The Teamlet Model


The “Teamlet Model” is being developed by the Center for Excellence in Primary Care within the UCSF Department of Family and Community Medicine. In essence, the Model eliminates the 15-minute physician visit as the basic feature of primary care and substitutes a longer encounter, delivered by a physician and two Health Coaches, which includes pre-visit, visit, post-visit, and between-visit care. The Model would address the inadequacies in chronic care by substantially increasing the length of the primary care encounter and by delegating most self-management support tasks to the Health Coaches. A summary of the Model is presented in the appendix to this proposal. 

Elements of the Model exist in a number of primary care practices, most notably HealthPartners Medical Group in Minnesota, University of Utah Health System, two sites within the San Francisco Department of Public Health Community Health Network (CHN), and some community clinics in California and elsewhere. A complete implementation of the Model does not appear to exist anywhere. 

Several Bay Area safety net institutions are in various stages of planning pilot projects to implement variations of the Teamlet Model. These include Ocean Park Health Center in the San Francisco CHN, the San Mateo County health system, the Valley Health and Hospitals system in Santa Clara County, and Mission Neighborhood Health Center.
Teamlet Model – How does it work?


Whereas primary care teams vary dramatically with the size and type of primary care practice/clinic, one feature is constant as the central subunit of the team in almost all primary care settings: the clinician/medical assistant dyad.  (Clinician refers to physicians, physician assistants and nurse practitioners.) 

The teamlet concept builds on this universally existing clinician/medical assistant relationship, but profoundly changes that relationship. The transformed dyad is called the teamlet. It is called a teamlet rather than a team because it is only part of the total primary care team and because it is small (like pig and piglet).  

Why transform primary care into a teamlet model?


The central institution of primary care is currently the 15-minute physician visit. Primary care physicians are expected to provide acute, chronic, and preventive care to their patients while building meaningful relationships with those patients and managing multiple diagnoses according to a host of evidence-based guidelines. 42% of primary care physicians report not having adequate time to spend with their patients. Because they feel rushed, physicians, according to one study, interrupted the patient’s initial statement of their problem in an average of 23 seconds, and in 25% of visits the patient was never able to express his/her concerns at all. Primary care physicians in the 15-minute visit can no longer do what society expects. 

The 15-minute physician visit as the central institution of primary care must be eliminated. In its place, the teamlet concept proposes that the 15 minute physician visit be replaced by an encounter featuring a clinician and a health coach (a medical assistant with far more training and responsibility) providing pre-visit, visit, post-visit and between-visit care. 

Description of the model


A teamlet consists of one clinician with 2 health coaches. Different organizations might have different names for the health coaches: medical practice assistants, health care associates, promotoras, etc. It is essential that practices/clinics create a staffing ratio of at least 2 health coaches for every 1 clinician. The current staffing model of 1 medical assistant (or fewer) per clinician will not work because the health coaches spend more time with the patient than does the clinician. 

Pre-visit


The pre-visit is an expansion of what medical assistants currently do (room the patient, do vital signs, perhaps collect urine, do an O2 sat, take down a dressing -- depending on the patient’s problem), but it is a major expansion. The health coach, who has huddled quickly with the clinician before each encounter, negotiates a visit agenda with the patient, explaining the clinician’s agenda items and allowing the patient to fully express his/her agenda items. The health coach then takes and records the patient’s history using specific questionnaires which have been prepared for each common symptom (sore throat, cough, abdominal pain, back pain, headache, dizziness,etc.). She orders preventive or chronic care studies, based on clinical practice guidelines, that are overdue and that the patient agrees to do. For patients on multiple medications, she performs medication reconciliation – documenting which of the medications the clinician thinks the patient is taking are actually being used, and if the patient is not taking a prescribed medication, why not. Vital signs, finger-stick sugar levels, EKGs, O2 saturations, urine dipsticks, pregnancy and STD screens, vision and hearing screens, and any other indicated diagnostic tests are done based on the patient’s history. 

Visit 


The clinician and health coach perform the visit together. The clinician checks the documented history and asks more questions to clarify and deepen the history. The responsibilities of the health coach are to do the documentation (write -- paper chart -- or enter into the EMR the clinician’s physical exam findings), fill out forms, order labs, x-rays, and referrals, send electronic prescriptions to the pharmacy or write the prescriptions for the clinician to sign, look for items not in the exam room, etc. The health coach performs the relatively routine tasks that get in the way of so many clinician visits, preventing the clinician from doing what he/she is trained to do: think about diagnosis and management and build a relationship with the patient. Having the health coach in the room performing these tasks should allow clinicians to provide better care in the same amount (or shorter) time. Coaches would not be in the exam room for relatively uncomplicated visits that do not require a post-visit or if the patient is uncomfortable having the coach in the room.

Post-visit 


The post-visit is the venue for most self-management support, conducted by the health coach. The visit should end with the generation of an After Visit Summary, which lists all the advice the clinician gave to the patient. In the post-visit, the health coach goes over the After Visit Summary with the patient point by point, using the technique of “closing the loop” to address the problem of 50% of patients not understanding what happened in the medical visit. Closing the loop means asking the patient, in a respectful way, to repeat how the patient understands the advice given by the clinician. A recent study showed that closing the loop is rarely done, but if it is done, the patient understood the advice incorrectly 47% of the time. Moreover, for patients with diabetes, those whose clinicians closed the loop had lower HbA1c levels compared with those who had not been asked to close the loop. The health coach also engages the patient in a behavior-change goal setting discussion, negotiating an action plan regarding diet, exercise, taking medications, or other domains of the patient’s life. The health coach makes sure that the patient is able to navigate the health system in order to accomplish the items on the After Visit Summary. 

Between-visit 


Regular follow-up is key to sustained healthy behavior change, whether smoking cessation, diet, exercise, taking medications, or other self-management tasks. Between visits, the health coach calls patients or engages them electronically to see how they are doing, problem solves difficulties they are having, reinforces items on the After Visit Summary, and acts as a liaison with the clinician if the health coach is unable to handle patients’ concerns. 


Not all patients need to have a pre-visit/visit/post-visit encounter; that would be a waste of resources. Many patients have relatively simple problems and do not require this level of service intensity. 

Conclusion


A number of organizations, in particular integrated delivery systems, have already adopted elements of the teamlet model. However, few have implemented the teamlet concept in its entirety. Implementing teamlets requires a substantial increase in the ratio of medical assistants (who are the most likely to become health coaches) to clinicians and necessitates substantial training to transform medical assistants or other members of the team into health coaches.

