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Background: Efforts to improve care have focused on population-based approaches, though little practical

information exists about implementation.

Methods: This report reviews relevant literature on teamwork in the context of a time-series evaluation
of a demonstration project to reorganize care of a single panel of patients in a managed care setting. The
proportion of the study panel achieving recommended levels for breast and colon cancer screening, warfarin
control, and diabetic eye care was compared with the surrounding practice panels and the managed care
population as a whole. Using unconditional logistic regression, we compared changes within populations
between March 1993 and March 1995, and the rate of change between populations during the same period.

Results: A model of team care was successfully implemented. Colon (occult blood in the stool) and breast
(mammography) screening increased more rapidly in the study population than in the surrounding
practices or plan as a whole (P < 0.05 for all comparisons). There was no significant improvement in war-
farin control or diabetic eye examinations, though absolute increases occurred.

Conclusion: This work shows that a team approach to population-based care is a real option. Such an
approach, however, will not generalize to other settings or all conditions, and its implementation involves
some major challenges. (J Am Board Fam Pract 1998;11:116-26.)

Despite the affluence and abundance of health care
providers in the United States, our health care sys-
tem fails to achieve satisfactory levels of basic pre-
ventive care and chronic disease management.1
One vision of how to improve care uses public
health and epidemiologic principles to describe a
population, analyze care for problems of highest
priority, design and modify services to deliver that
care, and monitor the results.3-6 This approach has
been described for geographically defined commu-
nities (community-oriented primary care) and
populations with specific chronic conditions, ages,
or residences.2*7-10 Most recently there has been
an emphasis on the assessment of an individual
physician’s practice.*11-13 The rhetoric about the
importance of this population-based approach far
exceeds the demonstration of its success.!*

The report presented here discusses the feasi-
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bility and practical implementation of population-
based care within a physician’s practice based on
results of a demonstration project and published
literature. In the demonstration project we wanted
to examine whether we could improve population-
based measures of selected prevention strategies,
including (1) screening for occult blood in the
stool, (2) breast cancer screening, (3) warfarin con-
trol, and (4) diabetic care. In the literature review
we briefly highlight how data system development,
economic incentives, and a resurgent interest in
teams can influence the implementation of popula-
tion-based care.

The demands of cost control and outcome
monitoring have begun to encourage data system
development in a way that also supports popula-
tion-based care.!’ Constraints on hospital stays
and the total growth in health care expenditures
have placed a greater emphasis on prevention and
early detection as well as outpatient management
of disease.!s To meet this new demand, providers
have begun to consider how they might systemat-
ically improve their care for such conditions as
hypertension, diabetes, asthma, and cardiovascu-
lar disease.?"!8 People paying for care are now
also asking to see measurable results.!’ The need
to improve care and monitor outcomes has pro-
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vided an incentive to build clinical data systems
that assist in managing populations. Features of
such systems include automated problem lists,
medication lists, laboratory results, and rules that
apply logical analysis of populations to generate
reports and health care reminders.!%-%2

Population-based care, however, is driven by
concepts and practices that are not necessarily
routine. Implementing population-based care in-
volves planning and initiating care for groups
rather than simply responding to the symptoms
of individual patients. We started the demonstra-
tion project in the belief that achieving popula-
tion-based care would occur only if we overcame
the inertia of individual-oriented practice by
completely redesigning how we worked to-
gether.19-21 This reorganization began with creat-
ing a high-performance team.2? Once the prac-
tice reorganization had begun, we implemented a
new clinical system to facilitate practice.

We evaluated the demonstration project to find
out whether process measures of care in four areas
(breast cancer screening, colon cancer screening,
warfarin control, diabetic care) changed signifi-
cantly compared with those of our colleagues. Al-
though the results of the evaluation cannot be
generalized without implementation and evalu-
ation in a larger set of practices, we provide them
here as background for a discussion of the chal-
lenge and the potential of population-based ap-
proaches.

Methods

This report reviews relevant literature on team-
work in the context of a time-series evaluation of a
demonstration project to reorganize care of a sin-
gle patient panel in a six-panel group within a large
staff-model managed care setting. We searched the
medical literature using the key words “patient
care team,” “primary care,” “primary health care,”
“teamwork,” “community-oriented primary care,”
and “population-based,” with an empbhasis on trials
and reviews. We found 22 articles that emphasized
general practice from among abstracts of more
than 100 publications. We also selected references
from the business literature. The sections that fol-
low describe the demonstration project we con-
ducted and its evaluation. Briefly, we established a
team structure and then evaluated its impact on
care in four specific areas. We measured the pro-
portion of the study panel achieving guideline lev-

els for breast and colon cancer screening, warfarin
control, and diabetic eye care and compared these
findings with those of the surrounding practice
panels and the managed care population as a
whole. Using unconditional logistic regression, we
compared changes within populations between
March 1993 and March 1995 and the rate of
change between populations during the same time
period.

Demonstration Project

This project took place at Group Health Coopera-
tive of Puget Sound (GHC), a consumer-governed
health maintenance organization (HMO) with
398,000 enrollees that delivers most care through a
staff model structure. The HMO comprises two
hospitals and 27 primary care facilities distributed
within several administrative regions in western
Washington state. GHC enrollees are of similar
age, sex, and racial composition to the surrounding
community populations, but they are somewhat
better educated and more likely to be in house-
holds with middle incomes than the comparably
aged general population of Washington state.?> All
enrollees have a primary care physician, and each
primary care physician has a panel of enrollees for
which he or she provides most routine care and di-
agnostic evaluations.

The study practice was within a primary care fa-
cility with 6 full-time equivalent (FTE) family
physicians who together cared for 9754 enrollees.
The 6 family physicians met regularly for discus-
sions of management and clinical issues, but each
worked in a separate practice that included a recep-
tionist, a registered nurse, and licensed practical
nurse. Our demonstration project occurred be-
tween January 1993 and March 1995 using one
panel of 1460 enrollees cared for before then by 1
receptionist, 2 half-time physicians, 2 half-time
registered nurses, and 1 licensed practical nurse.

Clinical Computing System ‘ .

One author (TP) worked with a group of pro-
grammers to develop a system that could summa-
rize care for the entire study panel.2# Its capabili-
‘tes included a panel view, which determined
adherence to the guidelines we established for all
eligible patients in the practice.?* We based the
guidelines on existing recommendations or the
provider team’s judgment of current evidence from
the medical literature. The provider team prepared
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guidelines for several areas of care but agreed to
focus energies upon breast cancer screening, colon
cancer screening, warfarin control, and diabetic
care during the first 2 years. This process of estab-
lishing our own guidelines became a critical part of
our team development, because it provided a spe-
cific clinical purpose for our work.

Compliance with the guidelines could be deter-
mined for an individual patient as well as the entire
panel. The computer system was designed to store
and display laboratory results, maintain a problem
list, specify currently prescribed medications, eval-
uate compliance with our guidelines, and provide
prompts for care on an encounter form generated
at the time of a clinical encounter.* For example,
at any given time we could tell whether a specific
51-year-old woman had had a mammogram in the
previous 2 years. We could also tell the proportion
of all women aged 50 years and older with mam-
mograms within that period. By saving compli-
ance data each month, we could graph our prog-
ress toward achieving our clinical goals for the
entire population.

The rest of the providers at GHC did not have
a similar computer system, though they could get
individual laboratory and pharmacy data from
computerized files. Panel-level data and guideline
compliance information were not available to non-
study GHC physicians except for mammographic
screening.?

Provider Team

In the project practice group were 2 physicians
who shared the practice (0.9 FTE, a receptionist
(0.25 FTE), 2 registered nurses who shared 1 posi-
tion (1.0 FTE), a licensed practical nurse (0.88
FTE), and a family nurse practitioner. The family
nurse practitioner, also one of the authors (MSG,
0.5 FTE), was hired specifically for the project to
provide clinical care (0.25 FTE) and work with an-
other author (ST) to lead the team and its care
(0.25 FTE). Attending the group meetings were
the clinic manager, a clinic pharmacist, and a
trained facilitator (a registered nurse with a mas-
ter’s degree in public health and training in the ap-
plication of total quality management tools?S).

Establishing a Team

The first organizing steps were to clarify leader-
ship, begin regular meetings, and start forming a
team. The group members had been together in

meetings and had many years of clinical experi-
ence, but they had not functioned as a team. To do
so, we needed to establish a common vision and to
learn to solve problems by communicating in ways
that took advantage of our respective skills. This
effort required leadership and encouragement.26:27
We had to decide who was to assume responsibility
for organizing meetings, setting long-term strat-
egy, and maintaining a vision,?¢ and we needed
someone to keep the team focused on its mission
and goals in the face of the inevitable resistance to
change.!%28 The group selected one member to be
responsible for overall leadership but also began a
process of recognizing greater individual leader-
ship in specific areas. As the team evolved, each
member assumed primary responsibility for an
area of strength or interest, including each of the
four clinical areas and the data system.

With leadership clarified, the next steps in team
development included (1) writing the ground rules
for meetings, (2) composing a mission statement,
(3) defining short-term goals to address the mis-
sion, (4) clarifying the individual participant’s roles,
and (5) prioritizing the team’s activities. These
steps, well recognized in medical literature of the
early 1970s and rediscovered in the business litera-
ture of the 1990s,27:29-31 seemed so obvious that the
group did not want to slow down to do them. A
concerted effort was required to complete the steps
in the face of the demands of hospitalized patients,

acute-care telephone calls, and the immediate .

needs of the sickest patient. Through this process
the group established a common purpose, a safe
working environment for honest communication,
and groundwork for future decision making.

Improving Clinical Care
With the groundwork complete, the group could
focus on processes of care. Business literature rec-

ognizes that teams are a means, not an end.?2 Our -

group became a high-performance team when the
processes for problem solving were in place and
achieving clinical goals became its clear purpose.
The team established the following set of criteria
for selecting clinical problems: (1) the problem or
condition has high priority for clinical improve-
ment at GHC and is widespread in our practice,
(2) evidence exists for an optimal medical outcome
or treatment plan, (3) effective tools are available
to improve the process of care, (4) the problem and
solution interest the team, (5) a gap exists between

118 JABFP March-April 1998 Vol. 11 No. 2

‘1ybLAdoo Ag paroalold 1sanb Ag Gzoz AeN 7 uo /B0 wygel mmm//:dny woly papeojumoq '866T YdJe\ T U0 9TT-2-TT-S292/SST/22TE 0T Se paysiignd 1s.y 1oeld We pJeog Wy [



http://www.jabfm.org/

Table 1. Sample Agenda for Team Meetings.

Meeting Characteristics Time Allocated
Review/modify agenda 5 min
Clinical updates 25 min
Guideline 1 30 min
Review content
Review implementation steps
Guideline 2 10 min
Review status of education materials
Issues/updates 15 min
Meeting evaluation 5 min
Total time 1-1.5hr

current and optimal health care practices, and (6)
the effort enhances the team focus on prevention.
At the beginning of the project, we gathered
demographic information about our practice and
the most common diagnoses. We also discussed
the general characteristics of our work environ-
ment, including how it facilitated and obstructed
the achievement of our mission. We then re-
searched the available literature and used clinical
information and knowledge of our own practice
to apply the above-described criteria to the most
frequent diagnoses in our population. Finally,
within clinical areas of high priority, we detailed
our goals, analyzed our process of care, clarified
roles within the team, and implemented process
changes that we hoped would improve the chances
of achieving our goals. We regularly reviewed
graphic presentations of the panel view for guide-
line compliance in high-priority clinical areas.
This graphic feedback provided the information
and inspiration to continue working on our care.

Team Meetings

During the first year of the project we scheduled
hour-long weekly meetings; by the second year,
however, we were able to meet every 2 weeks for
1.5-hour sessions. The meetings overlapped with
lunch and afternoon patient care time. Each team
meeting, which was planned in advance, required a
1-hour meeting of the team leaders, plus additional
family nurse practitioner time to prepare materials

and meet with other team members. The team -

leaders drafted and posted an agenda before each
meeting (Table 1), distributed materials relevant
for discussion, and clarified what decisions needed
to be addressed during the meeting.

During the team meeting we discussed the

changes we were making in the process of provid-
ing care and our work toward achieving compli-
ance with the recommended guidelines. We were
also able to review difficult management cases in
our inpatient and outpatient practice and address
administrative issues. The administrative issues
threatened to take over the meeting during the
early stages, so we moved them to the end of the
agenda. This change did not appear to influence
our day-to-day administration, but it did allow
time to emphasize clinical care during the meeting.

Team Member Roles

The roles of the team members evolved with dme.

During the several meetings we spent having each
member describe his or her role, we became aware
of the need for communication to reduce duplica-
tion of effort. During the course of the project,
roles shifted away from a preoccupation with acute
care toward a greater emphasis on chronic care.

Demonstration Project Evaluation

We measured descriptive characteristics and com-
pliance with guidelines in three populations: the
demonstration project panel, the surrounding
practices, and GHC as a whole. Descriptive char-
acteristics included age, sex, length of enrollment,
and chronic disease score. The latter used 1 year of
pharmacy data to calculate a score that correlates
highly with subsequent hospitalization and a phy-
sician’s perception of the person’s health.’?

Using data available for all the practices, we
measured guideline compliance in the three popu-
lations by estimating the proportion of each popu-
lation that met one or more of the following crite-
ria (these patients were continuously enrolled for
the entire period relevant to the criterion):(1) men
and women aged 52 years and older who had stool
sampled for occult blood within the previous 18
months, (2) women aged 52 to 65 years who had a
mammogram in the previous 2 years, (3) men or
women on warfarin therapy (defined from GHC
pharmacy records by taking warfarin twice in the
last 7 months or once in the last 2 months) who

. had a prothrombin time measured within the pre-

vious month, and (4) men and women with dia-
betes who had an eye care visit within the previous
year. Having diabetes was defined by meeting one
or more of the following criteria: (1) taking any of
two therapeutic classes of drugs for diabetes in the
last 3 years, (2) having a total glycosylated hemo-
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Table 2. Panel Characteristics (Baseline) Compared With Other Populations.

Surrounding Group Health

Characteristic Study Panel Practices Cooperative
Age,yr

Mean 47.67 35.07* 36.09t

Median ' 46 35 37
Sex, n

Female (%) 685 (47) 4657 (56) 208,858 (53)

Male (%) 775 (53) 3637 (44) 183,770 (47)
Enrollment, yr

Mean 14.8 9.6* g.ot

Median 14.9 8.4 7.0
Enrollees, n 1460 8294 392,628
Chronic disease score,} mean 1.35 0.87* 1.04%

*Surrounding practices vs study panel P < 0.0001.

tGroup Health Cooperative vs study panel P<0.0001.
+Based on score for 1992, approximately 97% of patients.

globin measurement of 7.5 g/dL or greater in the
previous year, (3) having a fasting plasma glucose
level of 140 mg/dL or greater in the previous year,
(4) having a random plasma glucose level of 200
mg/dL or greater in the previous year, or (5) hospi-
tal discharge diagnosis of diabetes at any time dur-
ing their history with GHC.

We evaluated population-based process of care
measures at four points during the demonstration
project: March 1993—immediately before imple-
mentation of the clinical system, March 1994, Sep-
tember 1994, and March 1995. For comparison we
obtained measures in the surrounding five prac-
tices and in GHC as a whole exclusive of the study
and surrounding five practices.

Analysis

Based on March 1993 data, we compared mean
age, years of enrollment, and chronic disease score
using a two-sample t-test. To compare compliance
with each criterion (colorectal screening and breast
cancer, warfarin monitoring, and diabetes care) we
evaluated the measures according to whether there
was a difference in the proportion meeting each
criterion with time, and whether the rate of change
in meeting each criterion was faster in the study
population than in other populations.

To evaluate change in guideline implementa-
tion for each population meeting the criterion for
care with time (March 1993 to March 1995), we
used unconditional logistic regression with guide-
line compliance (yes or no) as the dependent vari-
able and time points as the covariates. To compare

the rate of change in the study practice, surround-
ing practices, and GHC population, we combined
the data for these three populations, added a co-
variate for population, and tested whether a time-
by-population interaction term contributed signif-
icantly to the model. If it did, then the proportion
meeting the criteria differed across time for that
population when compared with the others.

Results
Table 2 displays the differences between the study
population, the surrounding practices, and GHC
as a whole. That the study group included en-
rollees who were generally older and facing a
higher burden of disease than patients in other
practices is reflected in the higher age and mean
chronic disease score. When we examined the top
10 diagnoses in our practice, we found hyperten-
sion, diabetes, and angina pectoris occurred more
frequently in our practice than in the others, which
was consistent with the greater disease burden in
our practice. Nevertheless, routine health mainte-
nance remained the primary reason for visits in our
practice and throughout GHC. ,

Based on the distribution of these diagnoses and
the criteria described above, the demonstration
practice focused its activities on the cancer-screen-
ing portion of routine health maintenance and dia-
betic care. Because monitoring warfarin therapy
resulted in a high level of anxiety for the team, care
processes relevant to starting and tracking patients
on warfarin were also addressed.

The enrollees in the demonstration practice
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Figure 1. Cancer screening compliance: study population versus surrounding practices versus Group Health Coop-

erative (GHC) population as a whole.

had a longer mean enrollment in GHC. By the
end of the study, 83 percent of the study popula-
tion remained enrolled in GHC compared with
79 percent in the surrounding practices and 79
percent in GHC in general. Within the original
study population, 69 percent remained in the
practice throughout the observation period com-
pared with 71 percent who remained in the sur-
rounding practices. Of note is that a physician
who had been with the practice for 20 years left
during the study and was replaced by a temporary
physician for 4 months before a permanent re-
placement joined the practice.

Figure 1 shows the proportion of the study
population aged 52 through 65 years who had a
mammogram within the previous 2 years among
an eligible study population that ranged from 77 to
92 women. All three populations showed signifi-
cant increases in their rates with time (P < 0.001).
The rate of rise in the study population was faster
than in either the surrounding practices (P < 0.01)
or GHC populations (P < 0.001).

Figure 1 also shows the increase in stool occult
blood screening within the study population,
which ranged from 565 to 466 eligible patients.
Between the baseline and the final measurement,
occult blood screening increased significantly in
the study group (P < 0.001) but not in the sur-
rounding practices (P = 0.207). The rate actually

decreased in GHC as a whole (P < 0.001). The
rate of rise was significantly faster for the study
group compared with the surrounding practices (P
<0.017). By the end of the observation period, the
proportion of study group patients who had
screening tests for occult blood within the previ-
ous 18 months was significantly higher than pro-
portion in either the surrounding practice popula-
tions or GHC as a whole.

Figure 2 shows there was no change from
baseline in the rate of warfarin testing compliance
at the end of the study in either the study group
or in GHC as a whole, though the practices sur-
rounding the study group did have an improved
rate (P < 0.04). The number of eligible study pa-
tients on warfarin therapy increased from 15 to
22 during this period.

Figure 3 shows that eye care compliance was
high in the study population (n = 59) at baseline
and improved with time, but not significantly,
probably because of insufficient power to detect
the difference. Eye care compliance did improve in
the surrounding practices (P = 0.034) and in GHC
as a whole (P < 0.0001), but this improvement was
in part due to their low initial levels of compliance.

Discussion
This work shows potential for the challenge of
putting population-based care into practice. Such
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Figure 2. Warfarin monitoring in the study population, surrounding practices, and Group Health Cooperative

population as a whole.

an approach can be more than rhetoric, but we
cannot conclude yet that it is viable in general.
Carney and others®®*? showed that study prac-
tices could improve the delivery of cancer screen-
ing, but it was unclear whether practices without
the external support of a grant-funded program
could achieve the same level of success. In this ef-
fort we found that with limited external support
we could establish a team which used information
systems to achieve some success in improving our
process of care.

Though we showed some success, our results
also reflect the challenges of sustaining changes.
Colorectal cancer screening rates dropped some-
what from their peak in September 1994, as did
warfarin therapy compliance. The change in colo-
rectal cancer screening rates, although small,
points out the need to remain persistently atten-
tive. Populations change, and patients can become
noncompliant as time passes, so the team must
continually examine how well it is achieving its
goals. The panel view summary provides critical
information, but the team also needs to use this
information to initiate care and achieve its goals.
Clearly such an approach is a change from the tra-
ditional practice of responding to individual
symptoms and patient’s requests. The drop in
warfarin compliance reflects the issue of sustain-
ing change, but the fluctuations were also due to

the low number of eligible patients in the study
practice. One or two more patients out of compli-
ance had a much larger impact on the proportion
compared with surrounding practices.

Because these results are derived from a single
practice, whether other practices would achieve
similar success remains unclear. The only compa-
rable evidence is the patterns of care in our sur-
rounding group. In the spring of 1994 other
practices began implementing our warfarin-
monitoring plan and population-based approaches
to diabetic care. The study practice did not show a
significant improvement in diabetic eye care even
though our absolute compliance increased. We
had only a few diabetic patients, so showing a sig-
nificant improvement was more difficult in our
group than in the pooled population of the sur-
rounding practices.

Whether the improvements in the surrounding
practices reflected general improvements in care
or dissemination effects from our practice cannot
be established. It is interesting to note, however,
that improvements for GHC as a whole did not
mirror those in other surrounding practices,
which suggests some influence upon our peers.
Whether changes will disseminate to all practices
within this HMO or are applicable in other set-
tings remains to be seen.

Certain characteristics of the study might limit
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Figure 3. Diabetic eye care in the study population, surrounding practices, and Group Health Cooperative (GHC)

population as a whole.

generalizability even as they contributed to its
success. We cannot separate the effect of having
the reminder and measurement tools from the ef-
fect of reorganizing the team. Carney et al’® refer
to the teamwork necessary to implement their
tools. In our effort we consciously chose to de-
velop our team for patient care in general and had
a facilitator help us with that process. It is unclear
whether another team given the same tools would
achieve similar success without concentrating on
its team development. Our group was also highly
motivated to prove that we could create a differ-
ence in practice by the end of the period, when the
tools and nurse practitioner might disappear. We
used that motivation to concentrate our activities
on very specific measurable processes. Whether
the high level of motivation would occur in other
practices without something to prove is also un-
clear, but the recent push by purchasers of care to
have measurable evidence of care quality might
motivate others.

The high level of motivation and effort to in-
corporate multiple changes might have made the
practice exceptional, but they might also have pro-
vided a lesson regarding changes in primary care.
Though we cannot say from this evaluation that it
took motivation and the development of three re-
lated aspects of primary care to achieve our suc-
cess, it is at least intriguing to consider this possi-

bility. All three aspects have been discussed re-
cently in the medical literature: team develop-
ment,*** information systems for clinical prac-
tice,’*3” and population-based care.>** Each are
discussed in greater detail below, but motivation
to perform was a driving force, and team develop-
ment, information systems, and population-based
care were the tools to get there.

Team development has shown a recent rebirth
in the medical literature after an active period 20
years ago.' 27303438483 This rebirth coincides with
the economic pressures to become more produc-
tive, control medical care costs, and improve pre-
vention.'>'*# Primary medical care providers ap-
pear to be a logical group of people to form a team.
The receptionist, business manager, nurse, medical
assistant, and physician each contribute valuable
skills that could benefit from cooperative rather
than parallel effort. Achieving more than the sum
of the individual group members efforts is a key
characteristic of teamwork.*

Faced with the need to provide technically
competent acute, chronic, and preventive care
while maintaining economic viability would seem
to be the perfect motivation to pull group mem-
bers together. In a practice each team member
contributes different skills to care. Traditionally
these skills are focused on responding to the de-
mands of acute care. Population-based care re-
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quires developing new skills in epidemiologic
thinking and adapting old skills to anticipate the
needs of populations. These changes can be facili-
tated by working as a team and planning how care
will occur.

In the 20 years since team discussion was ac-
tive in the literature, the challenges to its imple-
mentation have not changed: training differences
among the providers, finding the necessary time,
and having the necessary skills. Meshing the cul-
tures and educational backgrounds of reception-
ists, licensed practical nurses, nurses, and physi-
cians takes time and training.’%344042 Though
these observations seem obvious, it was and is the
rare group of providers that steps away from the
crush of medical practice to take the time to
bridge those gaps.>1%21:40

In the early 1970s and more recently it has be-
come clear that learning team skills facilitates pro-
gression through predictable steps in developing a
functional team.?734% The steps include forming
the team, experiencing a period of conflict among
members with different personalities and back-
grounds (storming), accommodating the differ-
ences and establishing team norms (norming), and
finally performing.34#’ Team skills include provid-
ing leadership, sharing leadership, taking time to
establish a mission, setting up normative expecta-
tions, emphasizing the positive contributions of
each member, and listening well 34

During the course of the project we used a
seven-point scale to assess team functioning and to
show improvement in all measures. For example,
our team’s self-assessment of the openness of com-
munication, recognition and utilization of member
resources, and effectiveness of problem solving
procedures went from a mean of 4.5, 3.2, and 3.8,
respectively, to 5.6, 5.5, and 6.2. Comparable mea-
sures are not available from other teams, and our
members were certainly capable of biased reports,
but the numbers provide some reassurance that the
practice was improving its process.

Our team development effort took the time to
bridge the gaps among team members, but per-
haps more importantly we focused those efforts
within the context of improving our clinical care.
In so doing, we streamlined communication
among team members, clarified roles, and de-
vised strategies to increase our compliance with
our automated guidelines. For example, we ad-
dressed the concrete task of clarifying that the li-

censed practical nurse would review whether a
test for occult blood in the stool had been given
to a patient during an encounter. We agreed that
the registered nurses would telephone women
who had not responded to invitations to schedule
a mammogram and encourage them to do so.
The team encouraged patients on warfarin to be
tested by Wednesday so that physicians could
make adjustments before the weekend. The team
meeting was also a focus for planning and discus-
sion regarding the change of physicians during the
observation period.

WEe established a performance-oriented team as
a means to improve our care, not as an end in it-
self.# The team meeting became the focus for re-
designing our practice and was attended by all
team members, including the receptionist and
clinic manager. Though we paid attention to com-
munication and team process, we persistently fo-
cused and refocused our discussion on the com-
mon conditions in our practice, such as the well-
adult visit, diabetes care, and cancer screening.
This focusing and refocusing upon clinical care
necessarily led to reviews of team member roles,
responsibilities, and practice styles. We defined
our criteria for good care, developed measures of
how we were meeting those criteria, and then im-
proved our processes.

What distinguishes team efforts today from
what occurred 20 years ago is that we have infor-
mation systems and the motivation to use them.

‘Though computer tools were recognized for their -

potendal in the 1970s, they have only recently be-
gun to be implemented into care.3”*! The com-
puter became a clarifying resource. We had a time-
line to implement the computer system and a need
to be clear about how we would use it. Once in
place, the computer system could prompt us re-
garding the care of an individual patient as well as
summarize how we were doing for the entire
panel. In the 1970s teams were motivated to deal
with perceived manpower shortages. ¥4 Today we
are trying to improve care within a competitive
marketplace that includes purchasers of care asking
for quality assurance. The information system pro-
vides information for the purchasers and a tool for
the providers.

It is unclear, however, whether the information
system was a necessary component of our effort.
Even if information systems are not automated,
there are means of implementing reminders. Paper

124 JABFP March-April 1998 Vol. 11 No. 2

"WBLAdod Ag pajosiold 1sanb Ag Gzoz AeN 7 uo /Bio°wygel mmmy/:dny woly papeojumod ‘866T UdIBN T U0 9TT-2-TT-G292/GST/22TE 0T Sk paysiignd isil j1oeid wed preog Wy ¢



http://www.jabfm.org/

forms that track screening schedules are effective,
* but they have not had a large impact in practice be-
cause they are rarely complete.*® Computer sys-
tems provide some advantage but only if the data
entry is easy and occurs reliably.3’ Either the pro-
vider and staff must develop a plan for keeping data
up to date, or they need a system that gathers the
information automatically. Even if the data are ac-
curate and reminders occur, the practice must de-
cide who among the providers is responsible—the
physician, the nurse, the receptionist, or the entre
team. Such planning takes time, energy, and lead-
ership. Changing how medical care occurs requires
more than systems to facilitate care; there must
also be a plan for their use.*’

In our case, that the information system not
only helped us care for individual patients but
measured how we were doing for the patient
population as a whole is perhaps the distinguish-
ing feature of our system. Paper systems cannot
provide these measures even if they provide
prompts for care. Population-based thinking
about care, previously the province of research-
ers, can now help clinicians because we have the
tools to make measurements and the tools pro-
vide the reinforcement for team development. In
day-to-day practice, for instance, providers can
tell whether a patient’s angina resolves. Without
tools to make population-based measures, how-
ever, providers have a hard time knowing how
they are really doing. In fact, anecdotal informa-
tion can undermine a team’s function because
there will be inevitable deaths and complications
that occur in individual patients. Without the re-
inforcement of population-based measures, it is
hard for a team to recognize their success. Our
team became excited about seeing the progress in
our chosen measures of care.

Despite the success, it is clear that the a popula-
tion-based approach required time and commit-
ment that might not easily translate into practice.
Our interest was showing that it was possible.
Whether the information systems and incentives
for care will support the spread of this approach re-
mains to be seen or perhaps even be tested.

This project would not bave been possible without the
support of Pat Stafford, RN, and Bill Affolter; MD, and
the team members at the Group Health University
Medical Center: Regina Green, LPN, Dianne Quimby,
RN, Mike Stuart, MD, Tom Horst, MD, Tammie

Braunschweig, Brita Kimmerly, RPh, Melodie Jaques
Kunis, RN, and Dorothy Talbot, RN, MPH.
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