territory 
of Australia found better outcomes for diabetes 
care related to the control of HbA1c, blood pres-
sure, total cholesterol, and health promotion.97,98

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

betterhealthchannel@dhhs.vic.gov.au.

9.2	 Western Sydney Integrated 
Care Program (WSICP)

Source of Identification: An expert in the field 
recommended this program.

Program summary

The Western Sydney Integrated Care Program 
(WSICP) aims to improve health care for people 
living with chronic diseases (i.e., diabetes, chron-
ic obstructive pulmonary disease (COPD), and 

mailto:betterhealthchannel@dhhs.vic.gov.au
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congestive heart failure). The program links these 
people to existing programs to help meet their 
physical, mental, and social health needs.99 The 
WSICP supports individuals through a team-based 
home care model. Care facilitators are RNs em-
ployed by the Western Sydney Local Health District 
(WSLHD). They are connected with patients as soon 
as they are enrolled by a GP participating in the 
program, a care facilitator, or a hospital specialist 
team.99 The care coordinators then conduct com-
prehensive assessments of health and social care 
needs and coordinate this care between primary 
and acute care settings. Care coordinators also en-
hance the care plans based on their assessments, 
and supervise and monitor patient care during hos-
pitalization to ensure continuity of care.99 Through 
this model of care GPs also have access to com-
munity services and a phone support line.100 This 
model of care also encourages patients to engage 
in self-care interventions recommended by the care 
coordinator and involves individualized tools based 
upon the priorities set by the patient.99

Key features of the program include:

•	 Coordination: Rapid Access and Stabilization 
Services (RASS) is a hospital-based clinic that pro-
vides timely access to evaluate an acute deteriora-
tion of a patient’s chronic condition that can either 
avoid or expedite a hospital admission based upon 
the evaluation results.99 Similarly, GPs can expedite 
care by referring their patients to the appropriate 
specialty clinicians for their patient’s chronic con-
dition and consulting with them through “WSICP’s 
data-sharing technology platforms.”

•	 Patient Enrolment: To be eligible for the WSICP, 
clinicians, GPs, and hospital staff discuss suitability 
with patient input. Patients can therefore be en-
rolled in one of three ways: 1) identified by either 
the GP or hospital; 2) by clinical criteria (cardiac, 
COPD, DM); 3) through their participating GP/
general practice clinic.100 Enrolled patients then 
have access to care facilitators, primary care, and 
RASS clinicians that can help expedite appropri-
ate hospitalizations if needed.99

•	 Performance Measurement: The “program rou-
tinely collected data on program activities.”99 
However, the details of this data and how they 
were used were not reported.

•	 Health Information Technology:99 Clinicians en-
rolled in the WSICP have access to shared EHRs 
and other data-sharing technologies to facilitate 
clinician-to-clinician education and case confer-
encing. All care team members use a shared EHR 
to monitor the patient and see their care plan (a 
shared care repository). There are shared EHRs 
among different care providers and care settings 
(e.g., hospitals and community providers) to en-
sure sustainable communication.

•	 Leadership:99 The WSICP has shared governance 
between the executives and senior clinicians 
of Western Sydney Local Health District and the 
Western Sydney Primary Health Network, as well 
as an executive steering committee. These two 
agencies fund the program and work together to 
design services, set priority areas, complete per-
formance monitoring, and deliver integrated care).

Impact

The New South Wales Ministry of Health (NSW 
MoH) is gathering qualitative information on the 
WSICP that incorporates medical clinic affirmations, 
patient and supplier commitment, hospital admis-
sions, and patient and provider engagement.101

One study aimed to describe the implementation 
of the WSICP by describing the program’s design, 
the processes involved, and some of the challeng-
es and barriers to integration.102 The study found 
that patients who were enrolled or had attended 
specialist rapid access and stabilization services 
saw a 34 per cent reduction in the number of hos-
pital admissions, a 37 per cent reduction in poten-
tially preventable hospitalizations, a 32 per cent 
reduction in ED presentations, and a 25 per cent 
reduction in unplanned admission length of stay.

A preliminary qualitative evaluation found that this 
model of care improved patient experiences (e.g., 
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improved wait times at hospitals, perceptions of 
improved health care, and increased efficacy in 
self-management and health system navigation) 
and reduced the cost of care due to prevention of 
hospital admissions and reducing waiting times.101 
The study is still under way.101,103

Barriers and facilitators

While early results are vague and preliminary, the 
qualitative study comprised of 125 interviews with 
patients, carers, health care providers, and WSICP 
management noted: “barriers still exist in terms of 
IT systems and communication, promotion and 
awareness, and low levels of general practitioner 
engagement.”101

Contact information

Information could not be found.

9.3	 Top of license -  
team model

Source of Identification: An expert in the field rec-
ommended this program.

Program summary

The top of the license team model involves fami-
ly medicine physicians, primary care nurses, allied 
health professionals, health system facilitators, care 
coordinators, generalist rehabilitation assistants, 
physician assistants, nurse practitioners, pharma-
cists, and paramedics.104 The goal of the model is 
to improve the quality of care through enhanced 
patient access to a broad range of primary care 
providers working at the top of their professional 
licenses.104 For example, physicians are responsible 
for physical exams, data analysis, decision making, 
and care plan development, whereas nurses are 
responsible for data gathering, entering most pa-
tient care information into the EHR, care plan im-
plementation, and patient education.104

Impact

No evidence of impact was found for this practice.

Barriers and facilitators

No information was found on barriers and facilita-
tors for this practice.

Contact information

Information could not be found.
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10.	 Lessons Learned

This literature review found 28 implemented 
potential best practices identified as “high per-
forming” or “best practices” in the literature or 
by experts. To identify the characteristics that 
were most common to potential best practic-
es, Aggarwal and Hutchison’s framework on the 
attributes of high-performing primary care sys-
tems and Bodenheimer’s work on the building 
blocks for high-performing teams was used (Refer 
Supplementary Material).1,105 The features that 
were assessed included: engaged leadership, orga-
nizational governance, funding model, patient at-
tachment, health information technology, popula-
tion health management, care coordination, team 
composition, expanded scope of practice, com-
prehensive care services, performance measure-
ment, quality improvement, patient engagement, 
prompt access to care, and continuity of care.

This review found that a common feature of po-
tential best practices was their focus on providing 
care to various target populations (18 practices). 
This included those from low-income or unin-
sured groups (nine), adults that were 65+ (five), 
Veterans or military (four), children (two), or with 
chronic conditions (five). In addition, over half of 
the interprofessional teams (15 practices) were 
providing a range of comprehensive services that 
could include preventive care (nine), chronic dis-
ease management (five), services and programs 
to address the social determinants of health (four), 
as well as providing dental, optometry, ortho-
pedic, and behavioural health services. Further, 

many interprofessional teams (18 practices) con-
sisted of a physician, nurse, and a range of two or 
more diverse interprofessional providers. Across all 
practices, 50 different team roles were identified. 
The most common roles included primary care 
physicians (24 practices), nurses (17), behavioural 
integration specialists (seven) or social workers 
(seven), and pharmacists (nine). In one-third of 
practices (10), RNs, MAs, and/or panel managers 
were reported to be empowered and supported 
to extend their scope of practice.

Timely access to care was also a key feature of 15 
best practices and was facilitated through various 
mechanisms including same-day appointments, 
third next available appointments, after-hours 
coverage, 24/7 access to providers, home visits, 
telehealth (phone, video visits), remote monitor-
ing, telephone hotlines or nurse triage lines, se-
cure messaging, email, policies on patients being 
seen in set period or number per day, and the 
use of forecasting tools to estimate demand. In a 
quarter of the practices (seven practices), patients 
were assigned to a provider to enable continuity 
of care, and care plans were being developed as 
a mechanism for engaging patients in their care.

Over a third of practices (10 practices) were us-
ing EMRs or health records. Health information 
technology was being used for various purpos-
es including care coordination, data-driven per-
formance measurement, panel and population 
management, and managing patient visits. About 
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a quarter of best practices reported initiatives for 
performance measurement and quality improve-
ment. Eight practices were collecting performance 
measurement data using various mechanisms in-
cluding dashboards and performance measure-
ment frameworks. Seven practices were involved 
in quality improvement that was enabled through 
regular team meetings, the establishment of per-
formance metrics and targets, practice facilitators, 
and workflow mapping.

Many of the characteristics of the identified 
best practices are part of the CFPCs’ PMH vision. 
When comparing interprofessional models across 
Canada, the best practices identified in this review 
resembled the community health centre model, 
which focuses on marginalized and vulnerable 
populations that deliver a wide array of compre-
hensive services by a range of health care profes-
sionals. However, it is essential to note there was 
a lack of information on the leadership approach, 
governance framework, funding models, and ac-
countability mechanisms for best practices. In ad-
dition, there was limited evidence of impact on the 
barriers and facilitators to implementation. These 
findings are not surprising as the lack of primary 
care research remains a challenge worldwide.11

Limitations

There are limitations to this review. Despite best 
efforts, some relevant articles on potential best 
practices may have been missed. Since this was 
a global study, the language of documents was 
context-specific. As such, information from these 
non-English language documents could not be 

included but could have provided more insights. 
Furthermore, there were varying degrees of infor-
mation on each best practice; this review could 
only report on available information. Some best 
practices may include common features that 
could not be identified through this review. Thus, 
the frequencies for each best practice should be 
read with caution. Further, the quality of the stud-
ies was not assessed; therefore, the frequencies 
and evidence of impact should be considered 
with caution.

Recommendations

As the CFPC embarks on advocating for the spread 
of the patient medical home vision in Canada, it is 
recommended that the CFPC:

•	 Conduct further research on identified interna-
tional potential best practices to obtain more 
details on the attributes of high-performing 
teams and explore their leadership approach, 
governance framework, funding model, ac-
countability mechanisms, and barriers and facili-
tators to their implementation.

•	 Advocates provincial, territorial, and federal gov-
ernments to invest in interprofessional team 
models that require the implementation and 
accountability of the characteristics of high-per-
forming best practices identified in this study.

•	 Advocate provincial, territorial, and federal gov-
ernments to invest in evaluating and conduct-
ing research on existing interprofessional team 
models to determine how they can be opti-
mized and used across Canada.
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