
Population Health Management: Team-Based Care

Team-Based Care (also called Expanded Care 

Teams) is when a team of medical and community 
health professionals work together to provide care. 
When the right mix of experts can work with the  
right tools to deliver “whole patient care” to defined 
groups of patients, health outcomes and patient 
satisfaction improves. It is also a critical tool for 
clinician recruitment and retention. 

Health centers are using Expanded Care Teams as 
one Population Health Management (PHM) strategy 
to achieve the “Quadruple Aim” — improved patient 
experiences, improved clinical outcomes and lowered 
costs while also improving the work life of health  
care providers.

An Expanded Care Team may include: Providers, 
Medical Assistants, RNs, Care Coordinators, 
Transition of Care Nurses, Pharmacists, Nutritionists, 
Community Health Workers, Translators/Interpreters, 
Advocates, Health Educators, and Behavioral Health 
Providers. Each member of a care team has a clear 
role. A successful care team can offer a full range 
of services based on the patient‘s needs, prevent 
wasteful services, and allow providers the time to see 
more patients. This system serves as a solution for 
physician shortages. Team members share the burden 
of care and keep each other informed. 

To use the Team-Based Care model as a strategy 

for PHM, start by defining every member’s role 

with a focus on care coordination. Answer these 

questions: 

•	 Who are the available clinical staff and providers 
that could be a part of a care team?

•	 How should each member’s role expand (or be 
limited) to have a positive impact on the health of 
patients?

•	 Are there systems in place so team members can 
keep each other informed and accountable (morning 
huddles, electronic patient records)? 

•	 Who should be the point of contact at each level  
of care?

•	 What training should be offered to help staff learn  
to work as a seamless team? 

•	 What other team members should be hired to 
round-out care teams (Care Managers/Coordinator, 
Health Educators)? 

Population Health Management (PHM) 

is a “set of interventions that can improve 

people’s health across the full continuum  

of care…” (Felt-Lisk, S. & Higgins, T.) 

The 5 Core Concepts of PHM are:

1. Patient-Centered Access 

2. Team-Based Care 

3. Care Management

4. Care Coordination

5. Quality Improvement/Performance 

Measurement
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The NCQA Patient Centered Medical Home Standards and Guidelines (2014) suggest that linguistically 
and culturally supportive Expanded Care Teams case consistency have: 

•	 A team-based structure in place with staff assigned to lead, support and sustain each team for each 
patient with continuity and across multiple settings

•	 Clearly defined roles and functions for each clinical and nonclinical team member 

•	 A clear understanding by patients about ways to stay in touch with care team members as needed

•	 Regular scheduled care team meetings and a system for formal communication among care team 
members about each patient’s care 

•	 A system to record and track standing orders for services 

•	 Training programs to support the process of coordinating care for individual patients to support 
patients/families/caregivers in self-management and behavior change; and to understand the larger 
population health management needs within the health center’s service area

•	 Care team staff involvement in performance evaluation and QI activities

Use the RACI tool or the Accountability and 

Responsibility matrix to begin shaping and 
defining your care teams. Based on established 
methodologies, determine a reasonable patient panel 
size for each team and team member.

Invest in training

•	 Training should include techniques for seamless 
care coordination and patient engagement. These 
elements will reduce the burden on any one 
provider, prevent the use of unnecessary services, 
lower costs, and improve patient outcomes. 

•	 Free webinars and training programs are available 
through National Training and Technical Assistance 
Cooperative Agreements (NCAs)

Measures of Success*:
1. Number of patients seen by care teams and 

individual providers

2. Percent of care team members who are satisfied 
with shared service delivery

3. Percent of patients with high satisfaction reports  
on patient surveys

* Targets are situational. Please refer to the 2014 PCMH 
Recognition Standards and Guidelines. 

Key Population Health Management Tools for Team-Based Care 
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