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Advanced team-based care: 
How we made it work
Our move away from a traditional practice model has 
improved quality metrics and enhanced our financial 
sustainability. 

Leaders in health care and practicing physicians rec-
ognize the need for changes in how health care is de-
livered.1-3 Despite this awareness, though, barriers to 

meaningful change persist and the current practice environ-
ment wherein physicians must routinely spend 2 hours on 
electronic health records (EHRs) and desk work for every hour 
of direct face time with patients4 is driving trainees away from 
ambulatory specialties and is contributing to physicians’ de-
cisions to reduce their practices to part-time, retire early, or 
leave medicine altogether.5,6 Those who persevere in this envi-
ronment with heavy administrative burdens run the increasing 
risk of burnout.7

Some physicians and practices are responding by taking 
creative measures to reform the way patient care is delivered. 
Bellin Health—a 160-provider, multispecialty health system 
in northeast Wisconsin where one of the authors (JJ) works—
introduced an advanced team-based care (aTBC) model be-
tween November 2014 and November 2018, starting with our 
primary care providers. The development and introduction 
of this new model arose from an iterative, multidisciplinary 
process driven by the desire to transform the Triple Aim—
enhancing patient experience, improving population health, 
and reducing costs—into a Quadruple Aim8 by additionally 
focusing on improving the work life of health care providers, 
which, in turn, will help achieve the first 3 goals. In introduc-
ing an aTBC model, Bellin Health focused on 3 elements: of-
fice visit redesign, in-basket management redesign, and the 
use of extended care team members and system and commu-
nity resources to assist in the care of complex and high-risk 
patients. 

Herein we describe the 3 components of our aTBC mod-
el,1,9 identify the barriers that existed in the minds of multiple 
stakeholders (from patients to clinicians and Bellin execu-
tives), and describe the strategies that enabled us to overcome 
these barriers.
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PRACTICE  
RECOMMENDATIONS
❯ Up-train staff to provide 
enhanced support for 
physicians during the office 
visit, such as handling most 
electronic health record work, 
including documentation.  C

❯ Take a team approach to 
between-visit work, leveraging 
principles of team-based 
care (such as co-location) to 
optimize efficiency.  C
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The impetus  
behind our move to aTBC
Bellin Health considered a move to an aTBC 
model to be critical in light of factors in the 
health care environment, in general, and at 
Bellin, in particular. The factors included

•	 an industry-wide shift to value-based 
payments, which requires new models 
for long-term financial viability. 

•	 recognition that physician and 
medical staff burnout leads to lower 
productivity and, in some cases, work-
force losses.5,6 Replacing a physician in 
a practice can be difficult and expen-
sive, with cost estimates of $500,000 to 
more than $1 million per physician.10,11 

•	 a belief that aTBC could help the 
Bellin Health leadership team meet 
its organizational goals of improved 
patient satisfaction, achieve gains in 
quality measures, enhance engage-
ment and loyalty among patients and 
employees, and lower recruitment 
costs. 

A 3-part aTBC initiative
■ PART 1: Redesign the office visit
We redesigned staffing and workflow for of-
fice visits to maximize the core skills of phy-
sicians, which required distributing ancillary 
tasks among support staff. We up-trained 
certified medical assistants (CMAs) and li-
censed practical nurses (LPNs) to take on 
the new role of care team coordinator (CTC) 
and optimized the direct clinical support ra-
tio for busier physicians. For physicians who 
were seeing 15 to 19 patients a day, a ratio of 
3 CTCs to 2 physicians was implemented; for 
those seeing 20 or more patients a day, we 
used a support ratio of 2:1.

The role of CTC was designed so that he 
or she would accompany a patient through-
out the entire appointment. Responsibilities 
were broken out as follows: 

❚ Pre-visit. Before the physician enters 
the room, the CTC would now perform ex-
panded rooming functions including pend-
ing orders, refill management, care gap 
closure using standing orders, agenda set-
ting, and preliminary documentation.12

❚ Visit. The CTC would now hand off the 

patient to the physician and stay in the room 
to document details of the visit and record 
new orders for consults, x-ray films, referrals, 
or prescriptions.13 This intensive EHR support 
was established to ensure that the physician 
could focus directly on the patient without 
the distraction of the computer.

❚ Post-visit. After a physician leaves a 
room, the CTC was now charged with finish-
ing the pending orders, setting up the patient’s 
next appointment and pre-visit labs, reviewing 
details of the after-visit summary, and doing 
any basic health coaching with the patient. 
During this time, the physician would use 
the co-location space to review and edit the 
documentation, cosign the orders and pre-
scriptions submitted by the CTC, and close the 
chart before going into the next room with the 
second CTC. The need to revisit these details 
after clinic hours was eliminated.

❚ Another change … The role of our 
phone triage registered nurses (RN) was ex-
panded. Care team RNs began providing 
diabetes counseling, blood pressure checks, 
annual wellness visits (AWV), and follow-up 
through the Centers for Medicare and Med-
icaid Services (CMS)'s Chronic Care Manage-
ment and Transitional Care Management 
programs.

■ PART 2: Redesign between-visit  
in-basket management
Responding to an increasing number of inbox 
messages had become overwhelming for our 
physicians. Bellin Health’s management was 
aware that strategic delegation of inbox mes-
sages could save an hour or more of a physi-
cian’s time each day.14 Bellin implemented a 
procedure whereby inbox test results would 
be handled by the same CTC who saw the 
patient, thereby extending continuity. If the 
results were normal, the CTC would contact 
the patient. If the results were abnormal, the 
physician and the CTC would discuss them 
and develop a plan. Co-location of the RN, 
the CTC, and the physician would leverage 
face-to-face communication and make in-
basket management more efficient. 

■ PART 3: Redesign population  
health management
We developed an Extended Care Team (ECT), 

We trained 
certified medical 
assistants and 
licensed practical 
nurses to become 
care team  
coordinators and 
optimized the 
direct clinical 
support ratio  
for busier  
physicians.
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including social workers, clinical pharma-
cists, RN care coordinators, and diabetes ed-
ucators, to assist with the care of patients with 
high-risk disorders or otherwise complex is-
sues. These team members would work close-
ly with the CTC, care team RN, and physician 
to review patients, develop plans of care, op-
timize management, and improve outcomes. 
Patients would be identified as candidates 
for potential ECT involvement based on the 
physician’s judgment in consultation with an 
EHR-based risk score for hospitalization or 
emergency department visit. 

As we developed new processes, such 
as screening for determinants of health, we 
engaged additional system and commu-
nity resources to help meet the needs of our  
patients.

A look at stakeholder concerns 
and overcoming the barriers
Critical to our success was being attentive 
to the concerns of our stakeholders and ad-
dressing them. Along the way, we gained 
valuable implementation insights, which we 
share here along with some specifics about 
how, exactly, we did things at Bellin. 

Patients
Some patients expressed hesitation at hav-
ing a person other than their physician in the 
exam room. They worried that the intimacy 
and privacy with their physician would be 
lost. In light of this, we gave patients the op-
tion not to have the CTC remain in the room. 
However, patients quickly saw the value of 
this team-based care approach and seldom 
asked to be seen without the CTC.

Throughout the process, we surveyed 
patients for feedback on their experiences. 
Comments indicated that the presence of the 
CTC in our team-based model led to positive 
patient experiences:

My physician is fully attentive. Patients 
appreciated that physicians were not dis-
tracted by the computer in the exam room. “I 
feel like I’ve got my doctor back” has been a 
common refrain.

The office staff is more responsive. The 
CTC, having been present during the ap-
pointment, has a deeper understanding of 

the care plan and can respond to calls or 
emails between visits, thereby reducing the 
time patients must wait for answers. One pa-
tient commented that, “I love [the doctor’s] 
team; his nurses are willing to answer every 
question I have.” 

I increasingly feel that I’m understood. 
We have seen patients develop meaning-
ful relationships with other team members, 
confiding in them in ways that they hadn’t 
always done with physicians and advanced 
practice clinicians (APCs). Team members, 
in turn, have added valuable insights that 
help optimize patients’ care. In particular, the 
care of patients with multiple needs has been 
enhanced with the addition of ECT members 
who work with the core team and use their ex-
pertise to optimize the care of these patients.

Certified medical assistants  
and licensed practical nurses
Bellin’s leadership knew that team documen-
tation could cause stress for the CMA, who, 
acting as a CTC, wanted to avoid misrepre-
senting details of the clinical encounter.13 
Adding to the stress were other duties that 
would need to be learned, including agenda 
setting, refill management, care gap closure, 
and health coaching. With thorough train-
ing and preparation, many—but not all—of 
our CMAs and LPNs were able to successfully 
make the transition and flourish.

Implementation strategies
❚ Provide thorough training. Our training pro-
cess started 8 weeks before it was time to “go 
live.” There were weekly hour-long training 
sessions in population health basics, team 
culture and change management, documen-
tation basics, and new roles and responsibili-
ties. In the final week, the entire aTBC team 
sat together for 3 days of EHR training. All 
new teams shadowed existing teams to get a 
clear picture of the new processes.

❚ Create a community of support. As 
our CMAs adapted to their new CTC roles, it 
was critical that they had support from expe-
rienced CTCs. Encouragement and patience 
from physicians were—and are—essential for 
CTCs to develop confidence in their new roles.

❚ Enable ongoing feedback. We intro-
duced weekly team meetings to enhance 

Team coordinators 
document details 
of the patient 
visit, thereby 
allowing the 
physician to focus 
directly on the 
patient.
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In our aTBC 
model, the 
percentage of 
patients  
receiving age-
appropriate 
screening is 
higher now in 
every domain 
we measure, 
and metrics 
have improved 
in most quality 
measures.

team communication and dynamics. Forums 
for all roles are held periodically to facilitate 
discussion, share learning, and enable sup-
port between teams.

❚ Use EHR tools to facilitate this work. 
Using standard templates and documenta-
tion tools helped CTCs develop the confi-
dence needed to thrive in their new role. 
Knowing these tools were available helped 
CTCs become effective in helping the team 
manage the between-visit work.

❚ Monitor workload. As we developed 
more workflows and processes, we took care 
to monitor the amount of additional work for 
those in this role. We offloaded work when-
ever possible. For example, coordinated refill 
management at time of service, coupled with 
a back-up centralized refill system, can signif-
icantly decrease the number of refill requests 
made to CTCs. We continue to adjust staffing, 
where appropriate, to provide adequate sup-
port for those in this valuable role.

❚ Be prepared for turnover. As CTCs 
became empowered in their new roles, some 
decided to advance their training into other 
roles. We developed a plan for replacing 
and training new staff. Higher pay can also 
be used to help attract and retain these staff 
members. Bellin uses LPNs in this role to en-
sure adequate staffing. Other health systems 
have developed a tier system for CMAs to im-
prove retention. 

Registered nurses
Before our move to an aTBC model, our office 
RNs primarily managed phone triage. Now 
the nurses were enlisted to play a more ac-
tive role in patient care and team leadership. 
Although it was a dramatic departure from 
prior responsibilities, the majority of Bellin’s 
RNs have found increased satisfaction in tak-
ing on direct patient care. 

Implementation strategies
❚ Define new roles and provide training. 
In addition to participating in acute patient 
visits, consider ways that care team RNs can 
expand responsibilities as they pertain to dis-
ease counseling, population health manage-
ment, and team leadership.15 At Bellin, the 
expanded role of the RN is evident in diabetes 
education and Medicare AWVs. Specifically, 

RNs now provide diabetes education to ap-
propriate patients following a warm handoff 
from the physician at the time of the visit. RNs 
now also complete Medicare AWVs, which 
frees up physicians for other tasks and helps 
ensure sustainability for the new RN roles. 
Rates of completed AWVs at Bellin are now 
more than 70%, compared with reported na-
tional rates of less than 30%.16

❚ Maximize co-location. It is helpful to 
have the team members whose work is closely 
related—such as the CTCs and the RN for the 
team—to be situated near each other, rather 
than down a hall or in separate offices. Since 
the RN is co-located with the core teams at 
Bellin, there is now greater opportunity for 
verbal interaction, rather than just electronic 
communications, for matters such as triage 
calls and results management. RNs also pro-
vide a valuable resource for CMAs and LPNs, 
as well as help oversee team management of 
the in-basket. 

❚ Evaluate sustainability. Additional 
roles for the RNs required additional RN staff-
ing. We assessed the new workload duties 
and balanced that against potential revenue 
from RN visits. This analysis indicated that an 
optimal ratio was 1 RN to every 3000 patients. 
This would allow an adequate number of RNs 
to fulfill additional roles and was financially 
sustainable with the goal of 4 billable RN vis-
its per day.

Physicians
Bellin’s leadership recognized that some phy-
sicians might perceive team-based care as 
eroding their primary responsibility for pa-
tients’ care. Physicians have historically been 
trained in a model based on the primacy of 
the individual physician and that can be a 
hurdle to embracing team culture as a new 
paradigm of care. Several strategies helped us 
and can help others, too.

Implementation strategies
❚ Cultivate trust. Thorough training of CTCs 
and RNs is critical to helping physicians de-
velop trust and reliance in the team. The phy-
sician retains final authority over the team 
for cosigning orders, editing and finalizing 
documentation, and overseeing results man-
agement. Physicians invested in training and 
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Provider  
satisfaction has 
increased, with 
83% of aTBC 
physicians at 
Bellin being 
moderately or 
very satisfied 
with their 
experience.

educating their staff will reap the rewards of a 
highly functioning, more satisfied team.

❚ Encourage leadership. This can be a 
cultural shift for physicians, yet it is critical 
that they take a leadership role in this trans-
formation.17 Physicians and their team lead-
ers attended training sessions in team culture 
and change management. Prior to the go-live 
date, team leaders also met with the physi-
cian individually to explore their concerns 
and discuss ways to effectively lead and sup-
port their teams.

❚ Urge acceptance of support. The com-
plexity of patient care today makes it difficult 
for a physician to manage all of a patient’s 
needs single-handedly. Complexity arises 
from the variety of plan co-pays and deduct-
ibles, the number of patients with chronic 
diseases, and the increased emphasis on 
improving quality measures.18 Enhanced 
support during any office visit and the extra 
support of an ECT for complex patients im-
proves the ability of the physician to more ef-
fectively meet the needs of the patient. 

❚ Emphasize the benefit of an empow-
ered team. The demands of the EHR on phy-
sicians and the resultant frustrations are well 
chronicled.4,19-22 Strategically delegating much 
of this work to other team members allows the 
physician to focus on the patient and perform 
physician-level work. At Bellin, we observed 
that our most successful care teams were 
those in which the physician fully accepted 
team-based care principles and empowered 
the staff to work at the top of their skill set.

Advanced practice clinicians
APCs in our system had traditionally prac-
ticed in 1 of 3 ways: independently handling 
defined panels with physician supervision; 
handling overflow or acute visits; or work-
ing collaboratively with a supervising physi-
cian to share a larger “team panel.” The third 
approach has become our preferred model. 
aTBC provides opportunities for APCs to 
thrive and collaborate with the physician to 
provide excellent care for patients.

APCs underwent the same process 
changes as physicians, including appropriate 
CTC support. Implementation strategies for 
APCs were similar to those that were useful 
for physicians. 

Risk management professionals
At Bellin, we found that risk-management 
professionals had concerns about the scope 
of practice assigned to various team mem-
bers, particularly regarding documentation. 
CMS allows for elements of a patient visit to 
be documented by CMAs and other members 
of the care team in real time as authorized by 
the physician.23,24 CTCs at Bellin also have 
other clinical duties in patient and EHR man-
agement. aTBC practices generally prefer the 
term team documentation over scribing, since 
it more accurately reflects the scope of the 
CTC’s work. 

Implementation strategies 
❚ Clarify regulatory issues. Extensive use of 
standing orders and protocols allowed us 
to increase involvement of various team 
members. State laws vary in what functions 
CMAs and LPNs are allowed to perform, so 
it is important to check your state guide-
lines.25 There is a tendency for some risk 
managers to overinterpret regulations. Chal-
lenge them to provide exact documentation 
from regulatory agencies to support their  
decisions.

❚ Give assurances of physician over-
sight and processes. The physician assumes 
responsibility for standing orders, protocols, 
and documentation. We made sure that we 
had clear and consistent processes in place 
and worked closely with our risk managers 
as we developed our model. aTBC provides 
checks and balances to ensure accurate re-
cords, since team members are able to con-
tribute and check for accuracy. A recent study 
suggested that CMAs perform documenta-
tion that is of equal or higher quality than that 
performed by the physician.26

Financial leadership
Like any organization adopting aTBC, Bell-
in’s leadership was concerned about the 
expense of adopting this approach. How-
ever, the leadership also recognized that the 
transition to aTBC could increase revenue 
by more than the increased staffing costs. In 
addition, we expected that capacity, access, 
continuity, and financial margins would in-
crease.2,3,27,28 We also anticipated a decrease 
in downstream services, such as unnecessary 
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tests, emergency department visits, and hos-
pitalizations—a benefit of accountable care 
payment models. 

Our efforts have been successful from 
a financial point of view. We attribute the 
financial sustainability that we have experi-
enced to 4 factors:

1. Increased productivity. We knew 
that the increased efficiency of team-based 
care enables physicians to see 1 to 2 more 

patients per half day, and sometimes 
more.3,28,29 An increase of at least 1 pa-
tient visit per half-day was expected of 
our physicians and APCs on aTBC. In 
addition, they were expected to support 
the care team RN in achieving at least  
4 billable visits per day. Our current 
level of RN visits is at 3.5 per nurse per 
day. There is significant variability in the 
increase of patients seen by a physician 
per day, ranging from 1 to 4 additional 
patients. These increased visits have 
helped us achieve financial viability, 
even in a predominantly fee-for-service 
environment.

2. More thorough service. The abil-
ity to keep patients in primary care and to 
focus on the patient’s full range of needs 
has led to higher levels of service and, 
consequently, to appropriately higher 
levels of billing codes. For example, 
Bellin’s revenue from billing increased 
by $724 per patient, related (in part) to 
higher rates of immunizations, cancer 
screenings with mammography, and 
colonoscopies.

3. New billable services. Billing for 
RN blood pressure checks, AWVs, and 
extended care team services have helped 
make aTBC at Bellin financially feasible. 
Revenue from RN visits, for example, was 
$630,000 in 2018.

4. Improved access for patients. 
Of the 130 primary care providers now 
on aTBC, 15 (11.5%) had closed their 
practices to new patients before aTBC. 
Now, all of their practices are open to 
new patients, which has improved access 
to care. In a 2018 patient access survey, 
96.6% of patients obtained an appoint-
ment as soon as they thought it was 
needed, compared with 70.7% of pa-

tients before the transition to aTBC. 
❚ Greater opportunity for financial sus-

tainability. The combination of improved 
quality measures and decreased cost of care 
in the Bellin aTBC bodes well for future suc-
cess in a value-based world. We have realized 
a significant increase in value-based pay-
ments for improved quality, and in our Next 
Gen Accountable Care Organization (ACO) 
patients, we have seen a decrease of $29 in 

FIGURE 1

Improvements in health screening under  
advanced team-based care compared  
with non-team-based care
Twenty-four months into Bellin’s aTBC initiative, we retrieved data 
from our electronic medical record system and compared screening 
performance between 40 non-team-based practices and 34 advanced 
team-based practices. 

Breast Ca: Women ages 50-74 years with a mammogram in the last 2 years (P < .0001).
Cervical Ca: Women ages 21-65 years with a Pap smear in the last 3 years, or Pap/HPV 
in the last 5 years (P < .0001).
Colorectal Ca: Patients ages 50-75 years with an accepted screen (colonoscopy, FIT/
IFOB, flexible sigmoidoscopy, Cologuard) in the appropriate time frame (P < .0001).
Adolescent immunizations: Patients age 13 who have received one meningococcal 
vaccine and one Tdap (P < .0001).
Childhood immunizations: Children 2 years of age who have received the NCQA 
combo 3 vaccines (P < .0001).
Chlamydia: Women 16-24 years who are sexually active and have received a chlamydia 
test in the last year (P < .0003).
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tetanus, diphtheria, and pertussis.
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per-member-per-month costs, likely due to 
the use of nonphysicians in expanded roles. 
In addition, hospital admissions have de-
creased by 5% due to the ability of ambulato-
ry teams to manage more complex patients in 
the office setting. This model has also allowed 
physicians and APCs to increase their panel 
size, another key value-based metric. From 
2016 to 2018, panel size for primary care pro-
viders increased by an average of 8%. 

❚ Enhanced ability to retain and recruit. 
Several of Bellin’s primary care recruits indi-
cated that they had interviewed only at prac-

tices incorporating team-based care. This 
trend may increase as residencies transition 
to team-based models of care.

So how did we do?
Metrics of Bellin’s aTBC success 
By the end of 2018, all 130 primary care phy-
sicians and APCs at Bellin had made the 
transition to this model, representing family 
medicine, internal medicine, and pediatrics. 
We have now begun the transition of our non-
primary care specialties to team-based care. 

FIGURE 2

Quality metrics: Patients at goal or compliant with measure 
after 1 year of aTBC 
At the end of 12 months in the aTBC initiative, a chart review showed improvement in major 
quality metrics.
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Collaborative for Healthcare Quality.

aDiabetes All-or-None Optimal Test is a standard measure set by the WCHQ. To fulfill this measure, a patient’s A1c must be under 8%, BP must be 
under 140/90 mm Hg; the patient must be a non-smoker, should be taking a statin if 40-75 year old, and should be taking aspirin with any ASCVD 
diagnosis.

bThe percentage of adolescent boys and girls who have completed the HPV series by age 15 (WCHQ measure).

cThe percentage of women ≥ 65 years without a diagnosis of osteoporosis who have received one DEXA scan on or after their 60th birthday. 

dThe percentage of patients ≥ 65 years who have received one PPSV23 (Pneumovax) or PCV13 (Prevnar) vaccine (ACIP guideline). 
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In the aTBC model, the percentage of pa-
tients receiving age-appropriate screening is 
higher than before in every domain we mea-
sure (FIGURE 1). There has also been improve-
ment in major quality metrics (FIGURE 2). 

In a survey done in Spring 2018 by St. 
Norbert College Strategic Research Cen-
ter, provider satisfaction increased, with 
83% of physicians having made the transi-
tion to an aTBC practice moderately or very 
satisfied with their Bellin Health experience, 
compared with 70% in the traditional model. 
More recent 2019 survey data show a satisfac-
tion rate of 90% for team-based care provid-
ers. Finally, in our aTBC model—in CMS’s 
Next-Gen ACO initiative—the cost per patient 
per month is significantly less than for those 
in a non-team-based care model ($796 vs 
$940). 				                  JFP
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