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INTRODUCTION
 

This package aims to enhance the onboarding of the primary care nurse into a
team-based care environment. This package should be used in conjunction with

the team effectiveness survey results, Primary Care Nurse description, and
Primary Care Nurse menu of services. The process of this package should be

implemented during the recruitment phase of a nurse for a clinic in order spread
awareness of the role of the nurse in the individual clinic environment.  
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Lack of Communication: Conduct regular team meetings and utilize communication tools (e.g.,
secure messaging platforms) to enhance information sharing. 
Role Ambiguity: Establish a clear role matrix that outlines each team member's responsibilities
and contributions to patient care. 
Hierarchical Structure: Foster a flat organizational structure where all team members feel
empowered to contribute their insights and ideas. 
Limited Resources: Advocate for additional resources and support from management or
external organizations when needed. 
Resistance to Change: Provide ongoing education and training to address concerns and build
confidence in new approaches to teamwork. 
Time Constraints: Implement efficient workflows and delegate tasks appropriately to optimize
time management. 

Take the Team Effectiveness survey in Appendix A (p. 13) to see where your clinic currently sits and if
there are any areas of opportunity.  

COMMON BARRIERS TO EFFECTIVE TEAMWORK AND SOLUTIONS  

With a shared understanding of individual provider roles including the identification, appreciation,
and subsequent respect of each discipline’s value in patient centered care. If your clinic does not
already have established and well-understood roles, take an opportunity to evaluate these. Roles
should include regular tasks and scope of practice for the individual. It is important to define this as
then healthcare professionals can ascertain where each can contribute to patient care and where
their roles may overlap.  

See Appendix B and C for an example of the Primary Care Nurse and Medical Office Assistant (MOA)
Position Profiles.

ENHANCING THE UNDERSTANDING OF ROLES  

Establishing a collective ownership of goals means the active participation of all providers and
patients in achieving mutual goals for patient care. In order to establish shared patient-
centered goals it is imperative you create space for the clinic team to communicate with each
other. Meeting regularly with the team can improve team culture and information sharing.
Involving the entire team highlights their contribution and unique skill set in effectively running
the clinic/team.  

ESTABLISHING A COLLECTIVE OWNERSHIP OF GOALS

The Clinic Huddle is a brief, regular meeting that brings together all team members to discuss
the day's schedule, patient concerns, and any updates or changes in the clinic's workflow. It
helps to ensure that the team is on the same page and ready to provide efficient and effective
care. 

Learn how to start effective team huddles in Appendix D.

CLINIC HUDDLE TOOL

https://actt.albertadoctors.org/media/ozdlp31k/team-assessment-behaviours-old-to-new.pdf
https://actt.albertadoctors.org/media/hwhmkion/employee-handbook.pdf


Building interdependence is the reciprocal reliance of provider interaction to reach mutual
goals. It also encompasses the need to examine the level of equality of power within the
relationship. Interdependence of staff within the medical home is dependent on
understanding roles. After this is established, leaders need to examine how they empower
these individuals to share care for the patient population. Understanding the general
workflows within the clinic establishes a baseline if you have the “right person doing the right
task for the right patient at the right time.”  

BUILDING INTERDEPENDENCE
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WHY DO WE NEED THE ROLE MATRIX TOOL? 

Clarity and Understanding: The Role Matrix provides a clear and concise outline of each team
member's roles, responsibilities, and areas of expertise. It will help new team members
understand their contribution to the team, the services they can offer, and how they fit into
the larger picture of patient care. 

Optimized Coordination: By defining roles and responsibilities, the Role Matrix streamlines
coordination among team members. We can avoid confusion, minimize redundancies, and
work cohesively to deliver efficient, patient-centered care. 

Promoting Collaboration: Teams thrive on collaboration and teamwork. The Role Matrix
encourages a spirit of cooperation by recognizing and valuing each team member's unique
expertise. It empowers everyone to contribute their best and fosters a supportive
environment where ideas can flourish. 

Smooth Onboarding Process: Welcoming a new team member can be a transformative
experience for a clinic. The Role Matrix ensures that the onboarding process is structured
and systematic, guiding the newcomer in understanding their responsibilities and integrating
seamlessly into a team. 

Adapting to Change: As a team grows, so do our responsibilities. The Role Matrix adapts with
us, accommodating any changes in roles or duties as we continue to evolve and expand our
services. 

ROLE MATRIX CONVERSATION STARTER TOOL: 

The Role Matrix is designed to initiate discussions among team members about their roles,
responsibilities, and expectations within the primary care team. It can serve as a reference
point to clarify roles and improve coordination. See the example in Appendix E.
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SUPPORTING KNOWLEDGE EXCHANGE

Sharing information that is vital to the care of the patient and includes a provider’s
willingness to do so. Knowledge should be a shared commodity within a medical home.
Knowledge exchange in a high-functioning team enables informational continuity, breaking
down information silos. It is an effort to keep all members in the team in the loop and is
largely dependent on establishing how and when you communicate with each other. These
actions enable trust in shared care. Refresh your skills or learn more about effective
communication in the Appendix (p. 13). 

 PRINCIPLES: THE 7 C’S OF TEAMWORK

Collaboration: Foster a culture of collaboration among all team members, including
physicians, nurses, medical assistants, and other support or clinical staff. Encourage open
communication and shared decision-making. 
Communication: Establish clear channels of communication, both formal and informal, to
ensure that all team members are well-informed and can effectively exchange information. 
Coordination: Ensure seamless coordination of care by defining roles and responsibilities,
setting clear expectations, and implementing efficient workflows. 
Cooperation: Promote a sense of cooperation and mutual respect among team members,
recognizing and valuing each individual's contribution to patient care. 
Compassion: Demonstrate empathy and compassion towards patients, understanding their
unique needs and preferences, and providing patient-centered care. 
Continuity: Emphasize the importance of continuity of care, ensuring that patients
experience smooth transitions between different care settings and providers. 
Continual Improvement: Encourage a culture of continuous learning and improvement,
regularly reviewing team performance, identifying areas for growth, and implementing
strategies to enhance patient care. 
Conflict Resolution: Establish a process for conflict resolution and promote open
discussions to address and resolve issues within the team. 

1.

2.

3.

4.

5.

6.

7.

8.

CLINIC SPECIFIC COMMUNICATION

Schedule related communication- ex. sick calls, vacation planning 
Conflict resolution 
Technology concerns Ex., password changes, login issues 
Medical and non-medical supply replenish 

Channels of Communication: Establish clear communication channels and guidelines for
specific scenarios.  

Instant Messaging for Quick Queries: Utilize instant messaging platforms integrated with the
EMR system for non-urgent, brief communications. This can be particularly helpful for seeking
clarification on patient information, scheduling appointments, or checking task statuses.  

https://www.revolutionlearning.co.uk/article/the-7-cs-of-communication/
https://www.revolutionlearning.co.uk/article/the-7-cs-of-communication/
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For non-urgent matters, use instant messaging or email within the EMR system. 
For important updates or changes, consider holding regular huddles or team meetings to
ensure everyone is informed. 
Ensure that all communication is documented appropriately in the patient's EMR. This
includes recording task assignments, consults, and any recommendations made during
communication. Follow up on outstanding tasks to ensure continuity of care. 

EMR Task Assignment: Leverage the EMR system to assign tasks to relevant team members
efficiently. For example, a physician can assign a prescription renewal to an MOA or a referral
request to an allied health professional directly through the EMR. This streamlines the
workflow and ensures tasks are tracked and completed promptly. 

Urgent or Critical Situations: In emergencies or when dealing with critical patient

conditions, in-person communication or phone calls are crucial. These modes of

communication allow for immediate response and facilitate real-time decision-making. 

Complex Medical Discussions: When discussing complex medical cases, treatment

plans, or sensitive patient issues, face-to-face discussions can be more effective. In-

person communication allows for non-verbal cues, active listening, and empathy, which

can be essential for fostering trust and understanding. 

Privacy and Confidentiality Concerns: For discussions that involve sensitive patient

information or require utmost confidentiality, it is best to have private conversations in

person or through a secure phone call. Avoid discussing such information through

electronic means like instant messaging or unencrypted emails. 

Interdisciplinary Team Meetings: When conducting team meetings to discuss patient

care plans, coordination, or progress, in-person meetings are valuable. Face-to-face

interactions enhance collaboration, encourage open dialogue, and promote shared

decision-making. 

Clarification of Complex Issues: If there is a need for detailed explanation, it may be

more efficient to have a phone call or in-person meeting. This allows for immediate back-

and-forth interaction and avoids potential misinterpretations. 

In a team-based care model in primary care, effective communication is essential for

providing coordinated and comprehensive patient care. While electronic communication

tools like EMR and instant messaging can be efficient for certain interactions, there are

specific situations where in-person communication or phone calls are more appropriate and

beneficial. Here are some scenarios when in-person or phone communication is preferred: 

 

REAL-TIME COMMUNICATION
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Establishing and Strengthening Relationships: In a team-based care model, building

strong relationships among team members is essential for effective collaboration. In-

person interactions provide opportunities for team-building, getting to know each other's

strengths and preferences, and fostering a sense of camaraderie. 

Conveying Emotions and Empathy: When conveying empathy or sensitive information

to patients or their families, in-person communication is ideal. Face-to-face interactions

allow for a compassionate and supportive approach, which is vital in patient-centered

care. 

Situation: Clearly state the reason for communication, including patient name, room

number, and relevant medical concerns. 

Background: Provide essential contextual information, such as relevant medical history,

medications, and recent test results. 

In primary care clinics, effective communication among allied health professionals,

physicians, and MOAs is crucial for providing high-quality patient care and ensuring

seamless workflows. There are several methods of communication that should be discussed

by the team. The Situation, Background, Assessment, Recommendation (SBAR) framework

should be incorporated any communication that regards the healthcare of a patient. Despite

the method of communication, ensure that whenever discussing patient care decisions or

care plans it is adequately documented in the chart. 

SBAR Framework: Implement the SBAR communication tool for all critical and time-sensitive

interactions among team members. This structured approach ensures that information is

conveyed accurately and comprehensively. 

For example: 

COMMUNICATION BEST PRACTICE

Assessment: Share your professional assessment of the patient's condition or any
concerns that require attention. 
Recommendation: Offer specific suggestions or requests for actions, consultations, or
follow-up steps. 
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There are in-person visit codes, procedure codes, virtual visit codes and team conference
codes. Some procedure codes can be billed in addition to a visit, but not all. There are
complex modifier codes that can be added to visit codes for time spent by the physician in
direct care and for related paperwork, discussion etc. The current rules for billing in Alberta
do not directly incentivize team-based care but do allow optimization of billings depending
on workflows that work best in your clinic. 

1. Injections – Physicians can bill the injection codes for influenza, pneumococcus and covid
vaccines given by the nurse, as well as for allergy injections. All other injections can only be
billed if given by the physician. The physician can bill a visit if they actually see the patient
and do something other than just lay eyes on them and make a visit note about it. 
2. Paps – for the physician to bill the pap code they have to be in the room when the pap is
being performed and actively supervising the pap. Again, the physician can bill a visit if they
actually see the patient and do something other than just lay eyes on them and make a visit
note about it. 
3. Wart treatments – the physician can bill the wart code if they are actively supervising the
nurse doing the procedure and bill a visit as above. Only plantar warts, genital warts,
molluscum, precancerous lesions and warts in immunosuppressed can be billed. 
4. INRs – can be billed if done by the nurse or pharmacist as long as the physician is
supervising the process. 

BILLING AND WORKFLOWS IN TEAM-BASED CARE

WORKFLOWS 

There are three basic workflows when adding a primary care nurse as another team member
in clinic: 
1. The nurse and physician work independently and huddle/communicate as needed
regarding patients throughout the day, 
2. The nurse sees patients first and hands over to the physician, 
3. The physician sees patients first and hands over to the nurse. 

A mix of these workflows is probably the most common and a morning huddle to review
patients for that day is useful to identify appropriate processes. If you maximize the tasks
done independently by your team, it should allow you to see more patients and therefore bill
more for those patients even if you are not billing for patients seen by the team. To enhance
collaborative team-based care, the physician and nurse can schedule regular touch points
during the day. Time spent by the physician discussing with the nurse can be used towards
the complex time modifiers that increase the amount that can be billed for same day visits
with the physician. For more complex patients, 03.05JA can be used for formally scheduled
team conferences, per 15 minutes or portion thereof (>1/2 of 15 minutes) for each patient
where patients can be discussed, and shared goals/treatment plans established. 
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Phone calls/virtual visits – the nurse can start the process, do consent etc., and the physician can
come in at the end and bill it as long as they talk to the patient, and make a note. Physicians can only
bill for the amount of time spent with the patient. 
If the nurse starts other types of visits such as well baby care, prenatal, physicals, etc., this should
allow these visits to be quicker with less paperwork/charting for the physician. 
The physician can also start the visit and then hand the patient over to the nurse to complete the
visit with instructions to the patient, teaching, medication review etc. This can save physicians time
and charting. 

Examples: 

Effective teamwork requires face-to-face communication. 
Physical proximity and visibility facilitate interactions. 
Shared workspaces encouraging movement and visual connections promote impromptu
face-to-face interactions. 

Understanding team dynamics without explicit communication is vital. 
Design, including visibility and accessibility, shapes the perception of space and awareness
of activities. 

Balance between collaboration and focused work is key. 
Design few workspaces for privacy, minimal distractions, and concentration. 

Design influences individuals' sense of being part of a team. 
Visual and spatial arrangements emphasize team cohesion. 

Clinic layouts can bring staff members together and promote communication and
collaboration. Think about these guiding principles for enhancing team-based care when
considering where new team members are situated in a clinic.  

Communication: 

Situational Awareness: 

Heads-Down Work: 

Perception of Team:

Workspace plays a crucial role in facilitating effective team-based care. Modification for
choosing a space may be limited in most clinics; however, there are some simple solutions
such as: open concept team areas, standardized exam rooms and co-located teams. If the
opportunity arises to focus on these important design aspects, clinics can create
environments that foster seamless communication, coordination, and collaboration among
healthcare professionals. This, in turn, results in enhanced patient care, improved staff well-
being, and better overall healthcare outcomes. See Appendix F for more ideas.

 

CONSIDERATIONS FOR LOCATION OF NEW TEAM MEMBERS 



PaCT: Team Assessment 

 

Date: _______________________________________________________ 

Team Name: _________________________________________________ 

Directions:  
Using a 1-5 scale, please circle the number that most closely represents your current state between the 

two statements below. On the left hand side are statements that might closely reflect current common 

behaviors in practice and on the right hand side are statements that may reflect a practice team’s 

desired behavior. How to use the 1-5 scale:  

 1 = statement to the left most accurately reflects our clinic’s current state 

 2 = we are closer to the left statement but making progress to move towards the right 

 3 = we have made considerable progress in this area, but still have a ways to go before we are at 

the desired state 

 4 = we are closer to the right statement but aren’t reliably at the desired state 

 5 = statement to the right most accurately reflects our clinic’s current state 

If it is difficult to assign a rating to your clinic, please use your current understanding and best estimate.  

We suggest using this assessment at the start of your improvement efforts in PaCT and again at six 

months to assess your progress. We will collect the baseline responses from you today and will 

introduce this assessment again at 6 months, along with your baseline responses, so you can reflect on 

your progress overtime. Questions you may want to consider:  

 What is the range of responses across team members? What factors influenced this range of 

responses? How did team members in different roles differ in their responses?  

 What were some of the highest scoring statements? What were some of the lower scoring 

statements? 

 Where might you begin your improvement efforts? 

  



PaCT: Team Assessment 

 
 

Panel Identification, Maintenance and Management 
We do not identify 
patients with complex 
health needs 
systematically using 
our EMR.  

 Our team’s panel list in 
the EMR clearly 
identifies those with 
complex health needs. 

1 2 3 4 5 
 

We don’t know which 
of our patients are 
most likely to benefit 
from care planning. 

 Our team has 
identified priority 
patients for care 
planning (e.g., complex 
health needs, rising 
risk, not managed, 
without a visit in the 
last year). 

1 2 3 4 5 
 

At appointments the 
physician manages 
only the issues 
identified at the visit. 

 Our team prepares for 
each patient visit to 
proactively address 
health needs that may 
not be the primary 
reason for the 
patient’s visit.   

1 2 3 4 5 

 

  



PaCT: Team Assessment 

 

Team Activities 
Our patients seek care 
from wherever they 
can get it, when they 
think they need it (e.g., 
other physicians, 
urgent or emergency 
care). 

 Our team encourages, 
facilitates and 
promotes continuity 
with our own patients. 

1 2 3 4 5 
 

Access for patients is 
limited by the 
physician’s schedule, 
resulting in wait times 
for appointments. 

 Patients can access the 
most appropriate 
member of the care 
team, in a timely 
manner, when they 
need or want an 
appointment. 

1 2 3 4 5 
 

Our team makes care 
decisions based on our 
understanding of the 
most important 
medical needs. 

 Our team collaborates 
with the patient to 
develop a shared care 
plan that includes the 
patient’s most 
important needs and 
what matters to 
him/her. 

1 2 3 4 5 
 

The physician alone 
supports the patient in 
care planning. 

 Team members work 
together, and with the 
patient, to support 
care planning. 

1 2 3 4 5 
 

A clinic visit is the 
primary or only 
method of interaction. 

 Our team uses a 
variety of ways to 
engage the patient 
most effectively (e.g., 
email, text, group 
visits, etc.). 

1 2 3 4 5 

 

  



PaCT: Team Assessment 

 

Patient Self-Management Strategies 
We manage patient 
care by disease and 
don’t ask about other 
determinants of health 
that may impact the 
patient (e.g., low 
income, lack of 
support, etc.). 

 We consider the whole 
person by asking about 
life circumstances 
when planning care 
with the patient. 

1 2 3 4 5 
 

We give patients with 
the same conditions 
similar information 
and advice on 
improving their health. 

 We assess patients’ 
existing knowledge 
and understanding of 
their condition(s), fill 
any gaps, and help 
them to connect to 
their own internal 
motivation for making 
changes for their 
health. 

1 2 3 4 5 
 

We provide standard 
healthy lifestyle 
advice. 

 We work closely with 
the patient to support 
and build his/her 
confidence in making 
health behaviour 
changes. 

1 2 3 4 5 
 

We review the care 
plan yearly. 

 We use the care plan 
as a living document 
that is revisited and 
revised, through 
discussion with the 
patient, throughout 
the year. 

1 2 3 4 5 
 

The physician is the 
only one who has 
access to the care 
plan. 

 Our patients and the 
team have access to 
the shared care plan 
and make it available 
to others (e.g. 
specialists and other 
care providers) as 
needed. 

1 2 3 4 5 
 

We assume that all 
members of the team 
are patient-centred in 
their interactions with 
patients. 

 As a team, we have a 
common set of 
principles for using 
patient-centred 
language and 
behaviour. 

1 2 3 4 5 

 

 



PaCT: Team Assessment 

 

Evidence Based Clinical Decisions 
The decision support 
tools used by our team 
are disease specific.   

 Our team has access to 
decision support tools 
that have been 
customized for 
primary care using a 
‘whole person’ 
approach. 

1 2 3 4 5 

Transitions of Care 
We don’t know what 
community resources 
are available or how to 
access them. 

 Our team knows the 
resources available in 
our community and 
how to access them. 

1 2 3 4 5 
 

When we make 
referrals to specialists, 
we don’t know if or 
when an appointment 
is booked. 

 Our team, along with 
the patient, 
collaborates with 
specialty care and are 
informed and updated 
in real-time on referral 
status and outcomes. 

1 2 3 4 5 
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