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Topic Time Content

Introduction 30 Minutes

Care Team Model and Team Roles 30 minutes Å Define the team-based model of care
Å Explain how the team-based care model improves patient outcomes
Å Identify how to apply these concepts in clinics when acting in the role of care team 

member

Break 10 minutes

Care Management Process 60 minutes Å Define key components of the care management process and the impact on team-

based care

Outcomes 50 minutes Å Identify, describe how team-based care can impact outcomes measures

Lunch 45 minutes

Selecting Appropriate Codes to 
Promote Sustainability

60 minutes Å Demonstrate the selection of appropriate billing codes for daily care team activities 

to promote sustainability

Break 10 minutes

Putting it All together 60 minutes Å Examine opportunities to integrate concepts of team-based care into own clinical 
practice

Wrap Up 30 minutes

Agenda
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Welcome!
House Keeping
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Virtual Etiquette
Meeting participation:
ÅWe will be using the raise your hand feature by clicking on the little blue hand
ÅWe will be using chat function
ÅWhen we are taking breaks be sure not to leave the meeting but rather mute your audio 

and video

Environment:
ÅBe aware of your backgrounds to not be distracting.
ÅPosition yourself in the light. 

https://www.gend.co/blog/best-practice-tips-for-using-zoom
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Michigan Institute for Care Management 
and Transformation (MICMT)

Who We 
Are

Partnership between University of Michigan and BCBSM 
Physician Group Incentive Program (PGIP)

Mission of 
MICMT

The Michigan Institute for Care Management and Transformation will work 
with Physician Organizations to expand the provider delivered care 
management model within outpatient primary and specialty care clinics to 
improve the experience of care, improve the quality of care, and decrease 
the cost of care for Michigan residents.
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Successful Completion Introduction to Team-Based 
Care includes:
Å Attend the entire Introduction to Team-Based Care course, in-person or live virtual

Attendance criteria:  
ÅLŦ ǘƘŜ [ŜŀǊƴŜǊ ƳƛǎǎŜǎ Ҕ ол ƳƛƴǳǘŜǎΤ ǘƘŜ [ŜŀǊƴŜǊ ǿƛƭƭ ƴƻǘ ōŜ  ŎƻǳƴǘŜŘ ŀǎ άŀǘǘŜƴŘŜŘέ ŀƴŘ ǿƛƭƭ 

need to retake the course. 
ÅLŦ ǘƘŜ [ŜŀǊƴŜǊ ƳƛǎǎŜǎ ғ ол ƳƛƴǳǘŜǎΤ ǘƘŜ [ŜŀǊƴŜǊ ǿƛƭƭ ōŜ ŎƻǳƴǘŜŘ ŀǎ άŀǘǘŜƴŘŜŘέΦ  ¢ƘŜ [ŜŀǊƴŜǊ 

will need to review the missed course content located here:  https://micmt-cares.org/training
Å If course is virtual ςmust attend by audio and video/internet

Å Complete the Michigan Institute for Care Management and Transformation (MICMT) Intro to TBC 
post-test and evaluation.
Å Achieve a passing score on the post-test of 80% or greater. If needed, you may retake the 

post-test

You will have (5) business days 
to complete the post-test.
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Ruth Clark, Integrated Health Partners
KimHarrison, Priority Health

Lynn Klima, Cure-Michigan
Ewa Matuszewski, MedNetOne/PTI

Lisa Nicolaou, Northern Physicians Organization
Robin Schreur, MiCCSI

Sue Vos, MiCCSI

Intro to Team-Based Care
Curriculum 
developed in 
partnership with:
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Å Please provide the following as an appropriate reference if you use this 
material:
ÅάaŀǘŜǊƛŀƭ ōŀǎŜŘ ƻŦŦ ƻŦ ǘƘŜ LƴǘǊƻŘǳŎǘƛƻƴ ǘƻ Team-Based Care course 

developed through a collaborative effort by the following Michigan 
organizations: BCBSM, Cure Michigan, IHP, MICMT, MiCCSI, 
aŜŘbŜǘhƴŜΣ bthΣ t¢LΣ tǊƛƻǊƛǘȅ IŜŀƭǘƘΦέ

Å Questions about using or replicating this curriculum should be sent to: 
micmt-requests@med.umich.edu. 

Å Please follow this link if you are interested in becoming an approved 
trainer for this curriculum: www.micmt-cares.org

Introduction to Team-Based Care 
Curriculum Development
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Contact Us
For post test and materials:

micmt-requests@med.umich.edu

Click Here for Training Organizations
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Pre-Work
Completion of pre-work material
ÅPre-checklist (orientation 

elements document)
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ϝLŦ ȅƻǳ ŘƛŘƴΩǘ ƴƻǘ ƘŀǾŜ ŀ ŎƘŀƴŎŜ ǘƻ ǾƛŜǿ ǘƘŜ pre-work, please make sure to review

https://micmt-cares.org/training/introduction-team


Introductions

ÅYour name
ÅYour discipline
ÅYour practice location
ÅHow long have you been in your role
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Group Activity: Question

²ƘŀǘΩǎ Ƴƻǎǘ ƛƳǇƻǊǘŀƴǘ 
for you to learn today?
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Topic Time Content

Introduction 30 Minutes

Care Team Model and Team Roles 30 minutes Å Define the team-based model of care
Å Explain how the team-based care model improves patient outcomes
Å Identify how to apply these concepts in clinics when acting in the role of care team 

member

Break 10 minutes

Care Management Process 60 minutes Å Define key components of the care management process and the impact on team-

based care

Outcomes 50 minutes Å Identify, describe how team-based care can impact outcomes measures

Lunch 45 minutes

Selecting Appropriate Codes to 
Promote Sustainability

60 minutes Å Demonstrate the selection of appropriate billing codes for daily care team activities 

to promote sustainability

Break 10 minutes

Putting it All together 60 minutes Å Examine opportunities to integrate concepts of team-based care into own clinical 
practice

Wrap Up 30 minutes

Agenda
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Team-Based Care
The provision of health services to individuals, 
families, and/or their communities by at least two 
health care providers who work collaboratively 
with patients and their caregivers, to the extent 
preferred by each patient, to accomplish shared 
goals within and across settings to achieve 
coordinated, high-quality care.

https:// pcmh.ahrq.gov/page/creating-patient-centered-team-based-primary-care
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The Value of Team-Based Care: 
A Patient Perspective

ÅImproved engagement and satisfaction for patient 
ÅImproved patient health and outcomes
ÅDecreased visits to the emergency department and hospital
ÅImproved ability to self manage
ÅImproved ability to engage with the practice team

Value
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The Value of Team-Based Care: 
A Practice Perspective

ÅImproved engagement of practice teams
ÅImproved patient services
ÅImproved patient outcomes
ÅDecreased cost 
ÅDecreased burnout and turnover

Value
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The Value of Team-Based Care:
A Payer Perspective

Å Payers support programs that demonstrate 
improved quality and lower overall costs of care. 
These things realize health care savings for the 
payers and the communities they support.

Å Outcomes measures, such as A1c, BP, Inpatient 
Utilization, and ED Utilization demonstrate 
improved quality and decreased cost of care, 
making them ideal markers of a successful program. 

Intro to Team-Based Care V4 20200820 18

Value



Intro to Team-Based Care V4 20200820 19

Brief History of Chronic Care Model

MacColl 
Institute for 
Healthcare 
Innovation 
synthesized 

scientific 
literature in early 

1990s.

Robert Wood 
Johnson 

Foundation 
funded a 9-

month project 
that resulted in 
an early version 
of the model.

Panel of experts 
reviewed and 

compared 
against leading 
chronic illness 
management 

programs in the 
U.S.

Current Model 
was published in 

1998.



An organized and planned approach to improving 
patient and population level health:
ÅIdentifies essential elements of a health care system 

that encourage high-quality chronic disease care.
ÅFormalized change management process fosters 

productive interactions.
ÅInformed patients take an active part in their care.
ÅCare team has resources, tools and expertise to 

engage with the patient.

http://www.improvingchroniccare.org/index.php?p=Model_Elements&s=18
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Patient/caregiver is successful with self 
management of chronic condition(s).

ÅImproved/stabilized patient quality of life
ÅReduced cost of health care
ÅPatient education: access to Specialty 

practice, after hours who to call, a tool for 
decision about ED utilization or not, action 
plan for chronic condition Medication 
adherence
ÅRegular testing and screening
ÅHealthier lifestyle choices 

Chronic Care slide 3.24.20 v5 21Intro to Team-Based Care V4 20200820

Improved Outcomes



ÅPatient information at time of visit
ÅCare team members available for visit
ÅNecessary equipment available
ÅDecision support
ÅAdequate time to provide care
ÅCare plan v. self-management goal

Chronic Care slide 3.24.20 v5 22Intro to Team-Based Care V4 20200820

Prepared, Proactive Practice Team



Chronic Care slide 3.24.20 v5Specialty team-based Care 4.1.20 V1

ÅUnderstands disease process
ÅUnderstands prognosis
ÅIncludes family and caregivers in 

developing care plans
ÅViews the provider as a guide
ÅManages daily care

23Intro to Team-Based Care V4 20200820

Informed, Activated Patient



ÅAssess self-management skills and confidence
ÅAssess clinical status
ÅTailor clinical management by stepped protocol
ÅCollaborative goal setting and problem solving 

in a shared care plan
ÅActive, sustained follow-up with patient is 

scheduled 

Chronic Care slide 3.24.20 v5 24Intro to Team-Based Care V4 20200820

Productive Interaction



PCMH and Chronic Care Model Alignment

ÅComprehensive Evidence-Based Framework 
for improving care delivery and patient-
centered chronic condition management 
across the spectrum of healthcare

ÅRecognizes Primary Health Care as the 
necessaryfoundation from which the 
Community and Health System link to the 
patient

ÅFormal Quality Improvement process

ÅSelf Management Support becomes 
universally accepted practice to engage 
patients across the spectrum of care 
continuum

https://www.ahrq.gov/ncepcr/tools/pf-handbook/mod16.html
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Patient Centered Medical Home (PCMH)

PCMH is a care delivery model 
in which patient treatment is 
coordinated through primary 
care teams to ensure patients 
receive the necessary care 
when and where they need it, 
in a manner they can 
understand. 
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Team Expanded Roles Examples

MacColl Center for Healthcare innovation, Primary Care Team Assessment Guide -
http://www.improvingprimarycare.org/assessment/full

PCP RN - CM SW CM ς

Behavioral Health 

Specialist

Clinical Pharmacist 

Medication Management

Community Health 

Worker

Office clerical

Referral 

Management

MA

Panel Management

ÅAnnual 

Physical

ÅOrders 

preventive 

care

ÅDiagnosis, 

discussion of 

treatment 

options and 

management 

of acute and 

chronic 

conditions

ÅCoordination 

of care and 

care team

ÅReferrals to 

specialists

ÅOn call 

ÅProvide care 

management 

for high-risk 

patients 

ÅChronic illness 

monitoring 

response to 

treatment 

and titrating 

treatment 

according to 

delegated 

order sets 

ÅProvide 

behavioral 

health services 

in the practice 

or by referral

ÅProtocol or 

(service may be 

in the practice 

or at another 

site)

ÅUrgent BH 

patient need

ÅMedication review for 

patents 

ÅReview prescribing 

practices

ÅAssist patients with 

problems such as non-

adherence, side effects, 

cost of medications, 

understanding medications, 

medication management 

challenges

ÅTitrate medication for 

selected groups of patient 

under standing orders

ÅManages chronic conditions 

according to  Collaborative 

Practice Agreements

ÅProvides self-

management 

support

ÅCoordinates care 

by helping 

patients navigate 

the healthcare 

system and access 

community 

services

ÅAssist with 

outreach to help 

patient establish 

overdue 

appointments

ÅAssist patients 

with obtaining 

referral 

appointment, 

having 

preauthorization 

orders, and 

obtaining follow-

up reports

ÅCollaborate with 

providers in 

managing a panel 

ÅOutreach on 

preventive 

services

ÅProvides services 

to chronically ill 

patients such as 

self-management 

coaching or 

follow-up phone 

calls

ÅScrub chart, 

provides pre-visit 

screenings  

ÅReviews 

medication list

Quality Improvement Activities

Team conducts QI activities to monitor quality measures and improve metrics with involvement of patient and families

Team monitors program targets and make changes to improve 
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Community

Medical 
Neighborhood

Patient 
Centered 

Medical Home

Patient

Intro to Team-Based Care V4 20200820 28
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Teams and Patient Outreach

Typical day
ÅScheduled appointments
ÅUrgent appointments
ÅActive outreach for follow-up
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Types of Outreach Activities 
ÅHealth Coaching Call
ÅMedication Management Call
ÅSymptom Management Assessment
ÅPlanned Visit Preparation
ÅOutreach on Gaps in Care
ÅFollow up to determine barriers
ÅAdjustment of the care plan
ÅED follow up call
ÅTransitions of Care Calls
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[ŜǘΩǎ ¢ŀƭƪ ¢ŜŀƳ 
Communication

31

Complex 
Setting

Complex 
Patients

Communication is:
A taken-for-granted human activity 
that is recognized as important only 
when it has failed.
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TBC Case Study: Focusing on John
John is a 64-year-old male with a diagnosis of COPD. He has had COPD for the last 10 years. 
Current findings:  
Å John was recently hospitalized last month due to shortness of breath. 
Å John is a smoker even though his physician has educated him on the problems associated with 

smoking.
Å He also has high blood pressure which at this time is borderline. 
Å He currently takes Symbicort and albuterol for management of his COPD. 
Å He is currently not on any medication for his blood pressure although when discussed John refuses 

to be on any medication.
Å John lost his wife one year ago and is on his own. 
Å The closest family he has lives out of state.
Å He is on a fixed income and sometimes has difficulty paying his bills or putting food on the table.  
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Enhancing Team Communication 
LǘΩǎ ŀōƻǳǘ relationship and engagement with team 
members:
Å Seek out opportunities for interactions
Å Shadow and reverse shadow team members
Å Be curious
Å Recognize common goals and values
Å Recognize there may be differences in 

communication style
Å Seek to understand-address proactively
Å Assume the best
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Team Communication Challenges

34

Personal
ÅMemory limitations
ÅStress/anxiety
ÅFatigue, physical factors
ÅMulti-tasking
ÅFlawed assumptions
ÅNew role/new team

Environmental
ÅMany modes communication
ÅRapid change
ÅTime pressure
ÅDistractions
ÅInterruptions
ÅVariations in team culture

These are normal human challenges
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Intro to Team-Based Care V4 20200820 35

Communication is a Critical Skill for 
High-Functioning Teams

ÅProviders
ÅInternal team members
ÅExternal team members
ÅPatients
ÅFamily members
ÅCaregivers



Care Team Members:
Communicating with Providers

ÅCommunication between provider and care team

ÅHuddle: Clinical and Operations

ÅTeam Conference Complex patients, 
outcomes, ID of cases

ÅPatient update: part of both

ÅQuick and focused
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Moving from solo care to TBC requires 
increased communication between 
the provider, patient and team. The 

communication is best when it is 
efficient and focused.



Team-Based Care
Communication Examples

Huddle Meeting

Short, patient centered Has an agenda, operational

Frequent, even daily Less frequent, but scheduled regularly or ad hoc

Goal is to discuss arising situations that need multi-
disciplinary support and are complex enough for a 
conversation:
ÅHigh risk patients, complex care plans
ÅED or IP visits 
ÅRequests for different referrals
ÅConcerns for a patient

Goal is to improve the overall program 
performance:
ÅReview operational opportunities, such as 

scheduling or standing agreements/orders
ÅReview process for referrals
ÅReview outcomes measures / performance

Participants include the individuals directly involved 
with the huddle topics

Participants expanded to include all involved with 
the process on the agenda: front and back office, 
billing, PCP, Care Team, MA, Office Manager
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Spontaneous Communication 
Tools:
ÅSBAR(Situation, Background, 

Assessment, Recommendation)
ÅClear patient encounter 

documentation in the EHR
ÅMessaging 
ÅHuddles

Standing Communication Tools:
ÅCollaborative Practice Agreements
ÅStanding Orders
ÅOrder Sets

Communication Tools
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High functioning teams have communication tools and processes 
that support the team to provide efficient effective care
Examples include:
Å SBAR communication 
Å Team documentation visible to all team members 
Å Instant messaging between team members 
Å Huddles



SBAR
Situation: 
What is the concern? 
A very clear, succinct overview of pertinent issue.

Background: 
What has occurred? 
Important brief information relating to event. What got us to this point?

Assessment: 
What do you think is going on? Summarize the facts and give your 
best judgement.

Recommendation: 
What do you recommend?
What actions do you want?
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SBAR Ineffective Communication
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SBAR Effective Communication
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SBAR: Your Turn!         
Kathy is 28 years old and pregnant (32 weeks). She has recently moved to Ypsilanti from 
Flint to share an apartment with her sister and her 2 children. Kathy has not set up OB care 
yet. She has just run out of herToprol to control her blood pressure. She is asking for an 
appointment and medications to cover her until she can be seen. She has no means of 
transportation.

ÅSituation:What is the concern? 
A very clear, succinct overview of pertinent issue.

ÅBackground:What has occurred? 
Important, brief information relating to event. What got us to this point?

ÅAssessment/Analysis:What do you think is going on? 
Summarize the facts and give your best judgement.

ÅRecommendation:What do you recommend? 
What actions do you want?
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Other Communication Modalities

ÅChart Documentation: Communicate progress
ÅMaintain regulatory, practice scope and 

system requirements

ÅMessaging: Communicates urgent 
recommendation for action
ÅHow does the team knows what happened, 

what is needed and planned with follow up? 
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