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Team-Based Care saves money  

for your practice2. 

AMA’s Stepsforward  Online module for Implementing Team-Based Care 

provides a Cost Calculator: https://www.stepsforward.org/modules/team

-based-care 

Team-based care1-5 is an evidence-based model that combines the expertise of the patient and the patient’s primary care provider, as well 

as other members of the care team such as nurses, pharmacists, dietitians, social workers, and community health workers. Team members 

augment the activities of the primary care provider by providing support and sharing responsibility for tasks in hypertension and diabetes 

care, such as:  
 

• Medication management  
• Patient education and follow-up  

• Maintaining adherence to the patient’s blood pressure control or diabetes management plan  

• Reminding patients to take medications as prescribed  

• Monitoring patients’ blood pressure or blood glucose levels 

• Connecting patients to community resources for self-monitoring and self-management programs 

• Providing dietary counseling 

• Working with patients to increase the level of physical activity 

Utilizing Team-Based Care to Improve Hypertension  

and Diabetes Outcomes 
 

Helpful  Tip: 
 

Generating Support From the Team: 

“Strong support from a project champion high in the 

organization is critical. Ensuring that everyone who 

will be impacted by the change has an opportunity to 

shape the change increases the chance of success.“2 

https://www.stepsforward.org/modules/team-based-care
https://www.stepsforward.org/modules/team-based-care


 2 

 

Patient 
Through each member’s unique  

function, a team-based approach provides 
medication management, patient follow-up, 
medication adherence, self-management 
support, as well as connections to other 

community  

resources1, 2 

Dietitian, Diabetes  
Educator:  

Patient  
education and/or 

counseling, patient follow 
up1, 3 

 
Community Pharmacist: 

Medication therapy 
management, extension of 

the health care team into the 
community, assistance with 

medication refills3, 4 

Physician Leader:  
Patient care,  

diagnosis,  
management of  

complex cases1, 3 

Community Health 
Worker:  

Assist patient with access 
to care and follow-up; 

connect patient to 
community resources, 

identify barriers1, 3 

Nurse:  
Manage preventive care, 

chronic illness monitoring, 
address acute symptoms2, 3 

Medical  

Assistant:  
Scribe/document patient 

visits for physicians, 
patient follow up1, 2 

Administrative  
Staff and IT: Provide 

resources for blood pressure 
monitor, EHR  quality 

improvement, community 
resources linked within EHR1 

Team Member 

Roles 

Patients linked to community resources for chronic disease support 

Improved outcomes for other chronic conditions 

Outcomes of Team-Based Care Implementation1-3, 5  

Increased provider and staff job satisfaction  

Increased number of patients seen 

Increased cost-effectiveness of care 

Improved blood pressure and glucose levels  

Increased patient satisfaction 

Integrated, comprehensive care benefits 

everyone involved—patients, health care 

providers, and the community.3  
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Steps to Implementing Team-Based Care2 

Helpful  Tip:  
 

Engage Community Pharmacists: 

“Public health initiatives that promote efforts to  

engage pharmacists as members of the health 

care team can result in significant improvements 

in the treatment of diabetes, better control of 

high blood pressure, improved management of 

cholesterol, and reduced overall health care 

costs.”4  
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