Working Together in the Best Interest of Patients
Jean E. Johnson, PhD, RN
The findings by Peterson et al. show that over half of all family physicians work with nurse practitioners, physician assistants, and certified nurse midwives. While tensions surrounding leadership of
teams remain an issue, there are many systems problems that all primary care providers need to face
together. This commentary presents the challenges we need to address in order to keep the focus of our
care on the patient. (J Am Board Fam Med 2013;26:241–243.)

There has been noteworthy attention given to interprofessional health care teams as an efﬁcient and
effective way of organizing and providing care for
chronically ill individuals and populations. The Institute of Medicine identiﬁed teamwork and collaboration as critical competencies to provide safe,
high-quality care.1 The Macy Interprofessional
Collaborative Project released a report on education competencies necessary for the curricula of all
health professionals.2 A second report deﬁning
team competencies, cosponsored by the Robert
Wood Johnson Foundation, ABIM Foundation,
Health Resources Service Administration, and
Macy Foundation, was released.3 In addition, the
Health Resources Administration has established
the requirement for interprofessional activity in
grant proposals for most of their grant programs, as
noted in their recently released call for proposals.
The Advisory Council on Primary Care and Dentistry, which advises the secretary of the Department of Health and Human Services, has chosen
the topic of interprofessional education for their
10th report that will be released soon. The reason
for the focus on interprofessional teams in primary
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care is to expand the overall primary care workforce
in conjunction with improving care.
Consistent with national efforts to increase interprofessional teams, the recent ﬁnding by Peterson et al,4 that more than 50% of family physicians
(FPs) include nurse practitioners (NPs), certiﬁed
nurse midwives (CNMs), and/or physician assistants (PAs) in their practices shows that these disciplines work well together in terms of the skill set
needed for a primary care practice and that this
likely is the practice model of the future. The
dramatic increase in the number of interprofessional practices over the past 10 years suggests that
the combination of FPs, NPs, CNMs, and PAs is at
the very least a viable team in terms of both ﬁnancial viability as well as patient care.
Interprofessional practice has long existed, with
many models of high-performing teams. High-performing teams share several characteristics, including recognition of member contributions, effective
communication, shared decision making, and
shared vision and values. Attaining these characteristics suggest that there is trust and ﬂexibility
among the team members with regard to who will
take responsibility for what aspect of the practice.
The purpose of working to achieve a high-functioning team is to provide high-quality care to
patients. Providing high-quality care is going to be
ever more important as the expectations around
quality become linked to payment. Practices in
which the clinicians are stable and satisﬁed with
their work circumstances will likely be the practices
that do well in our country’s continually evolving
health system.
Clearly, teamwork has been identiﬁed as an important component of improving patient care and
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Organizing our scarce primary care workforce to meet
the needs of all patients. With the addition of 40
million people to the primary care system, everyone’s expertise and contribution is needed.
Continuing to develop/participate in regional systems
of care that can provide coordinated care, support
regionally based electronic health records, and provide
support for quality improvement programs. Days of
“hanging out a shingle” are limited, with pressures for small practices to be part of regional
systems.
Engaging patients to be true partners in their health
care. It is clear that patients are becoming more
empowered, and people increasingly want to
control their health care decisions. It is vital that
patients engage more extensively in taking care of
themselves to stay as healthy as possible and to
manage acute and chronic illness in concert with
their clinicians.
Working together to inﬂuence the adoption of policies
that support high-quality, reasonably funded primary
care. If the different disciplines combined forces
to achieve common interests, a lot more could be
accomplished to support primary care.
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The fact is that physicians will continue to be providers and leaders of many health care teams and
NPs will continue to work to ensure practice to the
full extent of their education. Neither discipline
will convince the other to change its position, nor is
it necessary to try. Keep in mind that 50% of family
physicians have NPs, PAs, or both working with
them. At the clinic level, things generally are
worked out to the extent clinicians feel comfortable
in a practice together. Practices will need to be
attentive to developing collaborative, collegial
practices to create the efﬁcient and safe high-quality primary care system we need. We should move
forward together on the important issues noted
above—so much needs to be done.
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includes FPs, NPs, and PAs working together. The
research on NP, CMN, and PA practice has demonstrated consistently safe and quality care comparable to that provided by FPs.5–16 This has been
reinforced again and again for NPs, CNMs, and
PAs throughout decades of practice. However, the
real issue is being able to work together for the
good of patients and the health of the nation.
Although we know that there are beneﬁts to
working together, there continues to be tension,
particularly between nursing and medicine, around
independent practice and who should be the leader
of a patient-centered medical home. Rather than
NPs and FPs continuing to focus on issues of who
is the captain of the team or who can have an
independent practice, the overriding principle for
continued dialogue should keep the patient at the
center of our efforts. There is too much work to be
done to meet the health care needs of the United
States for nursing and medicine to be odds.
It will be much better for our patients if we agree
to set aside the discussion about independent practice, supervision, and leading teams. It would be
more productive to agree to disagree about these
issues and focus on crucial challenges facing all
primary care providers. These issues include:
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