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Abstract

Objectives: The objective of this study was to develop perspective on best practices for
interdisciplinary team-based care in safety net settings.

Background: Primary care practices are embracinginterdisciplinary team-based care as a
strategy for meeting growing clinical and operational demands. Team-based careis
particularly critical for safety net clinics, which care for underserved populations with
limited resources. However, there is limited literature on best practices in safety net
settings. San Francisco Health Network, the city health system run by the Dept. of Public
Health, is conductinga quality improvementinitiative to standardize care teamroles
across the network. This project contributed foundational research for that initiative.

Methods: In-person care team observations were conducted at three representative
clinicsin order to develop a set of core functions byrole and capture existing best
practices at each site. Time observation data was collected and evaluated across each of
six core teamroles.

Results: This work yielded a standardized “core function” list for each team roleand
qualitative perspectives on key challenges and best practicesin team-based care.

Conclusions: Quality team-based careis facilitated by clear role design that encourages
“top-of-license” work for every team member, shared workspaces that enable
interdisciplinary collaboration, and standardized communication flows.

Introduction

Optimization of the team-based care model is a high-yield strategy for safety net systems
as they navigate the clinical and operational demands of caring for underserved patients
with limited resources. Safety net patients are often from low-income and minority
communities, have a higher prevalence of chronicdisease, are more likely to be dually-
eligible for Medicaid and Medicare, and are more likely to be uninsured.! Thereis
opportunity to leverage team-based care to provide culturally competent, patient-
centered care to this high-need patient population. However, there is limited literature
available aboutbest practices in safety net systems.

San Francisco Health Network (SFHN) is the municipal safety net system operated by the
San Francisco Department of PublicHealth. In an effort to better address the evolving
needs of its patient population, SFHN is undertaking a Quality Improvement initiative to
standardize care team design and share best practices across its clinics. This project
served as the foundational research for the network’s Ql initiative, studying “current
state” role design across clinictypes and identifying best practices to share across SFHN.

Methods

In-person care team observations were conducted at three SFHN clinics to better
understand teamrole design and identify best practices. Sites were chosen to represent
three major clinictypes found across SFHN:

* General “Neighborhood Family Clinic” serving adult and pediatrics patients

* “TeachingClinic” serving adult patients with the support of resident physicians

» “Specialty Population Clinic” designed to serve patients with complex social needs

One week of observations was conducted at each site, with 1-2 clinicsessions spent
shadowingeach of six core team roles: Providers (MD), Nurses (RN), Medical Evaluation
Assistants (MEA), Behavioral Health Clinicians (BHC), and Behavioral Assistants (BA).
Time observationdata was collected for each teamrole, grounded in Lean Six Sigma and
“rapid improvement” process methodology.

In addition, qualitative perspectives on best practices at each clinic were collected
through interviews with clinic Medical Directors and through care team observations.

Results

Care team time observations revealed variation across clinics in their
utilization of non-clinician teammates

Care teams across SFHN serve patient populations with significant
clinical and social needs; each clinic faces unique patient dynamics®?3

Neighborhood Family Network
Clinic Average

Panel size 5,426 3 65,564

Neighborhood Family Clinic: Time Allocation by Role/Function

Age distribution

0-17 years 22% 17%

18-64 years 67% 68%
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65 years+ 11% 15%
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Insurance
Medi-Cal (Medicaid)
Healthy SF
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Medicare
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Uninsured

Selected health indicators
Adults 18-75 with DM (% total)
Adults 18-75with HTN (% total)
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MEA Flow Coordinator BHC

Team Roles

Teaching Clinic: Time Allocation by Role/Function
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Clearly defined team roles maximize time spent on “top-of-license
tasks, preserving provider capacity for higher acuity clinical care
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Provider
*CC/HPI

*Patient interview
*Assessment
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*Med management & titration
*Physical exam
RN *Referrals
+Triage: phone & in-person *Review test results
*Med refills sPatient education (clinical)
*Med rec *Follow-up plan
*Med distribution / adherence +Pain contract management

MEA le
*Rooming
*Vitals

*Healthcare maintenance

*Wound care *Communicate D/C plan to MEA
+Patient education (CC, wellness)  *Rx

*Chronic care management *Order DME

*RN procedures *Order labs/tests

i

*Agenda-setting
*Injections

*Labs & POC testing
*D/C materials
«Clean/prep room
*Labs paperwork
=Referrals (clerical)
*MEA procedures
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Time Allocation by Function
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Specialty Population Clinic: Time Allocation by Role/Function
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Shared Functions: Huddles, TEs, Email, Chart review, Documentation

However, differences in care team design and functionality do not

consistently predict staff engagement? Downtime

Staff Engagement by Clinic
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Overall engagement

Time Allocation by Function
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| know what is expected of me at work
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In the last 7 days, | have received recognition or
praise for doing good work from someone in the
health center/clinic

In the last year, | have had opportunities at work
to learn and grow
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The mission or purpose of the health

center/dinic makes me feel my job isimportant I
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Conclusions

The in-depth care team role observations yielded key output forthe SFHN Ql project:

1) Detailed knowledge of the “core functions” definingeach role

2) Perspective on how to define role expectations to improve efficiency and enable
fulfilling, top-of-license work across teamroles

3) Identification of best practicesin role design, communication, and workflows that
can be applied across safety net clinics. Findings are summarized in the table below.

Key Themes/Challenges

Optimizing the Provider-Medical * Consistent staffing pairings facilitate
Assistant “teamlet” communication

MEAs “own” components of visit:
discharge, health maintenance
Inspire culture of proactivity
Communicative/supportive MDs

Empowering Medical Assistants and
expanding their role on the team

Behavioral Health team “pre-rounds”
to clinical teamlets at each session
Interdisciplinary teamrooms

Facilitating interdisciplinary handoffs
and collaboration

High-touch “flow coordinator” who
manages template changes, walk-in
patients, and “help desk” questions

Improving flow around clinic

“Team RNs” conduct care

Developing RN role coordinationforteam’s patient panel

Future Directions

Most immediately, the findings from this project laid the groundwork for SFHN’s
ongoing quality improvement initiative in team-based care. This project was
completed in partnership with a working group of SFHN leadership; the key
functions by role and best practices identified are contributingto a network policy
on standardized care team design.

Future research could look to map the impact of care team design on specific
clinical and operational outcomes. Such a project would collect more focused data
aboutasingle care teamrole (e.g., medical assistants) and measure the impact of
role optimizationon a relevant outcome (e.g., screeningrates).
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