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Expanding The Capacity of the Primary Care Team 

Medical Assistants: The Vital Link! 

1 

November 18, 2015 

Why Primary Care Teams? 

clinical outcomes 

IMPROVED 

in an era of 

expanded access 

BETTER  

ACCESS  

TO CARE 
for complex 

patients 

IMPROVED 

SUPPORT 

burnout 

REDUCED 
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Major Findings from Site Visits 

Sites achieve benchmark performance by using their entire teams to effectively 

perform key primary care functions. 

Sites have well-

developed core teams 

surrounded by 

an extended team with 

case managers, 

pharmacists,  

behavioral health, etc. 

WELL-DEVELOPED 

TEAMS 

LAY-PERSONS &  

FLOW STAFF ARE KEY 

STAFF AT TOP OF 

SKILLSETS 

Lay-persons and flow 

staff play key patient 

care roles in most 

practices.  

Staff play in expanded 

roles, working at the top 

of their skillsets. 
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Is practice in a LEAP site more satisfying? 

 
All staff 

 
Providers 

Most people in the practice 
enjoy their work 

 
79% agree 

 
84% agree 

This practice is a place of 
joy and hope 

 
64% agree 

 
69% agree 

People in our practice 
actively seek new ways to 

improve 

 
92% agree 

 
94% agree 
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How Do PCMHs Achieve the Triple/Quadruple Aim? 

Infrastructure 

& 

Capacity  
? Quadruple 

Aim 

• Engaged Leadership 

• QI Strategy 

• Empanelment 

• High-performing teams 

• Supportive IT  

• Improved Health 

• Improved Patient 

Experience 

• Reduced Total Costs 

• Improved Staff 

Experience 

• Timely Services 

• Planned Care 

• Self-management  

Support 

• Medication 

Management 

• Population Management 

• Care Management/ 

Follow-up 

• Referrals & Transition Mgt.  

• Behavioral Integration 

• Community Linkages  
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What is the Primary Care Team? 

v 

Provider(s) MA/LPN 

?RN 

?Health 

Coach/Patie

nt Advocate 

RN Care 

Managers 

Lay 

Caregivers 

Pharmacists 

Behavioral 

Health 

Specialists 

Administrative 

Staff 

Outside organizations 

Core Primary Care Team 
Linked with specific provider(s) 

Extended Primary Care Team 
Centralized resources 

Affiliated Staff 
Provided through links with outside 

organizations 

To be edited by Pyramid 
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Assess Your Practice; Build Your Team 
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Medical Assistants as Coaches on Teamlets 
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Our Vision: Since 1972, Community Health Center, Inc. has been building a world-class 

primary health care system committed to caring for underserved and key populations and 
focused on improving health outcomes, as well as building healthy communities.  

Three Foundational Pillars  
Clinical Excellence      

Research & Development       
Training the Next Generation 

Innovations 
 

• Pod redesign to support team care 
• Fully integrated E.M.R (med/dental/bh) 
• Patient portal and HIE 
• “Wherever You Are” Health Care 
•  Post-grad Residency training for nurse 

practitioners and clinical psychologists 
• Project ECHO-Ct in HIV, Hep C, opioid 

treatment, chronic pain, adolescent BH 

CHC Inc. Profile: 
•Founding Year - 1972 
•Primary Care Hubs – 13  
•No. of Service Locations - 216 
• 50 School Based Health Centers across  Ct.  
•130,000 active patients 
•Fully integrated medicine, dentistry, 
nursing, behavioral health  
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Interdisciplinary and Interprofessional Care 
“Every CHC Patient has a  Team!” 
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Integrated at the level of the pod, the data, the care, 
and the leadership 
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Initiative BH Medical Nursing Dental 

Integrated Care Meetings r r r 

Recalls r r r r 

BH Groups r r 

Shared Medical Visits r r r 

Warm Hand-Offs r r r 

Prenatal-Dental Project r r r 

Shared Care Plans r r r 

Complex Care Management r r r 

Trauma Screening & TFCBT r r 

Standing Orders r r 

Fluoride Varnish r r r 

SBIRT r r r 

BH Dashboard r r r r 

Appointment Allocation r r r r 

Interdisciplinary Care Initiatives 
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Essential member of the primary care team  

 (1) RN supports (2) primary care providers/panels 

Key activities: pod /team nursing care, complex management, systems leadership 

 Patient education and treatment within provider visits 

 Independent Nurse Visits under standing orders 

 Delegated  provider follow up visits using order sets 

        Self management goal setting and care management 

 Care Coordination and complex care management 

 Telephonic Advice and Triage via dedicated triage line 

 QI/ clinical microsystems leaders, coaches, and participants 

 Leaders and participants in research  

 Clinical mentoring of RNs, Medical assistants and students 

 

Role of Nursing on the Primary Care Team 
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Actionable Data. Complex Care Dashboard 
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 Planned Care Dashboard 

 Delegated Ordering 

 Panel Management 

 Scanning/Faxing/handling of incoming faxes 

 Retinal Camera Operation 

 QI/Microsystem Participants  

 SBIRT Screening 

Role of the Medical Assistant 
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 Waived Testing 

 Vital Signs 

 EKG Lead Placement 

 Set-up for Emergency Equipment (ie. O2, Nebulizer) 

 Specialty Appointment Set-up  (ie. well woman, 
procedures, podiatry) 

 Infection Control Standards (ie. Handwashing) 

 Smoking Assessment 

 Asthma Control Test 

 SBIRT Screening 

 Developmental Screening 

 Depression Screening: Post-Partem, Adolescent, Adult 

 Policy Review (ie. Chaperone), proper draping 

Medical Assistant Yearly Competency 
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Medical Assistants Planned Care Dashboard 
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Supporting team integration 

From Reception to Recalls 
• All appointments needed are 

scheduled at once 
• Calls are centralized – greater 

capacity to meet patient needs by 
phone 
 

 

 

 

Panel Management: Dashboards 
• Medical Dashboard integrated with BH dashboard 
• Behavioral Health Dashboard (shown) integrated 

with medical and dental 
• Manage patient needs effectively without searching 

different areas of patient record 
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Medical Assistants are expanding their roles as: 
• Health Coaches 

• Self Management Goal Setting 

• Leading team huddles 

• Taking charge of patient “Flow” 

• Scribing  for providers 

• Take on roles as Promotoras and Patient Navigators 

• Training as Doulas 

• Building career ladders 

 

First and foremost: medical assistants consistently identify themselves as a 
patient advocate, provider support, and team builder. 

Medical Assistants Leading Innovation 
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 Finding jobs 

 Finding full-time positions 

 Cost of education / loan repayment 

 Quality of programming 

 Quality of the Externship 
Experience 

 

Current Challenges in Medical Assistant 
Education 
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National Cooperative Agreement (NCA) 

1. Training the Next Generation 
 

a. Establishment of post graduate Nurse Practitioner or Post-doctoral Clinical Psychology 

residency programs. 

b. Developing a systematic approach to engaging health professions students and trainees from 

academic partners for a portion of their education. 

 

2. Team-Based Care 
 

a. Implementing and advancing team-based practice models. 

Funded by the Health Resources and Services Administration, the National Cooperative Agreement 

addresses the most fundamental need of health centers now and for coming decades : a clinically 

expert staff representing all roles in primary care that is trained to a high performance model of team-

based care. 

Through a series of educational webinars and learning collaboratives, CHC will provide education, information, 
and training to interested health centers around the country in:  

Want to participate? Email your contact information to nca@chc1.com. 
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Margaret Flinter,  
APRN, PhD, c-FNP, FAAN, FAANP 

Senior VP and Clinical Director 
Email: margaret@chc1.com   

Tel: 860-852-0899 
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