
434 June 2009 Family Medicine

Practice Management

The Institute of Medicine (IOM) recommends five key 
elements for health care reform: delivering patient-
centered care, practicing evidence-based medicine, 
focusing on quality improvement, using effective in-
formation technology, and working in interdisciplinary 
teams.1 The first four of these elements can be facilitated 
through the fifth—working in teams. A team approach 
is also recommended for the “office of the future” by 
the framers of the American Academy of Family Physi-
cians (AAFP) Future of Family Medicine report.2 The 
AAFP additionally recommends team-based care in its 
“Criteria for Excellence” in family medicine residency 
programs.3 

Though the concept of teamwork is widely promoted, 
Grumbach and Bodenheimer note that the idea of a 
health care team “is as rarely challenged in principle 

as it is achieved in practice.”4 Increasingly, the health 
care literature provides some direction on how to create 
and maintain high-functioning teams. However, these 
reports generally address workers in large organizations 
and inpatient settings.5-8 In contrast, there is a paucity of 
information on the implementation and effect of teams 
in ambulatory teaching clinics.

In the Wayne State University Department of Fam-
ily Medicine and Public Health Sciences, we have 
investigated the association of organizational environ-
ment with learning and have found that improving job 
satisfaction for all employees is important because of 
its association with quality of teaching.9 In the study 
reported here, we hypothesized that the introduction 
of teams into our clinic would improve the ratings by 
faculty, staff, and residents of their job satisfaction and 
their perceptions of our clinic’s learning opportunities 
for residents. We also investigated ratings of other 
features of organizational and learning environments 
after implementing teams.

Effects of Implementation of a Team Model on 
Physician and Staff Perceptions of a Clinic’s 
Organizational and Learning Environments

Linda M. Roth, PhD; Tsveti Markova, MD; 
Joseph C. Monsur; Richard K. Severson, PhD

From the Department of Family Medicine and Public Health Sciences, 
Wayne State University.

Background and Objectives: Although teamwork is widely promoted by the Institute of Medicine, the 
American Academy of Family Physicians, and the Future of Family Medicine project, the health care 
literature does not provide clear direction on how to create or maintain high-functioning teams in 
ambulatory residency education. In 2004, we reorganized the clinical operation of our family medi-
cine residency clinic into teams, each consisting of faculty, residents, and nursing and administrative 
staff. We hypothesized that operating within teams would have a positive effect on employees’ job 
satisfaction and perceptions of our clinic’s organizational and learning environments. Methods: We 
administered a confidential survey to faculty, residents, and staff annually over 5 years (2002–2006). 
Using questionnaire data from 2002–2003 as a baseline and data from 2004–2006 as a post-inter-
vention measurement, we performed Mann-Whitney tests to assess the effect of the implementation 
of teams on employees’ ratings of job satisfaction, individual autonomy, organizational commitment, 
goal attainment, physical characteristics and personnel arrangements within the clinic, learning 
opportunities for residents, teaching behaviors of faculty, roles of staff, and learning organization 
characteristics. Results: After the implementation of teams, there was an improvement in ratings of 
learning opportunities and quality of teaching, job satisfaction, employee autonomy, staff roles, and 
staff attitudes toward residents. Conclusions: Implementing a team approach in a residency clinic 
can improve measures of physician and staff satisfaction and organizational function.

(Fam Med 2009;41(6):434-9.)



435Vol. 41, No. 6Practice Management

Methods
We obtained approval for our study from the Wayne 

State University Human Investigation Committee. We 
administered a confidential combined organizational 
and learning environment survey to faculty, residents, 
and staff annually for 5 years, including 2 years before 
and 2 years after the introduction of physician-staff 
teams into our family medicine clinic. 

Subjects
All faculty physicians, nursing and administrative 

staff, and residents working in our ambulatory clinic 
between 2002 and 2006 were eligible to participate in 
our study. All staff members were trained as medical 
assistants (MAs). Over the period of our study, the em-
ployee group at any given time included six full-time 
faculty members, 11 or 12 staff, and 24 or 25 residents. 
Faculty members’ experience in residency teaching 
ranged from 2 to 12 years throughout the study, with the 
majority of faculty having at least 5 years’ experience 
at the start of the study. One had extensive previous 
experience in private practice. Staff experience varied 
from 1 year to 17 years, with most staff having several 
years’ experience.

Setting
This study took place in a university-based urban 

family medicine residency clinic at Wayne State 
University in the Department of Family Medicine 
and Public Health Sciences. Patient visits averaged 
15,000 annually. Ninety-three percent of patients were 
African-American, with wide age distribution from 
newborns to the elderly. About 71% of patients were 
female. The clinic accepted most types of insurance 
coverage. About 60% of patients belonged to Medicaid 
and Medicaid health maintenance organizations, 15% 
were covered by Medicare, and the remaining held 
traditional Blue Cross and commercial insurance poli-
cies. Based on frequency reports, the most commonly 
encountered diagnoses were type-2 diabetes mellitus, 
hypertension, routine health maintenance for children 
and adults, upper respiratory infection, bronchitis, 
asthma, and prenatal care.  

The office was organized in a traditional primary 
care model in which duties were assigned to a group 
of individuals or to a specific individual. Front office/
receptionist staff answered phones, scheduled appoint-
ments, greeted patients, verified insurance coverage, 
and collected copayments. A referral specialist was 
assigned specifically for arranging subspecialist refer-
rals. The MAs escorted patients from the waiting room 
to exam rooms and performed direct patient care such 
as drawing blood, performing electrocardiograms, 
taking X rays, and assisting physicians in procedures. 
MAs were not assigned to specific faculty or resident 
physicians; rather they worked on a patient-by-patient 
basis as needed throughout the day.

Instruments
As described in detail in our previous publication,9 

the Organizational Environment Assessment (OEA) 
section of our questionnaire consists of four scales 
(21 items) that examine employees’ views of the clinic 
in the areas of job satisfaction, individual autonomy, 
organizational commitment, and goal attainment. The 
Learning Environment Assessment (LEA) portion of 
the instrument consists of five scales (49 items) that 
elicit respondents’ assessment of physical character-
istics and personnel arrangements within the clinic, 
structure of learning opportunities within clinic rou-
tines, teaching behaviors of faculty, roles of nursing/
administrative staff, and characteristics of learning 
organizations that have been recommended for creat-
ing quality clinical teaching environments. All survey 
items measured responses on a 5-point Likert scale in 
which 1=strongly disagree and 5=strongly agree. 

We distributed these questionnaires at staff meetings 
and through interoffice mail, and they were returned to 
the investigators. The surveys took 15 to 20 minutes to 
complete, and participants provided informed consent 
each time they responded.

Intervention
Team Definition. Primary care teams have been 
defined by others as “a group with a specific task or 
tasks, the accomplishment of which requires the inter-
dependent and collaborative efforts of its members.”4 
We defined our teams further as employees functioning 
at the same time and in the same place to accomplish 
common goals. 

Preparing for the Implementation of Teams: Fall, 
2003. In designing our intervention, we incorporated 
elements that have been identified as central to team 
building, such as agreeing upon policies and procedures 
across teams, implementing division of labor through 
definition of tasks and assignments of roles, providing 
training for functions performed by team members, 
and instituting improved communication structures 
and processes.4 Two months prior to the implementa-
tion of teams, in October 2003, we held a 1-day retreat 
for all clinic employees in which we presented these 
and other elements of effective teamwork10 as well as 
elements of effective and efficient patient care, such 
as access, efficiency, and use of information technol-
ogy.11 We followed our presentations with small-group 
sessions in which faculty, staff, and residents together 
discussed and provided suggestions for clinic initiatives 
congruent with presentation topics. The remainder of 
the retreat was devoted to introducing the specifics of 
the implementation of teams in our clinic. An agenda 
for the retreat can be found in Table 1. 

The next step was cross-training our MAs so that 
each was able to perform all supportive duties required 
of the team. To prepare for implementation of teams 
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in January 2004, in November and December of 2003 
we trained all MAs to answer phone calls related to 
patient-care issues, schedule appointments, verify 
insurance coverage, place patients in rooms, set up 
for and assist in procedures, provide educational ma-
terials for patients upon discharge, schedule follow-up 
appointments, and arrange for referrals as necessary. 
Staff rotated between the front desk and patient care 
area every 1-to-2 weeks until they became comfortable 
with the tasks that were specific for both locations. The 
clinical manager supervised this activity and regularly 
performed competency assessments. One front desk 
staff member was not comfortable with the new job 
expectations and left the practice. The remaining staff 
adjusted well. 

Implementing the Teams: January, 2004. Once the 
MAs were trained in their new multiple roles, we 
implemented three teams, each consisting of two 
faculty members, eight residents, and three MAs, 
placing faculty and residents together on teams in an 
attempt to maximize preceptor-resident continuity.12 

We designated an additional MA as a practice greeter, 
another as a billing and coding specialist who shared 
front-desk responsibilities with the receptionist, and 
a third as a “floater” who substituted for absent MAs. 
Part-time preceptors were available to substitute for 
faculty when needed. 

To strengthen the relationships among advising, 
teaching, and learning in the residency program, we 
matched faculty with the first-, second-, and third-
year residents for whom they were already academic 
advisors. MAs were randomly assigned to each team. 
Because teams were to function as smaller independent 
practices geographically located in separate areas of the 
clinic, each was allotted nine patient rooms, separate 
work stations for physicians and MAs, a dedicated 
telephone number, and a computer for scheduling 
patient visits. 

We redesigned office policies to reflect the team ap-
proach. For example, in scheduling patients, MAs were 
instructed to attempt always to schedule a patient with 
the faculty member or resident listed as the patient’s 
primary care physician (PCP). For acute visits or walk-
in visits when the PCP was unavailable, patients were 
scheduled with another of the team’s members. After 
completion of such a visit, the patient’s medical record 
was placed in the PCP’s mailbox for follow up. We 
emphasized the principle of team continuity not only 
in patient visits but also in responding to patients’ mes-
sages and addressing abnormal lab test results. In the 
absence of the PCP, a team physician assigned to phone 
duty would address urgent phone messages and relate 
the information to the PCP for follow up.

We clearly defined each team’s responsibilities and 
team leadership for each level, faculty, resident, and 
MA. Each leader was held accountable for adminis-

trative oversight pertaining to his or her respective 
areas of the team’s duties. Some responsibilities were 
common for all teams, such as managing day-to-day 
operations, participating in regular team meetings, and 
implementing quality improvement activities. In addi-
tion, specific tasks were assigned to individual teams, 
such as ordering supplies, maintaining the procedure 
room, and inventorying immunization and medication 
supplies. 

Team Meetings. It was important for teams to have 
designated time for communication, so in addition to 
daily interactions during patient care activities, we 
arranged structured morning “huddles” to plan for the 
day. Monthly meetings (on the fourth Wednesday of 
each month, from noon to 1 pm) were also scheduled 
and designated as part of the required didactic cur-
riculum in practice management. MAs were paid for 
their time during these meetings, and we scheduled 
some personal time for each of them before or after 
the meeting. Lunch was provided. In each team meet-
ing, members reflected upon the team’s performance, 
reinforced what was working well, and addressed 
areas needing improvement. For example, each team 
discussed patient volume (based on reports from the 

Table 1

Teams Implementation Retreat Agenda
I.  Introduction: Invitation to participate in designing and implementing 

a model office practice. Participants assigned to small groups of 
faculty, staff, and residents.

II. Practice Check-up: Presentation of six “vital systems” essential to 
a healthy practice, using the CARES+ framework (see below).11 
Pause after each system for small-group brainstorming prompted by 
specific questions. Identify barriers to excellence in our current clinic 
environment. Suggest plans for improvement. Large-group report out 
at close of session.

 CARES+ Topics: 
 • Core Service (quality management, clinical documentation,
   patient education, outcomes management, interpersonal impact)
 • Access (technology and facilities, records management, patient
   flow, time management, scheduling systems)
 • Representation (practice positioning, marketing and public
   relations, ambience and décor, patient relations, collegial
   relations)
 • Economics (optimal utilization, third-party payment, collections, 
  overhead management, financial controls)
 • Staff and Support (organizational structure, personnel policies,
   performance reviews, selection and maintenance, productive
   morale)
 • +Attitude (pride in your profession, taking responsibility, positive
   expectations, vision, action orientation)
III. Effective Practices of Teams: Introduction to teams in health care; 

principles for building powerful teams10

IV. University Family Physicians-Detroit Clinic Introduces Team 
Practice: Introduction of clinic health care delivery teams. Topics 
included clinic geography, team responsibilities, team membership 
and leadership, communication, quality improvement activities, 
timeline for implementation, including cross-training for medical 
assistants. Discussion among large group, then among newly formed 
teams.
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clinic’s medical director), operational patient flow, 
referral patterns, and quality improvement initiatives. 
Examples of such initiatives included making selected 
patient information materials easily accessible, revising 
the distribution and documentation procedure for drug 
samples, and updating Internet resources for billing 
and coding. Minutes of team meetings were distributed 
among all members of the team and shared with the 
clinical administrator and medical director, and all suc-
cessful quality improvement initiatives were considered 
for office-wide implementation.

Data Analysis
We created dichotomous variables to indicate data 

from 2002–2003 as pre-intervention measurements 
(“Pre-Teams”) and data from 2004–2006 as post-
intervention measurements (“Teams”). We performed 
Mann-Whitney tests13 comparing the pre- and post-
intervention measurements for each employee group 
(faculty, residents, and staff) separately and for all 
employees combined.

Results
Our faculty, staff, and residents completed a total 

of 177 questionnaires: 59 for years 2002 and 2003 (the 
pre-intervention period) and 118 for years 2004, 2005, 
and 2006 (the post-intervention period). All were usable 
and included in our analysis. Pre-intervention response 
rates were 90% for faculty, 87% for staff, and 60% for 
residents. Post-intervention response rates were 90% 
for faculty, 83% for staff, and 90% for residents. 

Detailed study results are shown in Table 2. Pre-
intervention median scale scores combined for all 
employees ranged from 3.4 to 3.9, and post-intervention 
median scores ranged from 3.8 to 4.1. After implemen-
tation of teams, both the job satisfaction and learning 
opportunities scales showed statistically significant 
improvement in ratings by all three employee groups 
combined, with faculty exhibiting the most substantial 
increase in ratings. Residents showed a measurable 
increase in their ratings of the clinic’s learning oppor-
tunities after the intervention (3.4 to 3.8), though this 
increase did not reach statistical significance. Ratings 
by the subset of 15 residents who provided information 
in both the pre-teams and teams conditions remained 
the same (3.5 and 3.5, P=.767).

The combined ratings by all employees for the staff 
roles’ scale, which addresses staff support for patient 
care and administration, respect for staff by faculty and 
residents, and respect for residents by staff, increased 
significantly, and the staff themselves showed the 
greatest increase in ratings. One scale item accounted 
for the majority of the increase in staff ratings: “Staff 
have a positive attitude toward learners.” Before our 
intervention, 90.5% of the staff rated the statement as 
a 1, 2, or 3 on our 5-point scale. After implementation 
of teams, 80.6% of our staff rated this statement as a 
4 or a 5.

Ratings on the “autonomy” scale improved signifi-
cantly for all groups combined, with both faculty and 
staff ratings contributing to this improvement. Finally, 
ratings by both faculty and staff indicated that they 
perceived improvements in the quality of teaching by 
faculty after the intervention. 

There were no significant differences in ratings of all 
groups combined for the commitment, goal attainment, 
site characteristics, and learning organization scales. 
For these four scales, the implementation of teams did 
not significantly affect faculty, staff, or resident ratings, 
except for a significant improvement in faculty ratings 
of their commitment to the organization.

Discussion
The totality of employees in an ambulatory training 

clinic is responsible for outcomes in both patient care 
and in resident learning. We included all employees 
in a teams intervention in our residency clinic. This 
led to improvements in employee job satisfaction and 
increases in our employees’ ratings of opportunities 
for learning available to residents. These variables had 
been identified in our previous study as contributing to 
ratings of teaching quality.9

Ratings of staff roles improved significantly with 
the implementation of teams; staff showed the greatest 
difference, followed by faculty and then residents. In 
particular, staff greatly increased the level of their rat-
ings of their attitudes toward residents. This increase 
may be the result of the intervention of teams, prior to 
which staff interacted with the entire group of residents 
at the site and likely did not work closely with individual 
residents over time. After the intervention, staff worked 
with one third as many residents, and similarly one third 
as many faculty members, and interacted with them in 
a patient care model in which they shared responsibility 
for the same subset of clinic patients in a continuity of 
care approach. Staff members’ improved regard for 
residents may have contributed to improvements in 
the overall group of employees’ job satisfaction. This 
suggests that better relationships with staff may be 
predictive of greater job and career satisfaction among 
physicians.14 Indeed, a recent study found a correlation 
between the performance of staff as effective caregivers 
within a supportive system and residents’ job satisfac-
tion.15 Additionally, attitudes of staff toward learners 
in the clinic and their cooperation with learners’ full 
participation in clinic activities have been reported to 
influence learning.16

After our intervention, our employees substantially 
increased their ratings of autonomy in their jobs. Fac-
ulty and staff in particular indicated that they sensed 
more receptiveness to their ideas and suggestions about 
work and had more input into decisions than before 
working in teams, while residents’ autonomy ratings 
remained the same. 
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Table 2

Comparison of Employee Ratings of Organizational and Learning Environment 
Characteristics Before and After Implementation of Teams

Scale Employee Level Time Frame n Median* Range+ P Value+

Learning opportunities
All employees Pre-Teams 49 3.4 2.3–5.0 .022

Teams 112 3.8 2.7–5.0
Faculty Pre-Teams 9 3.6 3.1–3.8 .006

Teams 19 4.1 2.8–5.0
Staff Pre-Teams 13 3.4 2.3–5.0 .450

Teams 27 3.4 2.8–4.6
Residents Pre-Teams 27 3.4 2.3–4.7 .193

Teams 66 3.8 2.7–5.0
Job satisfaction

All employees Pre-Teams 50 3.5 1.3–4.9 .049
Teams 115 3.8 2.2–5.0

Faculty Pre-Teams 9 3.8 3.0–4.5 .067
Teams 19 4.3 3.0–4.0

Staff Pre-Teams 17 3.1 2.2–4.1 .129
Teams 30 3.5 2.2–4.6

Residents Pre-Teams 24 3.6 1.3–4.9 .427
Teams 66 3.8 2.5–5.0

Staff roles
All employees Pre-Teams 50 3.4 1.9–4.9 .009

Teams 113 3.9 1.9– 5.0
Faculty Pre-Teams 7 3.4 2.9–4.3 .282

Teams 19 4.0 2.9–4.6
Staff Pre-Teams 18 3.2 1.9–4.4 .012

Teams 31 3.9 1.9–4.9
Residents Pre-Teams 25 3.4 2.1– 4.9 .337

Teams 63 3.6 2.3–5.0
Autonomy

All employees Pre-Teams 58 3.5 1.0–5.0 .049
Teams 114 4.0 1.7–5.0

Faculty Pre-Teams 8 3.7 3.0–5.0 .007
Teams 19 4.3 3.3–5.0

Staff Pre-Teams 21 3.0 1.7–5.0 .052
Teams 28 3.8 2.3–5.0

Residents Pre-Teams 29 3.7 1.0–5.0 .579
Teams 67 3.7 1.7–5.0

Faculty teaching
All employees Pre-Teams 52 3.9 2.2–5.0 .054

Teams 113 4.1 2.1–5.0
Faculty Pre-Teams 9 3.9 3.4–4.3 .006

Teams 19 4.5 3.6–5.0
Staff Pre-Teams 14 3.6 3.0–4.3 .001

Teams 27 4.0 3.0–5.0
Residents Pre-Teams 29 4.2 2.2–5.0 .689

Teams 67 4.0 2.1–5.0

*  1=least positive, 5=most positive 
+   Mann-Whitney U test
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Both faculty and staff increased their ratings of 
teaching quality in the clinic, and this may reflect the 
fact that, with the implementation of the team structure, 
there was better continuity with residents for both fac-
ulty and staff. Residents’ ratings remained essentially 
unchanged, which might be attributable in some degree 
to the fact that residents’ ratings of teaching quality had 
been higher than those of the other groups before the 
teams intervention. 

Limitations
The study reported here has several limitations. First, 

because the team intervention took place within a single 
residency clinic, its applicability to other programs 
is uncertain. Second, over the years of the study, the 
composition of faculty and staff groups was relatively 
stable, but given the turnover inherent in residency 
training, every year some residents joined the clinic 
group and several others graduated. However, since 
our goal was to characterize the views of the entire 
clinic population annually, we analyzed data only at the 
employee group level and not at the individual study 
participant level. 

Third, the nature of health care systems and gradu-
ate medical education in general made it inevitable 
that some variables changed over time, such as details 
of insurance coverage that may affect the clinic’s pa-
tient population and workload or new accreditation 
requirements. Finally, our surveys were not strictly 
anonymous. However, they were confidential to the 
point that no one but the principal investigator (LMR), 
who did not work at the clinic, knew the identity of 
respondents. 

Despite these limitations, we were able to implement 
major organizational change in our clinic and sustained 
it over time. We also sustained a multi-year process of 
monitoring the perspectives of all of the employees in 
our clinic, with a consistently good response rate on the 
part of faculty and staff, and an increase in response rate 
by residents in our post-intervention data collection.
Conclusions

The introduction of a team approach in our family 
medicine residency clinic was associated with improve-
ment in employees’ ratings of job satisfaction, learning 
opportunities for residents, teaching quality, awareness 
of and respect for staff roles in the clinic, and employee 
autonomy. While it is likely that other family medicine 
residency programs have incorporated a team approach 
in their clinics, we have not found documentation of 
the effects of such efforts. Future studies of the health 
care learning environment involving multiple clinics 
are warranted. These could incorporate additional 
evaluation mechanisms, such as patient care outcomes, 
clinical productivity data, and educational outcomes, 

eg, objective measurement of residents’ performance 
on such competencies as systems-based practice. 

Our study suggests that organizing and sustaining a 
team approach in a residency clinic can be an effective 
method to address mandates by the IOM, the AAFP, and 
the Future of Family Medicine. All of these emphasize 
that both health care and ambulatory education are 
delivered not just by individuals, but more importantly, 
by a system. 
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