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Team-Based Care – Strategy Overview
BACKGROUND
Team-based care (TBC) is an evidence-based approach incorporating 
an inter-disciplinary team to deliver services to improve blood 
pressure control, HTN identification, and HTN management. TBC 
approaches incorporate interventions to support medication 
management, self-management of blood pressure, care 
coordination, medication adherence, lifestyle change, home visits or 
phone follow-up services. Community-clinical linkages play a critical 
role in improving HTN and cholesterol management. Wisconsin is 
working to build linkages between health systems, public health 
departments, providers, clinicians, pharmacists, care coordinators, 
community resources and programs (i.e. YMCAs), businesses, faith 
communities, and other local organizations in creating a 
comprehensive team-based system of care.

STRATEGY OVERVIEW: We envision optimal health for all Wisconsin communities with improved 
heart health and controlled HTN and cholesterol outcomes. TBC approaches encourage public 
health, health systems, hospitals, and other sectors to focus and coordinate collective actions to 
prevent, detect and control HTN. This is accomplished through joint education and screening in 
multiple settings, greater emphasis on the health risks of uncontrolled HTN and high blood 
cholesterol, targeted outreach, heart health promotion with lifestyle modifications.



TBC Wisconsin Survey – 2016
Survey Partners – DHS, WNA, WCHQ - 50 hospitals, 500 clinics, and 3 million patients

Benefits & Successes of Team-Based Care [Collected from interviews]
Below highlights the successes and benefits of implementing team-based care that were 
identified from the health system interviews. The bold/bulleted are themes, and the non-
bold/after colon are examples of what the themes are comprised of. Most frequent themes 
listed first. 
• Staff or Team Satisfaction: Increased clinical and non-clinical staff satisfaction, 

collaboration, improved relationships
• Patient Outcomes/Quality Metrics: Improved patient health outcomes, transparency 

understood by entire team
• Patient Care/Satisfaction/Access: Decreased wait time, increased level of respect and 

trust from patient, “one stop shop”, patient surrounded by a team that can help 
• Communication: Improved communication within the health care team and with the 

patient 
• Screenings/Lab: More comprehensive and timely tests accomplished, increased number 

of preventative tests
• Top-of-License Practice: Further education and training provided, additional or advanced 

credentialing achieved (“growing” the staff)
• Interprofessional Collaboration: Workgroups, interaction, and communication established 

or enhanced among  multidisciplinary health professionals



CDC 1815 TBC Grant Goals
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• A description of the system and members the collaborative 
care team

• What works – How TBC has evolved the patient health 
experience and experience for the respective team?

• Heart Health – How has TBC improved heart health statistics 
and experiences within the clinic?

• Next steps – How do you envision the work evolving?

• Recommendations for groups who want to get started

Questions



COMBINING TEAMWORK AND PROTOCOLS
FOR MEASURABLY IMPROVED CARE

Christopher Tashjian, MD, FAAFP, Million Hearts Fellow

Wisconsin Heart Health Community of Practice 
June 6th, 2019



PARTICIPANTS IN THIS SHARING CALL
WILL:
¢Understand criteria for an effective team; 

how to build it and sustain it
¢Learn how a team-based care model can 

help physicians/clinicians succeed in the 
current MIPS and prepare for the Quality 
Payment Program. 

¢ Identify impact of team-based care on 
provider ROI



OUR TEAM



EMR IMPLEMENTATION EXAMPLE



TEAM PROBLEM SOLVING

•Listen for common
Themes

• Organize ideas

•Evaluate alternatives

• Manage conflict

•Involve people
•Generate ideas           

•Assign responsibilities

• Find resources

•Monitor progress

•Motivate

•Details/Finish

•Presentation

•IDENTIFY PROBLEM

• Develop plan

•Get information



TEAM ROLES:

• Initiating
• Seeking and Giving Information
• Clarifying
• Summarizing
• Consensus Taking
• Accountability



ATTITUDES FOR EFFECTIVE TEAMWORK

¢Appreciation for value of team decisions
¢Respect for team members
¢Mutual trust
¢Openness to feedback
¢Reflection on group process and interest in 

improving
¢Shared vision





USING PROTOCOLS TO IMPROVE CARE

¢ We changed our overall thinking from:

� It’s a physician problem

To

� It’s a team challenge



WHAT DOES THAT MEAN?
¢ Physicians had to give up TOTAL ownership

¢ Staff had to be trained to understand the 
problem and implement protocols
� Nurses
� Lab 
� Care Co-ordinators
� Front Office



WHY USE PROTOCOLS?
¢ It enables all procedures to be undertaken in a 

standard manner.
¢ It should lead to inter-operator independence, 

any member of staff should produce same/similar 
results, colorblind

¢ It enables all staff to perform titration safely 
without relying on memory.

¢ Can allow for deviations from the accepted 
department procedure.

¢ It enables audit procedure
¢ It prevents errors



TYPES OF PROTOCOLS

¢ Process Maps
¢ Titration

¢ Every visit is a hypertension visit! 



LOW TECH



NEW IDEA



TITRATION PROTOCOLS



MONITORING PROTOCOL USE

• Care Coordinators review HTN patient panels on a monthly 
basis:
Ø Identify patients who have elevated blood pressures, review record 

and discuss  possible changes with the patient’s HCP and with the 
patient.

Ø Follow-up with patients who have had a medication changed or 
added. 

Ø Discuss medication compliance, tolerance, current BP readings, 
ensure labs completed if needed. If BP remains elevated-will 
communicate to HCP on additional titration needs based off of 
protocol

Ø Educate the Clinical Staff on areas of improvement such as the need 
to recheck a patient’s BP at every opportunity.

Ø Graph, distribute and display data quarterly
Ø Review data at Quality Leadership Meetings
Ø Graph data over time twice per year to identify trends



LIFE STYLE CHANGES

¢ Care Coordinators:
Ø Health coaching
Ø Patient goal setting
Ø Trained in motivational interviewing
Ø Discuss life style changes over the phone and when they meet 

with patients for blood pressure checks at office visits. 
Ø Review tools such as 2gm sodium guidelines provided by the 

American Dietetic Association
Ø Review diet information provided by our diabetic 

educator/dietician. 
¢ Sample menus

Ø Personalized HTN education uploaded in our EMR
¢ How to measure your blood pressure?
¢ What are your BP goals?



UNCONTROLLED PATIENT MANAGEMENT

• Care Coordinators:
Ø Meet monthly with each HCP to review BP’s that remain 

out of control.
Ø Develop follow up plan including medication titration, 

follow up, dietician visit, increased contact with the patient 
between HCP visits, frequent BP checks and ongoing 
education. 

Ø Continue to work with patients via the phone, meet with 
the patient when here for HCP visits, identify patients not 
presenting for visits and making contact, assuring patients 
are in our reminder system, assure the entire patient care 
team is aware of the patients care plan 



IMPLEMENTATION STRATEGIES

¢ Strong Quality Leadership group to assist in development 
and implementation strategies 

¢ Appoint a “provider champion” to lead implementation 
process

¢ Flow Chart or Process Map current practice then do it again 
with the new protocol.  Create a visual map.

¢ Assure Providers and Clinical Staff have a clear 
understanding of the protocol and agreement to follow 

¢ Staff education:
• Review the protocol at staff meetings every month during implementation
• Collect, publish, distribute and display data transparently
• Skills Fair for staff



BLOOD PRESSURE PROTOCOL
EVIDENCE

¢ Recommendations change
� 150/90 for elderly at risk for hypotension sequelae
� 120/80 for otherwise healthy patients
� One size does not fit all

¢ Expect them to change again

¢ Protocols must be kept Up to Date



TITRATION PROTOCOLS

“If you fail to plan, you are planning to fail!” 
Ben Franklin

Develop a plan and implement it.  



BE BOLD!

Be BOLD!

Do it as a Team  …  It’s more fun!!



Holly Nannis, RN
Director of Community Health Advancement
(Director of Chronic Conditions Health Education Program)
holly.nannis@sschc.org
414-897-5172

Wisconsin Heart Health 
Community of Practice Webinar

June 6,2019
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Team Composition

Health System
Prepared Practice Team: Provider, MA’s, Pop Health, Educators
Information Systems/Decision Support: EHR data & encounters
Delivery System Design: EHR referral and education encounters
Self-Management Support: Educators, patient & families, tools
Community 
Community Health Workers, healthy public policy, built 
environment, action groups, schools, businesses, partners
Pharmacies: Medication management, education, support



Developed Blood Pressure Self-Management Education Encounter



Blood Pressure Self-Management Education Encounter

Increased focus within    
Diabetes Education 



Blood Pressure Self-Management Education Encounter 



Patient #1 with Diabetes after Hypertension Self-management Education

Before 7 of 9 readings ≥ 140/90 (77%) After  2 of 15 readings ≥ 140/90 (13%)



TBC KEY RESOURCES             
• WNA Overview of Patient-Centered Team-Based 

Care (PCTBC)
• Wisconsin Collaborative for Healthcare Quality 

(WCHQ) Toolkits
• Wisconsin ASTHO work: Set Your Heart on Health: a 

toolkit for local health departments and communities 
• The Community Guide, Community Preventive 

Services Task Force's Team-Based Care to Improve 
BP Control

• Million Hearts® Action Guides: Series for Clinicians, 
Public Health Practitioners, and Employers

• WCHF Take Heart Tote 2019

https://www.wisconsinnurses.org/pctbc/
https://www.wchq.org/index.php
https://www.dhs.wisconsin.gov/publications/p02154.pdf
https://www.thecommunityguide.org/findings/cardiovascular-disease-team-based-care-improve-blood-pressure-control
http://www.millionhearts.hhs.gov/tools-protocols/action-guides.html
https://www.wicomhealthfund.org/take-heart-tote-toolkit-2019/


Coming Soon! Team-Based Care Webinar – Take 2
June 27th, 2019  |  12 – 1pm


