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APPENDIX 1: REVIEW METHODS 
 
Approach to Review and Synthesis 
A narrative literature review and synthesis approach was used to analyse evidence from 
5 comparator countries (NZ, Canada, UK, USA, Netherlands). The review was designed 
to answer five questions: 
 
• What incentive approaches are being used in successful PHC team service provision? 
• What impact does funding, governance and professional incentives thus have on 

PHC teamwork? 
• What policy options are available within the Australian PHC setting to implement 

successful incentive approaches to optimise primary health care team service 
provision? 

• How are funding, governance and professional changes that aim to facilitate 
teamwork in PHC (i.e. incentives) interpreted and responded to by PHC 
professionals? 

• What are the critical ways in which funding, governance and professional changes 
become transformed into incentives that have an impact on teamwork in PHC? 
 

The following search terms were used : primary care/ general practice; coordinated 
care/ integrated care/ collaborative care; team/ teamwork; incentives/ barriers; 
financial/ market/ regulatory/ legal/ quality/ cultural/ normative/ professional; 
indigenous/ inequality; Australia/ New Zealand/ United Kingdom/ Netherlands/ Canada/ 
United States.  All articles that contained two or more search terms within the title or 
abstract were saved for reviewing.  All abstracts were hand searched from identified 
literature were then assessed according to inclusion and exclusion criteria (see below) to 
assess relevance. An article was considered relevant if it meet 3-4 of the inclusion 
criteria, and not relevant if it met one of the exclusion criteria.  

 
Inclusion criteria: 
• Date: > 1991 
• Country: United Kingdom; United States; Canada; Netherlands; New Zealand; 

Australia 
• Type: published article; unpublished article; government report; technical report; 

editorial; book/book chapter; abstract; conference paper 
• Source: Database; organisational website; grey literature; snowballing 
• Journal: health related 
• Rank: > 50%  
 
Contained relevant words (in addition to the search terms): including: 
• healthcare, primary/ primary care/ medical profession/ family medicine 
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• comprehensive care/ inter professional care/ multidisciplinary care/ primary 
healthcare service provision/ patient satisfaction/ patient outcomes/ integrated health 
systems/ organised delivery systems 

• healthcare teams/ organisational culture/ organisational unit 
• communication/ cooperation/ leadership/ decision-making 
• referrals/ health networks/ e-health/ information systems 
• rewards/ reward program/ performance based incentives/ allowance/ bonus/ 

motivators/ punishments/ extrinsic/ intrinsic/ incentive schemes/ innovation/ change/ 
models/ disincentives/ perverse incentives 

• funding models/ payment systems/ reimbursement systems/ monetary incentives 
capitation/ salary/ Medicare/ Medicaid 

• contracts/ agreements/ frameworks/ education 
• trust/ duty of care/ social responsibilities/ professionalism 
• diabetes/mental health/ depression/ preventative care/ aged care/ cigarette smoking/ 

substance abuse/ nutrition/ obesity/ stroke 
• chronic care/ chronic disease/ chronic illness/ care planning/ managed care/ 

homecare 
• community health/ aboriginal health workers/ administrator/ practice manager/ 

podiatrist/ dentist/ psychologist/ pharmacist/ physiotherapist 
• priority populations/ rural/ remote 

 
Exclusion criteria: 
• Date: < 1991;  
• Country: any other country 
• Type: N/A 
• Source: N/A 
• Journal: non-health related  
• Rank: < 50% 
• Relevant words: acute care/ hospital/ management  

 
All articles were then classified according to study design into either descriptive or 
evaluative (financial, impact, implementation, description). Searches on the use of 
regulatory incventive approaches and team work in PHC were conducted by a second 
research assistant that had specialist knowledge of the legislation and the current 
context of the Australia health system.  
 
Overall, four main search processes have been used to identify evidence relevant to 
incentives for primary health care team service provision.  

 
Electronic database searches 
Electronic searching of data sources using the University of Melbourne Supersearch tool. 
A multi-database called ‘Incentives4Teams’ was created, which included the databases 
MEDLINE (ISI), CINAHL Plus (EBSCO), PschInfo(CSA), Web of Science (ISI), PubMed, 
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AUSTHealth, APAIS Health(Informit), Google Scholar, The University of Melbourne 
Digital Repository and Library Catalogue. Hand searching existing collated literature from 
APHCRI Stream 4 Models narrative review, literature identified by the Advisory Group 
members and research team. 
 
Website searches  
Electronic searching of country specific websites occured including UK: National Primary 
Care Research and Development Centre; NHS Service Delivery and Organisation R & D 
Programme; NHS Centre for Review and Dissemination; USA: Commonwealth Fund; 
Robert Graham Centre; Europe: European Observatory of Health Systems and Policy; 
Canada: Canadian Health Services Research Foundation; Australia: Primary Health Care 
Research Information Service 

 
Key informants consultations 
The review had two policy linkage key informant consultation phases.  The first phase 
was designed to ensure that the review was comprehensive, relevant and informed by 
multiple perspectives (including PHC policy makers, practitioners, academic researchers 
and support organisations) thus invited over 60 key informants to be interviewed on the 
following questions:   
• What incentive approaches are being used in successful primary health care team 

service provision? 
• What documents, websites, and stakeholders are you aware of that are relevant to 

this review? 
• What primary health care policy workforce system reforms do you see occurring and 

of relevance to this review? 
• What else are you aware of outside of the Australia primary care system (i.e. within 

Australia or internationally) that is relevant to this review?  
 

Phase two of key informant discussions occurred while the report and policy options 
were being drafted.  The intention was to obtain key informant views on the draft key 
areas for potential policy reforms within the context of Australia’s ongoing primary 
health care policy reforms.  16 key informants (see Appendix 2) were interviewed on 
the following questions: 
 

• What policy reforms do you see being implemented within the Australian primary 
health care system to encourage teamwork? 

• Which of the draft areas for potential policy reforms stand out as being possible 
within the current Australian primary health care system? 

• What key financial, governance and profession changes need to occur within the 
Australian primary health care system to enable the draft review policy options to 
occur? 

• What else is going on outside the Australian primary health care system that 
needs to be taken into account to enable the review policy options to occur? 

 
Feedback was obtained through a semi-structured interview approach (see Appendix 2) 
and was incorporated into the refinement of the policy options  
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Search Results 
Overall 527 articles were identified and of these, 121 were reviewed.  Figure 1 outlines 
the results of the search strategies.   

 
Figure 1 Results of literature search 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
1. Literature by Country 
Country Primary 

References 
(N=121)  

All References 
(N=527) 

Australia 23 60 
Canada 32 93 
Netherlands 16 36 
New Zealand 18 54 
United Kingdom 46 157 
United States 35 147 
Total 170* 547 

* Please note the totals do not match N, as some of the literature is tagged with 
multiple sources. For example, it may have been found in a database, and grey 
literature.  

Electronic databases 
searches (n=1435 
=182)  

Organisation 
Websites  
(n=61) 

Abstracts identified 
(n=527) 

Snowballing 
(n=13) 

1164 excluded 

Articles reviewed 
(n=121) 
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Figure 2: Country of Literature: primary references compared with all 
references 
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Figure 2 outlines the breakdown of literature, comparing all references and primary 
references, into countries. By far, the majority of the literature located was on the 
United Kingdom and the United States, however in the primary literature, the country 
specific information was more evenly spread.  
 
3. Literature by Publication Year 
Years Primary References 

(N=121) 
All References (N=527) 

1990-1999 20 101 
2000-2009 101 422 
Total 121 521* 
* Please note, some references did not have a publication date 
 
 
Figure 3: Publication Year of Literature: primary references compared with all 
references 
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Figure 4 shows the breakdown of literature prior to 1999, and after 2000. Considerably 
more literature was collected from the period of 2000-2009 than for the period of 1990-
1999. The most populous year was 2008, with 59 references from the ‘all’ category and 
18 references from the ‘primary’ category.   
 
4. Literature by Source 
Source Primary 

References 
(N=121)  

All References 
(N=527) 

Database 73 297 
Grey Literature 40 182 
Organisation Website 14 48 

Snowballing 1 13 
Total 128 540 
 
Figure 5: Source of Literature: primary references compared with all 
references 
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This figure outlines the various sources of the literature used as primary references 
(N=121) compared with all the references (N=527). Most of the literature was sourced 
from the University of Melbourne database. The next major provider was grey literature 
identified by researchers and collaborators on the project. Organisation websites 
provided some sources, followed by snowballing which offered only very limited primary 
references.  
 
6. Literature by Type 
Type Primary 

References 
(N=121)  

All References 
(N=527)  

Published  84 306 
Abstract 7 105 
Report 23 85 
(technical)   
(government)   
Editorial 2 6 
Conference 1 2 
Book (section) 1 6 
Webpage 1 4 
OTHER   
Power point 0 1 
Email 
communication 

0 1 

Reference 0 1 
Opinion 0 1 
Rule  0 2 
Statement 1 1 
Briefing Paper 1 1 
Commentary 0 1 
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Total 121 513 
 
 
 
Figure 6: Type of Literature for Primary References (N=121) 
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Figure 7 outlines the types of literature for the primary references. In total, there were 
nine types of literature utilised. The majority (68%) were published articles. The next 
major category of literature was reports (19%), followed by abstracts (6%). Other types 
of literature included editorials, a book section, a conference paper, a web page, a 
statement and a briefing paper.  
 
Figure 8: Type of Literature for All References (N=527) 
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Figure 8 outlines the types of literature for all the references collated for the project. 
There were 15 different types of literature, of which 59% were published articles. The 
next major category was abstracts (20%), followed by reports (16%). 
 
9. Literature by Design 
Design  Primary 

Literature 
(N=121)  

All References  
(N=527)  

Evaluative 104 317 
Evaluative 
description 

27 84 

Evaluative 
financial 

8 39 

Evaluative 
implementation 

30 93 

Evaluative impact 38 99 
Descriptive  17 129 
Total 120 444 
 
Figure 9: Design of Literature: primary references compared with all 
references  
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Figure 10 represents the design of the literature, broken down into primary references 
(N=121) and all references (N=527). There were five major design types, four 
evaluative (description, financial, implementation and impact) and one descriptive. The 
majority of all the literature fell into the descriptive category, however only a limited 
amount of this was used in the primary literature. This may be because descriptive data 
suffered from a lack of rigour or validity. The design of the majority of the primary 
references was ‘evaluative impact’, followed by evaluative implementation. This is not 
surprising as literature of this sort provides information on the outcomes and effects of 
incentive programs and teamwork. The literature was most limited on financial 
evaluations.     
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10. Literature by Evidence Focus  
EVIDENCE FOCUS level 
1 

PHC teams 37 

 Service 
provision 

12 

 Effective 
teamwork 

13 

 Incentives 30 
 PHC system 

background 
8 

 PHC reform 21 
  121 
EVIDENCE FOCUS level 
2 

Financial 26 

 Regulatory 36 
 Professional 59 
  121 
EVIDENCE FOCUS level 
3 

Theory 12 

 Actors 17 
 Inputs 18 
 Activities 32 
 Outputs 22 
 Outcomes 20 
  121 
QUALITY OF EVIDENCE Theories 15 
 Context  53 
 Systems 53 

  121 

RIGOUR A 121 
 B 0 
 C 0 
  121 
 
 
Figure 11: Evidence Focus Level for Primary References (N=121) 
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Evidence Review Forms (ERFs) were completed on a total of 219 articles, which 
shortlisted 121 as primary references for use in this project. The figure above outlines 
the quality and focus of the evidence from this literature (N=121). The ERFs have five 
levels of assessment: 

• Evidence Focus level 1: This first level looks at the major focus of the evidence. 
Most of the primary references either looked at PHC teams, or incentives.  

• Evidence Focus level 2: The second level of evidence assessed the type of 
incentive that was discussed: financial, regulatory or professional. Most of the 
primary references were professional. 

• Evidence Focus level 3:  The third level looks in greater detail at the information 
provided in level one. If an article is discussing the PHC team for example, are 
they doing do through a theoretical lens, or assessing the outputs or outcomes. 
Most of the primary articles looked at the activities (policy, management, clinical) 
of the practice, physician, government etc. However, the spread of literature 
across all six categories was relatively even.  

 
Quality of Evidence: This level looked at the relevance of the literature at a country level 
as a theory, a system, or contributing to understanding the context. Most of the primary 
references attempted to explain the context or system within the country of relevance.  
Rigour: ‘A’ translates to a rigorous, ‘B’ translates to somewhat rigorous, ‘C’ translates to 
not rigorous enough. All the primary references needed to be classified as rigorous (A) 
to be included.  
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Narrative Review and Synthesis Method 
A narrative literature review and synthesis approach was used to analyse evidence from 
five comparator countries (NZ, Canada, UK, USA, Netherland) on ways to strengthen 
and support the PHC workforce to learn and work together.  As previously mentioned 
(see Introduction) the review was underpinned by a “communication model: i.e. to 
understand how policy changes are interpreted and responded. Initially identified 
literature from the 5 countries was reviewed using a matrix that asked questions 
regarding: 
 

• Incentive Mechanism 
• Explanation of Incentive 
• Financial/ Regulatory/ Profession, Implicit/ Explicit 
• Policy Framework underlying Incentive 
• Intended Outcome of Incentive 
• Application and response of Incentive 
• Relationship of Incentive to Teamwork in PHC 
• Comments/ Interpretation of Interaction between teams, incentives + PHC 

Findings from this process can be found in Appendix 3 
 
The review team then undertook a review of literature identified from the 5 countries 
with regard To the impact of incentive approaches on team work in PHC. Appendix 4 
provided the country specific papers.  On the basis of the review of incentive approaches 
and there impact, several other topic specific reviews were undertaken including: patient 
perspectives on incentives for team work; the patient centred medical home; and 
nursing in the general practice setting.  These can be found in Appendix 5.    
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APPENDIX 2: KEY INFORMANTS – CONSULTATION 
PAPERS-  

 
PRE – POST REVIEW 
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Pre- Review Key Informants Interview Sheet / Email 

 

Level 3, 766 Elizabeth Street, University of Melbourne, Parkville, 3010 
T: + 61 3 8344 9659  F: + 61 3 9347 8939  W: www.ahwi.edu.au 

 
The Australian Health Workforce Institute is a joint venture between  

the University of Melbourne and the University of Queensland. 
 

This project is funded by the Australian Primary Health Care Research Institute, which is supported 
by a grant from the Australian Government Department of Health and Ageing. 

 

Literature Review on Incentives for Primary Health Care 
Team Service Provision: 

‘Learning and Working Together in Primary Health Care ’ 
 

Chief Investigators- Lucio Naccarella, Tony Scott, John Furler, Kathryn Dwan 
Research Assistants- Georgia Savage, Roz Meredith, Fleur Smith 

 
The Australian Primary Health Care Research Institute (APHCRI) has commissioned the 
Australian Health Workforce Institute at The University of Melbourne to undertake a systematic 
narrative review of incentive ‘approaches’ driving or creating barriers to successful primary 
health care team service provision in four English-speaking comparator countries (NZ, Canada, 
UK, USA) and one European country (Netherlands).  Seven key review questions have been 
posed: 
 
• What incentive approaches are being used in successful primary health care team service 

provision? 
• What policy levers are available within the Australian primary health care setting to 

implement successful incentive approaches to optimise primary health care team service 
provision? 

• What incentive approaches are being used in successful integrated referral arrangements in 
primary health care team service provision? 

• What incentive approaches are being used in successful primary health care team service 
provision for differing priority population groups? 

• What impact do incentive approaches have on primary health care team service provision? 
• Which incentive approaches are cost-effective and what strategies can strengthen these 

incentives to enhance primary health care team? 
• What would be the benefits and costs of implementing such cost-effective incentive 

approaches? 
 
A narrative literature review and synthesis approach will be applied to summarise, explain and 
interpret existing evidence from published, general bibliographic databases, search engines, 
organisation websites and grey literature.  To ensure that the review is comprehensive, relevant 
and informed by multiple perspectives (including policy, practitioner and research) we are keen to 
obtain your input by reflecting upon the following questions: 

http://www.ahwi.edu.au/�
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1. What incentive approaches are being used in successful primary health care team 

service provision? 

2. What documents, websites, and stakeholders are you aware of that are relevant to 

this review? 

3. What primary health care policy workforce system reforms do you see occurring 

and of relevance to this review? 

4. What else are you aware of outside of the Australia primary care system (ie within 

Australia or internationally) that is relevant to this review?  

Thank you for your time and commitment 
For further information please contact: Lucio Naccarella, PhD (03-83444535 or 

l.naccarella@unimelb.edu.au) 
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Post Review Key Informants Interview Sheet 
 

 

Level 3, 766 Elizabeth Street, University of Melbourne, Parkville, 3010 
T: + 61 3 8344 9659  F: + 61 3 9347 8939  W: www.ahwi.edu.au 

 
The Australian Health Workforce Institute is a joint venture between  

the University of Melbourne and the University of Queensland. 
 

This project is funded by the Australian Primary Health Care Research Institute, which is supported 
by a grant from the Australian Government Department of Health and Ageing. 

 

Literature Review on Incentives for Primary Health Care 
Team Service Provision: 

‘Learning and Working Together in Primary Health Care ’ 
 

Chief Investigators- Lucio Naccarella, Tony Scott, John Furler, Kathryn Dwan 
Research Assistants- Georgia Savage, Roz Meredith, Fleur Smith 

 
POLICY LINKAGE CONSULTATION PROCESS 

 
This work systematically reviewed and synthesised literature about incentives for primary 
health care team service provision to inform Australian primary health care (PHC) policy.  
This aim of this document is to begin to align the findings of our review and draft policy 
options within the current policy context. It includes key issues, policy context, key 
findings, draft policy options and key consultation questions.  
 
The literature review addressed the following questions. 
• What incentive approaches are being used in successful PHC team service provision? 
• What impact does funding, governance and professional incentives have on PHC 

teamwork? 
• What policy options are available within the Australian PHC setting to implement 

successful incentive approaches to optimise primary health care team service 
provision? 

• How are funding, governance and professional changes that aim to facilitate 
teamwork in PHC (i.e. incentives) interpreted and responded to by PHC 
professionals? 

• What are the critical ways in which funding, governance and professional changes 
become transformed into incentives that have an impact on teamwork in PHC? 

 
THE ISSUES 

http://www.ahwi.edu.au/�
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Governments internationally and in Australia are increasingly encouraging linkages, 
collaboration and specifically teamwork between primary health care providers, using 
various incentive approaches, particularly for patients with complex and chronic 
conditions.  This is in response to concerns about quality, coordination and continuity of 
care, increasing burden of complex and chronic diseases and workforce shortages. A 
spectrum of incentive approaches are being used which have evolved and been shaped by 
the institutional and funding structures of the health care system, professional cultures, 
historical and cultural contexts. Incentives usually fall into three types: explicit regulatory 
and legal approaches; explicit market and financial approaches; and implicit approaches 
based on professionalism, group/peer norms, ideologies and duty of care.   
 

METHODOLOGY 
A narrative literature review and synthesis approach was used to analyse evidence from 5 
comparator countries (NZ, Canada, UK, USA, Netherlands). Overall 513 references were 
searched and collated, with 176 documents reviewed and synthesised.  
 
The review also has a country specific advisory group including:  
 Scotland - Prof. James Buchan, Queen Margaret University, Edinburgh  
 UK – Prof. Bonnie Sibbald, NPCRED, Manchester 
 Canada - Prof. Brian Hutchinson, McMaster University, Ontario 
 US – Dr Robert Phillips, Robert Graham Centre, Washington 
 Netherlands – Prof. Chris Van Weel, Radboud University 
 NZ – Prof. Jackie Cummings, University of Wellington, Wellington 
 Australia - Prof. David Studdert, University of Melbourne, Melbourne 

 
In this work we have limited our review to teams that include primary care doctors, 
particularly for patients with complex and chronic conditions.  We have used the 
concept of a team in PHC as being dynamic, rather than a static process, and referring to: 

 a group of professionals associated with treating a particular patient within a 
particular GP practice, who are interdependent in their tasks, who share 
responsibility for outcomes, and who work together to meet the changing needs of 
patients 

 
The term incentives in this reviews refers to: 

an external policy change that influences the behaviour of health professionals or 
organisations 
 

POLICY CONTEXT 
Strengthening and supporting a multidisciplinary PHC workforce that learns and works 
together is a priority and the cornerstone of Australia’s future health care system reforms. 
The National Health and Hospital Reform Commission (NHHRC) report has 
recommended reform directions that while not explicit about teams, provide a platform 
that could facilitate and support a move to primary health care teams including:  
 
 bringing together primary health care services via the commonwealth taking 

responsibility for the policy and funding of PHC services(Rec 16) 
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  improving access to PHC by establishing Comprehensive Primary Health Care 
Centres (CPHCs)- (Rec 95) 

 encouraging continuity and coordination of care for people with complex care needs 
by establishing patient-centred health care home (Rec 20) 

 supporting service coordination and pop health planning by establishing regional 
PHC organisations (PHCOs) (Rec 21) 

 building a sustainable workforce for the future via CPHCs and PHCOs (Rec 21 & 95) 
 establishing a new education framework (Rec 100) 
 establishing a new National Clinical Education and Training Agency (Rec 101). 
 
The NHHRC report also recommends maintaining fee for service in primary care, with 
blended payments, including: grant payments based on the size of the enrolled 
population; outcomes payments to reward the performance for enrolled patients; and 
episodic/bundled payments (as a form a capitation payment).  The Draft National PHC 
Strategy also emphasises the need to strengthen and support a multidisciplinary PHC 
workforce that learns and works together. 

KEY FINDINGS OF THE REVIEW 
To date reviews have largely been conducted on the impact of specific incentives (e.g., 
financial) on provider behaviour, especially physicians.  No Australia relevant reviews 
have been conducted on the interaction of incentive approaches on primary health care 
team service provision to provide options for Australian primary care policy making.  
 
In synthesising the literature key contextual factors have emerged across the five 
countries that need to guide the development of policy options, including: 
 Team definitions and concepts: There is no agreed definition of the concepts of a 

‘primary health care team’ or ‘a team in primary health care’.  The terms ‘teams’ 
and ‘teamwork’ are used as umbrella phrases for: collaborative care; integrated care; 
partnerships; and networks.  Definitions of a ‘team in primary health care’ share the 
concepts of interdependence, shared goals and responsibility; and mutual 
accountability.  Debate about the definition of a team in PHC takes away from the 
purpose of teams or teamwork, namely to improve the quality and coordination of 
care. Thus, we acknowledge that a team in PHC is a means to achieve an end not an 
end in itself.  Literature recognises that the concepts of a ‘teamwork’ and inter-
professional education and training challenge the notions of profession values, ethics, 
autonomy and independence in decision-making, thus – attempts to prepare and 
support teams in PHC must be congruent with such professional characteristics and 
not undermine them. 

 Incentive schemes – definitions, characteristics, typologies – No agreed upon 
definition of incentives in PHC exist.  Effective incentive schemes in health care 
share the following characteristics have clear objectives; are realistic and deliverable; 
reflect professional needs and preferences; are fit for purpose, contextually 
appropriate, fair, transparent and measurable.  Despite the existence of many 
typologies of incentives in health care (e.g., financial and non-financial), none are 
directly about teams in PHC.  Furthermore, the use of the concept ‘incentives’ with 
regard to teams in PHC may not be useful, as it ignores the fact that teamwork is a 
complex multidimensional phenomena which is a means to improving the quality and 
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coordination of care.  Rewarding the act of teamwork makes sense if it leads to 
improving the quality and coordination of care.  Thus, it may be best to focus on and 
ensure that systems (financial, organisational, educational, regulatory) are used to 
support professionals to work together to achieve intended patient outcomes, rather 
than directly incentivise teamwork (e.g. through multidisciplinary team care Medicare 
items). 

 
Summary of the evidence base 
 A spectrum of team-related incentive approaches were identified which can be 

clustered into seven categories including:  
o Payment-based – capitation payments based on patient enrolment; team-based 

bonuses; sharing of income/profits, and employment contracts within practices. 
o Regulatory-based – professional registration via medical, nursing and allied 

health boards; regulations for curriculum, training, and qualifications; contracts of 
employment; practice based accreditation. 

o Profession-based – best practice guidelines; competency standards; peer review; 
quality circles; continuing professional development requirements. 

o Institutional support – practice management, physical infrastructure, and e-health 
systems. 

o Workforce-based – co-location of practice nurses, allied health and other mid-
level professionals (e.g., health care assistants, physician assistants) in general 
practice. 

o Education-based – inter-professional education and learning. 
o Model of care – patient-centred health care home 
 
o Teamwork in PHC is influenced by multiple factors including: the extent to which 

organisational context supports team working; types and levels of leadership 
available to the team; team composition – mix of skills, knowledge & experience; 
the extent to which members have shared objectives, communicate, make 
decisions jointly, support innovation and review working progress; the extent to 
which funding arrangements reward teamwork; the available practice 
infrastructure and support; attitudes to teams/teamwork within the team; the 
extent to which team members have had inter-professional education, learning and 
training opportunities; and the extent to which regulatory mechanisms 
support/value/reward teamwork.  

o A lack of evaluation exists on the impact of the interaction of the incentive 
approaches on teams in PHC.  Most evidence exists on the contextual factors that 
influence whether particular incentive approaches influence effective teamwork.  
Limited literature exists on how policy changes aimed at facilitating teams in 
PHC have been interpreted, responded to and transformed into incentives for 
teamwork in PHC.   

o Limited evidence exists on team-based incentives within PHC.  More generally, a 
consistent finding was that optimal team-based incentives will depend on the type 
of team (teams across disciplines or organisations; hierarchical teams or small 
versus large teams).  Thus, it is important to clearly define the type of team in 
PHC that the incentive mechanism is supposed to influence.  Some evidence 
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exists that team-based performance management and payment systems can reward 
teams for collective performance with regard to promoting innovation, service 
quality and continual improvement.  Key issues are how rewards are shared 
amongst team members, and the role of group norms and equity to regulate the 
performance of team members. 

o Fee-for-service financial arrangements were consistently found to reinforce 
professional autonomy, independence and to be a barrier to teamwork in PHC.  
Capitation payments based on an enrolled population of patients was 
consistently recommended as having the potential to enable teamwork in PHC.  
However, a lack of evaluative evidence still exists. 

o Many regulations exist that could promote or hinder teams in PHC including: 
profession registration via medical, nursing and allied health boards; education 
based regulations for course development, training, and qualification; contracts of 
employment; practice based accreditation; legislative requirement for compulsory 
professional indemnity insurance; privacy and health care legislation; and practice 
based insurance.  However, limited evidence of the impact of such regulations on 
teams in PHC exist.  

 Paradigm shifts in the balance of care: Literature consistently points out that shifts 
are occurring in the: location of care from hospital/acute to the community/primary 
care setting; focus of care from solo independent practitioners to multidisciplinary 
team-based care arrangements; the roles and responsibilities of people with move to 
patient-centred self care; workforce roles to include more extended and or delegated 
and or substitution roles. These shifts have implications for how policy changes and 
subsequent incentives are interpreted and responded to by PHC providers with respect 
to teamwork  

 Educational systems deliver what they are designed to deliver.  A consistent 
finding was that the way countries prepare (i.e., educate and train) there health 
workforce is associated with the way health professionals work and practice.  In other 
words, university educational systems that educate and train students in silos, will not 
deliver professionals to work in teams in PHC. Furthermore, inter-professional 
education & learning (IPE/L) is a means to an end, not to an end in itself’.  Thus 
IPE/L needs to be embedded into existing university educational curricula to enable 
students to learn together and to enable them to work together in multidisciplinary 
team-based primary health care.  

 Workforce reforms are necessary but not sufficient: Having other workforce roles 
(e.g., Practice Nurses- PN; mid-level practitioners such as Physician Assistants) co-
located within general practice could lead to increased teamwork in PHC if supported 
by opportunities for career development, IPE, autonomy, leadership and financial 
rewards. 
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DRAFT POLICY OPTIONS 
 
The draft policy options provide ways to establish supportive environments that enable 
effective teamwork within PHC, particularly for patients with complex and chronic 
conditions, in terms of: current context; policy priorities, and research priorities.   
 
Given the current Government’s emphasis on supporting and strengthening a 
multidisciplinary PHC workforce that learns and works together, a workforce lens is used 
to frame the areas for potential policy reform – specifically preparing, supporting and 
sustaining Australia’s future multidisciplinary PHC workforce to learn and work 
together. 
 
 
1. PREPARING THE PHC WORKFORCE TO LEARN AND WORK 
TOGETHER 
 
Current Context 
Our review findings provide additional support and strategies to extend the current 
recommendations from the NHHRC report and the Draft National PHC Strategy that 
emphasise the need to develop clinical education & training to support PHC providers to 
work together. For example a new education framework - Rec 100 and the establishment 
of a National Clinical Education and Training Agency - Rec 101, now under the Health 
Workforce Australia.  
 
Policy Priorities. 
i) Embed inter-professional education & learning into university curricula (2010 - 
2013) Inter-professional education and learning (IPE& L) is recognised internationally 
and nationally as a key building block of effective team-based care to assist health 
professionals to learn and work together. Models of IPE&L are being implemented 
throughout Australia, without a clear national policy mandate nor leadership.  
Universities need to be supported to embed inter-professional education & learning 
(IPE/L) into existing educational curricula.  This will require financial support and 
leadership in three key areas: curriculum change; profession regulator endorsement of 
IPE/L; and a formal strategy for staff change management and development. 
 
ii) Increase practice level infrastructure to support inter-professional clinical 
placements (2010 - 2013) Clinical placement experience throughout undergraduate, 
postgraduate, registrar and vocational training is recognised as key to supporting future 
health professional practices.  A funding stream is required for PHC settings and clinical 
supervisors to enable students on placements to have opportunities to learn & work 
together. 
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Research Priorities 
i) Evidence-informed inter-professional education & learning.  A lack of evidence 
exists about what models of IPE/L work, for whom, in what circumstances and with what 
outcomes, due to a lack of rigorous and systematic evaluation of existing models of 
IPE/L.  A national research and evaluation strategy is needed that informs IPE/L as a 
means to enabling students to learn together and hence work in multidisciplinary team-
based primary health care. 
 
ii) Evidence-informed inter-professional clinical placement models.  A lack of 
evidence exists about what infrastructure (funding, governance and organisation) is 
required during clinical placements to prepare the PHC workforce to learn and work 
together.  Research is required to inform decision making about practice level 
infrastructure to support for clinical placements. 
 
 
 
2. SUPPORTING THE PHC WORKFORCE TO LEARN AND WORK 
TOGETHER 
 
Current Context 
Overall, our review findings provide additional support for and strategies to extend 
several of the current recommendations from the NHHRC report and the Draft National 
PHC Strategy that emphasised organisational & governance structures. For example, 
improving access to PHC by establishing Comprehensive Primary Health Care Centres 
(CPHCs) Rec 95); and supporting service coordination and population health planning by 
establishing regional Primary Health Care Organisations (PHCOs) (Rec 21). 2.   
 
Our review also supports other current reform directions including: the national e-Health 
strategy to enhance sharing of information and a National Registration and Accreditation 
scheme to reduce silo, regulatory and legislative issues between professions. 
 
Policy Priorities (2010- 2012) 
i) Embed practice level support into general practice. Evidence exists that the 
Australian Primary Care Collaboratives (APCC) being implemented via divisions of 
general practice program have resulted in better health outcomes for patients with chronic 
disease and anecdotally improved working relationships.  Further support is needed to the 
APCC and division implementers to support PHC providers to work together to improve 
patient clinical outcomes.  Issues about how the APCC methods influence team 
functioning should be urgently explored. 
 
ii) Embed practice level e-Health infrastructure into general practice. Evidence 
exists that practice level e-health systems do and can support multidisciplinary team work 
for patients with chronic and complex conditions.  Existing exemplary e-health 
models/tools (eg Monash University – Chronic Disease Management Service) needs to be 
further supported. 
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iii). Build upon the National Registration and Accreditation scheme.  Evidence 
suggests that there is a need for all profession regulators (e.g., Australian Medical 
Council) to endorse standards of ethical and professional conduct relating to working in 
teams.  Furthermore, codes of practice for team work should be part of accreditation.  
 
iv) Implement organisational and governance structures that support team-based 
care.   Evidence suggests that PHCOs – as regional level organisational and governance 
structures can support the planning, coordination of team-based service delivery amongst 
health professionals treating a particular patient within a particular GP practice.  The 
proposed roles, responsibilities, size, governance etc of PHCOs need to support teams in 
PHC.  
 
v) Implement models of integrated service delivery (e.g., Comprehensive Primary 
Health Care Centres- CPHCs) Evidence exists that professionals cannot simply be co-
located in such centres. The proposed centres could be based on the principles 
underpinning the patient centred health care home concept and be designed to support 
teamwork via funding (via practice level capitation payments based on an enrolled patient 
population and/ or collaborative contractual agreements or grant or outcomes payments 
for chronic conditions), and governance (e.g., via practice-based shared clinical 
governance) arrangements.  Furthermore, the CPHCs could provide opportunity (via 
career development, IPE, autonomy, leadership and financial rewards, intra-professional 
learning) to co-locate services and support other workforce roles (e.g., Practice Nurses; 
mid-level practitioners such as Physician Assistants).  
 
vi). Implement practice level team-based performance management and payment 
systems.  Evidence suggests that fee-for-service financial arrangements reinforce 
professional autonomy and independence and act as a barrier to teamwork in PHC.  
Furthermore, the increasing uptake of new MBS items (including EPC – Care Planning, 
Case Conferencing and the newer Team Care Arrangements and GP Management Plans) 
are being used as referral tools, and are not creating supportive environments for 
teamwork.  The time is right to re-invest funding for these MBS items into the 
development of a limited capitation payment based on a voluntary enrolled population of 
patients with chronic and complex conditions. 
  
Research Priorities 
i). Evidence-informed practice level support into general practice: To date, evaluative 
efforts have focused on APCC program clinical outcomes, and not on the extent to which 
the APCC methodology has facilitated GPs and other primary health care providers to 
work together to improve patient clinical outcomes.  A process and health systems level 
evaluation of the APCC program is required to address the facilitation of 
multidisciplinary team work within PHC. 
 
ii). Evidence-informed regulatory frameworks , Evidence suggests that regulatory 
frameworks can promote or hinder teams in PHC, however, limited analysis exist about 
the impact of such regulations (e.g. scope of practice and indemnity insurance) on teams 
in PHC.  The new National registration & Accreditation Scheme could be used to 
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evaluate what aspects of the regulatory frameworks work, for whom and in what 
circumstances, to inform ongoing use of the scheme. 
 
iii). Evidence- informed governance, organisational, performance management, 
payment & service delivery systems  To date a lack of systematic and coordinated 
research and evaluation exists on the use of multiple systems to support teams in PHC.  
The NHHRC PHCOs and CPHCs need to be implemented with an evaluation plan from 
the outset that uses evidence-based team-based care evaluation 
frameworks/methodologies and tools to inform future team-related policy, research and 
practice.  
 
3. SUSTAINING THE PHC WORKFORCE TO LEARN AND WORK 
TOGETHER 
 
Current context 
Our review findings provide additional support for NHHRC and National PHC Strategy 
recommendations that our future health system should be driven by a strong focus on 
continuous learning and the implementation of evidence-based improvements to the 
delivery and organisation of health services.  The NHHRC states that to promote research 
and uptake of research findings in clinical practice, it recommends (rec. 105) that clinical 
and health services research be given higher priority, and that greater investment into 
research for public health, health policy, health services and health system, including 
specifically ongoing evaluation of health reforms (rec 106). 

Research Priorities 
Overall the review found that a lack of evaluative implementation evidence exists to 
inform what works, for whom and in what circumstances incentives encourage teamwork 
in PHC.  To sustain the PHC workforce to learn and work together, there is a need to: 
 
i). Establish a policy mandate that the planning and implementation of any new 
NHHRC and National PHC Strategy initiatives (e.g., CPHCs, PHCOs) designed to 
support teams in PHC, include a systematic and coordinated evidence based research and 
evaluation strategy, that focuses on reforms occurring at the micro (individual 
professional), meso (organisational) and macro (systems) level.   
 
ii). Develop a evaluation strategies that focuses on: organisational, regulatory, financial, 
workforce, practice level support, and education and training initiatives, and that provides 
baseline data sets, and serves as a monitoring and feedback system to inform ongoing and 
future policy and practice 
 
iii) Develop team focussed evaluative tools & indicator sets:  To support a policy 
mandate and evaluation strategies, investment is needed in:  
 a review, synthesis and collation of existing (international and Australian) evidence-

based team work evaluative inventories, tools, methods for use in the Australian PHC 
setting; and 
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 the development, trialling of a set of process and summative team work evaluation 
indicators (at the patient, provider, organisational, and systems level) for use in the 
Australian PHC setting. 

 
iv) Facilitate the translation of evaluative evidence into policy making: To support 
evidence informed policy making, investment is needed in: 
 multiple strategies (e.g., 1:3:25 page reports; discussions forums etc) that facilitate 

interactions between policy stakeholders and researchers about the evaluative 
evidence and its implications for primary health care workforce policymaking. 
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Level 3, 766 Elizabeth Street, University of Melbourne, Parkville, 3010 
T: + 61 3 8344 9659  F: + 61 3 9347 8939  W: www.ahwi.edu.au 

 

Literature Review of Incentives for Primary Health Care Team Service Provision 

Key Interview Questions 
The following questions have been developed to obtain your views on the draft key areas 
for potential policy reforms within the context of Australia’s ongoing primary health care 
policy reforms. 
 
BACKGROUND INFORMATION 
 Name: 
 
 Organisation Name and purpose: 
 
 Your Role in the Organisation: 
 
REFLECTION QUESTIONS 
 
We would appreciate your reflections upon the following questions: 
 
1. What policy reforms do you see being implemented within the Australian primary 

health care system to encourage teamwork? 

2. Which of the draft areas for potential policy reforms stand out as being possible 

within the current Australian primary health care system? 

3. What key financial, governance and profession changes need to occur within the 

Australian primary health care system to enable the draft review policy options to 

occur? 

4. What else is going on outside the Australian primary health care system that needs to 

be taken into account to enable the review policy options to occur? 

 
Thank you for your time and commitment 

 
For further information please contact: Dr Lucio Naccarella, PhD, 

l.naccarella@unimelb.edu.au 
 
 

http://www.ahwi.edu.au/�
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Phase 2: Key Informant Consultations 
 
 
Role of Key Informant Name and Organisation 
Policy stakeholders Ms Judy Daniel, Executive Assistant, Policy 

Development Branch, Commonwealth, Department 
of Health & Ageing 

 Dr Brian Richards, Commonwealth, Department of 
Health & Ageing  

 Martin Mullane, Commonwealth Department of 
Health and Ageing 

 Dr Sharon Monagle, Senior Medical Advisor 
Primary Health Branch, Victorian Department of 
Health 

 Mr Peter Carver, Health Workforce Taskforce 
 Chris Mitchell, CEO, Health Workforce , QLD Health 
 Dr Robert Grenfell, Senior Advisor Preventative 

Health, Victorian Public Health Branch.  
Academics Professor Justin Beilby, University of Adelaide 
 Professor Mark Harris, UNSW  
 Professor Jane Gunn, University of Melbourne  
Professional support 
bodies 

Belinda Caldwell, Australian Practice Nurse 
Association  

 Sharon Kosmina, Rural Workforce Agency Victoria 
 Ben Harris, Australian Medical Association 
Practitioners Dr Richard Bills 
 Dr Anthony Hobbs 
Consumer 
Representative 

Teri Dawson, Health Issues Centre 
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APPENDIX 3: INCENTIVE APPROACHES BY COUNTRY 
 

ENDNOTE SUMMARY: UNITED KINGDOM 
Number of Articles: 142 articles (106 full text, 36 abstracts) 
Articles Read/Unread: 142 read 
Articles on Financial/ Regulatory/Profession Incentives: 
Financial: 55 (Buchan 2000, Burgess 2000, Gosden 2000, Grant 2009 Hausman 1999, MacDOnald 2009, McDonald 2007, McDOnald 2008, 
Ratto 2001, Whynes 1998) 
Regulatory: 11 (Bartlett 1996, Degeling 2004, Ham 2009, Hudson 2002, Kharichaa 2005, Pearson 1994, Ratto 2001, Scrivens 2007) 
Professional: 46 (Bunniss 2008, Cheater 2004, Davies 2000, Elston 2001, Elwyn 2000, Hann 2007, Hudson 2002, MacFarlane 2004, Pearson 
1994, Poulton 1999, Tucker 2003, West 1997, Wiles 1994, Williams 1999, Xyrichis 2008) 
 
Articles of Interest: 
Bloor, K. (1998). "Labour markets in the UK National Health Service: incentives, contracts and health care teams." Applied Economics Letters 5(2): 127-129. 
Bond, M. (1999). "Placing poverty on the agenda of a primary health care team: an evaluation of an action research project." Health & Social Care in the 
Community 7(1): 9-16. 
Buchan, J., M. Thompson, et al. (2000). Health workforce incentive and remuneration strategies: a research review. Geneva, World Health Organisation. World 
Health Organisation. 
Bunniss, S. (2008). "'The unknown becomes the known': collective learning and change in primary care teams." Med Educ 42(12): 1185. 
Cheater, F. M. and M. Keane (1998). "Nurses' participation in audit: a regional study." Quality in Health Care 7(1): 27-36. 
Davies, H. T. O. and S. M. Nutley (2000). "Developing learning organisations in the new NHS." British Medical Journal 320(7240): 998. 
Edwards, A. and A. Langley (2007). "Understanding how general practices addressed the Quality and Outcomes Framework of the 2003 General Medical Services 
contract in the UK: a qualitative study of the effects on quality and team working of different approaches used." Quality in Primary Care 15(5): 265-75. 
Elston, S. and I. Holloway (2001). "The impact of recent primary care reforms in the UK on inter professional working in primary care centres." Journal of Inter 
professional Care 15(1): 19-27. 
Elwyn, G. and P. Hocking (2000). "Organisational development in general practice: lessons from practice and professional development plans (PPDPs)." BMC 
Fam Pract 1: 2. 
Elwyn, G., M. Rhydderch, et al. (2004). "Assessing organisational development in primary medical care using a group based assessment: the Maturity Matrix." 
Quality and Safety in Health Care 13: 287-294. 
Grant, S., G. Huby, et al. (2009). "The impact of pay-for-performance on professional boundaries in UK general practice: an ethnographic study." Sociology of 
Health & Illness 31(2): 229-245. 
Ham, C. (2009). Only Connect: Policy Options for Integrating Health and Social Care. Birmingham, The Nuffield Trust. 
Hann, M., P. Bower, et al. (2007). "The association between culture, climate and quality of care in primary health care teams." Family Practice Advance 24(4): 323-
329. 
Hausman, D. and J. L. Grand (1999). "Incentives and health policy: primary and secondary care in the British National Health Service." Social Science & Medicine 
49: 1299-1307. 
Hudson, B. (2002). "Inter professionality in health and social care: the Achilles heel of partnership?" Journal of Inter professional Care 16(1): 7-17. 
Macfarlane, F., T. Greenhalgh, et al. (2004). "RCGP quality team development programme: an illuminative evaluation." Quality & Safety in Health Care 13(5): 356-
362. 
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McDonald, R., S. Harrison, et al. (2008). "Incentives and control in Primary Healthcare: findings from English pay for performance case studies." Journal of Health 
Organisation and Management 22(1): 48-62. 
McDonald, R., S. Harrison, et al. (2007). "Impact of financial incentives on clinical autonomy and internal motivation in primary care: Ethnographic study." British 
Medical Journal 334(7608): 1357. 
Mechanic, D. (2008). "Rethinking medical professionalism: the role of information technology and practice innovations." Millbank Quarterly 86(2): 327-58. 
Pearson, P. and K. Jones (1994). "The primary health care non-team? ." BMJ 309: 1387-1388. 
Poulton, B. C. and M. A. West (1999). "The determinants of effectiveness in primary health care teams." Journal of Inter professional Care 13(1): 7-18. 
Ratto, M., B. S, et al. (2001). Team-based Incentives in the NHS: An Economic Analysis. Bristol, Centre for Market and Public Organisation: 1-46. 
Rosen, R. and C. Ham (2008). Integrated Care- Lessons from Evidence and Experience: Report of the 2008 Sir Roger Bannister Annual Health Seminar. 
Birmingham, The Nuffield Trust. 
Royal Pharmaceutical Society of Great Britain (2000). Team working in Primary Healthcare: realising shared aims in patient care. London, Royal Pharmaceutical 
Society of Great Britain & British Medical Association RPSGP: 1-44. 
Scrivens, E. (2007). "The future of regulation and governance." J R Soc Health 127(2): 72-7. 
West, M. and B. Poulton (1997). "A failure of function: teamwork in primary health care." Journal of inter professional care 11(2): 205-16. 
Wiles, R. and J. Robison (1994). "Teamwork in primary care: the views and experiences of nurses, midwives and health visitors." Journal of Advanced Nursing 
20(2): 324-330. 
Williams, A. and B. Sibbald (1999). "Changing roles and identities in primary health care: exploring a culture of uncertainty." Journal of Advanced Nursing 29(3): 
737-745. 
Xyrichis, A. and L. Karen (2008). "What fosters or prevents inter professional team working in primary and community care? A literature review." Int J Nurs Stud 
45(1): 140-153. 
 

United Kingdom: 
A Brief Summary of the Health System and Incentive Mechanisms 

The National Health Service in the UK was established in 1948 with GPs as the principal providers of care and gatekeepers to other 
services. Historically they have been paid mainly through capitation, with a small amount of fee for service and a small number of 
target payments. (Grant, Huby et al. 2009) Up until the 1990s, GPs operated as individual small businesses in isolation from each 
and other members of what we now call the primary healthcare team. 
 
There have been some key reforms moves in the UK that affected the way GPs work and are paid. The revised 1990 General 
Medical Services (GMS) contract between GPs and introduced an internal market for health care and GP fund-holding. The contract 
included some performance-based payment around cervical smear testing and vaccination. The White Paper: The New NHS called 
for integrated, multi-disciplinary care (DoH 1996) This was the beginning of policies by the Labor Government aimed at breaking 
down traditional hierarchies between professional groups in the primary care setting (Grant, Huby et al. 2009) The White Paper also 
spelt out the formalisation of Primary Care Trusts, aimed at improving the quality and consistency of primary health care services. 
PCTs used a range of incentives to encourage General Practice to improve quality. 
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Incentives for quality improvements were entrenched by the 2004 GMS (Ashworth 2008). The contract was linked to a Quality 
Outcomes Framework (QOF), a payment-for-performance scheme made up of 140 quality indicators associated with financial 
payments. The QOF includes indicators related to improvements in multidisciplinary teams, particularly around education and 
training.  
 
There are few studies that look at organisation responsibility in relation to teamwork, that is, how good teamwork in rewarded. 
(Xyrichis and Karen 2008) 
 
 
 
Incentive Table 
Incentiv

e 
Incentive 
Mechani

sm* 

Co
unt
ry 
of 

app
lica
tio
n 

Source Explanation 
of Incentive 

Financial
/ 

Regulato
ry/ 

Professi
on, 

Implicit/ 
Explicit^ 

Policy 
Framework 
underlying 
Incentive 

Intended 
Outcome of 

Incentive 

Application and 
response of Incentive 

Relations
hip of 

Incentive 
to 

Teamwork 
in PHC 

Comments/ 
Interpretation of 

Interaction between 
teams, incentives + 

PHC 

Quality 
Outcome
s 
Framew
ork 

Payment 
method 

UK (Grant, 
Huby et al. 
2009) 

The QOF, 
which is a 
pay-for-
performance 
scheme 
made up of 
140 quality 
indicators is 
allocated a 
certain 
number of 
points and 
attached to 
financial 
payments 

Explicit - 
Financial 

QOF is attached 
to the 2003 
General Medical 
Services contract. 
Also based on 
NHS policies 
under Labour that 
aim to breakdown 
hierarchies (DoH 
2000; DoH 2004) 

General aim 
underpinning the 
QOF, which is a 
pay-for-
performance 
scheme made 
up of 140 
incentives, is 
breaking down 
traditional 
workforce 
boundaries and 
distribution of 
payment based 
on performance 
not professional 
(multidisciplinary 
working) 

All four practices in the 
study responded to the 
QOM by expanding their 
clinical and administrative 
teams, adopted new IT 
systems and made 
adjustments to clinical 
care. A major change was 
the requirement to 
introduce an internal 
clinical and admin group 
to oversee the QOF 
presenting new 
managerial structures and 
reassigning of roles. In 
many cases the attempt to 
breakdown professional 
boundaries had instead 
led to professionals 
holding on more firmly to 
old roles 
 
In research undertaken 

Underlying 
theme of 
the QOF is 
a breaking 
down of 
traditional 
hierarchica
l roles 

It is likely that QOF 
will encourage the 
employment of even 
greater numbers of 
mid-level practitioners 
within primary care 
(Lester and Hobbs 
2007) 
 
A review of the QOF 
in 2005 highlighted 
more areas for 
development 
including improving 
choice for patients 
and continuity of care, 
areas related to 
teamwork. Issues 
have also been raised 
about the effect on 
the QOF on 
generalist, patient-
centred care {Lester, 
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with GPs in 2006, Rolland 
found that although GPs 
could see the potential 
health gains associated 
QOM they believed there 
could be unintentional side 
effectives to the 
incentives, such as  
related to teamwork such 
as reduced continuity of 
care, care fragmentation, 
neglect of unincentivized 
conditions, and the risk of 
damage to their internal 
motivation. (Roland, 
Campbell et al. 2006) 
 
On the other hand, 
another surveys of PHC 
professionals in 2006 
showed that they felt that 
teamwork had improved in 
incentivised areas of 
chronic disease but at the 
expense of non-
incentivised areas. There 
as concern that financial 
incentives led to too much 
box ticking and admin, 
taking away from patient 
care. (Maisey, Steel et al. 
2008) 
 
McDonald found that the 
QOM can presents some 
challenges to teamwork as 
it can create a situation 
where GP partners are 
monitoring the work of 
other GPs and nurses. 
Nurses are particularly 
sensitive to this 
surveillance, as are 
Healthcare Assistants. 
Financial incentives have 
the potential to focus staff 

2006 #504} 
 
Roland argues that 
although the QOF has 
appeared to improve 
teamwork (employing 
more nurses and 
being willing the 
compare their care 
with others), the 
infrastructure for this 
was already in place 
prior to the 
introduction of the 
QOF. GPs were 
already beginning to 
do this during the 
2000s. {Roland, 2007  
#505} 
 
“Many GPs are strong 
supporters of a 
system that they 
believe has helped 
them to deliver high 
quality care. Some 
believe that it has 
given them more time 
with patients, with 
more routine tasks 
delegated to nurses. 
Others believe that it 
has fundamentally 
removed holistic and 
caring aspects of the 
GP’s role. Nurses 
appear to feel this 
change more acutely 
than GPs” 
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in on specific tasks rather 
than a holistic view and 
can reduce motivation. 
(McDonald, Harrison et al. 
2007; McDonald, Harrison 
et al. 2008; McDonald and 
Roland 2009) 
 

Team 
based or 
individua
l based 
incentive 
pay 

Payment 
Methods 

UK {Burgess, 
2000 
#544} 
{Ratto, 
2001 
#545} 

Team based 
incentive 
scheme 
(TBIS) pays 
all team 
members 
depending 
on the 
success of 
the team as 
a whole. This 
can penalise 
performers 
and rewards 
passengers 
who are free 
riding.  

Explicit Burgess states 
that if there is a 
significant team 
element in the 
production 
process, the TBIS 
will create the 
right incentives for 
individuals t both 
work hard at their 
own task and to 
play their part in 
cooperative tasks. 
Individual rewards 
will not be 
effective in team 
based 
environments. 
They will distort 
incentives and 
produce undesired 
outcomes.  

When 
introducing 
TBIS, you must 
be wary of free 
riders and 
introduce some 
way to 
potentially 
measure or 
counter.  
HR lit suggest 
that when 
introducing 
targets and 
incentives, you 
must be 
SMART- 
specific, 
measurable, 
achievable, 
relevant, time 
limited. You 
must also 
provide a team 
comparator- 
past team, past 
performance??  

Significant fraction of 
establishments uses TBIS 
in UK. Question of 
whether they are 
appropriate for the NHS?? 
- must define teams in 
NHS- could be defined by 
care pathways?? 

This article 
questions 
whether 
incentives 
should be 
delivered 
through 
teams in 
Healthcare 
and NHS- 
general 
conclusion 
is that it 
should, but 
does not 
know how- 
this 
undoubtedl
y, will help 
to improve 
team work 
if rewards 
are 
provided 
through 
teams. 

Article is very 
theoretical- could be 
good for grounding?? 

Payment 
methods
- 
capitatio
n, FFS 
and 
salary  

Payment 
Method 

UK {Gosden, 
2000 
#153} 

In UK, types 
of payment 
used are a 
combination 
of capitation, 
FFS and 
salary.  
Capitation 
has been 
suggested 
as the 

Implicit Payment systems 
influence the type 
and quality of care 
that is 
administered to 
patients. Without 
adjustments such 
as extra payments 
for high risk 
patients, GPS 
under capitation 

Capitation 
payments 
should increase 
the level of 
preventative 
services 
available in the 
community; FFS 
should increase 
volume of 
services and 

Little findings from the 
paper because of poor 
quality papers from which 
to draw research. 
Did find that quantity of 
services was slightly 
greater in FFS than 
capitation or salary, 
however could not answer 
questions about job 
satisfaction, change in 

This article 
did not 
definitively 
state that 
one 
method 
was better 
for the 
other when 
it came to 
teamwork. 
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payment 
method most 
appropriate 
for 
encouraging 
team work.  
It has 
however 
been 
hypothesised 
that 
capitation 
payments 
might reduce 
costs but 
also lower 
quality of 
care 
compared 
with FFS.  

systems will avoid 
those patients- 
therefore no 
payment method 
in perfect and all 
require 
readjustment 
through different 
incentives built 
into them. 

change 
behaviour most 
effectively.  

patient outcomes or 
change in behaviour due 
to incentives. 

However 
general lit. 
suggests 
that a mix 
of 
capitation 
and FFS 
works best. 

NHS 
Incentive 
Scheme 

Payment 
Methods, 
Regulator
y 
Framewo
rk 

UK {Ratto, 
2001 
#545} 

Scheme 
suggested in 
the NHS 
Plan which is 
based both 
on non 
financial and 
financial 
incentives. It 
offers 
incentives for 
and within 
organisation
s.  

Explicit Part of the 2000 
NHS reforms 

Non financial 
incentives= 
earned 
autonomy and 
national 
recognition, 
independence 
and reputation. 
This possibility 
of avoiding 
inspection 
operates as a 
very powerful 
incentive. 
National 
recognition 
allows an 
organisation to 
build a 
reputation, 
which attracts 
good workers 
and builds team 
motivation. 
Financial 
rewards include 

For the financial rewards, 
the money from the Health 
Authority will be 
distributed out of the 
National Health 
Performance Fund from 
April 2001 as part of the 
NHS strategy. There will 
be payments up to 5 
million pounds for each 
Health Authority. The 
incentives will be awarded 
depending on a traffic light 
structure which ranks 
people from red through to 
green. Rewards will be for 
staff and organisations 
that manage to succeed in 
particular tasks and 
rewards team production 
across and within NHS 
organisations. 
 
Ratto suggests that 
without a definition of the 
team in the NHS it is 

NHS 
incentive 
scheme 
seeks to 
improve 
teamwork 
as some of 
financial 
and non 
financial 
rewards 
are 
provided 
on the 
condition 
that team 
working 
arrangeme
nts are 
met.  

Outlines the positive 
features of teams I 
NHS: diffusion of 
information and 
learning from shared 
job experience, 
mutual monitoring of 
staff, group cohesion, 
risk pooling, sharing 
of common 
resources, and 
division of labour. 
Negative features 
include free riding, 
exposure to greater 
risk because team 
members have 
different abilities or 
because of correlated 
output, conflicts 
between professional 
values and team 
members priorities.  



 37 

1. Money from 
regional Health 
Authority for 
ranked 
practices; 2. 
Extra rewards 
considered 
performance 
related pay; 3. & 
4. Extra rewards 
within and 
across 
organisations for 
team production.   

impossible to plan suitable 
incentive schemes.  

GP fund 
holding 
prior to 
PCTs 
forming   

Payment 
method  

UK (Hausman 
and Grand 
1999) 

GPs could 
volunteer to 
fund-hold a 
fixed amount 
of money to 
purchase 
services for 
their patients 
 
 

Explicit Fund-holding was 
introduced in 1991 
by the 
Government as 
part of quasi-
market reforms 
aimed at 
improving financial 
control. (Baines, 
Brigham et al. 
1997) 

The aim of GP 
fund-holding 
was giving 
practices control 
over purchasing 
of drugs and 
services for their 
patients. The 
rationale was 
that GPs 
understand the 
needs of their 
patients at a 
local level. 
Fund-holding 
was also aimed 
at saving costs 
by allowing GPs 
to use any 
surplus to 
develop new 
services {Bond, 
1999 #482} 

Study found that although 
GPs care about their 
incomes and respond to 
financial incentives, their 
choices are also 
influenced by a network of 
norms and by caring about 
their patients.  

Fund-
holding 
represents 
a move 
towards 
GPs 
thinking 
about their 
practice in 
public 
health 
terms and 
addressing 
local 
needs. 
Fund-
holding 
enabled 
GPs to 
introduce 
new 
services 
for their 
patients 
and look at 
other 
disciplines 

Fund-holding led to 
many practices 
employing a practice 
manager for the time 
and expanding the 
scope of services. 
(Lynch 1998) 

Financial 
incentive
s paid to 
individua
ls in 

Payment 
methods 

UK (Edwards 
and 
Langley 
2007) 

Practice 
managers 
describes 
payments 
made to 

Explicit -  Quality Outcomes 
Framework –
rewards practices 
for meeting clinical 
and organisational 

Broadly the 
QOF is intended 
to improve the 
quality of 
general practice, 

Edwards interviews with 
13 practice manages 
showed offering incentives 
to staff may be a 
motivating force to work 

Payments 
made to 
reward 
teamwork. 

The introduction of 
the QOM and its 
impact on team 
morale is discussed 
more broadly. 8 
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some 
practices 
to 
encoura
ge 
teamwor
k 

individuals to 
reward 
teamwork 
and getting 
through a 
time of 
significant 
change 

targets through an 
activity-based 
incentive payment  

through 
organisational 
(including 
teamwork) and 
clinical targets. 
Practice 
managers use 
individual 
incentive 
payments or 
offers of leave to 
reward 
teamwork and to 
get through 
changes 

better as a team but may 
also be have negative 
effects of team morale, 
such as the perceptions 
that incentives were being 
handed out in an unfair 
way.   
 

participating practice 
managers believed 
the new contract had 
had a positive impact 
on the team while 7 
PMs said it had 
negative effects on 
motivation. 

Primary 
Care 
Clinical 
Effective
ness--
PRICCE 

Payment 
Method 

UK (Spooner, 
Chapple et 
al. 2001) 

quality 
improvement 
programme 
 

Explicit In the context of 
Primary Health 
Groups forming at 
the end of the 
1990s and policies 
calling for multi-
disciplinary 
working, such as 
the White Paper 
(Davies and 
Nutley 2000) 

Designed to 
produce 
widespread 
changes in 
chronic disease 
management in 
primary care 

Factors that motivated 
GPs to take part in the 
project included: a desire 
to improve patient care; 
financial incentives; 
maintenance of 
professional autonomy in 
how to reach the targets; 
maintenance of 
professional pride; and 
peer pressure. Good team 
working was essential to 
successful completion of 
the project and often 
improved as a result of 
taking part. 

 Need to retrieve the 
full article by hand to 
learn more 

Incentive
s for 
nurses 
to take 
on 
greater 
clinical 
role and 
associat
ed 
professio
nal 
develop
ment 

Payment 
Method/P
rofession 
strategies 

UK {Gemmell, 
2009 
#500; 
McGregor, 
2008 
#499} 
 
 
{Williams, 
1999 
#271} 
{O'Neill, 
2008 
#413} 

Points 
system, pay-
for 
performance 

Explicit The QOF attached 
to the GMS 
contract gives 
nurses the 
capacity to 
contribute to 
practice points 
and income and 
new roles in 
advanced first 
contact care and 
chronic disease 
management 
{Leese, 2007 
#502} 

To encourage 
nurses to take 
on a created 
clinical role, 
particular in 
relation to 
chronic disease, 
improve their 
status in the 
clinic and create 
teamwork. Also 
intended to 
relieve some of 
the pressure 
created by the 

Nurses interviewed by 
McGregor had mixed 
views about whether their 
status had improved in the 
practice team. Most 
nurses felt unrewarded by 
the financial incentives 
that were coming in the 
practice because of their 
work. All reported an 
increase in workload. 
Nurses however welcome 
the professional 
development opportunities 
the new GMS contract 

Relates to 
an 
expansion 
of nursing 
roles in the 
primary 
healthcare 
team 

Other studies have 
shown that expanding 
the role of nurses is a 
feasible way of 
improving the quality 
of care delivered to 
patients, but there is 
no evidence of it 
decreasing workload 
for GPs (Sibbald, 
Laurant et al. 2006) 
Nurses do not 
substitute GP roles. 
 
Achieving skill-mix in 
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GP workforce 
shortage. 

was bringing. {Gemmell, 
2009 #500; McGregor, 
2008 #499} 

the new GMS and 
QOF contract 
appears to be 
measured by the 
Government by the 
increase in the 
number of nurses in 
General Practice and 
Health Care 
Assistants. {NAO, 
2008 #501}  
Williams and O’Neill 
articles more so 
discuss the 
professional 
development issues 
than incentives 
directed at 
professional 
development for 
nurses.  

‘Clan’ 
culture 

Professio
n 
strategies 

UK (Hann, 
Bower et 
al. 2007) 

Working in a 
practice that 
is 
characterise
d by 
spontaneity, 
flexibility and 
activities that 
ensure 
smooth 
functioning 

Implicit Study undertaken 
testing the effects 
of the QOF on 
practices. 492 
professionals in42 
general practices 
were surveyed  

General aim 
underpinning the 
QOF, which is a 
pay-for-
performance 
scheme made 
up of 140 
incentives, is 
breaking down 
traditional 
workforce 
boundaries and 
distribution of 
payment based 
on performance 
not professional 
(multidisciplinary 
working) 

The study found that the 
majority of practices 
surveyed operate in a clan 
culture. Practices with a 
clan culture scored higher 
on climate for participation 
and teamwork.  

Impact of 
QOM on 
teamwork 

More evidence that 
the incentive more 
teamwork comes from 
the structure and 
culture of the practice 
rather than financial. -  

Effective 
team 
processe
s 

Professio
n 
strategies 

UK (Poulton 
and West 
1999) 
{Pearson, 
1994 
#543} 

Establishing 
team 
objectives, a 
strong sense 
of 
participation, 
an emphasis 

Implicit In the context of 
Primary Health 
Groups forming at 
the end of the 
1990s and policies 
calling for multi-
disciplinary 

Study explored 
the relationship 
between team 
structure and 
team 
effectiveness 

Study found that there 
was no relationship 
between the size of a 
team and team 
effectiveness. Team 
processes (shared 
objectives, participation, 

 Included because it 
demonstrates some 
of the underlying 
motivators for 
effective teamwork. 
These motivators are 
incentives. 
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equity and 
support for 
innovation  

working, such as 
the White Paper 
(Davies and 
Nutley 2000) 

quality emphasis and 
support innovation) were 
the best predictors in team 
effectiveness. These are 
key to developing a 
framework for effective 
teamwork.  
 
West showed that primary 
health care teams scored 
considerable lower that 
other health teams on 
effective using the same 
criteria as above: shared 
objectives, participation, 
quality emphasis and 
support innovation (West 
and Poulton 1997) 
 
Xyrichis found that the 
structure of the team, its 
size and composition and 
organisational support 
structures is vital for 
successful teamwork. 
(Xyrichis and Karen 2008) 

 
Pearson states formal 
motivators are 
policies, objectives, 
systems of 
communications, job 
descriptions. Informal 
factors are informal 
relationships, power 
networks, values and 
norms.  
Teams of less than 25 
people re more able 
to share goals and 
objectives.  
 
 

Audit 
and 
feedback 

Professio
n 
strategies 

UK {Cheater, 
1998 
#484} 

Audit is the 
systematic 
critical 
analysis of 
care, 
including 
medical audit 
and nursing 
and therapy 
audit. It is 
viewed as a 
key tool for 
clinical 
effectiveness
, used by 
practitioners 
and 
purchasers 
to determine 
the extent to 

Explicit The NHS reforms 
in 1989 introduced 
audit. The more 
recent recognition 
that effective team 
working was the 
key to improving 
quality of care, 
subsequent policy 
encouraged a 
multidisciplinary 
approach to audit 
although the need 
for some uni 
disciplinary audit 
was recognised. 
Healthcare 
providers were 
also encouraged 
to link audit within 

A primary care 
audit group 
existed within 
each health 
authority with 
multi disciplinary 
representation, 
responsible for 
advising, 
encouraging, 
and supporting 
GPs and other 
members of the 
PHC team to 
undertake audit. 
One of more 
audit facilitators 
are employed 
through the 
primary care 

Evaluation of the 
implementation and 
development of audit in 
nursing and therapy 
conclude that is has been 
moderately successful, 
although many nurses 
themselves have little 
involvement in it.  
 
Most audits in GPs are 
doctor led. Some studies 
have shown that when 
doctors undertake audit, 
uni disciplinary audit is still 
the norm, with multi 
disciplinary audit not so 
common.  
 
Obstacles to nurse’s 

Audit 
improves 
teamwork 
because it 
provides 
feedback 
on care 
processes.  
 
GPs with 
better team 
working 
had better 
audit, 
therefore 
seems to 
be a 
cyclical 
relationshi
p.  

This paper assessed 
that conditions that 
are favourable in GP 
setting to allow 
nurses to participate 
in multi disciplinary 
audit. 



 41 

which 
effective 
methods of 
care are 
being 
implemented
.  

a wider quality 
management 
programme and 
link activities such 
as CPE, risk 
management and 
clinical guidelines. 

audit group to 
provide 
education, 
information and 
technical 
expertise to 
members of the 
GP group.  

participation in audit (and 
consequent improved 
team work setting) 
included hierarchical 
doctor-nurse relationships, 
lack of commitment from 
senior doctors and 
managers, poor 
organisational linked, work 
load pressures and lack of 
knowledge.  
Multi disciplinary audit was 
more successfully 
established in areas 
already predisposed 
towards team working or 
where nurses had high 
involvement in decision 
making. Audit support staff 
was viewed as having a 
key role in helping teams 
adopt a collaborative 
approach to audit.  

Collectiv
e 
learning 

Professio
n 
strategies 

UK (Bunniss 
2008) 
{Tucker, 
2003 
#472} 

Collective 
learning is 
described as 
a complex 
process that 
not only 
takes in 
formal 
education 
activities but 
also 
information, 
on-the-job 
learning 
between 
team 
members 

Implicit The 2003 General 
Medical Services 
(NHS 2009) 
contract placing 
an increasing 
focus on team 
work and the Joint 
Futures Agenda in 
the UK. Not clear 
how this incentive 
is funded, if at all. 
The Quality and 
Outcomes 
Framework 
attached to the 
GMS has nine 
indicators related 
to Education and 
Training including 
multi-disciplinary 
event reviews 
(such as a death 
in the practice), 

Formal 
collective multi-d 
reviews are 
prescribed by 
the NHS in the 
Quality Outcome 
Framework. 
Multi-d reviews 
are described as 
providing 
“structure to an 
activity which 
anyway 
happens 
informally 
between health 
care 
professionals” 
and aimed at 
created change 
in practice by 
reflecting on 
events. (NHS 

Bunniss shows that 
members of PHC teams 
are motivated to 
participate in collective 
learning because they 
believe it adds value, not 
because of incentives or 
external monitoring. 
Incentive is informal 
learning from teammates 
which is far important than 
‘formal’ learning. Found 
that team learning worked 
better in pharmacy and 
dental teams to GP teams 
– GPs still holding onto 
roles and not interacting.  
 
 

Described 
as ‘coping 
mechanis
m’ that 
underpins 
the team 

Team learning is 
described as an 
unpredictable and 
organic phenomenon 
motivated by the 
needs of staff when 
they arise (therefore 
doesn’t respond to 
financial incentives or 
external monitoring) 
 
Also see Davies for a 
discussion of ‘learning 
organisations’ such 
as PCTs that take 
learning beyond the 
individual to a broader 
group. (Davies and 
Nutley 2000) 
 
Look at Tucker for an 
experiment into the 
success of uni 
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collective reviews 
of patient 
complaints and 
multi-d life support 
training. (NHS 
2004)  

2004)  disciplinary learning 
versus multi 
disciplinary learning 

Collectiv
e 
learning 
(pilot 
project) 

Professio
n 
strategies  

UK (Bond 
1999) 

Model of 
team 
learning 
about 
poverty to 
improve care 
for patients 
registered 
with an 
inner-city 
practice 

Explicit  In 1994, the Audit 
Commission 
called for 
productive support 
services and 
setting up of local 
projects to 
address poverty 
(Commission 
1994) 

Members of 
primary care 
team would, 
through joint-
learning,  
enhance their 
understanding of 
poverty and 
establish a 
collaborative 
and interagency 
approach to 
improve uptake 
of service by 
patients 

Evaluation showed that 
the incentives in the 
project around the need of 
staff to improve their own 
professional practice - 
having ‘a voice and a 
chance to be valued’ 
‘getting to know each 
other better’ and ‘trying 
out ideas’. No financial 
compensation for 
participants so project was 
done during lunch time 
and was not sustainable. 
Also no clerical staff 
involved 
 

Example of 
a non-
financial 
incentive 
used to 
strengthen 
teamwork 
in PHC. 
Relies on 
profession
alism and 
the valuing 
of 
profession
al 
developme
nt to be 
successful. 

Evidence of change in 
attitude to poverty as 
a result of the project. 
Evidence also that the 
team began new 
collaboration with 
outside agencies.   
 
Elwyn also argues 
that formal, didactic 
educations models, 
incentivised by 
attendance credits, 
have failed to improve 
quality of care. (Elwyn 
and Hocking 2000)  

Practice 
and 
professio
nal 
develop
ment 
plans 
(pilot 
project) 
 
 

Professio
n 
strategies  

UK (Elwyn 
and 
Hocking 
2000) 

7,500 
pounds per 
practice for 
staff to work 
in a 
multidisciplin
ary team to 
develop 
Practice and 
Professional 
Development 
Plans 
(PPDPs), 
provision of 
an external 
facilitator 
and 4 
multidisciplin
ary 
workshops 

Explicit - 
Financial 

In the context of 
Primary Health 
Groups forming at 
the end of the 
1990s and policies 
calling for multi-
disciplinary 
working, such as 
the White Paper 
(Davies and 
Nutley 2000) 

Aim of the pilot, 
run in 22 
practices, was 
for staff to work 
in a 
multidisciplinary 
group to identify 
an aspect of the 
organisation that 
needed further 
development 
and develop a 
plan for this as 
well as  personal 
CPD plans for 
each staff 
member.  

PPDPs worked best 
where there was 
leadership and ongoing 
support for the project 
within the practice. 
Hierarchies within general 
practice made the project 
difficulty. Elwyn also 
argues that external 
organisations (Trusts) are 
needed to support 
practices in this shift 
towards multidisciplinary 
teams and installing 
systems into general 
practice  

All 
activities 
were run in 
a 
multidiscipl
inary 
setting 

Outside incentives 
alone didn’t achieve 
the desired outcome. 
Required a 
commitment from 
within the practice for 
this multidisciplinary 
activity to work.    
 
Hampshire also 
argues that action 
research 
methodology could be 
used to assist general 
practice teams to set 
up PPDPs which take 
into account the 
learning needs of the 
whole team and set 
up an audit system for 
the practice. Lack of 
time is seen as a 



 43 

disincentive to do this 
in general practice. 
(Hampshire 2000) 

Quality 
Team 
Develop
ment 
program
me – 
funded 
by the 
RCGP. 

Professio
n 
strategies
/payment 
methods 

UK (Macfarlan
e, 
Greenhalg
h et al. 
2004) 

Provides 
tools for 
multidisciplin
ary teams 
including a 
team-
assessment 
exercise, a 
patient 
survey and a 
multidisciplin
ary peer 
review visit 
by a team of 
independent 
assessors. 
Payments 
made to 
practices to 
participate. 

Explicit In response to 
policy makers 
increasingly 
interested in 
quality initiatives 
which are locally 
owned, 
multidisciplinary, 
team focused, 
flexible and 
professionally led. 
Also in response 
to research that 
quality in health 
care lies in team 
or ‘organisational’ 
rather than 
‘individual care’  

Aims to support 
quality 
improvement 
through a 
process of 
practice team 
development, 
education and 
service planning 

Practices gave a range of 
reasons for signing up to 
the programme: peer 
pressure, benefit to the 
practice and the flexibility 
of the criteria. Practices 
responded well to the 
programme because they 
were allowed to develop at 
their own pace. It was 
seen to have provided 
explicit standards for the 
quality of teamwork, 
improved communication 
and mutual understanding 
of roles.  

Aimed at 
teamwork 

Study used a sample 
of practices that were 
motivated to embark 
on improving 
teamwork, biasing the 
results.  

The 
Quality 
Practice 
Award 
(RCGP) 
and 
other 
assessm
ent tools 

Professio
n 
strategies 

UK (Royal 
Pharmace
utical 
Society of 
Great 
Britain 
2000) 
{Elwyn, 
2004 #60} 

The Quality 
Practice 
Award is an 
award given 
to high 
performing 
practices. It 
is an 
assessment 
tool that 
aims to 
reward 
excellence 
and/or 
minimum 
standards of 
care. Other 
assessment 
tools include 
self 
reporting, 
regulatory 
and reporting 

Explicit Clinical 
assessment 
models have a 
history in UK and 
have been used in 
many formats. 
The Quality 
Practice Award is 
one model. 
Models have 
tended to be 
regulatory. Elwyn 
suggests a self-
assessment 
procedure that 
can be grouped 
into organisational 
development and 
measurement by 
communication, 
information 
management and 
quality 

Significant 
recognition of 
the working 
environment in 
the general 
practice and 
inter-
relationships 
between 
members of the 
team 

12 Practices had received 
the award by 2000 and 
commonly reported to it 
leading to better 
teamwork. It has been 
found however that the 
award is helpful and 
attractive to practices that 
seek accreditation of 
minimal standards or 
those who are able to 
achieve high standards, 
but not the vast majority 
who are in the middle 
band. This group is better 
tapped for assessment not 
through an awards system 
but through a practice 
assessment method that 
is formative and provides 
feed forward information 
to motivate developmental 
change {Elwyn, 2004 #60} 

Recognisin
g 
teamwork 
and its 
benefits to 
patient 
care is the 
ethos 
behind the 
award 
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mechanisms.  improvement.  
Govern
ment 
Regulati
on 

Regulator
y 
Framewo
rk 

UK {Scrivens, 
2007 
#186} 

Government 
regulation of 
health care 
often comes 
in the form of 
standards 
and reporting 
measures.  

Implicit Legislation has 
created a 
requirement for  
regulation to not 
only control 
compliance with 
laws to protect 
individuals and 
communities from 
harm but also to 
control the quality 
of services 
through placing a 
duty of quality on 
the organisations 
chief executives. 
These 
requirements led 
to the creation of a 
range of health 
service regulators.  
 
Currently, the UK 
government is 
trying to reduce 
bureaucracy and 
overall costs of 
regulation after 
the release of the 
Hampton Report 

Regulators have 
included the 
Healthcare 
Commission, 
National Institute 
for Clinical 
Excellence 
(NICE), while 
the NHS is 
subject to the 
Litigation 
Authority, which 
have enormous 
running costs. In 
response to 
financial and 
resource 
draining claims, 
the govt has 
introduced a 
range of 
initiatives to 
reduce the 
burden of 
regulation and 
administration, 
which are 
supported by the 
Hampton 
Report. 

Reduction of regulation 
costs can occur in two 
ways- reducing the 
demands of the policy, or 
reducing the 
administration that follows 
the policy. It was 
suggested by Hampton 
that reduction in admin 
costs is the way forward. 
This can be best achieved 
through devolving 
management to a more 
local level, placing 
emphasis on the internal 
control approach to 
corporate governance. 
Currently, the complex 
nature of health care 
delivery, combined with 
the large numbers of 
regulations and good 
practice guidance 
emanating from govt 
departments, leads to 
cumbersome internal 
control systems. This will 
damage good policy and 
the intention to devolve 
responsibility to local orgs. 
To improve this, there 
should be one national 
framework to which all 
devolved management 
structures adhere. This 
would be accompanied by 
reducing the number of 
regulations, external 
controls, reporting 
requirements and bodies 
that regulate.  

Regulation 
can 
improve 
teamwork 
by 
demanding 
it through 
laws and 
legislation 
and 
standards. 
 
It may also 
potentially 
induce 
better 
quality 
teamwork 
by 
reducing 
regulation, 
forcing 
groups to 
work 
together 
better out 
of need 
rather than 
out of 
forced 
habit.   

 

Statutory 
obligatio
ns for 
health 

Regulator
y 
Framewo
rk 

UK (Hudson 
2002) 

This study 
looks at the 
relationship 
between 

Implicit Key policies 
include The NHS 
Plan which offers 
incentives to local 

The intention 
these 
regulations is 
bridging the gap 

This study found that it is 
not enough to establish 
interagency partnership 
policies and structures 

Encouragin
g a 
multidiscipl
inary 

Kharicha provides 
details around the 
types of incentives 
encouraging agencies 
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and 
social 
services 
to work 
together 

health and 
social 
services 
when dealing 
with elderly 
people. Not 
much detail 
is given 
about the 
actually 
statutory or 
funding 
obligations to 
work 
together, just 
that they are 
inter-agency 
strategies.  

councils and 
health authorities 
to exercise their 
powers for joint 
working under The 
Health Act 1999 
(Kharichaa, Iliffea 
et al. 2005) 

between health 
and social 
services.   

and hope that 
partnerships between 
traditionally separate 
professions will fall into 
place. In particular, there 
was suspicion between 
nurses and social workers 
in this study because of 
fears of one over taking 
the other. 

approach 
to 
assessing 
elderly 
people.  

to work together:  A 
National Service 
Framework for Older 
People promoting a 
single assessment 
process that spans 
general practice, 
community nursing, 
social care, ‘duty 
partnerships’ between 
trusts and social 
services and social 
and health services 
sitting together on 
boards (Kharichaa, 
Iliffea et al. 2005)   

Care 
Quality 
Commis
sion 

Regulator
y 
Framewo
rk 

UK {Ham, 
2009 
#527} 

Te Care 
Quality 
Commission 
is a new 
regulator in 
the NHS 
whose role is 
to review the 
performance 
of NHS 
bodies and 
local 
authorities, 
covering 
aspects both 
health and 
social care 
services. 

Explicit UK has invested a 
lot of time and 
money into 
l=programs and 
organisations that 
assess effective 
partnerships and 
good team 
working 
arrangements. 
Examples include 
those in small 
areas like 
Knowsley, or the 
work done by the 
Department of 
Health in its Vital 
Signs work and by 
the Audit 
Commission in the 
Comprehensive 
Area Assessment 
Program. The 
Care Quality 
Commission is the 
recent initiative.   

One new single 
regulator has an 
opportunity to 
build on the 
work already 
done and 
improve 
integrated 
services and 
communication 
between the 
different 
providers. 
Already trialled 
in various areas 
of UK, notably in 
Knowsley. 

Knowsley introduced a 
similar functioning 
structure into their 
environment, learning a 
number of lessons 
including the need for an 
integrated communication 
strategy, leadership at all 
levels and a great deal of 
commitment and trust 
from all the partners. 
These lessons can be 
applied to the CQC which 
would operate at a 
national level to improve 
integrated care delivery in 
the UK.  

The main 
goal of the 
Care 
Quality 
Commissio
n is to 
improve 
integration 
of services, 
which 
achieved 
more 
effective 
teamwork.  

 

Electroni
c health 

ISS UK {Mechanic, 
2008 

Funding 
provided by 

Explicit  The set up costs 
for such 

Whether the program is 
the incentive, or there are 

‘IT also 
facilitates 
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records/I
T 

#182} the 
Government 
to improve 
GP computer 
systems  

programs are 
not financially 
viable in many 
practices 
however the 
benefit they 
bring for 
coordinating 
care is so great 
that they should 
be made an 
incentive. Govt 
could also 
contribute to the 
development 
and support of 
these systems 
or reimburse for 
services such as 
email or 
telephone 
consults to 
encourage 
better care co-
ordination in 
systems of fee 
for service. 

other incentives provided 
to encourage purchase of 
the program, it is definitely 
a tool for better integrated 
team work. 
Has been widely adopted 
in the US in larger 
integrated systems 
however the cost for 
smaller businesses is too 
great. Some funding 
grants have provided $$ to 
implement these systems. 

teamwork 
and inter 
profession
al 
communic
ation and 
coordinatio
n, enabling 
the 
efficient 
sharing of 
important 
patient 
care 
information 
and 
identifying 
and 
communic
ating 
responsibili
ty for 
various 
necessary 
functions 
regarding 
the 
patients 
continuing 
care. IT is 
an 
indispensa
ble tool for 
maintainin
g continuity 
of care and 
keeping 
the care 
team 
informed 
and 
integrated’ 

Manage
d Clinical 
Network  

ISS UK {Tolson, 
2007 
#507} 

Funding for 
linking 
groups of 
health 

Explicit Scottish Executive 
Health 
Department 
policies promoting 

To link groups of 
health 
professionals 
from primary, 
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professionals 
from primary, 
secondary 
and tertiary 
care around 
a health 
issues 

multidisciplinary 
working 
{NHSScotland, 
2002 #23} 

secondary and 
tertiary care 
around a health 
issues such as 
palliative care 
{Tolson, 2007 
#507} or cardiac 
care.  

Integrati
on Pilot 
Projects 

ISS UK Rosen 
2008 

All health 
care systems 
face the 
challenge of 
achieving 
closer 
integration of 
care. The 
starting point 
should be 
clinical and 
service 
integration, 
rather than 
organisation
al 
integration, 
led through 
pilot 
programmes.  

Explicit Programme being 
developed by the 
Department of 
Health in England 
that funds pilot 
projects which 
implement 
integrated care 
arrangements. 
They must 
indicate proof of 
organisational 
support, 
experience of 
collaborative 
working; effective 
working 
relationships and 
a track record of 
bringing abut 
change.  
Initiated because 
of report High 
Quality Care for 
All, which outlined 
how integrated 
care might 
develop in UK.  

The pilot 
projects need to 
put in place 
appropriate 
governance 
arrangements, 
incentives that 
support rather 
than hinder 
integration, and 
mechanisms for 
sharing 
information. 
Patient choice 
should also be 
built in to ensure 
consistency with 
the health 
reform 
programme and 
avoid the 
creation of 
unresponsive 
monopolies.  

There is uncertainly about 
the scale needed to 
achieve effective 
integration and manage 
risk in these projects. 
 
The experience of the 
pilots needs to be very 
carefully evaluated before 
their outcomes and 
structures are introduced 
wide spread.  

The pilot 
projects 
are an 
incentive 
for 
effective 
teamwork 
because to 
qualify for 
the 
funding, 
they 
demand 
some level 
of 
integrated 
care 
already, 
which 
requires 
information 
sharing 
and team 
work. If the 
pilots are 
successful, 
these 
models of 
care may 
be 
expanded 
to more of 
UK, 
increasing 
the team 
work 
arrangeme
nts 

Pilots themselves are 
incentives, because 
to get the money to 
initiate a pilot, the 
practice needs to 
demonstrate good 
teamwork 
arrangements 
already, then the 
money from the pilot 
project can improve 
them even more, 
bettering the quality 
and possible cost of 
healthcare for the 
community.  
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* Incentive mechanisms fall into one of five overarching categories: payment method, regulatory framework, profession strategies, institutional support systems or workforce models of 
care 
^ The incentive is either directed to effect financially, regulatory or professionally. Implicit incentives are contained, although not openly stated in the conditions of employment. Explicit 
incentives are incentives that openly attempt to modify the behaviour and outcomes of an individual or system in a desired way.   
Incentives in red are indirect incentives, and have less of a direct impact on the tight knit team relationship, however are still very effective in achieving change. How this change is 
generated and manifests is a major component to this research project. 
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ENDNOTE SUMMARY: NEW ZEALAND 
Number of Articles: 50 (38 full text, 12 abstract) 
Articles Read/Unread: 45 read, 5 unread 
Articles on Financial/Regulatory/Profession Incentives: 
Financial: 27 (Ashton, 2005, 2008, Buetow 2008, Crampton 2005, Cumming 2008, Davies 2000, Gauld 2008, Howell 2005, Ministry of Health 2004, Pullon 2009) 
Regulatory: 11 (Crampton 2004, Buetow 2008, Cumming 2008, Gribben 1999, Hefford 2005, Kriechbaum 2002, Malcom 1999, McAvoy 2005) 
Profession: 16 (Ashton 2008, Crampton 2005, Gribben 1999, Malcolm 1999, Ministry of Health 2005, Pullon 2009) 
Articles of Interest: 
Ashton, T. (2005). "Change through continuity: a quiet revolution in primary health care in New Zealand." Australian health review : a publication of the Australian 
Hospital Association 29(4): 380-2. 
Crampton, P., P. Davis, et al. (2005). "Primary care teams: New Zealand's experience with community-governed non-profit primary care." Health Policy 72(2): 233-
243. 
Kriechbaum, A., P. Crampton, et al. (2002). "Independent Practices Associations in New Zealand: a study of governance structures and process." New Zealand 
Medical Journal 115: 50-52. 
Malcolm, L. and N. Mays (1999). "New Zealand's independent practitioner associations: a working model of clinical governance in primary care?" BMJ 319: 1340-
42. 
McAvoy, B. (2005). "General Practitioner and the New Zealand health reforms - lessons for Australia." Australian and New Zealand Health Policy 2(26). 
Pullon, S., E. McKinlay, et al. (2009). "Primary health care in New Zealand: the impact of organisational factors on teamwork " British Journal of General Practice 
59(560): 191-97. 

 
New Zealand: 

A Brief Summary of the Health System and Incentives Mechanisms 
The health system in New Zealand underwent dramatic quasi-market reforms in the 1990’s that addressed the imposing issues of 
finite resources and rationing in healthcare. User charges for primary care in New Zealand are among the highest in OECD 
countries, and create significant barriers to access (Raymont and Cumming 2003). In 1993 the 14 government Area Health Broads 
were replaced by 4 purchasing Regional Health Authorities (RHA). RHAs negotiated contracts with providers, including GPs 
arranged through Independent Physician Associations (Ashton, 2004). Independent Physician Associations comprised of groups of 
local GPs that worked together to achieve cost savings, particularly in prescribing and diagnostic services. Funding for primary care 
services was shifted under the IPAs from predominantly fee for service for GPs to capitation or blended systems for the IPAs. This 
was possible because health service prices were steadily increasing and demand began to reduce. Guaranteed payments from the 
government for services no matter how many patients they saw became an attractive option for GPs. Currently, the government pays 
the IPA in capitation, however services may still be charged using fee for service by the GPs. IPAs were seen as particularly 
successful and achieved savings between 8-23%. It is generally agreed that IPAs made significant progress in introducing IT 
infrastructure to the sector, merging practice registers, developing IT systems and providing feedback on quality issues (Gribben, 
1999).  
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Except for the creation of the IPAs, the reforms were seen as largely ineffective in achieving their goals of cost reduction (Gauld, 
2008). When the labour government were elected in 1999, they introduced further reforms and significantly increased health care 
funding. A draft New Zealand Health Strategy was released for comment in 2000. The strategy outlined the establishment of 21 new 
District Health Boards (DHBs) to better manage healthcare funding and services. They were required to have locally elected 
membership including at least 2 Maori members, to enhance the delivery of equal and fair healthcare services. Funding was provided 
for the boards according to a population formula weighted for need. The development of a third sector of healthcare to meet the 
needs of under served and low income populations was also on the reform agenda (Ministry of Health, 2000).  
 
The DHBs funded Primary Health Organisations, or bodies responsible for implementing primary health care reform. PHOs absorbed 
some of the IPAs, or IPAs changed their organisation structure somewhat to better fit into the PHO model. PHOs (of which there are 
81) are geographical, not for profit and have an enrolled population. They implement various programs including the Care Plus 
Program for individuals with identified high needs for primary care, usually with chronic illness (McAvoy, 2005).   
 
At first glance, there appears to be few incentive structures that operate in New Zealand. Funding methods are different for various 
PHOs and this can create some perverse incentives for providers. New Zealand has a particularly robust nursing profession, which 
have been part of the GP since the 1970s. There are as many PNs as GPs in New Zealand, as well as certified midwives and limited 
nurse practitioners. Despite this, there still exists a professional hierarchy with the medical dominance of doctors prevailing. 
Meanwhile GPs fear a loss of autonomy as GP dominated IPAs move to PHOs, which have significantly more community ties and 
non GP governance structures.  
 
Most incentive structures, introduced through the Primary Health Care Strategy in 2000, seem to focus on minimising inequalities 
through the development and support for the third sector or funding to minority populations. Crampton lists a number of barriers to 
achieving effective teamwork in primary care in NZ and they all relate to professional issues of medical dominance, practice 
ownership, nurse disempowerment and different ideologies between professionals, and growing GP dissatisfaction as they begin to 
lose their hold on primary care (Crampton, 2005).  
 
Incentive Table 
 

Incentive Incentive 
Mechanism
* 

Country 
of 
applicati
on 

Source Explanation of 
Incentive 

Implicit/Exp
licit^ 

Policy Framework 
underlying Incentive 

Intended Outcome of 
Incentive 

Application and 
Response of Incentive 

Relationship of 
Incentive to 
Teamwork in 
PHC 

Comments/ 
Interpretation of 

Interaction between 
teams, incentives + 

PHC 
Fee for 
service 

Payment 
Method 

New 
Zealand 

(Pullon, 
McKinlay 
et al. 
2009) 

Fee for service 
exists widely in 
NZ, with doctors 
charging a fee to 

Implicit PHOs and DHBs. 
Very strong history of 
FFS with many GPs 
still in favour and 

Back when it was 
implemented in 1931, the 
intention was to pay GPs for 
the work they specifically do. 

Pullon says FFS is largely 
seen as a disincentive for 
teamwork. 
 

Payments for 
services went 
directly to the 
doctor for work 

The system of FFS did 
not encourage 
population based 
approaches, and 
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(Cummin
g, Mays 
et al. 
2008) 
(Davies 
and 
Booth 
2000; 
Howell 
2005) 
(Ashton 
2005) 

the government 
for the cost of the 
service, and then 
requiring a 
copayment from 
the individual 
seeking help.  

running this system. 
There exists a strong 
power structure within 
NZ primary healthcare 
that is reinforced by 
this FFS structure. 
GPs used to be funded 
from government on a 
partial, targeted, FFS 
basis; however 
Strategy changed this 
to capitation 
administered through 

It became too expensive for 
the government. They 
funded approximately 60% 
of services, the rest of which 
was paid for privately by 
patients. It is a historic 
tradition that GP can set 
patient charges (Howell). 
This made access for people 
from low SES backgrounds 
very difficult. 
 

In NZ, the government 
paid the doctors a fee for 
service amount, and then 
consumers paid an 
unregulated amount on 
top, which drove the price 
of healthcare very high, 
Since the PHCS, this has 
been changed so that 
healthcare can better 
reach the poorer. 

done only by him, 
therefore not very 
encouraging of 
teamwork or for 
the employment 
of practice nurses 
to do constructive 
and effective 
work in the 
practice. 
PNs still 
employed in 
practice; however 
their role was to 
support doctor, 
not to act 
autonomously. 

providers were only 
given incentives to take 
an interest in those 
patients who came to 
see them- ended up 
with an inverse care 
law (Davies and Booth 
2000) 
 
Between 30-50% of 
income of GPs comes 
from FFS still, which 
reduced incentive to 
put preventative 
programs in place, but 
want to keep patients 
walking through the 
doors for extra income 
(Ashton 2005) 

Capitation Payment 
Method 

New 
Zealand 

(Pullon, 
McKinlay 
et al. 
2009) 
(Crampto
n, Davis 
et al. 
2005; 
Ashton 
2008; 
Cumming
, Mays et 
al. 2008) 

Patients are 
enrolled with a 
particular PHO 
service and 
receive all of their 
health needs from 
GPs linked to this 
structure. GPs 
are paid from the 
government a 
rate per patient. 
Must be a 
minimum 
provision of 
services.  

Implicit In 1996 about 20% of 
GPS funded through 
capitation. The 
government reforms 
(Primary health care 
strategy) signalled the 
development of wider 
contracts based on 
capitation. Titled 
‘population-based 
funding’, they had wide 
support of pop, IPAs 
and Maori, but not of 
individual GPs. Funds 
were provided to GPs 
through PHOs. 

To make it more fair, funds 
would be altered for high risk 
patients, and extra 
payments would be made 
for chronic care items that 
require more complete team 
work.  
The intended outcome was 
to rearrange PHC to make it 
more equitable and to dilute 
the GP power structures, 
through making GPs 
responsible for whole 
populations and involving 
more community structures 
into healthcare.  

Pullon states that 
teamwork was seen to be 
promoted when health 
services, not individual 
practitioners, were bulk 
funded for capitated 
services. 
Ashton argues that the 
recent shift to capitation 
payments in PHOs was 
intended to encourage 
greater flexibility of 
service delivery across a 
range of providers, 
However funding streams 
remain fragmented and 
most of the money is still 
directed to GP services 
with limited access for 
nurses and other health 
professionals (Ashton 
2008) 

Likely that 
capitation will 
lead to the 
increase in 
employment of 
health 
professionals in 
the practice such 
as allied health 
workers, as 
doctor specific 
fee for service 
payments are 
replaced with 
bulk funding 
(Crampton, Davis 
et al. 2005) 

Open communication; 
inter professional 
respect and 
uninterrupted times for 
meeting all key to good 
teamwork. 
 
As an aside, fees for 
healthcare have not 
fallen significantly 
despite change of 
funding structures and 
significant increase in 
govt expenditure on 
health care (Cumming, 
Mays et al. 2008) 
 

Salary Payment 
Method 

New 
Zealand 

(Pullon, 
McKinlay 
et al. 
2009) 

Doctors and GPs 
paid a salary for 
the work they do 
on a set roster 
with hours and 
professional 
demands 

Implicit Salaries are not widely 
used in the health 
sector in NZ. They are 
sometimes found in 
community based 
healthcare services, 
and definitely in the 
third sector that 
services mainly low 
SES and Maori 
populations 

Salaries put all health 
professionals who work 
together on an even 
platform, while also allowing 
the control of costs better. 
Used only in the poorer 
health settings because it is 
not preferable payment 
method to doctors that are 
income maximising, but 
more appealing to those with 
a consideration for who they 

Not widely implemented, 
again, usually only in the 
third sector, such as 
Health Care Aotearoa.  

Salaried practices 
where doctors 
and nurses alike 
were employees 
were considered 
by some 
interviewees to 
be particularly 
supportive of 
good teamwork. 
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are helping and the need to 
maintain costs 

Pay for 
Performanc
e- PHO 
performance 
managemen
t 
programme 

Payment 
Method 

New 
Zealand 

(Buetow 
2008) 
(Gauld 
2008) 

Pay for 
performance 
translates to 
directed 
payments for 
achievement of 
specified targets 

Explicit P4P and performance 
indicators have been 
introduced to PHOs for 
them to qualify to 
receive payments. It is 
part of the PHO 
Performance 
Management 
Programme. The 
programme was 
introduced after the 
PHO structure was put 
in place. 

After the introduction of 
PHOs into NZ healthcare, it 
became evident that the 
government had no way to 
measure the performance of 
the PHOs and ensure that 
they are achieving the 
necessary integration with 
the community and servicing 
of low SES populations that 
the PHOs were designed to 
achieve. 

The PHO performance 
management program 
diverts scarce resources 
from other health care 
priorities.  
The bonuses are so small 
relative to total PHO 
income that they may 
prove ineffective as an 
extrinsic motivator and 
reward for achievement 
and improvement.  
It is also perceived that 
the programme is unfair 
because various PHOs 
administer different types 
of bonuses according to 
what is outlined by their 
DHB.  
Furthermore, PHO 
performance indicators do 
not necessarily reflect the 
values held by the 
funders, and no steps 
have been made to 
ensure that the measures 
of performance 
incentivised financially are 
the ones most appropriate 
and valued (Buetow 
2008) 

Related to 
qualifying for the 
bonus are 
supporting clinical 
governance 
infrastructure with 
a national policy 
that information 
and collaborative, 
multi disciplinary 
working in the 
sector can 
strengthen, 

Buetow discusses the 
need to align the P4P 
incentives with the 
values and goals of 
providers and major 
stakeholders. For 
example, teamwork 
should be factored into 
receiving a bonus, for it 
is an integral part of 
providing 
comprehensive and 
high quality PHC.  
 
Best way to measure 
incentive programs are 
through randomised 
controlled trials; 
however this is very 
challenging in PHC. 
 
Currently none of the 
pay for performance 
programmes 
adequately 
instrumentalises work 
motivation theories of 
how to offer external 
incentives in ways that 
support intrinsic goals 
such as professional 
competence and 
autonomy ((Buetow 
2008).  

Care Plus 
Program 

Payment 
Method 

New 
Zealand 

(Ministry 
of Health 
2004; 
Gauld 
2008) 

Care Plus 
program is a new 
initiative as part 
of the Primary 
Health Care 
Strategy. It 
provides 
additional funding 
to PHOs to 
provide additional 
primary and 
preventative care 
for people with 
chronic illness. 

Explicit Part of the PHCS, as a 
program administered 
by the DHBs to the 
PHOs, Consultation 
with these groups was 
extensive before 
introduction of the 
program. to improve 
access and quality of 
care particularly for 
poorer populations. 
This will reduce 
inequalities, improve 
teamwork within PHOs.  
There is the provision 
of an additional 
capitation funding 

Care Plus program attached 
extra funding to PHOs to 
provide extra services 
through primary care to 
chronically ill patients. PHOs 
could use this funding to 
employ PNs, pay for extra 
training or run education 
workshops in the 
community.  
The government provided an 
extra $2 per enrolled patient 
per annum for health 
promotion, although this was 
a belated initiative to 
recognise that PHOs 
needed additional funding in 

Evaluation conducted by 
a Care Plus reference 
group in 2003 through 
pilot programs. 
Was poorly received at 
some practices and 
government felt that the 
funding failed to target the 
people in need of the 
subsidy living in interim 
areas, Instead people 
who lived in high access, 
high SES catchments 
benefited from the 
program.  
Some practices report the 
additional IT support and 

Little literature so 
far on whether 
the care plus 
program 
improved 
teamwork. As the 
aim of the 
program was not 
to incentivise 
better team care, 
but rather to 
improve chronic 
care 
arrangements for 
patients, there 
may be few 
measures of this.  
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(approx 10%) to target 
about 5%of the 
enrolled population. 

order to improve their 
capacity to deliver 
population-based services. 

staff training that came as 
part of the program was 
very beneficial. 

Ministry article 
mentions 
extensively the 
role of the nurse 
in the program 
and the ‘care plus 
team’ 

GP-
subsidies 

Payment 
Method 

New 
Zealand 

(Ashton 
2005) 

GP-subsidies are 
part of the PHCS. 
There aim was to 
subsidise the co-
payment that 
individuals had to 
make to the GP in 
order to make 
them more 
accessible 
particularly for 
low income 
earners.  

Explicit The co-payment was 
set by doctors in the 
1940’s and continued, 
and patient subsidies 
were introduced at the 
same time. However 
inflation eroded the 
subsidies and 
individuals began to 
pay considerably more 
for there healthcare 
(upwards of $50 a 
visit). The strategy 
sought to make this 
more fair and smaller 
through introducing a 
new higher subsidy 
again.   

Initially the higher subsidy 
rates were only proposed to 
go to PHOs who had 
enrolled populations and a 
certain number of low 
income minority enrolees. 
This was to maximise 
equality of healthcare. The 
subsidy has since been 
extended to those under 24 
and above 65, with plans to 
roll it out further.  

Most of the subsidy 
payment has been 
passed onto the patients 
by reducing co payments 
(down to about $25 to $10 
to free). Pharmaceutical 
charges have also been 
reduced.  

Barriers to 
populations 
focused, 
prevention 
oriented, team 
based PHC still 
exist: still 
copayments and 
GPs do not pass 
on sufficient 
saving to 
patients. 
However GPs 
who do not pass 
on enough of the 
subsidy disqualify 
themselves for 
higher subsidies.  

 

Continuing 
Education/ 
Inter 
professional 
training 

Profession New 
Zealand 

(Pullon, 
McKinlay 
et al. 
2009) 
(Ashton 
2008) 
(Gribben 
and 
Coster 
1999) 

Continued 
education sees 
the training of all 
health 
professionals who 
work within the 
PHC context, to 
keep them up to 
date with their 
knowledge and 
skills.  
Inter professional 
learning is the 
training of health 
professionals 
together on tasks 
and skills such as 
CDM, so that they 
can operate as a 
team and improve 
the administering 
of treatment and 
planning for 
illnesses. 

Explicit Continued Education 
sector exists mainly for 
doctors. Because they 
take the lead role in 
PHC and oversee the 
work done by all the 
PNs, then maintaining 
their qualifications and 
skills is largely seen as 
the most important 
consideration. 
 
Weak history of inter 
professional training. 
There are few funding 
opportunities for 
training that 
professionals were 
aware of. 

No actual incentive exists to 
encourage inter professional 
training. Its absence is really 
a DISINCENTIVE to 
achieving effective 
teamwork in the primary 
care setting, and reflects the 
position of the NZ health 
sector and education sector 
that does not value the 
contribution of team care 
arrangements, despite 
government policy rhetoric 
that supports it. 
Also interesting that while 
government policy supports 
multi disciplinary care 
somewhat, they have not 
made any steps towards 
enhancing or mandating 
access or amount of inter 
disciplinary training. 

Savings due to IPAs 
provide funding for GPS 
to attend Continuing 
Education courses 
(Gribben) 
However generally, there 
is uni-disciplinary training 
of health professions with 
a focus of training for 
doctors and nurses in the 
hospital setting. 
Recommendations (by 
Workforce Taskforce) to 
rectify this include a 
national training 
framework for primary 
care nurses, inclusion of 
teamwork in 
undergraduate training 
programs, primary health 
care pilots to assess the 
clinical effectiveness of 
multi d training, and an 
educational pathway for 
practice managers 
(Ashton 2008) 

Despite 
government 
rhetoric that 
supports multi 
disciplinary 
training, there 
seems to be very 
little change 
occurring in the 
community and 
PHC setting. 
Doctors are still 
stuck in their old 
ways and seem 
reluctant to give 
up their 
autonomy and 
see the value that 
exists for 
themselves and 
their patients in 
maximising 
teamwork in 
PCH. 

Ministry of Health 
article on nursing 
states that primary 
care papers have only 
recently been 
introduced into Masters 
programmes.  

Regional 
Health 

Institutional 
Support 

New 
Zealand 

(McAvoy 
2005) 

Four bodies set 
up with global 

Implicit Set up as part of the 
reforms in 1996. They 

RHAs were intended to 
centralise funds to better 

As the RHAs have 
considerable control over 

RHAs were more 
a mechanism for 

RHAs and CHEs were 
replaced by a single 
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Authorities System budgets to 
contract out to 
doctors. They 
were responsible 
for purchasing all 
aspects of health 
and disability 
support for their 
resident 
populations. A 
cash limit on 
budgets was 
placed to cap 
spending. 

replaced the older 
Area Health Boards, of 
which there we 14. 
Crown Health 
Enterprises were also 
set up (23 of them) to 
manage competition 
especially amongst 
hospitals. The quasi 
market reforms of 
CHEs proved 
unsuccessful and were 
scrapped.   

implement and control 
programs and costs.  

the allocation of budgets, 
they can release 
incentives for change that 
improve team work 
arrangements. Indeed, 
this has already been 
done with the allocation of 
budgets only to those 
PHC settings that mirror 
the structure of PHOs 
rather than IPAs. These 
were scrapped however 
in response to GP dislike 
of the structure (McAvoy 
2005) 

change which 
sought to control 
costs more than 
to introduce and 
achieve team 
work in PHC 
settings,  

Health Funding 
Authority in 1996, 
which was then 
replaced by DHBs in 
1999 ((McAvoy 2005) 

District 
Health 
Boards 

Institutional 
Support 
System 

New 
Zealand 

(Cummin
g, Mays 
et al. 
2008) 
(Buetow 
2008) 

There are 
21District Health 
Boards that have 
been set up to 
replace the RHAs 
as part of the 
Health Strategy. 
There roles is to 
provide funding 
and structural 
guidance to the 
PHOs, and 
encourage and 
support the IPAs 
and independent 
practices to 
assume the new  
structures of the 
PHOs to become 
eligible for 
funding and 
grants 

Implicit Set up as part of the 
Primary Health Care 
Strategy in 2001, and 
intended to strengthen 
the democracy within 
healthcare.  

District Health Boards are 
designed as another 
mechanism to ensure the 
proper application of funds 
and administration of 
programs by the PHOs. 
They are intended as a 
support to encourage IPAs 
and independent 
practitioners to transform the 
way they practice.   

DHBs have proved 
important in regulating 
and following the 
development of PHOs. 
They implemented the 
PHO Performance 
Management Program, 
creating quality indicators 
to measure the success 
of the PHOs. However 
indicators have been 
criticised for not reflecting 
the true objectives of 
good primary health care.   

DHBs are also a 
mechanism for 
change that can 
work to better 
introduce and 
achieve team 
work in PHC 
settings.  

 

Independent 
Practitioners 
Association 

Institutional 
Support 
System 

New 
Zealand 

(Gribben 
and 
Coster 
1999) 
(Crampto
n, Davis 
et al. 
2005) 
)  
(McAvoy 
2005) 
(Kriechba
um, 
Crampton 
et al. 
2002) 

GPs have a 
privately owned 
practice which is 
part of an IPA. 
These groupings 
of doctors act 
together and take 
contracts from the 
Health Authority 
and DHBs for the 
provision of a 
range of health 
services. IPAs 
are run by boards 
made of 
physicians.  

Implicit Cropped up as part of 
reform of healthcare in 
NZ which tried to make 
it more efficient and 
cost effective (Primary 
Health Care Strategy) 
in 2001. Based on 
North American system 
of IPAs.  
 
Developed largely in 
response to creation of 
RHAs, as doctors 
began to feel 
threatened and saw a 
need to band together 

GPs are grouped together 
and work collaboratively to 
provide services in the most 
effective and efficient way, 
and thus generate income.  

In 1999, 83% of GPs 
belonged to an IPA. 
Savings of up to 23%. 
Excess money from IPA 
is used for electronic 
records, funding 
pharmacy facilitators, 
developing guidelines for 
prescribing and feedback, 
for practice nurser 
support, and to pay for 
CE courses for GP- 
therefore adds 
significantly to 
collaborative efforts of 
GP. 

Large, 
heterogeneous 
teams were less 
evident in IPAs 
which employ the 
majority of GPs 
(Crampton, Davis 
et al. 2005) 

Not any quality 
measurements 
attached to it so while 
IPAs might be 
functioning well in 
terms of money and 
physician satisfaction, 
it is questionable and 
unknown how much 
satisfaction there is for 
patients. 
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to compete with the 
power, budgets and 
pull of the RHAs.  

Government reforms 
encouraged IPAs to 
morph into PHOs in order 
to receive funding, to 
overcome the problems of 
physician dominance that 
remained in IPA 
structures. Despite this, 
many IPAs still exist and 
are very successful 
financially and clinically. 
Indication that GPs now 
have more power 
because organised into 
IPAs, that have some 
links to PHOs, and thus 
have a larger voice and 
access to govt (McAvoy 
2005) 

Primary 
Health 
Organisatio
ns/ Primary 
Care 
Organisatio
ns 

Institutional 
Support 
System 

New 
Zealand 

(Gribben 
and 
Coster 
1999) 
(Gauld 
2008) 
(Crampto
n, Davis 
et al. 
2005; 
Hefford, 
Crampton 
et al. 
2005; 
McAvoy 
2005) 
(Ashton 
2005) 

PHOs are a way 
of organising 
primary care in 
NZ. Each PHO 
services an 
enrolled 
population 
(between 3,000 
and 350,000) on 
a capitation basis 
with additional co 
payments for 
those who can 
afford it, and free 
access for those 
in marginalised or 
low SES pops. 
The PHOs seek 
to introduce multi-
d teams, 
community 
governance and 
capitation. 

Implicit Part of the changes 
made during the 
Primary Health Care 
Strategy introduced in 
2001, in which the 
govt, provided an 
additional 1.7 billion to 
the primary sector in 
funding (Ashton, 
2008). 
Introduces a 
population funding 
model.  
They have their roots 
back in 1980’s when 
they were set up as 
large not for profit 
community based 
health providers, 
particularly targeted to 
Maori populations. 
 

PHOs are responsible for 
ensuring that their 
constituent general practices 
and community 
organisations  provide 
comprehensive, continuing 
and coordinated care to their 
enrolled populations, 
including health promotion 
and prevention programmes 
(Crampton, Davis et al. 
2005) 
PHOs have specific 
obligations of access to 
minority populations which 
require them to subsidise 
costs of health care through 
‘access funding’, and the 
meeting of quality indicators 
for care for minority groups 
(Hefford). Community and 
Maori involvement in 
governance is required also. 

81 PHOs exist. 
Received funding from 
DHBs only if they were 
qualified PHOs for 
services to improve 
access and care plus 
programs aimed at 
providing additional 
primary and preventative 
care for people with 
chronic illness (Gauld 
2008) 
Some smaller PHOs have 
struggled to perform all 
activities expected of 
them- few have tacked 
the area of access, care 
plus and health promotion 
activities (all the activities 
that require, demand and 
promote teamwork). 
Issues surround 
administration and 
management costs 
associated with PHOs- 
calls for some reform 
recently to overcome this 
(there followed a 
government 
commissioned study 
which found admin costs 
are 7-15% of budget.  
Some areas have multiple 
PHOs while others have a 

PHOs are a 
primary care 
reform introduced 
recently, however 
they have not 
been introduced 
with the vision of 
them improving 
collaborative 
efforts and 
teamwork in 
primary care, but 
rather used as a 
vehicle for the 
government to 
get some power 
back in the health 
sector on setting 
charges and co 
payments. 
 
Critiques of the 
program suggest 
there was not 
enough group 
consultation 
 
Teams were 
largest and most 
heterogeneous in 
community-
governed not for 
profit practices, 
which employed 

IPA meant to be 
absorbed into PHOs 
for three reasons 
- introduce capitation 
with an enrolled list 
- increase collaboration 
between health 
professionals- IPAs 
seen to be too 
institutionalised 
- making organisations 
community based 
rather than private 
organisations 
- achieve a wider 
spread of healthcare 
services by requiring 
PHOs in every region 
and linking financial 
incentives to this. 
PHOs were introduced 
without any piloting so 
lots of policy 
development has 
occurred since their 
inception, including a 
performance based 
funding framework 
(PHO Performance 
Management 
Programme). 
Even though 
community-governed 
non-profit practices 
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single network which 
works much better and 
encourages teamwork 
rather than competition 
(Ashton 2005). 

about 3% of 
country’s GPs 
(Crampton, Davis 
et al. 2005). 

provide a model for 
population-based 
primary care, path 
dependence theory 
suggests that policy 
constraints will have to 
be addressed in a 
positive manner if 
population-based 
primary care is to be 
implemented widely 
amongst more 
practices (Crampton, 
Dowell et al. 2000).  

Third sector Institutional 
Support 
System 

New 
Zealand 

(Gribben 
and 
Coster 
1999; 
Crampton
, Dowell 
et al. 
2000) 

The third sector is 
the non-
government, non 
profit sector. In 
the New Zealand 
health sector, the 
major third sector 
providers are 
union based 
health services 
and Maori tribally 
based health 
services.  

Implicit Essentially developed 
as a response to 
financial barriers to 
access for primary 
health care services. 
Characterised as a 
Maori for Maori health 
sector to help reduce 
the health disparity that 
exists between Maori 
and non Maori NZs 

Developed n response to 
financial barriers to access 
for primary care services, 
especially among low 
income pops. 

Charges for services are 
often $0. This format of 
services allows consumer 
groups and Maoris to 
exercise more control 
over primary care 
services. These services 
are part of the small 
community based sector 
that has the most 
heterogeneous makeup 
with a wider range of 
health professionals 
working together including 
midwives, nurses, doctors 
and allied health.  
 

Third sector 
provides a great 
example of how 
teamwork can 
operate if all 
parties involved 
seek that model 
to operate.  

The largest third sector 
organisation is Health 
Care Aotearoa, an 
umbrella group for 
around 30 providers. 
All members are 
capitation-funded and 
typically have non-
hierarchical 
management 
structures which 
include community and 
staff representatives. 
Approximately 12,000 
patients are registered 
with care provided by 
primary care teams, 
including 63 GPs. 

Community 
Developmen
t Models 

Institutional 
Support 
System 

New 
Zealand 

(Gribben 
and 
Coster 
1999) 

Empowering 
communities to 
act and identify 
their health 
problems and 
possible 
solutions, which 
usually have 
greater success 
for the 
interventions.  

Explicit The social reform 
through the community 
movement has roots in 
the 1960s but is 
relatively new to the 
health sector.  

Allow the mobilisation of 
community resources to 
their full extent to provide for 
teamwork in healthcare.  
A major goal is to reduce the 
health status inequality. 
A major example is an 
immunisation program 
delivered by multiple 
community agencies inn 
response to a breakout of 
meningitis.  

Some IPAs (e.g. Mangere 
Services Health Trust) are 
adopting the community 
develop module, and 
other not for profit 
organisations and PHOs 
are encouraging this form 
o health care delivery. 
The focus of the PHO on 
community ownership is 
an important step towards 
achieving this.   
Gribben states that this 
model would not be 
acceptable to the vast 
majority of health 
professionals in NZ. 

The model 
promotes 
communities to 
take an active 
role in their 
healthcare, and 
would require the 
integration and 
teamwork of all 
health care 
providers in the 
community. No 
incentive 
currently exists to 
encourage this, 
more so it is a 
natural evolution 
of PHC in NZ 

 

Information 
managemen
t Systems 

Institutional 
Support 
System 

New 
Zealand 

(Ashton 
2005) 

Electronic health 
records are 
computerised 

Explicit Little regulation or 
management of 
electronic health 

It is being increasingly 
recognised that electronic 
health systems are required 

While some DHBs are 
collaborating on IT 
development, in many 

Lack of electronic 
records makes 
coordination by 
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systems of health 
records shared 
between multiple 
providers for 
timely and correct 
health services. It 
uses reminders 
for patients with 
chronic illnesses 
and complex 
needs also. 

systems by NZ. 
Because of 
independence of 
health networks and 
providers, there has 
been little opportunity 
or desire to share 
information.  

for a health system that 
seeks to integrate services 
and care.  

cases it has been left up 
to the individual PHOs to 
develop their own IT 
infrastructure. Failure to 
take this opportunity to 
ensure compatibility of 
systems across PHOs, 
DHBs and other providers 
will inevitably inhibit the 
coordination of care and 
result in expensive 
duplication of services 
and delays in access to 
timely care. 

PHC team very 
difficult. This is  a 
major obstacle 

Program for 
health 
needs 
assessment 

Regulatory 
Frameworks 

New 
Zealand 

(Gribben 
and 
Coster 
1999) 

Program which 
outlines the 
patterns of 
morbidity in a 
local population 
to allow the PHC 
team to better 
locate, diagnose 
and treat potential 
illness in patients. 
Could be 
undertaken as 
part of the PHO 
application 
process, so that 
communities can 
recognise where 
their needs and 
shortages lie.  

Explicit Growing area of 
research, based on 
community 
development theory.  

In theory, will operate in 
PHOs who have teams and 
community links that make 
them capable of undertaking 
a needs assessment. 
Not able to locate any 
examples of this to date in 
literature. 

Not yet operative. 
Gribben article makes no 
mention of it operating in 
a practice setting yet. 
 
Requires systems that 
ensure the transfer of 
information between team 
members and practices in 
the area to ensure good 
patient outcomes and 
proper effective team 
care. 
  

Should be 
encouraged to 
occur across the 
board in all PHC 
settings in 
communities, to 
indentify areas of 
improvement and 
reform. It is a 
feedback 
mechanism that 
can improve 
collaboration and 
team work in 
PHC by 
recognising there 
is a need for it. 

 

Quality 
Improvemen
t Guidelines 

Regulatory 
Frameworks 

New 
Zealand 

(Buetow 
2008) 
(Crampto
n, Perera 
et al. 
2004) 

Quality guidelines 
or quality 
improvement 
guidelines seek to 
define indicators 
for measurement 
to test if a PHC 
setting is 
achieving 
necessary targets 
for a suitable 
level of care. 
Quality guidelines 
can test clinical 
effectiveness, 
health outcomes 
and practice 
arrangements or 
processes. 

Explicit Only quality 
frameworks that exist 
currently are part of the 
PHO performance 
management program, 
and a few quality 
initiatives. 
Like above, guidelines 
have not been 
particularly popular in 
the very independent 
PHC sector.  
 

DHBs operate with 
independence and inform 
their PHOs how to operate 
differently. This creates a lot 
of variation in policy 
between the different 
geographical areas.  
While it is therefore very 
difficult to communicate one 
national strategy, when such 
a strategy is developed, it 
often comes under fire (as 
the PHCS did) from the 
GPs.  
There is a need to 
communicate with all 
stakeholders before 
implementing something like 
national quality guidelines 
because professionals, most 

There is no national 
quality improvement 
framework for primary 
health care and existing 
quality programs are 
limited. 
Quality initiatives exist 
that include professional 
requirement for vocational 
registration of general 
practitioners and the 
introduction of a voluntary 
system of practice 
accreditation. However 
neither of these initiatives 
seeks directly to improve 
team care arrangements 
and teamwork, but rather 
to improve quality 
outcomes which are 

Quality 
frameworks will 
only improve 
health if they 
target team work 
as an indicator for 
quality and 
success. 
Currently in NZ, 
the guidelines are 
lacking, with no 
focus on 
achieving or 
maximising team 
work in the PHC 
setting,  
New approaches 
of measuring 
performance may 
be required to 

Buetow voices a 
concern that regulatory 
activity may encourage 
misrepresentation of 
performance and 
decisions to practice in 
geographic areas with 
compliant patient 
populations. This may 
reinforce or increase 
disparities between 
providers and stimulate 
quality improvements 
that are temporary 
rather than ensuring.  
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conspicuously, will not be 
extrinsically motivated to 
improve or achieve targets 
unless financial incentives 
reflect their own values and 
support their intrinsic needs.  

measured by access and 
improved health of 
patients. 
The performance 
management programme 
is an example of a quality 
improvement program. It 
has six clinical indicators, 
three process indicators 
and two financial 
indicators.  

serve this new 
strategy to build 
effectiveness of 
multi disciplinary 
teams 
(Crampton, 
Perera et al. 
2004) 

Frameworks 
for clinical 
governance  

Regulatory 
Frameworks 

New 
Zealand 

(Buetow 
2008) 
(Crampto
n, Perera 
et al. 
2004) 
(Malcolm 
and Mays 
1999) 
(Kriechba
um, 
Crampton 
et al. 
2002) 
(Hefford, 
Crampton 
et al. 
2005) 
(McAvoy 
2005) 

Frameworks that 
outline how the 
practice should 
work in terms of 
operations, 
scopes of 
practices, clinical 
guidelines and 
professional 
pathways, career 
opportunities and 
education, and 
funding.  
Clinical 
Governance 
holds health 
providers 
accountable 

Explicit GP settings are 
notoriously 
autonomous and 
independent in NZ. 
They consider or 
implement very limited 
regulatory frameworks 
provided from a 
governmental or 
professional 
standpoint. Those who 
participate in the IPA 
have worked together 
over the past 5 years 
on a model of clinical 
governance, and are 
able to achieve so 
much in this area 
because they are 
protected by their 
professional 
dominance in IPAs.   

Clinical guidelines would 
operate as a quality 
mechanism to ensure that 
the PHC practice is 
achieving targets and 
undertaking certain roles as 
required.  
 
Performance indicators are 
being developed as part of 
improvements in clinical 
care that directly address 
access for minority 
populations (Hefford, 
Crampton et al. 2005). 
Clinical governance of PHOs 
demands the contribution of 
Maori and disadvantaged 
populations also.  

Concern by Buetow that 
perceived regulatory 
activity may ‘crowd out’ 
intrinsic motivation, 
discourage innovation 
and elements of personal 
and holistic care not 
easily measured or 
rewarded financially, and 
produce unsatisfying and 
stressful workplaces.  
However, the IPAs have a 
well established 
infrastructure, including 
staff, information systems, 
clinical guidelines, peer 
discussion groups and 
personalised feedback on 
clinical performance.  
The IPA s have used 
money saved from 
operating as a service 
together, to develop new 
and better services 
(Malcolm and Mays 1999) 

Similarly to 
quality framework 
below, clinical 
governance 
frameworks 
MUST outline 
team work as a 
necessary 
component and 
desired 
characteristics of 
the practice and 
all practices, if it 
is to be 
implemented on a 
national scale. 
Not sure, as it is 
coming from the 
perspective of the 
IPA, that 
teamwork would 
have factored 
highly in their 
modelling of 
clinical 
governance. 

Buetow mentions 
performance 
standards, which must 
reflect patient values.  
 
The peer review 
process is discussed 
briefly. In Kriechbaum 
study, all four IPAs 
reviewed had active 
peer review groups 
founded by RNZCGP. 
 
Minimal funding has 
been provided to PHOs 
particularly through 
PHCS, for 
infrastructure 
development, quality, 
information technology, 
and governance 
capacity 
building(McAvoy 2005) 

Primary 
Health Care 
Strategy 

Regulatory 
Framework 

New 
Zealand 

(Crampto
n, Davis 
et al. 
2005; 
Cumming
, Mays et 
al. 2008) 

This strategy was 
introduced in 
2001 to reform 
the primary care 
system in NZ 
which was 
suffering 
considerable 
access problems 
and financial 
barriers for Maori 
and low SES 
populations. Care 
was provided in 
PHC through 
outdated 

Explicit Release in 2001, it 
charts a course for 
primary care that draw 
s on the experience of 
the community 
governed non profit 
sector. Primary care 
and public health 
strategies are 
expected to be 
coordinated and inter-
meshed, through new 
umbrella organisations 
called PHOs.  
Based on the New 
Zealand Health 

Aimed at strengthening the 
role of primary health care in 
order to improve health and 
to reduce inequalities in 
health. New funding would 
be provided to reduce fees 
that patients pay when they 
use primary health care 
services in NZ, to improve 
access and to increase 
service use.  

The primary care strategy 
poses challenges to 
primary care teams as 
they are currently 
constituted in traditional 
practices that are likely to 
be beyond their means to 
fully respond to 
(Crampton, 2005) 
The strategy has not yet 
proved completely 
successful in reforming 
healthcare. It has reduced 
costs through IPAs, 
whose creation has 
spurred competition in 

PHCS did not 
have as a central 
aim, the 
improvement of 
teamwork and 
collaboration in 
PHC. It sought to 
improve access 
for poorer 
populations, 
through providing 
services base 
don a community 
model that 
integrated social 
services as well. 

Vision of 10-15 years- 
heading towards the 
end of the plan now.  
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hierarchical, 
traditional models 
that give the GP 
all the power and 
income.   

Strategy of earlier, and 
the New Zealand 
Disability Strategy.  

PHC. Marginalised 
groups have better 
access through the 
establishment of PHOs 
and programs that target 
them. This has not shown 
much advantage for the 
remaining population who 
still incur high costs and 
traditional PHC models.  

This has proven 
to be a very 
effective model, 
and hopefully 
incentives 
surrounding team 
improvement 
such as 
education, will 
follow soon.  

Practice 
Nurse 
Subsidy 

Workforce 
Models of 
Care 
(financial) 

New 
Zealand 

(Davies 
and 
Booth 
2000; 
Ministry 
of Health 
2005) 

GP practices 
could access a 
practice nurse 
subsidy that 
provided 
approximately 
half of the wage 
of a practice 
nurse. About 23% 

Explicit About 23% of all 
nurses work in PHC. 
There are more nurses 
than doctors in primary 
care (over 23,000). 
NZ was one of the first 
countries to introduce 
nurses in GP in 1971 
however they were 
introduced as a 
support worker for the 
doctor, not as an 
autonomous or 
independent health 
professional capable of 
contributing to the 
running and 
management of the 
team and improving 
the health of the 
community. 
Historically, nurses 
have been quite 
disempowered from 
primary care decision 
making as a 
professional group.  
The funding to get 
extra nurses into 
practice has not 
necessarily translated 
into professional 
respect and freedom.  
In 1998, the Ministerial 
Taskforce on Nursing 
recommended 
strategies to remove 
barriers. A further 
report in 2003 
highlighted the need 
for a culture change if 
nursing is going to 
contribute fully to PHC.  

The funding was provided by 
the government to the GPs 
to introduce nurses into the 
setting to help support 
doctors in their role. While 
this was progressive in the 
1970s, nurses seem to be 
playing a similar role today. 
Recent calls have been 
made to update the 
professional status of 
nurses. They work in more 
collaborative settings in 
community led health 
facilities, but their role 
remains dominated in 
traditional solo or IPA based 
health settings.  

Main driver of revenue 
was subsidies that 
required services to be 
delivered by GPs, not the 
nurses. Therefore these 
services were delivered 
by GPs rather than the 
PNs, making their role 
somewhat redundant. The 
role of practice nurse was 
thus tightly circumscribed 
and there was effectively 
no mechanism for new 
types of provider to begin 
to offer publicly funded or 
subsidised services 
(Davies and Booth 2000) 
 
Improvements have been 
made incrementally with 
the introduction of some 
nurse practitioners and 
the independence of 
midwives who have 
separated professionally 
from doctors and taken 
over 70% of maternal 
health services with them 
to independent practices. 
However, the role of the 
PN in a standard, 
common practice is still 
very limited and under the 
control of the GP.  

The practice 
nurse can 
contribute 
significantly to the 
smooth operation 
of team care 
Arrangements in 
the general 
practice, however 
very few 
practices utilise 
the nurse in this 
way. Traditional 
doctors maintain 
the work 
hierarchy and 
with little inter 
professional 
training or desire 
to share the 
responsibility for 
patients and 
tasks, nurses in 
general practice 
remain secondary 
and the new 
global 
conceptualisation 
of the primary 
care team  never 
really develops. 
The historical 
idea of the GP as 
leader, nurse as 
secondary and 
admin as support 
remains.   

Ministry report outlines 
a number of separate 
initiatives including 
primary care nursing 
networks, emerging 
role of the NP and 
greater case 
management role and 
capacity. Report notes 
that nurses working in 
primary care DO NOT 
refer to themselves as 
primary care nurses- 
interesting 
identification. Also 
barriers in career 
pathways and 
development, and 
limited scopes and 
inequality. 
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* Incentive mechanisms fall into one of five overarching categories: payment method, regulatory framework, profession strategies, institutional support systems or workforce models of 
care 
^ The incentive is either directed to effect financially, regulatory or professionally. Implicit incentives are contained, although not openly stated in the conditions of employment. Explicit 
incentives are incentives that openly attempt to modify the behaviour and outcomes of an individual or system in a desired way.   
Incentives in red are indirect incentives, and have less of a direct impact on the tight knit team relationship, however are still very effective in achieving change. How this change is 
generated and manifests is a major component to this research project.  
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The United States: 

A Brief Summary of the Health System and Incentives Mechanisms 
 

The major underlying principles for the US system of health care are ensuring consumer choice and maximising the positive effects 
of the market. It is essentially a private system with some public provision through the Medicare (for the elderly) and Medicaid (for the 
poor) programs. 72% of Americans were covered by Private Health Insurance in 2000 (Irvine, 2002). During the 1990’s, insurance 
was covered by a fee for service model in which patients could choose their own provider. Rising health care costs saw the 
implementation of managed health plans, in which individuals sign up, or are signed up by their employer, to a particular type of plan 
and receive access to particular linked services and providers. Health plans require contractual agreements between providers and 
purchasers, thus making cost containment more achievable (Go, 1994).  
 
Up to 64% of Americans receive their health care cover through employment (Go, 2006). There are thousands of variable plans and 
arrangements that employers can provide their employees, and some employees receive a choice of plan while some are only 
offered one. There are tax breaks for paying health care premiums through employers, as the costs are taken out of pre tax earnings. 
There are also health care purchasing operatives that work for particularly large public or private organisations. Working as a larger 
group, they are able to consolidate their power and increase their bargaining potential (Go, 2006). 
 
Those unable to get health cover through their workplace must purchase it through private funds. Premiums can cost upwards of 
$15,000 a year. In 2000, it was estimated that 39 million individuals had no insurance (Curtis, 1995). They are still able to access 
care for any problems, with funding derived from a ‘safety net’. The cost of covering the uninsured population is enormous and 
incurred by those who do pay insurance premiums and taxes.  
 
Specialisation has been the major focus of the American health care system, with doctors choosing to up skill themselves in a 
particular area to increase their capacity for earnings (Binderman, 2003). Most doctors operate out of hospital settings, and can be 
accessed by any patient providing they have the ability to pay and/or are part of a contractual health plan. General practitioners are 
referred to as ‘family practitioners’ and are a limited and comparatively small component of the American health care system. They 
are poorly renumerated, often considered redundant when specialists are available, and possess little actual gate keeping role to 
control the flow of patients into acute settings (Sandy, 2003).  
 
Where available, primary care is mainly delivered through group practices that involve a wide healthcare team encompassing the 
non-physician workforce, which has been developed with considerable strength since the 1960’s led by Vietnam War veterans who 
returned skilled yet officially underqualified to perform similar medical procedures as doctors. The non physician workforce includes 
physician assistants, nurse practitioners and practice nurses (Hooker, 2003). In addition, other health professionals work in larger, 
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integrated general practices including physiotherapists, psychologists and midwives. In the United States, there are some fine 
examples of healthcare provided through integrated team arrangements. Such arrangements typically involved communication 
protocols, advanced electronic data systems and a strong perception and understanding of all involved professions. Payment 
methods are usually more equal, with salary or group incentives predominating.  
 
In recent years, the importance of the primary care sector has been increasingly recognised as various programs and initiatives have 
been funded and developed, and the failure of the rest of the American health care system has become so obvious (Bodenheimer, 
2003). The US health system is the most expensive in the world, and provides top notch quality and technologically innovative care 
to a few, and no care to many others (Go, 2006). The predominance of fee for service means there have been few incentives to 
provide holistic or preventative care but rather reward the physician with payments for expensive and multiple procedures (Frolich, 
2006). Consumers who have insurance have no incentive to economise their health care either, or take personal responsibility for the 
health choices they make (Etz, 2008). Selective doctors do not want to treat those on Medicare of Medicaid for they fail to receive 
enough of a reimbursement from the Government to cover the costs of treating the patients (Bindman, 1994; Grabowski, 2007). 
Generally, such patients also require extensive and multidisciplinary care which is even more expensive to provide. The programs 
and clinics that exist for those on Medicare and Medicaid are insufficient, while those individuals who earn too much to receive these 
benefits, but too little to receive employer health cover of be able to buy their own are at substantial risk in the US health care 
system. 
 
In recent times, America has paid greater attention to the success stories in primary health care and begun to implement changes 
that will better align these systems. The development of the integrated Veteran Health Affairs networks in which returning service 
people receive their care no longer through expensive and uncoordinated hospital visits but through primary and community care 
services with managed care plans and coordinated information systems. In the long run, this better service of care has actually saved 
the Government considerable amounts of money (Young, 2000; Anderson, 2005).  
 
Another innovative approach to healthcare is the example of the Kaiser Permanente Health System run in the District of Columbia. It 
is an integrated network of providers that service over 8 million Americans (Feachem, 2002). It is cost effective, technologically 
progressive, experiences very high levels of patient and doctor satisfaction and operates in a highly coordinated and integrated team 
based manner. Kaiser Permanente eliminated financial incentives in the early 1990s in lieu of group based incentives that promote 
and reward effective teamwork (Hutchinson, 2006, 20; Rosen, 2008z).  
 
The Future of Family Medicine project combines 7 family medicine organisations that are changing how they operate to better 
integrate their systems, change the perception of the role of the family practitioner in the US and create real health reform and 
change to the lives of the American people (Martin 2004). Doctors receive capitation payments for a patient list with added bonuses 
for fulfilling chronic care targets and quality based incentives. This project strongly recognises the need to have an integrated and 



 64 

highly skilled, coordinated team of various health professionals who are easily accessible through open scheduling (same day 
appointments). 
 
Chronic Care Management has been a major concern to the United States as it now consumes three quarters of total national health 
care expenditure (Bodenheimer, 2006). Family physicians deal with the majority of chronic illness and management. In response to 
the poor system of care in place, Chronic Care Models were developed in the late 1990’s and have been a focus in primary care 
settings. They have been implemented and sustained in a few settings including Lovelace Health Systems in Albuquerque and 
Group Health Cooperative of Puget Sound in Seattle; however poor outcomes and failed models have also occurred (Bodenheimer, 
2003).  
 
There has also been a recent growth of the solo practice, especially in the more remote or rural parts of America. These practices 
have reported a high quality of care provision as well as a profitable turnover and low overheads. While it is a ‘solo practice’, this term 
refers more so to it employing a single doctor with a well trained team of assistant nurses and administrative staff (Iliff, 1998; Moore, 
2002). Such a practice could not run without these support mechanisms.  
 
Incentives have been an interesting component in the US healthcare system. Typically, doctors have responded to earnings, and 
have acted in ways to maximise these at the cost of much else (Super, 2006). This as well as the importance of professional status, 
continue to be the major influencing factors in the US healthcare system. The government needs to offer incentives to encourage 
primary healthcare practice that are suitably aligned and can predict and fulfil the intended outcomes- this is no easy feat (Mechanic, 
2008). Without encouragement, a number of aspiring physicians will specialise in a non primary field to the detriment of general 
practice once again.  
 
Within the health system in the United States, there are many disincentives to teamwork and integrated care. The most notable are 
the administration of specialty withholds for physicians who provide referrals and niche carving. While speciality withholds were 
introduced to reduce the passing off of difficult patients under a system of capitation, this punishment for referral operates as a 
disincentive to work towards team care (Forrest, 2006). Psychologically, physicians are having something taken away from them for 
involving others in the care of their patient, and this cannot be helpful in a system that needs team care arrangements. A further 
disincentive is niche carving, in which family physicians are encouraged to specialise in a specific component of healthcare 
(Binderman 2003; Goldberg, 1999). This digs away at the apparent skill set of the family physician who as a generalist provider, must 
compete with other, more highly skilled and specialised physicians. Rather than increasing the focus on specialising in the United 
States, the health system needs to provide incentives that suitably train and promote the family physician as a qualified and capable 
medical professional able to diagnose minor problems and refer more serious ones, thus saving the American health system vast 
quantities of money.  
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The primary medical team has proven to be a success story in limited experiences in the United States. The Kaiser Permanente 
Network services over 8 million Americans through a highly organised and integrated network of services that combine primary care 
with secondary and acute facilities, uses information technology to create linkages, and promote teamwork amongst employees by 
paying everyone on a system of salary, undertaking group training and education, and using communication protocols and specific, 
defined scopes of practice to ensure professional clarity. The Veterans Health Affairs Network is a similar initiative with successful 
results for team care arrangements and high quality outcomes for patients, as are learning collaboratives in New York (Gordon, 
2004). 
 
Incentive Table 
 

Incentive Incentive 
Mechanis
m* 

Country 
of 
applicat
ion 

Source Explanation of 
Incentive 

Implicit/
Explicit 

C
o
n
t
e
x
t 

Policy 
Framework 
underlying 
Incentive 

Intended Outcome of 
Incentive 

Application and 
Response of 
Incentive 

Relationship of 
Incentive to 
Teamwork in 
PHC 

Comments/ 
Interpretation of 
Interaction 
between teams, 
incentives + 
PHC 

Fee for Service Payment 
Method 

United 
States 

(Super 
2006) 
(Robins
on 
1999) 

Payment per 
service. Services 
attract different 
costs. Dominant 
payment scheme 
in FP. 

Implicit  Super argues 
that physician 
payment policy 
has been 
caught in a 
struggle for the 
last 70 years- 
between FFS 
and capitation. 
FFS medicine 
has seemed to 
predominate so 
far in solo 
family practice, 
as it has 
clearer 
incentives, with 
more time 
spent on 
patients 
equalling more 
money.  

Fee for service should 
result in a patient 
receiving the care the 
need, occasionally it 
may result in over 
provision of services, 
but should never result 
in under provision. 
Promotes piecework 
approach to care and 
increased patient 
volume rather than 
continuity 
comprehensiveness or 
integration of care and 
teamwork.  
Medicare greatly 
undervalues services 
of FP and FFS re 
imbursement is very 
poor, making it near 
impossible for FPs to 
be in a sound financial 
position to introduce 
innovative team care 
integrated 

If incidents decrease 
due to good innovation 
by practices, such as 
in the case of chronic 
illness, many FPs lose 
money because they 
lose the ability to 
charge for care. Need 
fee for service for 
management of 
chronic illness 
specifically. Also need 
to be sure the fee 
follows through to the 
team member who 
conducts the care, not 
just into pockets of 
doctor, other 
teamwork will be 
comprised as other 
team members may 
resent their reward 
going to the doctor.  
 

FFS rewards 
the physician 
only for the 
work of 
everyone who 
participates in 
the medical 
care of a 
patient. It 
incentivises 
physicians to 
offer more care 
and services, 
longer hours 
and increase 
their capacity by 
introducing new 
team members 
(if financially 
viable). 
However those 
team members 
do not reap the 
benefits of their 
hard work.  

Fee for service 
represents a 
system where 
payment 
incentives are 
not aligned with 
the drive to 
improve quality. 
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management. 
Salary Payment 

Method 
United 
States 

(Robins
on 
1999) 

Fixed payment for 
a set employment 
term and 
structure. 

Implicit  Used widely 
across 
multispecialty 
medical 
groups, such 
as Kaiser 
Permanente. 
Often PA and 
NPs are on 
salary in 
smaller 
practices, while 
physician is 
FFS.  

Easy to control costs, 
no incentives mean 
that doctors should 
automatically act in 
the best interest of the 
patient. 
Team care can 
operate smoothly 
because of equality of 
payment structure.  

Incentive to work less 
hours, produce fewer 
services and treat 
simplest cases. 
Contractual 
arrangements can 
overcome these 
problems. No onus on 
FP to establish a 
team- needs to be 
provided by 
organisational 
structure. 

If the 
infrastructure 
for team 
arrangements is 
already in place 
the salary is a 
great payment 
option as it puts 
everyone on 
equal footing. If 
however you 
want to 
encourage 
physicians to 
employ more 
team based 
care, salary will 
not assist this 
as it does not 
reward greater 
effort.  

By infrastructure 
I mean that team 
arrangements 
have been 
established by 
govt regulations 
and 
organisations 
and that 
protocols and 
systems are in 
place for team 
work to operate.  

Capitation Payment 
Method 

United 
States 

(Robins
on 
1999) 

Payment occurs 
per patient on FP 
list. All costs of 
the patient’s 
medical expenses 
must be covered 
by the physician, 
except for some 
particularly high 
service patients.  

Implicit  Capitation has 
been 
introduced 
piece meal 
across the US. 
Usually pure 
capitation has 
not succeeded 
in the US, but it 
is often found 
as part of 
managed care 
plans as 
blended 
payment 
methods.  

Intended to encourage 
continuity of care and 
integrated services, 
knowledge of patients 
and follow through of 
problems. 
Can lead to better 
teamwork as FPs in 
practices must work 
together to reach 
targets and share risks 
(Robinson 1999) 

With capitation comes 
an avoidance of 
patients that have 
more complex health 
conditions. Few 
physicians have 
proven capable to 
manage care under 
capitation financing.   
Not widely adopted in 
pure form across the 
US. 
Patients are not in 
favour of capitation as 
it removes their ability 
to choose a physician.  

Capitation can 
assist in 
improving team 
work processes 
as physicians 
need to 
introduce more 
health 
professionals to 
suitably cover 
all the 
conditions that 
arise during a 
patient’s 
treatment for 
which they are 
responsible. It 
provides 
funding to 
employ NPs 
also. However, 
in the case of 
the US it has 
led to off 

Goldberg 
mentions shared 
capitation in 
which mental 
health care 
(carved out 
separately from 
PHC) and 
primary health 
care share 
common 
capitation and 
risk, is the only 
model that 
provides true 
financial 
incentives for 
integration 
((Goldberg 
1999), p.1073) 
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loading more ill 
patients through 
referral and 
avoiding 
responsibility 
and treatment. 

Blended 
Payment 

Payment 
Method 

United 
States 

(Phillips 
2005) 
(Robins
on 
1999; 
Davis 
2005) 

Blended payment 
models, as seen 
in UK, blend fees 
for service with 
monthly patient 
management fees 
or other forms of 
capitation.  

Implicit  Increasingly 
advocated as 
the solution to 
underinvestme
nt in the health 
system. These 
models would 
blend fees for 
service with 
monthly patient 
management 
fees or other 
forms of 
capitation to 
support the 
broader array 
of primary care 
functions and 
help avoid the 
particular 
pitfalls of the 
individual types 
of payment.    

This payment method 
supports the broader 
array of primary care 
functions and helps 
avoid the pitfalls of 
individual types of 
payments. This 
system reflects 
changes in PHC such 
as increase in 
email/telephone 
consultations. Blended 
payment systems 
target or reward 
desired behaviours 
such as chronic care 
management through 
team arrangements.  
Also includes form of 
risk adjustment as 
physicians can use fee 
for service for very 
sick patients. 

Need new models of 
funding to support 
New Models of 
Primary Health Care 
that has an increased 
focus on integrated 
teamwork. Best 
suggested model is 
P4P with bonuses for 
efficient and effective 
care and fee for 
service with capitated 
case rate payment 
system for managing 
patients with chronic 
conditions and case 
rates for episodes of 
acute care. 
 

Without new 
models of 
payment, new 
models of care 
(that include 
teamwork) will 
struggle to 
evolve ((Phillips 
2005), p.1401) 
Therefore, need 
payment 
systems that 
are going to 
support team 
work and the 
proper payment 
of health 
professionals- 
this seems to 
do so while also 
providing funds 
for 
infrastructure, 
staff salaries etc 
through monthly 
management 
fees.  
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Bonus Program Payment 
Method 

United 
States 

(Custers
, Hurley 
et al. 
2008) 
(Rosent
hal, 
Frank et 
al. 
2002) 

Bonus program 
that recognises 
general practices 
that provide 
comprehensive 
quality care and 
that are either 
accredited or 
working towards 
accreditation 

Explicit  This is the 
most 
commonly 
used incentive 
model in the 
US (Custers, 
Hurley et al. 
2008)p. An 
increasing 
number of 
studies suggest 
that such 
bonuses can 
improve 
performances 
in targeted 
areas- studies 
are not 
conclusive 
though 
 

Bonus programs 
assume that adding 
financial incentives for 
certain behaviours will 
increase the 
occurrence of such 
behaviours.  

Such bonuses may be 
effective, they are not 
often cost effective- 
they must pay 
bonuses to GPs who 
previously met the 
standard in order to 
motivate the change at 
the margin among 
those who did not. In 
the end, the majority 
of payments might go 
to people who would 
have met the 
standards anyway. 
Bonuses in place to 
reward activities such 
as consults via phone 
or time spend emailing 
patients through new 
systems of electronic 
records are bonuses 
for achieving better 
integrated services or 
team arrangements. 

Bonus 
payments can 
influence 
people’s 
behaviour, 
however it is 
important to 
consider exactly 
how, and 
whether the 
intended 
outcome is 
actually the 
elicited 
response. 
Bonus payment 
may be 
designed to 
reward people 
for signals of 
teamwork, but 
people may 
look like they 
are working as 
a team, but in 
fact are not.  

Variation in 
effectiveness of 
bonuses may be 
due to small size 
of bonus, inability 
to target the right 
people.  

Risk sharing/ 
profit sharing 
incentives 

Payment 
Method 

United 
Kingdo
m, 
United 
States 

(Custers
, Hurley 
et al. 
2008) 
(Goldbe
rg 1999) 
(Rosent
hal, 
Frank et 
al. 
2002) 

Budget neutral 
incentive scheme 
that places 
providers funding 
at risk based on 
achievement of 
specified 
performance 
measures. 
Providers must 
repay a portion of 
their payment to 
healthcare 
purchaser if they 
fail to meet 
performance level 
or purchaser can 
set aside funding 
until provider 
demonstrates 

Explicit  Risk Sharing 
model has 
existed for 
years in staff 
model HMOs.  
Adjusted 
according to 
the profit of the 
FP, shared with 
the purchaser. 
Medicare 
allows 
physicians to 
share in 
savings made 
on high quality, 
low cost share. 
 

Works on basis of 
Prospect Theory that 
people react to 
changes from the 
status quo rather than 
from the final levels 
therefore individuals 
place more value on 
losses than on 
equivalent gains. Thus 
withholding money of 
financial penalties may 
be more effective in 
driving performance 
than bonuses. 
On the flip side, profits 
that are made by the 
health care purchaser 
as a result of the GP 
are returned in part to 

Twice as common as 
bonuses and 
withholds. However if 
cost of implementing 
team care to create 
savings will cost more 
than the savings 
themselves, there is 
no longer an 
incentives for 
teamwork and team 
care.   
Good news is that 
profit sharing is based 
on the practice 
income, not the 
individual FPs work. 
 
Bad news is that it 
rewards under 

A shared risk 
model avoids 
cost-shifting 
battles and 
creates new 
incentives that 
reward 
recognition and 
treatment 
problems that 
would otherwise 
lead to more 
extensive 
utilisation of 
primary health 
care. It keeps 
the work within 
the prescribed 
team rather 
than referrals 
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performance can 
be met. 

the GP. utilisation of services outside 
(Goldberg 
1999) 

Pay for 
Performance 

Payment 
Method 

United 
States 

(Phillips 
2005; 
Peterse
n, 
Woodar
d et al. 
2006; 
Sorian 
2006; 
Mechani
c 2008) 

Pays doctors for 
their 
performance- 
rated according to 
cost efficiency, 
quality of care.  

Explicit  P4P incentives 
were 
developed 
largely from the 
Medicare 
Modernisation 
Act of 2003. 
They have 
existed for 
decades in 
systems in the 
UK. What is 
new is the 
effort to 
develop more 
comprehensive 
programs that 
cover important 
quality of care 
processes 
(such as 
teamwork) and 
to provide 
incentives to 
encourage 
them 

Greater specification 
of what is required and 
linking those 
requirements to 
payments will induce 
FPs to behave in the 
desired way. P4P has 
been operating 
through Medicare 
payments after the 
Medicare 
Modernization Act of 
2003. 
160 private P4P 
programs nationally 
e.g. Bridges to 
Excellence which 
focuses on diabetes, 
cardio care across 
various states. 
P4P programs will 
facilitate 
professionalism if they 
focus on establishing 
stronger partnerships 
and chronic care 
management 
(Mechanic) 

US Congress trying to 
pass bill for greater 
P4P, however not 
planning to attach any 
more money to it so it 
will not really act as an 
incentive, it will just 
change the way US 
funds are 
administered- could do 
more harm than good  
(Phillips 2005) 
Sorian asks if payment 
incentives lead to 
actual improvement or 
simply reward already 
high performing 
providers. Although a 
January 2004 analysis 
of P4P programs 
found that despite 
impediments to 
success, well crafted 
P4P initiatives are 
worth pursuing. 
Mechanic states most 
P4P programs in US 
are small and have 
only a minor impact on 
incomes.  

Complaint 
about payment 
arrangements 
of P4P is that 
they currently 
reward 
procedural 
medicine more 
than cognitive 
and educational 
services that 
make up a 
larger part of 
primary care 
team 
responsibilities. 
P4P however, 
can be changed 
to pay for tasks 
that encourage 
greater 
teamwork and 
information 
sharing.  

See Christianson 
et al 2007 
 
In some clinical 
situations, health 
care payment 
arrangements 
may actually 
produce 
disincentives for 
quality’ – 
Peterson 
discusses where 
financial 
incentives are 
appropriate in 
primary care to 
achieve quality 
outcomes such 
as teamwork, 
and where other 
incentives such 
as feedback and 
IT support are 
better.   

Physician 
Group Practice 
Demonstration 

Payment 
Methods 

United 
States 

(Sorian 
2006) 
(Davis 
and 
Guterm
an 
2007) 

Give incentives to 
groups that slow 
the rate of growth 
of Medicare 
outlays and 
promote active 
use of utilisation 
and clinical data 
to improve 
efficiency and 
patient outcomes 

Explicit  Part of the 
Medicare 
overhaul 
legislation in 
2003 which 
included 
provisions 
aimed at 
expanding 
quality 
reporting and 
enhancing 
collaborative 

Seeks to encourage 
physician groups to 
coordinate their care 
to chronically ill 
beneficiaries and 
operate as a group 
through data sharing. 

In 2005, initiated in 10 
large practices around 
US focussing on 
Medicare patients with 
conditions of heart 
failure, diabetes and 
preventative services. 
Prelim findings show 
positive results in 
quality and costs. 

Programs such 
as these 
promote 
effective 
teamwork by 
providing 
financial 
rewards for 
activities 
associated with 
good teamwork.  
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coordinated 
care.  

Learning 
Collaborative 
through the 
Primary Care 
Development 
Corporation 
 
 
 
 
 
 
 
 
 

Payment 
Methods 

United 
States 

(Gordon 
and 
Chin 
2004) 
(Chin 
2005) 

A non profit 
corporation that 
works with city, 
state, Fed govt 
and private 
funding sources 
to provide 
construction loans 
and technical 
assistance to 
health care 
providers. 
Created learning 
collaboratives 
where team 
members from 
practices discuss 
and implement 
changes after 
learning from 
other similar local 
teams. 

Explicit  Community 
Health Centres 
deliver PHC to 
much of New 
Yorks low 
income 
population, 
however 
access and 
continuity of 
care is very 
poor. The 
PCDC were 
developed in 
1994 to work 
closely with 
city, state, 
federal govt’s 
and with 
private funding 
sources to help 
improve this 
situation. Have 
worked with 
100 teams from 
22 centres 
since 1994  

Provision of funds to 
community health 
centres to reform the 
ways they operate and 
improve the team 
collaboration, with the 
vision of serving the 
local low income 
population better.  
Centres that show 
interest and initiative 
receive funding for 
greater improvements. 
The PCDC also 
worked with 
professionals to 
develop Operations 
Success Programs to 
improve each centres 
collaborative efforts. 
PCDC provided the 
money and the 
guidelines for 
improvement. 

Pilot study with 4 
centres in New York 
resulted in much 
improve service 
quality and access, 
because of better 
teamwork and 
collaborative care 
measures. 

Learning 
collaboratives 
seek to 
introduce 
effective 
teamwork in 
community 
health centres 
and 
consequently 
improve the 
health status of 
low SES 
people. CHC 
have various 
health 
professionals 
working 
together 
already, but not 
in the most 
effective way- 
this was vastly 
improved 
through the 
learning 
collaborative 
program.  

Five strategic 
principles of 
learning 
collaboratives: 
- build a high 
functioning team 
- cultivate 
leadership 
-track data 
-open 
communication 
-utilise program 
coaches and 
leaders 

Mentoring by 
disease 
specific 
physician 
champions 

Profession 
Strategies 

United 
States 

(Bodenh
eimer 
2003) 

Mentoring by 
case managers of 
complex chronic 
diseases to better 
train FPs in 
management. 

Explicit  In current PHC 
arrangements, 
mentoring is a 
relatively new 
concept which 
is not widely 
implemented. 
One exception 
is the Kaiser 
Permanente 
system  

Mentoring by other 
professionals offers 
practical advice and 
support to a network 
to improve systems 
and care overall. 
Including other 
professionals in the 
provision of care 
begins the teamwork 
process.  

Operates in Kaiser 
Permanente setting, 
works very well for 
their chronic disease 
management program 
(unknown source) 

Mentoring 
assists in 
achieving 
effective 
teamwork as it 
educate health 
professionals 
on how to work 
together, it 
brings more 
professionals 
into the 
practice, and it 
models the best 
systems of care 

Not sure where 
info on mentoring 
originated- small 
section in 
Bodenheimer but 
unable to find 
any other major 
source 

Creation of Profession United (Bodenh Divisions of Explicit  Used in this Delineating roles and Not yet nationally or Divisions of  
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division of 
labour 
specifications 

Strategies States eimer 
and E. 
Wagner 
2002) 
(Hooker 
2003) 

labour 
specifications. 
Hooker article 
discusses the non 
physician 
workforce. 16 
states allow 
independent 
practice with 10 
allow prescribing 
rights.  If they 
work 
independently, 
they receive 85% 
of the schedule 
fee through 
Medicare. In 
some 
jurisdictions, 
scope of practice 
is broadly 
defined; in some 
it is very detailed.   

article for 
Chronic Care 
Models, 
divisions of 
labour 
specifications 
are essential. 
CCM are the 
perfect skill of 
enter into the 
scope of a NP 
or health 
assistant as it 
requires 
lengthy follow 
up and routine 
activities and 
education.  

required task of health 
professionals will 
make it easier for 
health professionals to 
decide which activities 
they can and cannot 
participate in and 
smooth over problems 
arising from sharing 
workloads in a team. It 
will also reassure the 
public that team work 
in primary care 
settings is well 
managed and has a 
lot to contribute to 
care. 

officially rolled out. 
Occurs in some FP 
settings and assists 
with understanding the 
tasks of the team and 
maximising teamwork 
while reducing conflict. 

labour are 
important to 
ensuring the 
smooth 
operation of 
team, however 
must also 
caution against 
defining the 
scope too much 
so that 
professionals 
again become 
limited in where 
they can help, 
and are once 
again reliant 
upon the 
physician for all 
activities. 

Medical School 
Education 

Profession 
Strategies 

United 
States 

(Martin 
2004) 
(Curtis 
1995) 

The provision of 
up to date 
education to 
encourage 
doctors to 
become FPs, and 
to educate them 
how to make the 
most of their 
team. Federal 
funding began in 
1970’s to 
encourage 
Primary care 
Physicians 
through support 
for educational 
expenses, 
however needs to 
continue. Support 
required for 
training content 
and cost of 

Explicit  Federal funding 
for more family 
medicine 
places began 
in the 1970’s 
however it was 
still difficult to 
infiltrate the 
curriculum of 
medical 
schools. After 
25 years, they 
are now 
starting to 
realise the 
value and 
welcome family 
practice 
because of 
increased 
demand for 
cost effective 
primary care.  

Given the poor 
perception of FP skills, 
increased training with 
innovative and 
technological 
advances will suitably 
train the FP and put 
the minds of 
consumers at ease. In 
2002 only 79% of 
available residency 
places for family 
medicine were taken 
up, compared to 98% 
of emergency 
residencies. 
Legislation by 
Congress requires 
medical schools to 
have a 50% target, 
raised from 30% for 
generalists in order to 
receive funding.  

Curriculum changes 
have been occurring 
over the last three 
years in the Family 
Medicine Residency 
Education however 
FPs are still 
improperly perceived 
by the consumer and 
as such not many 
doctors are willing to 
take up the 
study/profession. 
Curtis article in 
particular was written 
in 1995 and is 
somewhat outdated in 
workforce trends.  

By changing the 
education and 
perception of 
the family 
physician and 
the team based 
role they can 
play during the 
early training 
stages of 
professional 
careers, you 
can fix the 
mindset and 
guide the 
development of 
the profession. 
Introducing 
medical care as 
a team based 
discipline will 
increase the 
level of effective 

Education is one 
of the areas in 
which the 
government have 
been more vocal 
and generous in 
their support for 
family practice, 
perhaps because 
it is an area in 
which they can 
take effective 
control and 
demand change.  
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training. 
Recent IOM 
Report ‘Health 
Professions 
Education: A 
Bridge to Quality’ 
concludes that 
health 
professions 
education has not 
kept pace with 
changes in 
patient 
demographics, 
patient desires, 
changing 
expectations, 
evolving practice 
requirements and 
staffing 
arrangements, 
information, 
quality or 
technology 
(Martin 2004) 

 Professional education 
opportunities also 
need to be recognised 
for other members of 
the PC team.  

teamwork in 
practices as 
professionals 
have learnt to 
work together 
and respect one 
another, 
Training with 
autonomous 
and hierarchical 
ideals will 
reinforce poor 
teamwork and 
medical 
dominance.   

The Medical 
Home 

Institutiona
l Support 
System 
(Regulator
y) 

United 
States 

(Martin 
2004) 

The medical 
home can serve 
as a focal point 
for an individual’s 
health care, 
providing care 
that is accessible, 
accountable, 
comprehensive, 
integrated and 
patient centered.  

Explicit  Almost 85% of 
Americans 
want to have 
an on going 
patient-
physician 
relationship. 
Martin 
proposes the 
establishment 
of flexible 
medical homes 
that will seek to 
improve the 
health 
outcomes of 
Americans. 

Medical homes may 
be the answer to 
encouraging 
Americans to use 
more primary health 
care services which 
are less expensive 
and can be very 
effective in treating 
illness- especially 
chronic. Before this 
recommendation could 
be implemented, 
changes in medical 
education would need 
to occur, as would 
changes in health care 
funding so that a 
sufficient workforce 
will be attracted to 
work in medical 

Martin suggests that 
the medical home can 
be integrated into the 
current health system. 
Americans do value 
choice, and that is why 
often primary care has 
not been successful in 
the part. To combat 
this, consumers could 
choose and move 
between homes.  

 The medical 
home is an 
explicit team 
arrangement 
that requires 
team work if 
health care, as 
proposed, is to 
be provided. 
This is an 
incentive for 
more effective 
teamwork as 
people must be 
able to work 
together to be 
able to work 
here. It provides 
the 
infrastructure 
for teams to 

It represents that 
fundamental shift 
that is occurring 
where healthcare 
is provided in 
qualitatively 
different ways 
that previously- it 
is a completely 
modern way of 
thinking about 
the delivery of 
healthcare.  
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homes. Medical 
homes require a 
number of 
professionals to work 
together- it is an 
arrangement for team 
based care and team 
work.  

learn to work 
together in 
health care 
settings.  

Self 
assessment 
system/ 
feedback 

Profession 
Strategies 

United 
States 

(Martin 
2004; 
Moore 
2006) 

A self 
assessment 
system that 
allows physicians 
to find an area in 
which they are 
lacking, train up in 
the area and then 
implement tools 
to improve it in 
their practice 
through 
mechanisms such 
as disease 
registries. The 
outcomes of all 
participating 
practices are 
recorded and 
compared 
amongst peers. 
This info can also 
help to generate 
standards of care.  

Explicit  The process of 
a self 
assessment 
system 
requires 
practices to 
acknowledge 
an area that 
requires 
improvement 
(e.g. heart 
failure), learn 
through a 
module, 
undertake an 
audit of 
patients and 
create disease 
registries. 
Practices 
would then 
complete self 
assessment 
questions and 
submit their 
practice 
outcomes for 
comparison 
against other 
practices and 
feedback.  

Comparison with 
peers is a strong 
motivator, may also 
cause self reflection of 
practice processes 
that will induce 
change. If physician 
sees the positive 
results of the group 
practice run by his/her 
colleague, it may 
encourage and 
change their opinion of 
team arrangements 
and team work in 
primary heath.  
Furthermore, this 
process could help 
inform the 
development of 
practice guidelines for 
quality care and 
teamwork.  

Presently, only a 
minority of physicians 
use data about their 
own practice to 
improve their care 
((Sorian 2006). 
In the Family Medicine 
Project, self 
assessment tools are 
part of lifelong learning 
that create a 
continuous, personal, 
professional and 
clinical practice 
assessment and 
improvement plan that 
supports a succession 
of career stages. Self 
assessment is 
directed at both an 
individual and group 
practice level.  
 

Self 
assessment 
encourages 
effective 
teamwork. 
Programs are 
implemented 
that require 
better 
communication 
between 
physician and 
other health 
professionals 
(such as CCM). 
Once 
commenced, 
self assessment 
is undertaken 
an shared with 
other practices 
to determine 
weaknesses, 
strengths and 
areas for 
improvement- 
which may 
include how to 
work effectively 
as a team.  

 

Quality 
Guidelines 

Regulatory United 
States 

(Martin 
2004) 
(Sorian 
2006) 

Teamwork and 
integrated care is 
one characteristic 
of high quality 
care, as included 
in the quality 
guidelines.  

Explicit  Quality 
guidelines have 
received a lot 
of legislative 
attention after 
the release of 
the 2001 report 

Providing guidelines 
will better regulate 
how to achieve and 
maximise teamwork, 
and ensure that 
suitable levels are 
being met. 

The Doctors Office 
Quality (DOQ) is a one 
year pilot program 
aimed at collecting 
quality data from 
physicians through 
Quality Improvement 

Close working 
relationships 
between 
academic family 
medicine, 
community 
based 

‘Researchers 
from the RAND 
Corporation have 
found that on 
average, 
Americans 
receive the care 
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These guidelines 
can apply both 
the quality care, 
and to 
educational 
content and 
structure.  
 

Crossing the 
Quality Chasm: 
a new health 
system for the 
21st Century. 
Changes were 
made to the 
Medicare 
Modernisation 
Act in 2003. 
Decisions to 
improve quality 
by Health and 
Human 
Services are 
widespread 
and include 
‘home health 
care’- agencies 
that voluntarily 
report certain 
quality 
measures will 
be pad 2% 
more than 
those who do 
not.  

 Organisations. This 
could formulate the 
basis for a consensual 
set of guidelines. 
Some indicators of 
quality need to include 
teamwork and 
collaboration if quality 
guidelines are going to 
have any impact at all 
upon teamwork in 
PHC. 

physicians and 
their teams is 
required to 
address and 
achieve the 
quality goals 
specified in IOM 
Chasm report 
(Martin, p.S29).  
Working 
together as a 
team is a quality 
measure itself, 
and once 
measured, will 
help to further 
improve 
teamwork 
processes. 

indicated my 
medical evidence 
as necessary 
only 55% of the 
time. Most of 
these results 
reflect underuse 
of necessary 
care that can 
lead to needless 
complications, 
adding to heath 
care costs and 
reducing 
productivity. 
Some reflects 
overuse of 
unnecessary 
care that 
increases costs 
directly anf if 
complication 
occur, can further 
increase costs 
and threaten the 
health of 
patients’ (Sorian 
2006) 

Practice 
Guidelines 
required for 
professional 
certification 

Regulatory United 
States 

(Martin 
2004) 

Practice 
Improvement 
Modules as part 
of the American 
Board of Family 
certification 
process would 
require FPs to 
implement new 
systems, such as 
early detection of 
patients with 
health problems. 

Explicit  Practice 
guidelines are 
part of the self 
assessment 
tool as well as 
the quality 
guidelines- all 
three link in 
with each other 
to change the 
regulatory and 
professional 
frameworks 
that operate in 
FP.  

This will encourage 
innovation by making 
it a professional 
standard. Modules can 
specifically address 
teamwork and 
coordinated care 
arrangements to teach 
the physician and the 
general practice how 
to operate effectively 
in this setting.  

Still in 
ideas/implementation 
stage. 

Practice 
guidelines are a 
teaching tool as 
well as an 
insurance tool- 
they can make 
teamwork in the 
FP more 
effective 
because they 
are both 
educational and 
regulatory.  

 

Profiling/ public 
reporting 
(voluntary/ 

Profession 
Strategies 

United 
States 

(Goldfiel
d, Gnani 
et al. 

An attempt to 
measure the 
performance of 

Explicit  “Evidence of 
evaluation of 
performance in 

Analysing patterns of 
care will reduce 
variation between 

In reality, used by 
purchasers to help 
control costs and 

Profiling can be 
used as an 
incentive to 

Must be careful 
that profiling 
does not become 
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involuntary)/ 
utilisation 
reviews 

2003; 
Sorian 
2006) 
(Gauthie
r, 
Schoen
baum et 
al. 
2006) 

doctors and 
providers of 
health care by 
supplying 
interested parties 
with information 
on the structure, 
process and 
outcomes o 
health care. 
There can be 
clinical profiling 
that looks at types 
of services and 
outcomes and 
economic profiling 
which examines 
the financial 
aspects of a 
practice. Profiling 
usually requires a 
doctor to gain 
permission from a 
third party as to 
whether they can 
order and 
proceed with a 
referral. 

practice, 
including the 
medical care 
provided for 
common/major 
medical 
problems (e.g. 
asthma) and 
physician 
behaviours, 
such as 
communication 
and 
professionalism
, as they relate 
to patients 
care, is a major 
component of 
the board 
certification 
process for 
speciality 
physicians, as 
coordinated by 
the ABMS” 
(Sorian 2006) – 
interesting as 
does not 
mention PHC, 
or 
communication 
with other 
professionals, 
only patients.  

doctors and improve 
quality and desired 
aspects of primary 
care such as 
teamwork.  
‘Release of profiling 
information must be 
followed up with 
intensive efforts to 
work with the 
members of the 
primary healthcare 
team to chance the 
processes of care’ 
(Goldfield, Gnani et al. 
2003). 

ensure value for 
money and used by 
consumers to help 
select an appropriate 
physician. Pilot project 
led by Maine Medical 
Assessment 
Foundation that seeks 
collaborative efforts 
between clinicians 
using profiling 
however ended after 
ran out of funding from 
professional 
organisations who 
viewed it as potentially 
destructive. 
Problems due to 
public availability of 
information and links 
to specific FPs rather 
than the practice.  
Data from sources 
such as HEDIS and 
HQA are used by 
healthcare 
organisations to 
identify areas of 
improvement and 
guide contract 
decisions and inform 
consumers on the 
strengths and 
weaknesses of 
organisations or 
individual providers.  
Medicare now posts 
info on a special 
website to help 
beneficiaries and their 
families choose 
hospitals, nursing 
homes, home health 
agencies and health 
plans 
(www.medicare.gov.a

promote 
teamwork. It 
requires 
physicians 
realise that the 
best results will 
be achieved 
through 
teamwork, then 
they will try to 
implement 
strategies to 
improve the 
way their team 
operates.  

a punitive and 
regulatory 
mechanism (eg. 
name and 
shame) that will 
result in further 
deterioration in 
doctor’s morale 
in both countries. 
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u) 
Federal and 
State Agency 
Programs 

Workplace 
Models of 
Care 
(Regulator
y) 

United 
States 

(Sorian 
2006) 
(Newton
, 
DuBard 
et al. 
2005) 

Programs such as 
those run by 
Bureau of Primary 
Health Care that 
encourage 
participation by 
health centres or 
practices to 
create networks 
and coordinated 
care processes 
addressing 
specific issues in 
patient care eg. 
Rewarding 
Results – $8.8 
million initiative of 
Robert Wood 
Johnson 
Foundation 

Explicit  Individual 
practices, 
especially solo 
or small group 
practices and 
rural or 
community 
health centres, 
lack the 
sufficient 
internal 
resources to 
conduct major 
improvement 
initiatives or 
adapt new 
innovations into 
practice 
settings. In 
recent years, 
federal and 
state agencies 
have 
developed 
programs 
through which 
health centres 
or practices 
can participate 
In collaborative 
networks 
addressing 
specific issues 
in patient care 
(Newton, 
DuBard et al. 
2005) 

The intent is to build 
strategic partnerships 
and develop 
infrastructure and 
expertise in the 
incorporation of new 
evidence based 
models of care into 
clinical practice. 
Programs are wide 
spread and varied at 
both a federal and 
state level. 

Examples of state 
agency program 
aimed to increase 
collaboration and 
reduce pressure on 
the physician is the 
North Carolina 
Chronic Disease 
Management 
Collaborative with 
3000 physicians- 
provided opportunity 
for significant change 
in after hours care 
organisation.  

Programs that 
provide funding 
to establish 
better models of 
care that use 
more team 
members in 
more productive 
and 
collaborative 
ways.  

 

Introduction of 
Chronic Care 
Models 

Institutiona
l Support 
System 
(Regulator
y) 

United 
States 

(Bodenh
eimer 
and E. 
Wagner 
2002; 
Bodenh
eimer 
2003) 

Model to deal with 
chronic illness 
that involves self 
management, 
decision support, 
delivery system 
and clinical 
information. 

Explicit  Chronic illness 
accounts for ¾ 
of total national 
healthcare 
expenditure. To 
combat this, 
the system 
requires new 

Introducing CCM into 
the FP improves 
quality of care and 
ability of practice to 
work as a team in 
dealing with health 
problems. The 
structure of the 

CCMs have worked 
very well and 
improved the health 
outcomes, cost and 
team functioning in 
primary care and 
management of 
chronic illness. 

CCM demands 
the effective 
use of the 
primary care 
team. As 
consumers 
increasingly 
want their 
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models of care, 
namely the 
Chronic Care 
Model. It’s 
derived from 
efforts to 
improve 
chronic illness 
at Group 
Health 
Cooperative of 
Puget Sound in 
Washington. It 
is a 
multidimension
al solution to 
the problem.  

medical practice must 
change to allow the 
implementation of 
CCMs. Practice teams 
with a clear division of 
labour which 
separates acute care 
from planned 
management of 
chronic conditions. 
Physicians treat 
patients with acute 
problems, intervene in 
stubbornly difficult 
chronic cases, and 
train other team 
members, Non 
physician personnel 
support patient self-
management, arrange 
routine tests and do 
follow up.  

Bodenheimer reports 
that few practices 
have achieved full 
implementation of the 
chronic care model, 
but all have made 
important strides 
toward the goal.  

chronic care 
managed under 
such a system, 
the demand for 
team based 
care will 
continue to rise. 
Having the 
model in 
operation is an 
incentive for 
other practices 
to introduce it 
should prove 
effective (which 
it does).  

Managed Care Workforce 
Models of 
Care 
(Financial) 

United 
States 

(Sandy 
and 
Schroed
er 2003) 
 
(Binder
man 
and 
Majeed 
2003) 

Managed Care 
involves 
intermediary 
organisations 
such as HMOs 
signing with 
providers and 
consumers to 
better regulate 
access and cost. 
Such 
organisations 
usually contract 
with providers 
under a fee for 
service 
arrangement, and 
ensure 
consumers 
access to 
particular health 
care services 
depending on 
their arrangement 

Explicit  Managed Care 
arose in the 
1970’s in 
response to 
increasing 
costs of care. 
Employers who 
were paying for 
most of the 
healthcare 
costs of their 
employees 
signed up to 
managed care 
with health 
plans, where 
they could 
better bargain 
and control the 
costs of their 
healthcare 
services.  

It was believed that 
managed care 
contracting would 
create financial 
pressure for 
physicians to merge 
into larger groups, but 
even in California, 
where the managed 
care market has 
grown more than 
anywhere else in the 
US, the percentage of 
primary care 
physicians in solo 
practices   has 
remained about 35% 
between 1996 and 
2001. 

Managed Care has 
suffered in its ability to 
provide cheaper, 
better access to 
consumers. Often 
intermediary 
organisations are 
profit seeking- this no 
doubt causes conflict. 
However other 
characteristics 
including consumers 
need for choice, a lack 
of support by medical 
educators who do not 
train or encourage 
students to embrace 
primary care.  
Managed care has not 
been able to achieve 
the cost-effective care 
or incentives.  

Go states there 
should be 
incentives both 
for employers 
and consumers 
to shift from 
traditional 
insurance 
coverage to 
more efficient 
and competitive 
managed care 
plans that foster 
accountability 
for cost 
effective use of 
resources (they 
could also be 
plans that 
achieve this 
cost-
effectiveness 
through proper 
use of the 
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and cover.   health team (Go 
2006).  

Health plans Institutiona
l Support 
System 
(Regulator
y) 

United 
States 

(Curtis 
1995; 
Safran, 
Rogers 
et al. 
2000) 

Different health 
plans can 
influence the work 
dynamics of a 
team and patient 
care 

Explicit  Health plans 
are one model 
of health care 
delivery in the 
United States 
which falls 
under the 
category of 
managed care. 
Health plans 
have specific 
characteristics 
depending on 
their provider, 
their 
consumers and 
their 
organisational 
links.  

Deciding upon a plan 
type (open model, 
closed model) the govt 
will determine the 
types of incentives 
available and likely to 
surface. Various 
models will naturally 
encourage information 
sharing and teamwork, 
other models will not 

Open model systems 
of health care and 
plans encourage 
enduring patient 
relationships and 
teamwork while close 
model systems were 
seen to largely rely 
upon their 
predetermined access 
to a particular 
population for patients. 
However, FPs might 
have contracts with 
several plans and with 
Medicare and 
Medicaid- this 
becomes an admin 
nightmare and heavily 
detracts from FPs 
wanting to sign up to 
them (Curtis 1995) 

Health plans 
often integrate a 
number of 
providers, 
however this 
does not 
necessarily 
equate with 
teamwork. 
Some health 
plans, such as 
the one 
provided 
through the 
Kaiser 
Permanente 
System is very 
holistic and 
covers potential 
admin problems 
and provides 
complete care- 
need to qualify 
that it is 
technically a 
health plan… 

Need to look 
further into which 
health plan 
design provides 
the best model 
for teamwork.  

Case 
Management 

Institutiona
l Support 
System 
(Regulator
y) 

United 
States 

(Binder
man 
and 
Majeed 
2003) 

Case managers, 
usually nurses, 
track patients- 
especially those 
needing complex 
and expensive 
treatment such as 
chronic care. This 
is also known as 
disease 
management in 
the US. 

Explicit  Case 
management of 
diseases was 
created to 
properly 
manage 
particular 
subsets of the 
population that 
suffer from an 
illness of 
disease. It 
allows for 
greater 
expertise and 
focus of a 
health 
professional on 

Promote efficiency 
and effectiveness, 
prevention and 
teamwork. Training 
and programs are 
established and 
funded in various 
practices or networks 
to encourage case 
management. Case 
managers can 
educate a number of 
patients at once, or 
integrate with their 
local network to share 
resources and 
knowledge.  

Recruitment of case 
managers and 
financial support to do 
so has proven very 
effective at increasing 
teamwork and 
improving health 
outcomes. It has also 
been a very popular 
program in the United 
Kingdom.  

Case 
management 
uses different 
health 
professionals 
who have 
different skills 
and qualification 
to better treat 
and educate an 
individual about 
a disease they 
are living with. It 
is a great 
example of 
where a need 
for education 
has generated 

When disease 
management 
programs are 
included in 
primary care, the 
physician is the 
ultimate decision 
maker. However, 
some managed 
care 
organisations are 
taking these 
services and 
patients out of 
primary care and 
using a separate 
company and 
disease 
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a patients 
problems, and 
allows grouping 
of patients for 
educational 
purposes.   

teamwork and 
better used the 
team that was 
probably 
already in 
place.  

management 
team to provide 
the care 
(Binderman and 
Majeed 2003) 

Group Medical 
Visits 

Institutiona
l Support 
System 
(Regulator
y) 

United 
States 

(Bodenh
eimer 
2003) 

Patients see their 
physician in a 
group rather than 
alone. Can be 
group with of 
same 
demographic, 
same diagnosis 
or group that 
visits doctor at 
same time 

Explicit  This innovation 
which has 
spread to other 
primary care 
sites, began 
near Denver 
Colorado when 
John Scott, a 
Kaiser 
Permanente 
physician, gave 
his elderly 
patients of the 
option of 
seeing him in 
groups. Groups 
are of 15-20 
patients with a 
variety of acute 
and chronic 
medical 
problems, who 
come together 
monthly to see 
their doctor.  

Groups are both 
patient education 
sessions and direct 
care. History and 
examination must 
require no privacy- 
good for condition 
such as heart disease. 
Initiating a program 
such as this, to 
receive the financial 
benefit of seeing 
multiple patients at 
once, requires the 
collective effort of the 
practice team to 
manage and 
coordinate the 
patients, thus 
promotes team care. 

Been trialled in 
Colorado with elderly 
patients with results of 
good care, satisfaction 
and low costs. Good 
for primary care 
practices as increases 
capacity and makes 
use of team.  
Three types 
1. Groups of Elderly 
who meet together  
2. Group of patients 
with the same 
diagnosis e.g. 
diabetes 
3. Group of drop in 
medical appointments 

To introduce a 
program such 
as group visits, 
a practice 
requires the 
support and 
communication 
between a 
number of 
health 
professionals 
including admin, 
nurses, doctors 
in the home (if 
any) and 
themselves. 
With this 
teamwork, they 
can see 20 
patients at 
once, provide 
better care and 
make more 
$$$$ 

 

High 
Performance 
Networks 

Profession 
Strategies 

United 
States 

(Sorian 
2006) 

Physicians who 
operate financially 
and high quality 
practices become 
part of a ‘high 
performance 
network’ 

Explicit  Part of the 
Medicare 
modernisation 
process began 
in 2003 in US 
in response to 
the Quality 
Chasm report 

Members of health 
plans can be 
encouraged to use 
physicians in the 
networks which in turn 
increases their market 
share and the 
profitability of the 
physicians practice 

Programs such as 
these are only a few 
years old and there is 
scant evidence of their 
effectiveness. 
Previous experiences 
indicate that public 
reporting measures 
such as these are 
quite effective in 
changing behaviour. 

Practices want 
to become part 
of high 
performance 
networks, but in 
order to 
become high 
performance 
they need to 
introduce team 
care 
arrangements 
and effective 
team work.  

 

Niche Carving Profession United (Binder DISINCENTIVE Explicit  This has In response to Proven to work well in Niche carving This is a uniquely 
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Strategies States man 
and 
Majeed 
2003) 
(Goldbe
rg 1999) 

Health care 
organisations are 
changing the role 
of primary care 
physicians by 
carving out some 
of their traditional 
roles into 
separate 
functions 
performed by 
specialised 
providers of 
teams.  

developed 
concurrently 
with the 
increased 
focussed and 
preference for 
specialty 
doctors in the 
United States 
over 
generalists. It 
reflects 
America’s 
admiration for 
experts and 
gadgetry 
(Curtis 1995).  

unpopularity of gate 
keeping role of FPs, 
health care 
organisations saw the 
opportunity to possibly 
replace the role of FP 
with smaller 
specialised units, thus 
keeping consumers 
happy and profits high. 
Volume outcome 
strategy to reduce 
need for primary care. 
Used in mental health- 
carving out of mental 
health doctors for 
referral. 

hospitals as small 
niches perfect certain 
areas of healthcare, 
however doesn’t seem 
to improve the US 
healthcare system as 
a whole, and destroys 
the opportunities for 
the primary healthcare 
team. 
Goldberg mention 
mental health ‘carve 
out’ insurance plans 
tht finance mental 
health services 
separately from 
general medical 
benefits in an effort to 
control costs. 
Somewhat different 
from Niche carving, 
but by providing 
separate insurance 
plans for mental 
health, you re 
reinforcing the need 
for  a different health 
professional to provide 
that service (Goldberg 
1999). 

removes the 
capacity of 
teamwork in 
primary care 
and it breaks 
down the 
professional 
boundaries of 
general practice 
and eats away 
at the tasks 
they perform 
making the 
need for team 
based 
arrangements 
redundant.  

American 
characteristic of 
the health 
system.  

Professional 
Status  

Profession 
Strategies 

United 
States 

 Introduction of 
leadership forums 
and development 
of professional 
representative 
bodies, research 
bodies 

Explicit  Medical 
professionals in 
the US place a 
lot of 
importance on 
status, thus the 
reason why 
they seek to 
specialise and 
become 
‘expert’ in a 
field. Currently, 
PHC does not 
have much 
status attached 
to it as a 

Promotion of FPs as 
leaders in their 
communities in 
government and in 
other influential 
groups, to garner 
respect and improve 
the profession so it 
can meet its projected 
goals of integrated 
and coordinated team 
care.  

Currently, there exist 
some programs to 
encourage leadership 
in the medical 
community of primary 
care professionals. It 
is very much an effort 
that involves a number 
of areas- there must 
be more funding, more 
research, more 
education and 
different education for 
professional status of 
PHC to be fully 
realised.  

Improving the 
status of FP’s 
will make them 
a more viable 
option and 
enhance the 
need for 
teamwork   
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profession, or 
FPs as 
professionals 

Patient 
incentives 

Institutiona
l Support 
Systems 
(Financial) 

United 
States 

(Shea, 
Shih et 
al. 
2008) 

Incentives 
provided to the 
patient, 
particularly those 
with complex 
chronic illness, to 
attend to the 
same health care 
services regularly 
for continued and 
integrated, 
managed care 

Explicit  In the past, 
patient 
incentives have 
existed to get 
people to 
uptake 
healthcare 
such as 
immunisations 
that may be 
unpleasant but 
are very 
important for 
public health. 
Shea proposes 
that patient 
incentives be 
used to 
encourage 
those with 
Chronic illness 
to register with 
a medical 
home.  

Incentives such as 
vouchers, coupons or 
reimbursement to 
establish a long term 
relationship with a 
primary care provider 
in the hope it will lead 
to better integrated 
care and disease 
management. The 
incentives in this 
particular case would 
be directed towards 
chronic illness for 
registration with a 
medical home.  

Need to ensure the 
suitable structures are 
in place to accept 
patients requiring 
coordinated care. May 
be particularly helpful 
in the US where 
patients are sceptical 
of the quality of 
primary care- 
incentives avl to get 
them through the door 
and change their 
mind. 

Encouraging 
patients to take 
up health 
services that 
use team care 
arrangements 
as a base is an 
incentives for 
teamwork. The 
more widely 
accepted these 
health 
arrangements 
are, the more 
they will be 
used and the 
more demand 
will result in 
better education 
opportunities, 
training and 
income.  

‘The public 
needs to be 
educated about 
how primary care 
should work and 
why primary care 
sometimes fails 
in today’s often 
uncoordinated 
medical care 
system’ 
(Showstack, 
Lurie et al. 2003) 

Support for 
Electronic 
Health Records  

Institutiona
l Support 
Systems 
(Financial) 

United 
States 

(Newton
, 
DuBard 
et al. 
2005) 
(Mecha
nic 
2008) 
(Anders
on 
2007) 

Records of 
patient’s health 
and reminders 
are changed from 
paper to 
electronic version. 
Currently, the 
paper system 
misaligns 
incentives and 
acts as a barrier 
to teamwork.   

Explicit  IT and 
electronic 
records in 
health exist in 
large integrated 
organisations 
in the US such 
as Kaiser 
Permanente 
and the VA; 
however the 
decentralised 
small practices, 
despite 
understanding 
the value, do 
not have the 
financial 
capacity to 

The set up costs for 
such programs are not 
financially viable in 
many practices 
however the benefit 
they bring for 
coordinating care is so 
great that they should 
be made an incentive. 
Govt could also 
contribute to the 
development and 
support of these 
systems or reimburse 
for services such as 
email or telephone 
consults to encourage 
better care co-
ordination in systems 

Whether the program 
is the incentive, or 
there are other 
incentives provided to 
encourage purchase 
of the program, it is 
definitely a tool for 
better integrated team 
work. 
Has been widely 
adopted in the US in 
larger integrated 
systems however the 
cost for smaller 
businesses is too 
great. Some funding 
grants have provided 
$$ to implement these 
systems.  

‘IT also 
facilitates 
teamwork and 
inter 
professional 
communication 
and 
coordination, 
enabling the 
efficient sharing 
of important 
patient care 
information and 
identifying and 
communicating 
responsibility for 
various 
necessary 
functions 

Examples of use 
of IT- Electronic 
Health Records, 
decision ad 
educational aids, 
prompts and 
reminders, 
emailing with 
patients, within-
practice 
messagig, 
computer order 
entry of 
prescriptions, 
specialised 
websites and 
disease 
registries.   
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implement 
electronic 
records. 

of fee for service. regarding the 
patients 
continuing care. 
IT is an 
indispensable 
tool for 
maintaining 
continuity of 
care and 
keeping the 
care team 
informed and 
integrated’ 
(Mechanic 
2008) 

Speciality 
Withholds/ 
referral 
guidelines/ 
utilisation 
reviews 

Payment 
Methods 

United 
States 

(Forrest 
2003) 

DISINCENTIVE 
to refer. A 
mechanism used 
by healthcare 
organisations to 
share financial 
risk for a patients’ 
use of certain 
types of services 
with the 
providers. 
Proportions of 
payments to PCP 
that are withheld 
to cover referral 
costs. Typically 
they range from 
10-20% of 
payments, and 
surpluses are split 
evenly between 
clinicians and 
insurers.  

Explicit  Part of the gate 
keeping 
experiment in 
the US which 
saw physicians 
take greater 
responsibility 
for referring 
patients to 
specialists and 
other doctors. 
As part of 
managed care 
and health 
plans, 
insurance 
companies 
tried to reduce 
the referral 
rates so they 
did not have to 
pay extra costs 
to secondary 
physicians.  

Objective is to reduce 
the referral rate by FP 
who acts as 
gatekeeper to 
specialists.  

10% specialty withhold 
did not decrease the 
amount of patient 
referral which 
suggests that financial 
incentives are not 
always effective. 
Important conceptual 
problem with tying 
incentives to referral 
rates is that the 
number of referrals 
tells us nothing about 
their appropriateness, 
even if adjusted for 
population.  
Negative incentives 
are used less in US 
State Medicaid 
Programs and their 
use in new programs 
is declining. Withholds 
or penalties are 
detrimental to the 
operations of good 
incentive programs 
because it creates ill 
will between the 
medical community 
and the state which 
may result in 

Causing 
barriers for 
referral does 
not promote or 
encourage 
health 
professionals to 
work with each 
other to 
manage a 
problem. 
Therefore this is 
a disincentive 
for teamwork in 
PHC.  
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decreases in provider 
participation. 

Funding for 
research 

Institutiona
l Support 
Systems 
(Financial) 

United 
States 

(Starfiel
d 2005) 
(Curtis 
1995) 

Research funding 
is directed at 
understanding 
specific diseases 
however should 
refocus it to look 
into management 
strategies of 
common 
problems in 
Primary Care 
such as arthritis. 
Currently, primary 
health care 
research receives 
only 1% of the 
annual 8 billion 
dollar National 
Institute of Health 
budget (Curtis 
1995) 

Explicit  Almost all 
funding for 
healthcare 
comes from 
medical 
business such 
as 
pharmaceutical
s. This creates 
a major conflict 
of interest as 
they focus on 
areas which 
will generate 
the greatest 
profit for them- 
which IS NOT 
primary care 
because of its 
comparatively 
small size as 
part of the 
larger health 
sector.   

Research within topics 
directly important and 
associated with 
primary care will make 
it more relevant. 
Providing the funding 
and resources to 
conduct this research 
will increase the 
professional status 
and capacity of family 
practice and improve 
the health outcomes of 
patients.  

Four out of visits to 
primary care doctors 
are made by people 
with combinations of 
health problems, many 
of them not specifically 
associated with any 
one disease. 
Research needs to be 
undertaken to learn 
how to tackle this and 
reduce overall costs of 
healthcare.  
Research in other 
countries indicates 
that this can be 
tackled through 
TEAMWORK in 
primary care.  
Currently, there is a 
very small budget for 
PHC research. 

Research into 
the area of PHC 
legitimises it, 
introduces 
money and 
prestige into the 
area as a 
professional 
choice, and 
answers some 
very important 
questions on 
how to improve 
care for 
Americans who 
present in PHC 
settings with 
multiple, 
complex, 
chronic illness. 
The answer to 
this question is 
through 
TEAMWORK 
 

Interesting info 
on the need for 
advertising 
restrictions in the 
US 

Credentialing Payment 
Methods 

United 
States 

(Feldma
n 2005) 

Participants in a 
credentialing 
seminar are 
eligible to treat 
patients in PC 
setting for chronic 
care depression 
management and 
bill their affiliated 
health plan. Can 
bill for depression 
services and 
follow ups visits of 
30 mins. 

Explicit  Credentialing is 
part of mental 
health 
management in 
managed care 
where  

Encouragement by 
health plans to provide 
better integrated and 
coordinated care 
requires suitable 
reimbursement to the 
FP and services used.  
Participation in 
seminar means FP 
receives credit and 
time off from patient 
responsibility. 
Further education is 
also provided. 

Noted case occurs in 
BSC and UCSF 
primary care providers 
who were members of 
the UBH clinician 
network- 81% of FPs 
are credentialed. 
Program has improved 
coordinated care for 
mental health patients. 
The acquired skills are 
not actually for 
improving coordination 
but for improving 
ability to diagnose 
mental illness. 

Credentialing 
provides 
physicians with 
greater 
diagnosis skills, 
however does 
not necessarily 
introduce more 
effective 
teamwork in 
PHC. It may 
improve 
awareness of 
mental illness, 
but may 
improve how it 
is managed 
between health 
care 
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professionals 
and teams.  

Government 
regulation 

Regulatory United 
States 

(Aday, 
Begley 
et al. 
1999; 
Starfield 
2005; 
Gauthier
, 
Schoen
baum et 
al. 
2006) 

Government 
regulation through 
laws regarding 
spending, 
standards and 
advertising 
restrictions, 
financial 
reporting, 
standards, 
monitoring access 
and quality, 
determining 
patient rights. 

Explicit  Regulations 
have been set 
by 
governments 
for centuries. In 
healthcare, 
they work to 
set rules for 
competition 
among plans 
and providers, 
or require the 
adoption of 
processes 
known to 
improve care, 
or reduce 
discrimination. 

Reform and change is 
currently happening 
through market 
pressures, not govt 
regulation. 
 
Regulation by govt 
can work in two ways 
1. Healthcare 
providers can be 
made to initiate TEAM 
CARE arrangements 
2. Regulations to 
encourage people into 
the primary care role 
then let the sector 
work out the smaller 
details.  
 

US healthcare is less 
highly regulated by 
government than in 
other countries. 
Indeed, it is more 
under the control of 
the marker than 
anything else. 
However, govt 
regulation is 
increasing, in light of 
the poor quality of 
care and increasing 
costs.  

Government 
regulation can 
require 
teamwork in 
PHC- however 
note that while 
regulations can 
require 
measurement 
and reporting of 
performance 
date, but cannot 
specify how 
improvements 
should be 
made. It is 
important that 
regulations 
allowroom for 
innovation in 
processes 
where one size 
cannot possibly 
fit all (Gauthier, 
Schoenbaum et 
al. 2006) 

 

Practice 
Ownership by 
Medical 
Educational 
Facilities 

Payment 
Methods 

United 
States 

(Curtis 
1995) 

Purchase of 
practices by 
medical schools, 
often in 
partnership with 
health insurance 
companies, local 
practices, nursing 
homes, rehab 
centres and small 
hospitals, to 
develop a local or 
regional 
integrated health 
care system that 
can provide 
healthcare to 
population while 

Explicit  In light of the 
renewed focus 
by the 
government on 
family medicine 
around the mid 
1990’s, schools 
began 
increasing their 
capacity for 
teaching within 
family 
medicine. This 
was a 
challenge 
because of the 
shortage of 
professionals 

This development of 
regional networks by 
medical schools had 
two objectives. 
1. The establishment 
of feeder systems 
from primary to tertiary 
specialists, thus 
maintaining inpatient 
services and 
technology centres in 
a stable situation and 
generating money. 
2. This also provides 
schools with continued 
funding from 
governments as they 
meet their primary 

Good results, creates 
continuity of care and 
learning for students 
and patients. 

Creation of 
these 
partnerships 
between 
educational 
institutions and 
PHC settings is 
important. It 
creates links to 
learn about 
teamwork and 
to implement it, 
as well as to 
see teamwork 
in action and 
experience its 
value.  
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also teaching 
students the 
discipline of 
family medicine. 

and academics 
in family 
medicine 
because of its 
perceived 
unimportance 
in previous 
years.  

care component. They 
also theoretically 
retain health 
professionals and 
medical educators 
which is increasingly 
difficult in the primary 
care setting with 
shortage already. 

Group 
incentives 

Payment 
Methods 

United 
States 

(Che 
and Yoo 
2001) 

Group incentives 
provide some 
forms of benefit to 
the whole group 
upon success or 
achievement of a 
goal that requires 
full group co 
operation. Such 
an incentive does 
not recognise the 
individual 
performance. 

Explicit  Previous 
economic 
theory 
proposed using 
individual 
performances 
for incentive 
schemes to 
promote 
competition 
among 
employees. 
However many 
now argue 
such schemes 
discourage 
work morale 
and create 
restricted work 
norms 

Group incentives 
provide benefit to the 
whole group, despite 
individual participation 
on the principal that 
everybody undertakes 
a different role and it 
all contributes to the 
success of the team.  
.  If employees 
coordinate their efforts 
and share risks in a 
Pareto-efficient 
fashion, then 
employers benefit 
from using a simple 
group incentive 
scheme. 

Group incentive 
schemes are simpler 
and reward group 
teamwork as opposed 
to complex individual 
incentives that reward 
only singular efforts. 
The costs of 
incentives themselves 
can be reduced by 
rewarding an 
employee when their 
whole team does well, 
as it provides 
motivation, exerts peer 
sanction and makes 
staff dependent upon 
one another.  
Group incentives rely 
on repeated 
interaction  

Group 
incentives 
create 
motivation for 
people to work 
as a group! It is 
important that 
all necessary 
preconditions 
for teamwork be 
met however, 
which include 
decentralised 
authority.   

This article 
makes no 
reference to 
teamwork in 
healthcare, but 
rather introduces 
statistical theory 
about effective 
teamwork. 
Makes an 
important 
mention of the 
influence of low 
powered group 
incentives in 
generating 
change and 
teamwork.  
Holstrom and 
Milgram (1990) > 
important 
theorists! 

Individual 
incentives 

Payment 
Methods 

United 
States 

(Che 
and Yoo 
2001) 
(Town, 
Wholey 
et al. 
2004) 
(Rosent
hal, 
Frank et 
al. 
2002) 

Individual 
incentives are 
awarded for 
individual 
performances. 
Performance can 
be based upon 
achieving targets, 
performance 
indicators or task 
completion.  

Explicit  Traditional 
economic 
theory of 
incentives has 
focussed on 
the short term 
relationship 
among 
employees and 
advocated the 
use of incentive 
schemes that 
are sensitive to 
individual 
performance 

Individuals will act 
optimally when they 
have incentives placed 
on their activities 
alone, as this is the 
only component upon 
which they have direct 
control.  

This theory fails to 
take into account the 
dynamics of teams 
and the importance 
and power of 
achieving goals and 
success as part of a 
working team. 
Individual incentives 
have been shown to 
work only, or work 
best, for simple tasks 
performed by one 
person alone without 
the influence of others.  

Individual 
incentives do 
not improve 
team work- they 
detract from it.  
Initially it was 
thought that 
individual 
incentives 
would improve 
productivity  
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measures and 
induce 
competition 
among 
employees via 
tournaments or 
relative 
performance 
evaluation. 

As health care is such 
an inter-related and 
team based sector, an 
important outcome of 
any objective in 
healthcare is 
teamwork. 
Competitive, 
productivity oriented 
individual incentive 
structures in practices 
requiring co-operation, 
such as when caring 
for a patient with 
chronic illness, may be 
counterproductive.  

Physician 
incentives 

Payment 
Methods 

United 
States 

(Robins
on 
1999; 
Rosenth
al, 
Frank et 
al. 
2002) 
(Robins
on 
2001; 
Robinso
n, 
Shortell 
et al. 
2004) 

Incentives linked 
specifically to the 
behaviour of the 
physician. It 
occurs in all 
systems through 
targeted 
payments, 
bonuses and 
FFS. Physician 
payments or 
incentives can be 
paid both directly 
in fees and 
indirectly through 
ownership 
interests in 
ancillary facilities. 

Explicit  Individual 
incentives have 
been paid on 
an individual 
basis for a long 
time. Recently, 
individual 
incentives have 
changed from 
FFS to 
bonuses to 
reflect the need 
of the health 
system to 
reduce costs 
and improve 
impact.  

Physician incentives 
work to change the 
behaviour of the 
physicians and the 
physician alone. Such 
incentives are subject 
to greater public 
monitoring than 
compensation 
systems in other 
professions because 
we care a great deal 
more about the 
motivations of our 
doctor than our 
plumber.  
 

Concern regarding 
these incentives 
depends upon what it 
is linked to. For 
example, if activities 
are linked to stock 
options of various 
pharmaceutical 
companies it will 
cause a conflict of 
interest. 
Luckily, physician 
payments and 
incentives are highly 
regulated by a web of 
laws, regulations and 
legal precedents. 
Some would argue 
these confound the 
work of physicians but 
more so, they try to 
provide some sort of 
honesty in a system 
unto itself. 

Individual 
incentives do 
not help 
teamwork- they 
reward one 
person only. 
Agency theory 
argues that high 
powered 
financial 
incentives such 
as fee for 
service perform 
well in contexts 
in which the 
desired 
behaviour is 
standardised 
and easily 
measured but 
perform poorly 
in contexts in 
which multiple 
tasks need to 
be performed, 
some of which 
cannot be 
measured and 
compensated 
on a piecemeal 
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rate. Similarly, 
piece meal 
rates are less 
likely to be 
found in 
occupations in 
which teamwork 
is important and 
in which the 
contribution of 
each team 
member is 
difficult to 
measure 
individually 
(Robinson, 
1999, p.1259)  

* Incentive mechanisms fall into one of five overarching categories: payment method, regulatory framework, profession strategies, institutional support systems or workforce models of 
care 
^ The incentive is either directed to effect financially, regulatory or professionally. Implicit incentives are contained, although not openly stated in the conditions of employment. Explicit 
incentives are incentives that openly attempt to modify the behaviour and outcomes of an individual or system in a desired way.   
Incentives in red are indirect incentives, and have less of a direct impact on the tight knit team relationship, however are still very effective in achieving change. How this change is 
generated and manifests is a major component to this research project.  
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The Netherlands: 

A Brief Summary of the Health System and Incentives Mechanisms 
 
Historically, there has operated a three-tier system (Exter, 2004) 

1. National Health Insurance for Exceptional Medical Expenses AWBZ > compulsory, provided by hospitals, long term aged care 
2. Sickness Fund ZFW> compulsory for individuals under a certain income level, those above the level are ineligible)/ those ineligible can 

voluntarily purchase Private Health Insurance 
3. Supplementary Health Insurance> voluntary 

 
Recent changes in 2006 have seen the introduction of Basic National Insurance for all (2006). Individuals pay a basic premium to receive all 
coverage in primary, secondary, tertiary care, and can receive money back as a no claim bonus. Subsidies exist for low income individuals so they 
can still access medical care. Payment is made to the physician through a system of capitation for low income individuals, while those with more 
comprehensive healthcare coverage pay through a blended system of fee for service and capitation. Traditionally, capitation has been the single 
payment structure available in the Netherlands, and it is strongly supported and defended by the professional bodies. However, in response to 



 90 

growing waiting lists, a desire for more choice, and poor access, the government introduced a blended system that included fee for service to 
enhance competition and incentivise working longer hours and providing for more patients (Grol, 2006). 
 
The primary care system is very comprehensive and takes on a gatekeeper role. No patient can visit a specialist without a referral from their GPs 
(Grol, 2006). GPs are paid on a system of capitation per patient as well as a fee for service component, and look after approx 2300 patients per 
doctor, generally located in independent and individual practices. Large group practices are becoming more common, with a greater range of 
health professionals at the one site. Individuals are listed on a local GP list, but due to a recent change that attempts to promote competition 
amongst GPs, they are not contracted to attend a particular GP in their area. With the increasing number of group practices come an enhanced 
number of allied health professionals. Nurse practitioners are a popular addition to the primary care team, as are linkages with psychologists and 
physiotherapists in particular (Grol, 1996). Recognising the value of integrated care, the Dutch health system seems to be making advances in 
the right direction, improving the structure and function of the team in their own time, largely absent of the motivation created by financial, 
regulatory or professional incentives.  
 
Historically, the Dutch system has been lacking incentive structures, which has contributed to the low efficiency and effectiveness sometimes 
experienced in the health system (Schut, 2005). However, the system of primary care itself still works very well without incentives. Despite being 
a system of capitation, referral rates (6%) are incredibly low as are prescription rates (only 2/3 of patients receive a prescription) (van den 
Hombergh, 2004).  There was the suggestion for a system of bonuses to be put in place, related to efficiency and performance indicators, 
however this never eventuated (Health Council of Netherlands, 2004). 
 
Progress in incentive mechanisms in the Dutch health system include (Grol, 1992) 

- inclusion of practice nurses and other health professionals in individual practices 
- information`n technology programs to assist in integrated care 
- professional education to promote and value teamwork and training together to sure up respect 
- clear guidelines for delineated responsibilities of medical staff to reassure the patient, and place proper professional boundaries on the 

nurses  
- work plans covering several years 
- greater distinction between clinical and management staff and procedures 
- an innovative out of hours model of service (Van de Ven, 2005) 

 
The primary care component of the Dutch health system was somewhat reticent to accept incentives to complete the work that professionally 
they had been trained to provide (Van Weel, 2004). However, incentives which operate to ease the difficulty in transitioning from independent 
solo practices to group arrangements, including IT resources and more extensive care programs that relieve pressure from the general 
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practitioner, have been positively received. There seems to be some tension generated by the medical profession’s unwillingness to give up their 
professional autonomy in favour for group arrangements, however these concerns are being addressed through changes to the curriculum for 
medical students. Peer review and training elements are particularly strong elements in the Dutch health system that help to inform other 
practices of the benefits of team care and their potential structure and operation (Grol, 1992). As a whole, there currently exist few direct 
incentives for promoting team care because there is a general understanding that if it is to be the best arrangement for patients and 
professionals, then it will be implemented willingly. 
 
Incentive Table 
 
Incentive 

Type 
Incentive 

Mechanism
* 

Country of 
application 

Source Explanation of 
Incentive 

Implicit/ 
Explicit^ 

Policy Framework 
underlying Incentive 

Intended Outcome of 
Incentive 

Application and 
response of Incentive 

Relationship of 
Incentive to 

Teamwork in PHC 

Comments/ 
Interpretation of 

Interaction 
between teams, 
incentives + PHC 

Capitatio
n 

Payment 
Method 

Netherlan
ds 

(Weel 
2004) 

GPs receive 
payment 
depending on 
number and 
make up of 
patients on 
their list tied 
to a specific 
geographic 
area. Applies 
as payment 
method for 
over 70% of 
population 

Implicit 
 

Capitation is a long 
standing payment 
policy in the 
Netherlands. It has 
very strong support 
from medical 
professionals who 
strongly resist the 
government’s 
attempts to 
introduce FFA more 
widely 

Provision of funding 
for defined population 
over a long time 
creates a vested 
interest for doctors to 
create healthy 
patients in the long 
run. It rewards 
‘masterly inactivity’ 
and ‘watchful waiting’ 
that operates to 
assess and prevent 
potential disease by a 
range of possible 
health professionals   

Solid system that 
provides good 
outcomes in health. 
Some concerns 
regarding under-
provision of services 
or referrals for 
complex and 
expensive patients 

This payment 
structure 
encourages 
comprehensive 
and continuous 
care that can 
best be 
achieved 
through a team 
of health 
professionals 

Interesting 
interaction 
between the 
provision of $$ 
for additional 
health 
professionals- 
some doctors 
will pay for 
them because 
they value the 
team structure 
and value 
added, others 
will not unless 
reimbursed 
directly 

Fee for 
service 

Payment 
Method 

Netherlan
ds 

(Weel 
2004) 
(Bakker, 
Groeneweg
en et al. 
2006) 

Direct 
payment to 
the GP for 
particular 
services 
rendered. 
Currently 
exists as part 
of  a blended 
system where 

Implicit Recent reform 
efforts by the 
government have 
tried to encourage 
GPs to provide a 
greater number of 
services to the 
Dutch population 
who is currently 
experiencing longer 

To improve on the 
supply side where 
demand is high, fee 
for service was 
introduced for those 
who could afford it (on 
private health 
insurance). The 
intention of this was 
to motivate GPs to 

FFS is part of the 
health system in a 
blended payment 
model for 30% of 
the pop. Has not 
noticeably increased 
the workload of 
GPs. Use of practice 
assistants have 
increased to 0.84% 

Fee for service 
was introduced 
because of a 
shortage of 
availability in 
GP- an 
alternative 
would be to 
employ greater 
number of 

FFS certainly 
does not create 
a team 
environment as 
it rewards only 
the doctor for 
work 
completed, and 
does not 
encourage the 
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30% of 
population 
pays 
FFS/capitation 
through 
private health 
insurance 

waiting times. FFS 
seen to generate 
competition 
amongst physicians  

work longer and 
harder to meet the 
demand needs of the 
Dutch population 

per FT doctor, 
however a FFD 
funding scheme 
does not reward for 
this as the doctor 
has to site the work 
for reimbursement 

different health 
providers such 
as PNs and 
practice 
assistants 

employment of 
non GP health 
workforce. 
Better 
initiatives 
involving the 
whole PHC 
team would 
reduce 
pressure and 
demand. 

Salary Payment 
Method 

Netherlan
ds 

(Weel 
2004) 

GPs on salary 
with specified 
hours, 
earnings. No 
concern for 
rent costs, 
costs of other 
workers etc 

Implicit 
 

Salary is also a more 
recent funding 
structure, utilised 
by younger, female 
professionals 
seeking shorter and 
more regimented 
working hours  

If salaried, the GP is 
just another worker. 
Whoever pays the 
salary has the major 
influence over how to 
run the practice 
therefore if believe 
teamwork is 
important, the 
physician can be 
coerced into working 
as part of a team  

Good arrangement 
for individuals 
willing to reduce 
their competitive 
pay. Doctor 
satisfaction very 
high, which 
improves work and 
teamwork in health 
setting.  

Teamwork 
depends upon 
the overall 
design of the 
practice setting. 
Salary gives the 
provider more 
control over the 
physician, 
making them 
more able to 
introduce 
teamwork into 
the equation 
with less 
resistance 

This is also a 
more fair 
payment 
system for 
other 
professionals 
working in 
practice- all 
paid on a salary 
no matter what 
activities they 
do- therefore 
the doctor will 
not receive 
reward for 
something the 
PN has done   

Target 
setting 
and 
incentive
s 

Payment 
Method 

Netherlan
ds 

(Health 
Council of 
Netherland
s 2004) 

Providing 
money in 
return for 
acting the 
best interest 
of both the 
patient and 
the budget of 
the health 
system 

Explicit 
 

In a system with 
strong ties to 
capitation, there is 
currently little 
Netherlands specific 
evidence whether 
targets improve 
health outcomes or 
the quality and 
delivery of PHC by 
GPs or team 

Providing financial 
incentives will 
encourage desired 
behaviours- linking 
money to achieving 
targets will increase 
the chance of these 
targets being met 

Shown to be poorly 
received in the 
Netherlands. GPs 
belief their work is 
above the influence 
of incentives, which 
only crowd out 
intrinsic motivation 

Incentives could 
be directed 
towards 
encouraging 
and achieving 
teamwork, 
however to 
date they have 
not been used  
very much in 
the Netherlands 

In order to 
properly 
uncover 
preventable 
activities that 
should be the 
target of 
payment 
incentives, 
practices in 
geographic 
areas will have 
to be able to 
work together 
anyway 

The Institution Netherlan (Bakker, Providing GPs Explicit In Netherlands, over All health Software is very Before The private 
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provision 
of ICT 
software 
and 
hardware 
to GP 

al Support 
Systems 
(Financial) 

ds Groeneweg
en et al. 
2006) 
(Grol 2006) 

with software 
to assist in the 
coordinated 
provision of 
integrated 
care. IT 
enhances 
efficiency and 
provides the 
capacity for 
better 
teamwork 

90% of GPs work 
with computerised 
patient records 
however the rest of 
primary care is 
organised on a 
mono disciplinary 
basis- need to link 
GP records with 
other providers to 
provide 
comprehensive, 
integrated team 
care (such as 
pharmacists) 

professionals linked 
with GP have access to 
electronic medical files 
of any patient.  

effective in 
improving 
coordinated care 
and identifying at 
risk patients. No 
program has yet 
extended the 
provision of IT to 
allied health 
professionals 
however the 
success of IT in the 
GP setting leaves 
hope that it will be 
extended.  

teamwork can 
be wholly 
integrated and 
achieved, the 
infrastructure 
must be put in 
place, such as 
IT.  

sector has the 
incentive 
(reduced costs) 
to improve 
efficiency by 
increasing 
team work 
capacity 
through IT,  the 
same 
opportunities 
need to be 
given to public 
PHC if they are 
to likewise 
achieve this. 

Impleme
ntation of 
Practice 
Guideline
s for 
quality 
care and 
teamwor
k 

Regulatory 
Framewor
ks 

Netherlan
ds 

(Grol 1992; 
Grol 2006) 
(Bosch, 
Dijkstra et 
al. 2008) 

Guidelines 
that regulate 
the 
interaction 
between 
physicians and 
other health 
professionals 
written by the 
professional 
bodies in the 
Netherlands. 
There are now 
over 80 
informal 
guidelines 

Explicit As these are not 
written by the 
government, they 
have no formal 
status  

Encourages practices 
to operate in a defined 
way. Given the 
research that supports 
collaborative care and 
better health 
outcomes, guidelines 
would seek to 
encourage teamwork 

Applied in some 
settings, but usually 
only in those in 
which GP guidelines 
were already in 
place 

Guidelines can 
promote 
teamwork in 
two ways 
1. Obligation or 
coercion 
through rules 
that demand 
teamwork  
2. Better 
regulation of 
whole industry 
encourages 
faith in the 
skills of allied 
health 
professional 

‘In my opinion, 
effectiveness in 
inducing 
behavioural 
change is the 
most 
important, yet 
least 
understood 
problem…’-
Donabedian 
Guidelines seek 
to create 
behavioural 
change, as all 
incentives do 

Governm
ent 
Regulatio
n and 
Framewo
rks 

Regulatory 
Framewor
ks 

Netherlan
ds 

(Departmen
t of Health 
Welfare 
and Sport 
2005) 

Two particular 
laws define 
the 
framework for 
providers and 
institutions: 
The 
Individuals 
Health Care 
Professions 
Act and 1996 

Explicit 1990 definition of a 
National Quality 
Policy however the 
monitoring and 
improving of quality 
of care remains 
under the control of 
the medical 
profession with very 
little input from the 
government.  

The Individual Health 
Care Professions Act 
defines the 
circumstances under 
which health 
professionals can 
complete tasks or 
delegate to others. 
Defines scopes of 
practice within a 
quality context.  

The Health Care 
Inspectorate 
reviews whether 
these requirements 
are met by health 
professionals and 
institutions.  

Regulation of 
the scope of 
practice 
amongst health 
professionals 
provides a 
framework in 
which they are 
aware of their 
role, have 
boundaries, and 

Regulation and 
definition of 
role and scope 
makes room 
for that 
professional to 
exist in the 
team, and for 
their 
colleagues and 
patients to be 
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Care 
Institutions 
Quality Act 

can work with 
safety and 
surety with 
each other.  

sure of their 
role and 
qualification. 

Out of 
Hours 
Care 
Program 

Institution
al Support 
Systems 
(Regulator
y) 

Netherlan
ds 

(VandeVen 
2005) 
(Schrijvers, 
Oudendijk 
et al. 2003) 

Establishment 
of GP out of 
hours care so 
that local GPs 
do not have 
to provide 
care to the 
local 
community 
for extensive 
hours 

Explicit Historically, GPs 
have worked 
autonomously and 
carried almost all of 
the responsibility 
and burden of care 
for their listed 
patients. This was 
recognised as too 
much for GPs and 
programs were 
established across 
the Netherlands 
that would provide 
independent 
services 

To reduce the time 
pressure on GPs in the 
hope it may produce 
more innovative care 
programs.  
AS AN ASIDE: 
Freeing up their time 
from out of hours care 
also increases the 
chance they will have 
the time to spend and 
invest in team care 
arrangements and 
instituting IT programs 

Worked very well, 
patient satisfaction 
with service and 
quality of care high, 
doctors much 
happier, innovative 
program inspires 
more innovation in 
practices. Also 
involves a greater 
spread of health 
professionals in 
primary care- 
greater visibility for 
Nurses increases 
their acceptance as 
part of PHC team in 
long term 

Encourages the 
PHC services to 
work in a more 
team based 
manner- 
deferring to 
one another 
and sharing the 
burden of care. 
Increases the 
professional 
consideration 
of the nurse in 
GP by public 
and fellow 
professionals 

Whether this is 
a true 
incentive, or 
happens to 
achieve 
outcomes of 
improved team 
care 
arrangements 
as a by product 
is not clear- all 
comes down to 
the intended 
outcome.  

Reducing 
the 
Administr
ative 
burden 

Institution
al Support 
Systems 
(Professio
n) 

Netherlan
ds 

(Departmen
t of Health 
Welfare 
and Sport 
2005) 

The 
administrative 
burden adds a 
considerable 
cost to the 
running of 
general 
practice, 
while also 
detracting 
from the time 
the GP can 
spend on core 
activities 

Explicit Administrative 
duties have 
increased with the 
move from simple 
solo practices to 
more group based 
practices. 
Administration is 
complex and 
requires input from 
the GP, when it 
should really be 
completed by a 
skilled practice 
manager  

Creating an 
organisational 
distinction between 
management and core 
activities may assist in 
reducing the burden 
on the GP and 
increasing time spent 
providing health care. 
Furthermore, funding 
to assist the GP in 
hiring a practice 
manager may assist in 
improving 
administration 
systems.  

There is currently 
no incentives that  I 
recognised to allow 
for the integration 
of a practice 
manager  to reduce 
administrative 
burdens and 
increase teamwork 
unless the GP 
themselves, as a 
practice owner, saw 
the worth in 
employing one 

Defining and 
segregating 
activities in the 
general practice 
will allow for 
more effective 
teamwork and 
a higher quality 
fo care in PHC 

I could not find 
an actual 
incentive to 
promote the 
employment of 
admin 
assistants 
however this 
would no 
doubt increase 
their uptake, 
reduce the 
burden on the 
GP and 
improve team 
processes. 

Audit and 
feedback 

Profession 
Strategies 

Netherlan
ds 

(Grol 1992) Supply of 
positive or 
negative 
information 
on gaps in 
performance 

Explicit A number of studies 
have shown the 
influence of audit 
and feedback 
mechanisms- 
particularly when 

Reinforces 
performance and 
indicates otherwise 
unnoticed behaviour.  

Some studies show 
that monitoring 
practice 
performance and 
giving feedback are 
particularly 

This method 
relies on 
teamwork 
being 
something that 
other 

Computers 
may have an 
important role 
in providing 
feedback as 
well as other 
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by practice 
patients, 
fellow staff 
and peers 

they  directly follow 
the performance  
and are continual 

effective ways of 
changing practice 
behaviour 

employees, 
peers and 
patients want. 
Also demands 
that good 
examples are 
available from 
which to model 
changes. 

staff members 

Peer 
review, 
Quality 
Circles 
and 
practice 
visits 

Profession 
Strategies 

Netherlan
ds 

(Grol 2006) Quality circles 
involve 8-12 
peers and 
colleagues 
who meet and 
discuss how 
to improve 
the structure 
and function 
of their 
practice 

Explicit These have been 
established in the 
Netherlands both 
informally and 
naturally, as well as 
formally through 
the establishment 
of networks which 
consider 
participation a 
component of 
quality care 

Reflection on their on 
systems of operation 
compared to their 
close colleagues will 
encourage the sharing 
of success stories and 
adoption of similar 
strategies 

When review is 
conducted by peers 
using peer 
sanctioning 
processes or quality 
circles, it is 
particularly 
effective at 
generating change. 

Promotes 
teamwork if the 
quality circles 
and peer 
reviewers 
themselves 
have god 
experiences 
with teamwork 
in PHC and 
think it should 
be encouraged 

 

Professio
nal 
education 
and 
postgrad
uate 
training  

Profession 
Strategies 

Netherlan
ds 

(Health 
Council of 
Netherland
s 2004) 

Doctors and 
other 
members to 
become part 
of the GP 
team train 
together 
during 
university and 
continue 
learning 
together 
during 
employment.  

Explicit Health Council of 
Netherlands states 
that inter 
professional 
education needs to 
be a precondition of 
primary care in the 
future.  

Professional education 
actively promotes 
multidisciplinary 
cooperation and 
appreciation for each 
others profession. 
These are core skills 
required if teamwork 
is to be achieved.  

Education does 
occur in the same 
setting during basic 
and further training 
for health 
professionals. This 
provides Dutch 
health professionals 
with a more 
comprehensive 
understanding of 
each others work. 

Education has 
time and again 
been shown as 
generating 
change- 
learning 
together will 
minimise the 
historical 
influences of 
medical 
autonomy and 
allow 
professional 
space for 
nurses, practice 
assistance and 
home helps.  

Being educated 
together does 
not remove the 
hierarchical 
structure of 
primary care 
however- will 
this invariably 
change as a 
result of inter 
professional 
education?? 

Support 
for health 
professio
nals 

Profession 
Strategies 

Netherlan
ds 

(Grol 2006) To increase 
coordinated 
and 
comprehensiv
e care, 

Explicit The complementary 
health workforce 
has been strong in 
the Netherlands 
with over 30% of 

A new payment 
system was 
introduced in 2006 
that blended 
capitation with fee for 

The possibility of 
receiving 
reimbursement of 
costs for the 
employment of 

Teamwork is 
enhanced by 
providing 
support in the 
initial stages of 

I’m sure there 
are incentives 
such as direct 
funding levels 
with specific 
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financial and 
professional 
support must 
be provided 
to attract 
nurses, 
practice 
assistants and 
allied health 
professionals 
to the GP and 
increase 
teams and 
teamwork. 

practices having a 
NP. Increasingly, 
group practices 
involving different 
primary care 
providers are 
evolving, 
encouraged by 
incentives that fund 
the inclusion of such 
professionals 
provides they are 
EFFECTIVE. 

service, as well as 
providing a negotiable 
reimbursement 
amount for practice 
costs incurred 
depending on services 
offered, staff 
employed and quality 
and efficiency 
indicators 

individuals to 
achieve team care 
arrangements and 
teamwork 
improvements has 
dramatically 
increased the 
number of group 
practices and 
professionals 
including physician 
assistants 

introducing 
new team 
members in 
traditionally 
autonomous, 
solo practices 

numbers- I just 
don’t have the 
info from this 
article 

* Incentive mechanisms fall into one of five overarching categories: payment method, regulatory framework, profession strategies, institutional support systems or workforce models of care 
^ The incentive is either directed to effect financially, regulatory or professionally. Implicit incentives are contained, although not openly stated in the conditions of employment. Explicit incentives are 
incentives that openly attempt to modify the behaviour and outcomes of an individual or system in a desired way.   
Incentives in red are indirect incentives, and have less of a direct impact on the tight knit team relationship, however are still very effective in achieving change. How this change is generated and 
manifests is a major component to this research project.  
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APPENDIX 4: IMPACT OF INCENTIVES APPROACHES 
FOR PHC TEAMWORK  

 
COUNTRY SPECIFIC SUB-STUDY PAPERS 

 
 

• Netherlands 

• Canada 

• US 

• UK 

• NZ 

• Australia 
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Literature Review on Incentives for Primary Health Care 
Team Service Provision: 

‘Learning and Working Together in Primary Health Care ’ 
 

Chief Investigators- Lucio Naccarella, Tony Scott, John Furler, Kathryn Dwan 
Research Assistants- Georgia Savage, Fleur Smith, Roz Meredith 

 
DRAFT Context Setting: Netherlands  

 
This work systematically reviewed and synthesised literature about incentives for primary health 
care team service provision to inform Australian primary health care (PHC) policy.  This aim of 
this document is to enable the country specific advisor to provide a critique of the draft of the 
country specific review paper, specifically on: what impact does funding, governance and 
professional incentives have on PHC teamwork? 
 
The literature review addressed the following questions. 
• What incentive approaches are being used in successful PHC team service provision? 
• What impact does funding, governance and professional incentives have on PHC teamwork? 
• What policy options are available within the Australian PHC setting to implement successful 

incentive approaches to optimise primary health care team service provision? 
• How are funding, governance and professional changes that aim to facilitate teamwork in 

PHC (i.e. incentives) interpreted and responded to by PHC professionals? 
• What are the critical ways in which funding, governance and professional changes become 

transformed into incentives that have an impact on teamwork in PHC? 
 

Impacts of Incentives for Teamwork in Netherlands 
Lead author: Roz Meredith 

 
Introduction 
Teamwork in the Netherlands is indicated within policy and has started to be demonstrated in the 
day to day practice of primary health care (PHC), however, general practitioners have a long 
standing culture of providing solitary and complete PHC to their patients. Now there are a range 
of professionals who assist in providing PHC to citizens including general practitioners, nurses, 

http://www.ahwi.edu.au/�
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community pharmacists, physical therapists, midwives, home care organisations, primary care 
psychologists and social workers (Bakker, Groenewegen et al. 2006). Most GPs in the 
Netherlands practice in solo or small practices working in networks of professionals, where they 
then make arrangements around how to cooperate in regards to each individual in their care 
(Bakker, Groenewegen et al. 2006). However there are some integrated, multidisciplinary health 
centres, although these only attend to <10% of the population (Bakker, Groenewegen et al. 2006). 
There is little literature found in this report as to the efficacy of either the multidisciplinary health 
centres opposed to the individually constructed teams and also what encourages and assists in 
collaborative teamwork for the individually constructed teams.  
 
The article by Bakker, Groenewegen et al (2006) discusses the impact that the changes in 
workplace models (such as an increase in part time staff and shifting task allocations) is likely to 
lead to increasing fragmentation in primary care. Further to this, the increasing focus on home 
care makes collaboration practically impossible between local primary care providers (Bakker, 
Groenewegen et al. 2006). Thus this presents the question of whether the local GP is able to 
maintain the overview and comprehensive nature of their role they once had and whether the 
divergence from this is in the patients best interests (Bakker, Groenewegen et al. 2006). The main 
advantage of the new system in the Netherlands is that this is contained somewhat by patient 
enrolment within a primary care practicel 
 
 
Financial and regulatory measures 
The Netherlands PHC was previously funded by a capitation based payment for all enrolled 
patients that earnt under a particular income in a year (approximately 70% of the population) 
through the government sickfund (Weel 2004). Both the patient and the employer contribute 
finances towards the sickfund. The remainder of the population were self funded with fee for 
service payments to their practitioner and often have their own health insurance (Weel 2004). 
This has changed in recent years to encourage competition between insurance providers and thus 
improve quality and efficiency of care within the health system. 
 
The GPs in the Netherlands have a strong dislike for fee for service payments and strongly resist 
changes to capitation based payments (Weel 2004). They typically regard capitation based 
payments as allowing patients to access and receive appropriate care while also allowing a ‘wait 
and see’ approach to care where interventions are not immediately warranted but a condition 
needs to be monitored. However, the downside of capitation means that there are fewer financial 
incentives for encouraging GPs towards innovative care and change in behaviours (Weel 2004).  
 
Weel (2004) acknowledges that whatever package of care is constructed to finance PHC, it needs 
to be based on effectiveness of interventions, both therapeutic and diagnostic but also within the 
context of political and economic influences. Dutch PHC may be well positioned to work to 
continue to work towards new models of care as more GPs are beginning to prefer salaried 
positions as well as multi-professional practices instead of the solo practitioner which is currently 
dominant (Weel 2004; Bakker, Groenewegen et al. 2006). 
 
In the new model of health, a capitation payment will be made per patient in addition to a fee per 
consultation and a reimbursement for practice costs (Grol 2006). The reimbursement is dependent 
upon services offered, staff employed and the efficiency and quality indicators being used (Grol 
2006). This may be a reason why an increasing number of practitioners are growing from the sole 
practitioner model to health centers with four to six doctors, one to two nurses and other 
professionals such as physiotherapists, psychologists and pharmacists being co-located and 
working together (Grol 2006). However, other studies indicate that simply working in the same 
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premises does not always imply collaborative team work, however, it does improve the chances 
of interdisciplinary teamwork if appropriate governance structures are utilised at practice level 
and regulatory governance structures allow collaboration at government level. 
 
As part of the new model of funding, quality initiatives are imperative to the improved efficiency 
of the Dutch system. They do utilise models such as quality indicators but this only attributes to a 
small percentage of financial income. However, they have tapped into the self-regulating bodies 
and encourage self regulation of quality through ideas such as quality circles, professional visits 
to other practices, education for professionals and clinical guidelines all assist in self regulation of 
quality (Grol 2006). This also increases the chance of teamwork through talking with a range of 
individuals both within the scope of practice (for example practice level performance indicators) 
and outside of the practice (for example local collaboratives and professional visits). 
Accreditation and improvement models are a more formal method of assessing quality and may 
or may not impact upon teamwork depending on the models being implemented (Grol 2006). 
 
In 2005 a the Department of Health, Welfare and Sport implemented a new framework for health 
care with the principles of accessibility, quality and financial sustainability being key to the 
framework (Department of Health Welfare and Sport 2005). A report by the department indicates 
that legislation inhibits creativity and best practice by care providers who are consistently 
working towards meeting the regulations (Department of Health Welfare and Sport 2005). It is 
acknowledged that different bodies and organisations have a range of supervision structures 
which impact the tasks provided by each different health profession and thus the quality of care 
they provide (Department of Health Welfare and Sport 2005). As such, the Parliament is working 
towards streamlining and reducing the barriers that prevent creativity in health care and between 
professions by putting forward a new proposal in regards to statutory regulations (Department of 
Health Welfare and Sport 2005). The department is also aiming to simplify rules, procedures and 
administration and utilise existing sources of information more efficiently (Department of Health 
Welfare and Sport 2005).  
 
A main component of the framework was to encourage awareness and participation in health by 
citizens, insurers and health care providers. However, citizens have a central responsibility in 
considering their health and encouraging competition and quality between professionals 
(Department of Health Welfare and Sport 2005; Bakker, Groenewegen et al. 2006). The 
government wants the patients to go become informed and conscious of the expense and 
investment in their health (Department of Health Welfare and Sport 2005). While this is being 
achieved in numerous ways, one major implication is that the patient becomes central to 
developing a team of professionals when managing chronic and complex conditions.  
 
An underlying principle of the new social support Act is to actively involve citizens in problem 
solving as well as working towards having citizens access assistance within their own social 
environment where possible (Department of Health Welfare and Sport 2005). This indicates that 
teamwork in the Dutch context is more likely to revolve around focussing on the patient and 
patient outcomes instead of considering teamwork in regards to other benefits noted in literature 
(such as improved job satisfaction). 
 
As the Netherlands now is a privatised health system, this has the capacity to miss individuals that 
are unable to pay for care. However, the government ensures that basic cover is provided for all 
citizens as part of each insurance package and that subsidies are available for low income citizens 
(Grol 2006). The nominal fee charged by insurers may vary from cover to cover to increase 
competition but also allows citizens to have more choice about what they are able to pay. In 
addition to this, the citizen needs to enrol with their choice of family practitioner or primary care 
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practice, thus encouraging citizens to consider which professionals are best positioned to support 
their health needs effectively (Grol 2006). The relationship between the citizen and their 
practitioner is important as 95% of problems in the Netherlands are handled within primary care 
(which includes dentistry, physiotherapy and psychology) (Grol 2006). While this does not 
specifically encourage teamwork, it can assist patients in choosing a professional that is more 
likely or less likely to work in a team context depending on their needs. (Please note; that the 
capacity of the citizen to determine an appropriate professional by whether they utilise team 
approaches, depend on the education and knowledge of the patient to be aware of whether a team 
approach is warranted and desired.) 
 
Finance has been set aside for the further development of IT systems which may assist in 
teamwork but nothing in literature is noted about this aspect specifically (Department of Health 
Welfare and Sport 2005). The use of electronic medical records (EMR) is widespread with 98% 
of practices utilising EMRs and an increasing number are able to track and identity patients with 
or at risk of chronic conditions (Grol 2006; Schoen 2006). Again, this has the capacity to increase 
teamwork, but does not necessarily indicate that it is being used in that way. Aspects such as 
security and access to records by a team were not explicitly discussed in the literatures reviewed. 
 
Similarly, finance has been set aside for the chronically ill which could potentially be partially 
invested into teamwork, again little is said about this in the framework (Department of Health 
Welfare and Sport 2005). Approximately 30%-40% of practices now employ nurse practitioners 
to assist in managing care for patients with chronic conditions (Bakker, Groenewegen et al. 2006; 
Grol 2006). Finance is provided for additional training of advanced nursing staff and support staff 
which may be a result of the encouragement towards improving efficiency through shifting tasks 
to other appropriate professions, in the Dutch system this tends to be the practice nurse 
(Department of Health Welfare and Sport 2005). However, as is found in other countries, while 
this may imply a “team” this does not indicate evidence of collaborative teamwork but rather a 
division of tasks between professionals working with a particular patient.   
 
As part of the reorganisation of finance for PHC, citizens are offered a no-claim bonus refund on 
their insurance when they do not access unnecessary health care during the year, relevant checks 
and GP visits are excluded from this allowing patients to still access PHC (Department of Health 
Welfare and Sport 2005; Bakker, Groenewegen et al. 2006). While this scheme does encourage 
participants to carefully consider the degree of healthcare they access, it may have a negative 
impact on teamwork between professionals as it does not encourage patients to seek out early 
intervention or prevention strategies and encourages patients to contain health care to sole 
practitioners where possible.  
 
 
Initiatives and innovation impacting on teamwork 
One study looked at a number of interventions implemented to reduce inequalities in health 
(Mackenbach and Stronks 2002). Only a small number of projects were funded over a relatively 
short period of time (Mackenbach and Stronks 2002). While a range of policy directions were 
implemented three recommendations have an impact on working in teams. These are maintaining 
good financial access to health for low SES groups, reinforcing PHC through employing more 
practice assistants, nurse practitioners and peer educators and finally through implementing local 
care networks (predominantly to assist chronic psychiatric patients) (Mackenbach and Stronks 
2002). While none of these strategies directly imply teamwork, they provide building blocks for 
collaborative teamwork.  
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One major advantage of this programme was that a range of professionals came together to assist 
in determining policy options from income, education, health, employment (Mackenbach and 
Stronks 2002). As noted in other countries, while improvements to a governance structure or 
policy may be achieved in one area, this does not always lead to sustained change in other 
relevant areas, such as education. Thus the bringing together of a variety of experts and policy 
makers to move forward has the potential to provide a holistic and integrated plan for sustained 
change, in this instance, in a way that promotes community and team work.  
 
Multidisciplinary practice guidelines were developed in 1983 by the Dutch Institute for Health 
Care Improvement and were used to improve quality of care (Grol 2006). This indicates that 
initially, professions were seen as all investing in quality and primary care of patients. However, 
in 1987 the Dutch College of Family Physicians started developing their own primary care 
guidelines followed by other professional bodies developing their own guidelines per profession 
by the mid-1990s (Grol 2006). While some aspects of quality are profession specific, it appears 
that this division of guidelines may contribute to fragmentation and isolation of professions rather 
than supporting interdisciplinary team work. This is further enhanced by the idea that most of the 
guidelines have education material associated with them which is a prime opportunity for 
interdisciplinary learning but as they are developed by different bodies, is more likely to lead to 
uni-professional learning, thus not supporting teamwork (Grol 2006). In favour of the guidelines 
however, they are more rigorously followed than in other nations and thus may provide a basis for 
encouraging interdisciplinary teamwork in the form of quality clinical guidelines (Grol 2006). 
 
Similarly changes to the licensing of doctors has led to alternatives in quality improvement and 
quality indicators. Local collaboratives are one aspect that involves a multidisciplinary team of 
eight to twelve individuals who meet regularly to discuss clinical guidelines, exchange knowledge 
and best practice and make plans for change based on local consensus (Grol 2006). Similarly, the 
concepts of visiting health professionals to exchange ideas, provide feedback, training and 
support mechanisms not only improves quality but has the capacity to increase teamwork through 
networks of people and encouraging working together in problem solving (Grol 2006; Hofhuis, 
Van Den Ende et al. 2006). This may or may not have direct impacts on patients, but working 
together with other professionals leads to increased interaction with professionals which has been 
demonstrated in other countries (query NZ/UK?) to improve teamwork overall.  
 
While evidence of the impacts of visitation is scare in general Grol (2006) reports results of 
indirect teamwork on client outcomes with one project demonstrating that vaccination rates went 
from 10% prior to the intervention to 80% of those at risk two years following the intervention 
(Hofhuis, Van Den Ende et al. 2006). Similarly pap smear rates when from 45% to 70% within 
two years indicating the professional visits and sharing knowledge in a peer team based 
environment can impact upon a patients quality of care (Grol 2006).  
 
In the study performed by Hofhuis, Van Den Ende et al (2006) indicates that there are a number 
of aspects to professional visits that assist in increasing awareness and resulting in behaviour 
change. The program is voluntary and appears to be more keenly taken up by professionals 
wishing to improve practice management skills (79%) and females (approx 75%) (Hofhuis, Van 
Den Ende et al. 2006). This uptake by females may also be reflective of the increasing number of 
women entering into the health professions, particularly medicine (Bakker, Groenewegen et al. 
2006). Younger respondents tended to be more aware of weak and strong aspects of their 
performance than older respondents (Hofhuis, Van Den Ende et al. 2006). The evidence of 
younger respondents responding to raised issues, indicates that education and training is more 
likely to be effective with younger and newer professionals. This provides some tertiary evidence 
that targeted programs, such as interdisciplinary education at university, is more likely to be 
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successful then trying to integrate such knowledge later in one’s career. This evidence has been 
discussed in other nations. 
 
Respondents had completed or were engaging in 32% of the recommendations with plans for a 
further 14% of improvement suggestions. It appears that those clinics that receive feedback 
within three months are more likely to engaged in planned change (although this may be due to 
the limited timeframe of the project overall in this study) (Hofhuis, Van Den Ende et al. 2006). 
This demonstrates that professional visits have the ability to instigate and impact behaviour 
change within a practice in a method that is acceptable to those participating and appropriate to 
the practice under review. While most aspects of the visitation related to practice management 
aspects, it has been demonstrated that practice governance arrangements have a direct impact on 
the ability of a practice to utilise effective teamwork and thus may provide a pathway for change 
on improving practice based multidisciplinary teamwork as well as improving linkages with 
external professionals. 
 
 
Grol (2006: 9-10) reached a number of important conclusions which have been summarised here: 

• It is important to strike a balance between external, authority-driven systems for quality 
development and internal, professionally led systems. (Note: The same conclusion can be 
drawn for primary health care practice in general) 

• Separate, unrelated initiatives by different stakeholders, can contribute to confusion and 
resistance among the target groups and waste time and money. Integrating initiatives 
within a single, widely accepted quality improvement system is crucial for success. 
Policymakers must take the lead in this integration. (Note: This is also relevant to the 
integration and regulation around professional bodies and practice in general.) 

• Sustained change demands long-term strategies, policies and support 
• Evaluation and quality improvement are new to many people, and some may find the 

experiences difficult to threatening. Education and support to help professionals and 
teams and practices understand the field and become receptive to innovation are crucial to 
participation and success (Note: This can be demonstrated through the strength that GPs 
in each country cling to their current funding systems and adopt new funding ideas based 
on high buy in levels) 

• Quality improvement research is limited. (Note: This can be extended to the evaluation of 
incentives and teamwork of incentives in general) 

 
Grol’s first point is worth highlighting as the reason as to why multidisciplinary care and the 
effectiveness of teams are needed: “A health care system with accessible primary care as a first 
point of entry for all citizens, delivered in small- to mid-sized centres that are fully integrated into 
the wider health care system, may offer the best guarantee for cost-effective patient care.” (2006: 
9, italics mine for emphasis) 
 
Bosch, Dijkstra et al (2008) undertook a study to determine whether specific organisational 
cultures and higher levels of teamwork were associated to levels of diabetes care in small office 
based practices. Overall they found that when group culture was high, adherence to diabetes care 
in primary care was negative correlated (Bosch, Dijkstra et al. 2008). However, maintaining a 
balance between each of the culture types was positively correlated to managing diabetes care 
(Bosch, Dijkstra et al. 2008). This study is important because it demonstrates that an environment 
that encourages and supports a strong group culture may in fact adversely impact on primary 
health care, thus good collaborative team work does not necessarily need to reflect a strong group 
culture.  
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Achieving good quality primary health care needs to strike a balance between internal and 
external orientation of the practice and flexibility and change (Bosch, Dijkstra et al. 2008). This 
needs to occur in combinations with continuous measurement and improvement, working with 
protocols, striving for good results and good teamwork to achieve the best outcomes for patients 
(Bosch, Dijkstra et al. 2008). This study acknowledged that they did not look at individual 
perceptions of culture and outcomes and that different professions and individuals may view the 
impacts of patient care differently as well as the type of culture that is reflected differently 
(Bosch, Dijkstra et al. 2008). However, the study still provides enough validity to consider that a 
range of factors are required for patient care and that good teamwork is not necessarily the same 
as having a high group culture. 
 
 
Implementation of incentives 
In 1992, Grol wrote a paper about implementing guidelines to general practice care. While this 
article does not refer to teamwork, the inferences made can be applied in situations such as 
encouraging collaborative teamwork by extending the methods of implementing change in 
primary care in general. He acknowledges that there are personal barriers to change within the 
health professional including a perceived or actual level of competence, motivations and attitudes 
and general personal characteristics (for example age, learning style and self confidence) as well 
as professional memberships which can impact on the perceptions of the “change” (Grol 1992). 
Similarly there are practice setting barriers including social factors (for example the opinions of 
patients and family) and structural, logistical and organisation factors (for example coverage for 
educational sessions and physical space) (Grol 1992). 
 
He writes that effective interventions utilise a range of strategies to encourage and influence 
change (Grol 1992). These may include (but are not limited to) written educational materials and 
face to face group, individual and continuing educational opportunities, audits and feedback 
loops, peer review and incentives including financial, regulatory and legal incentives (Grol 1992). 
These factors can be demonstrated in the model presented adapted from Van Woerkom and 
Damoiseaux (Grol 1992).  
 
However, the key element that Grol identifies is to know the target group and the reasons for 
change (Grol 1992). Thus, in encouraging professionals to come together in collaborative team 
work, the strategies utilised need to be varied and be appropriate to the level of change required 
(be it at individual, practice, local or government levels). A new initiative may target early 
adopters to implement the initiative so that it can be demonstrated to the majority (Grol 1992). He 
acknowledges that when people are placed under pressure (such as poorly performing doctors 
identified in quality improvement initiatives), that they will appear to cooperate but are likely to 
sabotage or cheat the intervention thus rendering it useless (Grol 1992). 
 
The article by Schrijvers, Oudendijk et al (2003) also presents information relevant to 
disseminating health care innovations quickly and usefully. As above, this article does not refer to 
teamwork specifically, but the information gained for this study can assist in rolling out initiatives 
that do support teamwork when developed. Interesting, a number of the results for disseminating 
health care innovations are very similar to those that support good teamwork. These include 
(Schrijvers, Oudendijk et al. 2003): 

• A clear distribution of responsibilities between professionals within the innovation 
• Enough educational programs about the innovations for professionals 
• Adequate ICT support for the running of the innovations 
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• Suitable publicity for the innovations (this is important in engendering public support 
which can create a barrier to implementation as noted in the work by Grol (1992)) 

• An adequate payment system for innovative care providers 
• The right size of catchment areas for the innovation (this is important when considering 

the target and local context of teamwork) 
• Enough professional freedom to adopt the innovation (this is supported by struggles for 

autonomy and buy in as seen in other countries for example the UK and NZ). 
 
One fact that was demonstrated time and again was that the enthusiasm of experienced 
individuals was needed to make innovation work and that this was almost always within the 
context of a team (Schrijvers, Oudendijk et al. 2003). Top down approaches were rarely 
successful unless there was local support and enthusiasm by the professionals at that level 
(Schrijvers, Oudendijk et al. 2003). The study discovered that in only 7 of 21 innovations were 
payment systems expected to support the innovation, however, incentives to stimulate 
dissemination may result in the false application of incentives without genuine improvement in 
efficiency and quality (Schrijvers, Oudendijk et al. 2003). Thus the concept of encouraging and 
facilitating team based practices, needs to be developed in an appropriate local context and 
initiated by enthusiastic professionals.  
 
It should be noted that while the study looked at the ways in which a range of innovations had 
been implemented and disseminated, it acknowledges that there is little evidence around the 
speed of dissemination and also that the failed innovations were not included in the review 
(Schrijvers, Oudendijk et al. 2003). These aspects have the potential to alter the order and content 
of the critical factors as ascertained in the study (Schrijvers, Oudendijk et al. 2003).  
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DRAFT Context Setting: NZ  

 
This work systematically reviewed and synthesised literature about incentives for primary health 
care team service provision to inform Australian primary health care (PHC) policy.  This aim of 
this document is to enable the country specific advisor to provide a critique of the draft of the 
country specific review paper, specifically on: what impact does funding, governance and 
professional incentives have on PHC teamwork? 
 
The literature review addressed the following questions. 
• What incentive approaches are being used in successful PHC team service provision? 
• What impact does funding, governance and professional incentives have on PHC teamwork? 
• What policy options are available within the Australian PHC setting to implement successful 

incentive approaches to optimise primary health care team service provision? 
• How are funding, governance and professional changes that aim to facilitate teamwork in 

PHC (i.e. incentives) interpreted and responded to by PHC professionals? 
• What are the critical ways in which funding, governance and professional changes become 

transformed into incentives that have an impact on teamwork in PHC? 
 

Impacts of Incentives for Teamwork in NZ 
Lead author: Roz Meredith 

 
Policy and politics; the background to primary health care in NZ 
The New Zealand (NZ) government decided to implement a national form of healthcare in 1938. 
The implications of this decision continue to underpin some of the issues in primary health care 
that NZ continue to face in 2009 (Crampton, Davis et al. 2005; Gauld 2008). The government had 
previously desired to pay a full subsidy via a capitation based model to cover the entire cost of a 

http://www.ahwi.edu.au/�
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patients health visit to allow access to good health to the whole community. However one major 
aspect of their healthcare reform (1938 – 1941) allowed general practitioners (GPs) to charge a 
co-payment in addition to the subsidy that the government was going to provide them for seeing 
patients in the community (Davies and Booth 2000). The ability to charge a co-payment was seen 
by GPs as the manner in which a GP could maintain autonomy and financial viability in their 
chosen profession (Gauld 2008). This has provided GPs in NZ with a reasonable degree of power 
in relation to financing of health care over the past 50 years (Raymont and Cumming 2003; 
Crampton, Davis et al. 2005). 
 
The issue of charging patients a co-payment meant that the governments vision for free healthcare 
could not be implemented at the ground level, primary health care (PHC). Overtime, the 
government was concerned that any incremental rises in the subsidy (to account for inflation) 
would not be passed on to the patients and thus they continued to maintain the subsidy at the 
agreed rate (Ashton, Mays et al. 2005). In turn, this led to the full cost of PHC visits being paid 
by at least 50% of the population by the end of the 1990s; making PHC out of the reach of many 
low income or high usage patients in the community (Ashton, Mays et al. 2005).  
 
New Zealand PHC is predominantly comprised of independent, self-employed GPs operating 
with their own client base and expenditures (Hefford, Crampton et al. 2005). In the 1990’s the NZ 
government instigated a range of reforms in PHC based on a purchaser/provider model of 
expenditure. This led to the formation of Independent Practice Associations (IPA) which 
consisted of forming networks of GPs under an umbrella organisation which could then apply for 
improved funding using capitation based formula’s or fee-per-volume (a set fee for a specific 
number of consultations) (Gauld 2008). The funding was intended to assist in the employment 
and development of multidisciplinary primary health providers and then to assist in addressing 
access to PHC by reducing the gaps in co-payments for requiring PHC (Howell 2005). Targeted 
programs were also introduced so that children, patients with low income patients and high usage 
patients (patients with 12 or more visits per year) eligible for higher subsidies if they held the 
relevant card to access these services, however often the subsidy covered under half the cost of 
the visit (Hefford, Crampton et al. 2005). 
 
However, by 1999 approximately 83% of practicing GPs were part of an IPA with nearly all IPAs 
having a budget for laboratory and pharmaceutical expenses (Gribben and Coster 1999). Other 
GPs continued to practice independently or alternatively as part of a community health 
organisation via community development models of management or community orientated PHC. 
Approximately 20% of GPs were funded via capitation based payments with other having salary 
(most likely in a community development health service), fee for service (most likely in solo 
based practices) or mixed funding models (Gribben and Coster 1999; Gauld 2008). 
 
Davies and Booth (2000) describe three major changes that occurred from the reforms of the 
1990s in NZ. 1. GPs banded together into IPAs which has led to increasingly efficient 
management structures that provide another level of support, management and power to the 
previously independent GPs 
2. The new purchaser/provider model has allowed alternate PHC models from different providers 
to enter into the PHC market (such as the ‘by-Maori-for-Maori’ providers) 
3. Increasing degree of capitation and budget-holding within the PHC system. 
While allowing new and more focussed models of PHC as well as increasing and expanding the 
range of funding forumla’s utilitised in PHC are both positives of these reforms, the development 
of IPAs may actually have some negative aspects which may directly impact teamwork (Gauld 
2008). The main reasons for this suggestion are that they provide an even greater degree of power 
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to the GPs, thus reducing the likelihood of radical reform in financing and of clinical practice in 
PHC (Raymont and Cumming 2003; Gauld 2008). 
 
IPAs were intended to assist in improving funding for GPs as well as increasing multidisciplinary 
professionals in PHC to increase access and improve health where it is most needed. As many 
GPs are still against capitation based formula’s, there is less chance for the development of a 
multidisciplinary workforce when there is less capacity to budget appropriately (Gauld 2008). 
Similarly, while GPs fiercely protect their right to be able to charge co-payments (in light of 
autonomy and financial viability), patients are less likely to be able to afford to see alternate 
professionals! As such, it is no surprise that there is little evidence that the development of IPAs 
have had a marked impact on employment of allied health professionals.  
 
In 2002 with a change of political party at the helm of the NZ government, more reforms to health 
care were made (Cumming, Mays et al. 2008; Gauld 2008). Aspects of this were similar to prior 
reforms such as addressing social inequities in health, reducing the costs associated with 
accessing PHC and developing and utilising a multidisciplinary team in PHC (Raymont and 
Cumming 2003; Ashton 2008). The policy also looked at how to support the local community and 
enrolled population in the best manner, continue to improve access to comprehensive services, 
co-ordinate care across service areas and utilise good quality information (Raymont and 
Cumming 2003; Cumming, Mays et al. 2008). One final area was to reduce bureaucracy within 
the health system to increase its overall efficiency which was to be achieved predominantly 
through Primary Health Organisations (PHOs) (Raymont and Cumming 2003). 
 
While this policy appears to ‘tick all the boxes’ on paper, Gauld (2008) indicates that it was with 
the change of government party in 2000 that led to current policy that was politically motivated in 
that it was somewhat oppositional to the prior governments policy on health, particularly in 
relation to financing PHC. This has potentially contributed to sloppily implemented policy that 
has exacerbated rather than assisted the problems faced in financing PHC and encouraging 
change towards multidisciplinary teamwork (Gauld 2008). 
 
The central component of the new government’s reforms was the instigation of the PHO which 
was a not-for-profit community run organisation that would then invest in relevant services 
needed for a local community. Reflecting the ideological underpinning of a Labor government, 
the PHO was required to have a mix of practitioners, management staff and community members 
on its board and all members of the PHO were expected to have an active status. The government 
moved to a capitation based formula which was provided to the PHO based on the number of 
enrolled patients for that PHO. This resembles the IPAs previously established and many IPAs 
took on a PHO status thus being a PHO in name only while operating under the principles of the 
IPA (Gauld 2008). 
 
The development and implementation of the PHO has a wide range of impacts on teamwork. 
Funding is hierarchical in NZ with funding being provided to one of twenty-one District Health 
Boards (DHB) (set up by the new government) which in turn “purchase” services from the PHOs 
(Ashton, Mays et al. 2005; Gauld 2008). However, the DHBs own the public hospitals and 
community services and thus may protect/provide their own services at the expense of the PHOs 
(and other community providers) (Ashton, Mays et al. 2005). This in turn reduces the 
opportunities of the the PHOs to expand the role of PHC through the development of teams 
(Ashton, Mays et al. 2005). Similarly, having a range of management strata from the level of 
individual/practice to IPA to PHO to DHB to Health Dept increases bureaucracy and regulatory 
measures which have been demonstrated in other countries to directly hamper teamwork, in this 
case the funding for multidisciplinary teams! Thus, such strata of funding and organisational 
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levels may hamper collaborative teamwork in PHC as well as reduce the ability to implement 
effective policy of the primary health care strategy. 
 
Understanding the political background, public perception and the power that GPs have in NZ 
provides additional understanding as to what other factors need to be investigated and understood 
before determining what incentives may positively (or negatively) impact teamwork. This mix of 
political influence directly impacts regulatory mechanisms, financing of incentives, uptake of 
incentives and the culture around changing of behaviours before even determining if an incentive 
manages to negotiate the desired outcome. The UK demonstrated with the Quality Outcomes 
Framework (QOF) that major health reform can occur relatively successfully, however, this may 
be due to having significant support from the practitioners that would be instrumental in 
implementing the QOF, the GPs as it was the GPs that voted and agreed on the national contract 
for general medical services which included the pay for performance based QOF. 
 
The implications of funding models as seen in the NZ situation 
The Primary Health Care Strategy developed in the reforms of 2001 with the establishment of a 
new political party in government increased the emphasis on the provision and funding of PHC. It 
also anticipated that new funding and improved models of financing would expand and improve 
collaborative teamwork of health professionals in PHC. The funding model was changed to being 
capitation based which was based on the enrolling population and their demographic needs. This 
formula was designed to improve multidisciplinary teamwork, focus on aiding specific population 
groups, treatments and preventative services as well as providing population based interventions 
and health promotion (Raymont and Cumming 2003; Ashton, Mays et al. 2005; Hefford, 
Crampton et al. 2005; Ashton 2008; Pullon, McKinlay et al. 2009).To pre-empt the potential 
unwillingness to cap their co-payments and to agree to participating in the PHOs, GPs that 
participated in a PHO were provided with higher subsidies for target groups with the aim of 
increasing subsidies to all ages and the entire population over time with the agreement of 
increasing the subsidies as appropriate (Ashton, Mays et al. 2005; Hefford, Crampton et al. 2005; 
Ashton 2008).  
 
The funding model comprised of two essential models, “Access” funding and “Interim” funding. 
Access funding was provided to PHOs where 50% or more of their enrolled population group was 
of a particular demographic or special population group (Maori or Pacific Islanders) (Hefford, 
Crampton et al. 2005; Cumming, Mays et al. 2008). This funding provided a higher subsidy to the 
PHO and therefore the GP. Interim funding was provided to all other PHOs, providing a slightly 
increased subsidy per capita with one subsidy for target groups and one for the remaining enrolled 
population group with the view to increasing subsidies to the entire population over time 
(Hefford, Crampton et al. 2005). There is an addition payment of approximately $2 per person for 
health promotion activities at a population level that the PHO is able to undertake (Hefford, 
Crampton et al. 2005; Gauld 2008). 
 
While there is substantial buy in from GPs (95% of NZ GP population), co-payments are still 
allowed to be charged which provides a disincentive for a population focused, prevention 
orientated practice (Gauld 2008). There are multiple reasons for this, firstly there is an increased 
incentive to keep patients coming to PHC instead of utilising programs that may reduce or 
prevent them needing to access care to begin with (Ashton, Mays et al. 2005). Secondly, as co-
payments alone (which is capped at a fee of $25 under the new structure) is likely to reduce 
access to PHC for those that are unable to afford it (Ashton, Mays et al. 2005; Cumming, 
Raymont et al. 2005; Gauld 2008). This has a major impact on the ability of the patient to 
participate in team based models as they may not be able to afford to see other health 
professionals according to their needs (Ashton, Mays et al. 2005; Hefford, Crampton et al. 2005). 
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However, co-payments make up 30-50% of the GPs income and thus threats to that would need to 
be overcome before many GPs would be willing and able to provide a multidisciplinary approach 
to patient care (Ashton, Mays et al. 2005; Cumming, Raymont et al. 2005; Gauld 2008). 
 
One of the aspirations of the PHC strategy and also noted as necessary in the Care Plus evaluation 
was to remove bureaucracy within the health sector (Ministry of Health 2004). However, as noted 
previously, with the development of DHBs and PHOs on top of the IPAs appears to have 
increased the overall bureaucratic structure of the health system rather than removing it (Gauld 
2008). Essentially the concept has merit and has the potential to change power structures that are 
so strongly held by GPs. However, as the GPs retain their right to charging a co-payment the 
pathway of funding results in PHOs acting in a similar manner to HMOs (Health Maintenance 
Organisations) found in the USA  but without the same ability to alter behaviour through financial 
incentives, leaving only practiced based incentives to change or alter behaviours and compliance 
(Raymont and Cumming 2003; Cumming, Raymont et al. 2005; Howell 2005; Gauld 2008). 
Overall, this equates to a form of public insurance but without the benefits that insurance markets 
provide thus equating to the PHO becoming an expensive funnel by passing on risk sharing to the 
GP! The GP essentially becomes the service provider with the power, leaving the PHO relatively 
powerless to implement new strategies and incentives to encourage collaborative teamwork 
(Raymont and Cumming 2003; Howell 2005; Gauld 2008).  
 
The PHOs role then becomes to try and develop the right mix of patients to optimise their income 
(Raymont and Cumming 2003; Howell 2005). This can create situations where patients are being 
excluded or included by a PHO or practitioner according to their overall level of risk and how 
much income they generate (Cumming, Raymont et al. 2005; Howell 2005). While not ideal, a 
benefit is that theoretically funding should be optimally available to provide health promotion and 
intervention services to the wider community. This in turn theoretically should assist in 
promoting teamwork, or at the very least broader community engagement and participation. 
However, multiple PHOs may operate in one existing area, this can make it difficult for smaller 
budgets to provide broader community PHC but theoretically allows for increased competition of 
patients (Cumming, Raymont et al. 2005; Howell 2005; Gauld 2008). That in turn would allow 
for greater development of collaborative teamwork and improved services. However, as the GPs 
are able to set their own co-payments, this undermines the notion of competition as seen in the 
insurance industry and thus does not have the same impact and makes little to no difference 
(Howell 2005). 
 
One study by Crampton, Davis et al (2005) looked at the differences in funding models 
(capitation, fee for service and salary) had upon the employment and retention of PHC staff. This 
indicated that community focussed models had the greatest number of multidisciplinary staff as 
well as having the greater variety of ethnic backgrounds and these practices tended to have a 
salary based funding model (Crampton, Davis et al. 2005). It was common for fee-for-service 
staff to have minimal operational staffing levels (Crampton, Davis et al. 2005). Finally, capitation 
funding models tended to have some multidisciplinary staff, most commonly a primary care 
nurse, but more closely resembled fee for service models in their overall staffing mix (Crampton, 
Davis et al. 2005). This is supported by the work of Pullon, McKinlay et al (2009) who found that 
fee for service models typically detract from teamwork while salaried models typically promote 
overall teamwork. 
 
In the new funding arrangements, capitation payments only contribute to a proportion of practice 
income with fee for service and other funding streams continue to be utilised and apply to the 
provision of primary care (Hefford, Crampton et al. 2005). This mix of funding models (as well 
as co-existing policies around funding) were generally seen as unhelpful for promoting teamwork 
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and achieving the appropriate skill mix at the practice as often one task would be completed by a 
different professional depending on the funding stream that would generate the greatest funding. 
This also led to inefficiencies in clinical practice. In salaried practices, there may still be pressure 
to through-put patients; however, in general collaborative teamwork was more strongly 
encouraged. 
 
One interviewee in Pullon, McKinlay et al (2009) study, managed to get their funder to consider 
team-patient contacts rather than only doctor-patient contacts to support increased 
multidisciplinary care. The authors state that this approach was seen to strongly support 
teamwork by the interview refers to the change in motivation of the practitioners stating, ‘it didn’t 
matter who [does the work]… as long as they [the patient] get looked after’ (Pullon, McKinlay et 
al. 2009). This indicates that responsibility for a patient is shifted from the doctor only, to the 
practice and hence the ‘team’. However, there is no indication that the ‘team’ is a collaborative 
effort towards coordinated and comphrehensive patient care, but rather utilisation of a range of 
professionals. That being said, it may offer another alternative towards how funding may be 
viewed by funding bodies for services provided at practice. 
 
The community health focussed models of health have demonstrated the greatest degree of 
multidisciplinary teamwork in PHC as well as addressing social inequities and managing finance 
issues. However, these models only make up 3% of primary health care providers in NZ, thus fee 
for service and capitation financed GPs are the dominant structures to be address in NZ 
(Crampton, Davis et al. 2005; Cumming, Raymont et al. 2005). While it may appear that 
changing to community health focussed models will best answer how to engage PHC in 
teamwork (Gribben and Coster 1999), Ashton, Mayes et al (2005) notes that it is not politically 
viable for NZ to continue to undergo further major health reforms. This is further impacted by 
public perceptions and concern over any discussion and restructuring in health. 
 
The focus and motivation of a practice (or PHO or IPA) may contribute to reasons for 
implementing certain PHC activities, including collaborative teamwork. For example, those in 
salaried practices often emphasise the need for access to services (Pullon, McKinlay et al. 2009). 
Often these practices are working with a high needs population and they also have been shown to 
often use a more collaborative clinical model. This has been shown in other studies throughout 
the world, to decrease access overall while providing better coordinated and continuity of care. 
However, private businesses often expressed a need to ensure the appropriate implementation of 
efficient and useful business practice to provide a successful business (Pullon, McKinlay et al. 
2009). Where a for-profit business model is the main focus of the practice, they are more likely to 
reduce clinical practices and programs where the business/practice will not receive any overt 
additional payment for that service (from either the subsidy funding or from the patient) (Hefford, 
Crampton et al. 2005; Pullon, McKinlay et al. 2009). Thus, if additional funds are not overtly paid 
to a team but to the GP, then there is little incentive to utilise collaborative teamwork (Cumming, 
Raymont et al. 2005). 
 
NZ models of care and team specific impacts from incentives 
To assist with problems of this nature, the NZ government implemented a program called “Care 
Plus” in 2004 (with pilot programs occurring for evaluation in 2003) (Ministry of Health 2004). 
This program provided an additional 10% of funding for approximately 5% of the highest needs 
population within each PHO. This system essentially will change patients from the high usage 
health card to the Care Plus program over time. The Care Plus program essentially is a more 
intensive, patient led and focussed program of the overall PHC strategy (Ministry of Health 
2004). It was received relatively well within the pilot PHOs with refinements noted and to be 
expected. However, the very implementation of the program’s success found that the existing 
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relationship between the patients and the practice staff and between staff members themselves 
were integral components (Ministry of Health 2004). Thus, while Care Plus has provision towards 
improved funding incentives for collaborative teamwork, which is positive, it does not identify 
how to encourage collaborative teamwork and tends to indicate a multidisciplinary approach to 
staffing more than collaborative teamwork within the practice or patient team. 
 
A few barriers were noted however including a lack of incentives to change patients from high 
usage health card to Care Plus, hidden system costs such as increased administration and set up 
components as well as infrastructure and resource constraints (particularly for nursing staff) 
(Ministry of Health 2004; Cumming, Raymont et al. 2005). The report, by the Ministry of Health 
(2004), also strongly points out that if a practice is not willing to participate in the program then 
they should not as it will not be effective if they are forced to participate in the Care Plus 
program. The other major issue to consider was that practices should not be included if they do 
not have the practice infrastructure in place to undertake the Care Plus program (Ministry of 
Health 2004). This may be a deterrent for smaller practices or practices that do not already have 
the beginnings of a multidisciplinary team as they would need to establish these first (without the 
additional funding) before starting on the program, this may lead to a distinct disincentive to 
undertaking the Care Plus initiative.  
 
The report does recognise that different practices (and PHOs) have different needs and will take a 
different amount of time to implement such a program and will require ongoing support (Ministry 
of Health 2004). While the Care Plus program has potential benefits to encourage 
multidisciplinary teams and potential collaborative teamwork, the funding to finance the program, 
may not be enough to incentivise the starting of the program and additional funds may needed to 
be provided as an incentive to appropriately implement the program to the appropriate level 
(Crampton, Davis et al. 2005).  
 
As accurate and appropriate data is utilised to assist in determining whom to target with the 
program and to record and collate information on patients it is important that information 
technology infrastructure is in place (Ministry of Health 2004). While intra-practice relationships 
may be achieved with individual IT systems, this can create difficulties for inter-practice 
discipline relationships and health information sharing in general. One major problem with the 
current arrange of PHC in NZ currently is that each PHO is able to develop their own IT 
infrastructure which leads to a wide range of systems that may not be (and are often not) 
compatible with each other (Ashton, Mays et al. 2005; Anderson 2007). This in turn inhibits the 
coordination of care for a patient, thus leading to duplication of services and delays in access to 
care (Anderson 2007).  
 
While some DHBs are working collaboratively to encourage coordinated IT infrastructure, this 
can have ready made difficulties in that not all PHOs (or IPAs) are contained under one DHB and 
thus may end up with conflict between funders (Ashton 2008). Thus, it seems that a national 
system, or at least central database would be the most useful for encouraging collaborative 
teamwork and information sharing across the PHC system. Ashton (2008), Ashton, Mayes et al 
(2005) and Anderson (2007) also reflect this view by suggesting that the integration of electronic 
information systems is required across a wide range of service providers, however acknowledges 
that such a project requires a high degree of leadership, cooperation, funding and high level 
support which would be difficult to overcome.  
 
However, the potential benefits may outweigh the difficulties if adequate consideration and 
funding is provided to the issue. Evidence of such benefits can be seen in comparing the UK to 
the USA. In the UK with the implementation of the QOF, a new information database was 
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developed (QMAS) and while the both the QOF and QMAS require refining and development, 
the QMAS system has led to improved data collection which has the potential for informing 
improved decision making at all levels from practice to policy. However, in the USA, a myriad of 
systems are used depending on the HMO leading to no containment of information sharing or 
data collection and thus presenting somewhat of an unknown quantity of health issues and 
collaborative practice. Within the USA, the Kaiser Permanente has an integrated IT system which 
allows for information sharing and is recognised as a positive business model overall. Thus, 
reflecting the NZ system, having at least some integrated, coordinated and national database 
systems increases the potential for information sharing and thus increased coordination of care for 
the patient by a team. 
 
Numerous aspects of the Care Plus evaluation concerns were discussed by McCallin (2001) and 
also reflected in the study by Pullon, McKinlay et al (2009). He identified that collaborative 
teamwork was hindered by: 

- inefficient work spaces 
- no commitment to regular meetings 
- no opportunity for sharing ideas and common goals 
- lack of attention to practice systems 
- lack of appropriate interprofessional training 
- mixture of funding for the practice, especially fee-for-service with task-based 

remuneration 
Similarly the range of practice level components that enhance teamwork identified in the study 
included: 

- good systems for patient flow-through 
- adequate space in which to work 
- uninterrupted and dedicated time for meetings 
- open communication (with participative safety) 
- valuing all points of view regardless of professional discipline or employment status 
- involvement in interprofessional training 
- appropriate skill mix 

Both positive and negative factors influencing collaborative teamwork can be summarised into 
practice infrastructure, funding mechanisms and team attitudes with interprofessional training 
being in addition to previously identified issues. 
 
One of the main aspects of the study indicates that both intrinsic factors, such as interprofessional 
respect and development of trust, and extrinsic factors, such as practice support and governance 
issues through appropriate meeting and discussion, identified and shared objectives, appropriate 
levels of space, smooth and efficient management practices and ongoing management support, 
are both required to develop effective teamwork (McCallin 2001; Ashton 2008; Pullon, McKinlay 
et al. 2009). The mix of intrinsic and extrinsic factors is strongly influenced by the finances of a 
practice and thus any potential financial incentives (Raymont and Cumming 2003). 
 
The influence of finance can be demonstrated through funding models and practice behaviour and 
power imbalances caused by the funding arrangements. Practices that equalise the relationships of 
staff (for example like those where all staff are salaried) appear to improve collaborative team 
work, whereas fee for service funding models appear to act as a barrier (Pullon, McKinlay et al. 
2009). Ashton (2005) suggests this is due to the removal of hierarchal barriers to teamwork as 
each employee was equal in status, thus reducing competition for autonomy and enhancing 
working relationships by promoting teamwork between colleagues. However, the fee for service 
models typically place nurses in a direct employ/employee relationship altering the balance of 
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power in a hierarchical manner whether explicit, implicit or perceived as most practices are 
owned directly by GPs (McCallin 2001; Crampton, Davis et al. 2005). 
 
While the issue around intersectoral change was not presented in any other studies, it is worth 
mentioning  that both Gauld (2008) and Pullon, McKinlay et al (2009) discuss that while New 
Zealand health policy has changed its focus and begun to implement strategies to strength PHC, 
policies in other sectors, such as training and education and regulatory mechanisms, have not yet 
been realigned to support the new mode of operating in the workforce. Issues of regulation, policy 
and governance in these areas are important to consider in light of evidence from other countries 
where barriers between professions inhibit multidisciplinary collaboration (Gribben and Coster 
1999) (Crampton, Davis et al. 2005). Similarly, the training and education sectors holds a 
promising key to encouraging and delivery motivation, understanding and responsive attitudes to 
collaborative teamwork through interdisciplinary education, however, often the education sector 
and health sector may almost be two separate silos with a range of “sub-silo’s” (Ashton 2008). 
 
Similarly few health professionals are explicitly taught teamwork skills (McCallin 2001). The 
intuitive learning of these skills is assisted through interdisciplinary education as overall 
interaction between professions leads to a strengthened sense of collegiality (McCallin 2001). It 
maybe that learning structures need to be altered significantly to change the silo structures found 
in uni-professional education. Teams function less effectively when they have alternate lines of 
management, thus it would make sense that general education and clinical management needs to 
have a similar line of management (McCallin 2001). Also interdisciplinary collaborative practice 
can be significantly strengthened through active socialisation that is not based on a client. 
However, when required the client focus will overcome the uni-socialisation that occurs within 
professions (McCallin 2001). Interestingly though, McCallin (2001) notes that the patient 
interests may not always be central to the usefulness of teamwork with aspects such as learning 
skills, improving job performance and vocational satisfaction providing an increase in intrinsic 
values to members involved in collaborative teamwork. 
 
One aspect that is not strongly covered but alluded to in the literature on incentives in PHC are 
those relating to quality and performance indicators including pay for performance based 
incentives. As indicated earlier in the paper, pay for performance based incentives are unlikely to 
have much success in the currently NZ PHC system due to the lack of control PHOs have over 
GPs (Buetow 2008). However, pay for performance strategy with 11 performance indications to 
assist with improved quality does exist in the PHC strategy, but they provide very minimal 
income to PHOs and individuals practices. However, only one indicator has any bearing on 
potential teamwork and that is the ratio of nurse utilisation by high need enrolees to other 
enrolees (Buetow 2008). With only one paid performance indicator that even indicates the 
potential for teamwork and a low overall incentive around performance, it seems unlikely that pay 
for performance incentives will have any significant impact on collaborative teamwork in NZ.   
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DRAFT Context Setting: UK 

 
This work systematically reviewed and synthesised literature about incentives for primary health 
care team service provision to inform Australian primary health care (PHC) policy.  This aim of 
this document is to enable the country specific advisor to provide a critique of the draft of the 
country specific review paper, specifically on: what impact does funding, governance and 
professional incentives have on PHC teamwork? 
 
The literature review addressed the following questions. 
• What incentive approaches are being used in successful PHC team service provision? 
• What impact does funding, governance and professional incentives have on PHC teamwork? 
• What policy options are available within the Australian PHC setting to implement successful 

incentive approaches to optimise primary health care team service provision? 
• How are funding, governance and professional changes that aim to facilitate teamwork in 

PHC (i.e. incentives) interpreted and responded to by PHC professionals? 
• What are the critical ways in which funding, governance and professional changes become 

transformed into incentives that have an impact on teamwork in PHC? 
 

Impacts of Incentives for Teamwork in United Kingdom 
Lead author: Roz Meredith 

 
1. Definition of Teams in the literature 
Teams in the literature out of the UK typically encompass the idea of “team” as relating to a 
practice where a group of employees work within the same space, for example general 
practitioners, nurses, administration staff, practice managers and sometimes people with 
information technology skills. This concept of team may be different to collaborative teams that 
center around core goals for individual patients and may include specific meetings. Teamwork 

http://www.ahwi.edu.au/�
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understood within literature since the Quality Outcomes Framework (QOF) implemented as part 
of the new General Medical Services contract (nGMS) since 2003 equates to a group of 
individuals working together for shared goals of the practice but does not necessarily include or 
equate to sharing of and teamwork surrounding complex patients and their care (Grant, Huby et 
al. 2009). While the QOF appears generally to have been successful in its implementation, it 
appears to have diminished the impacts of policy around effective teams. 
 
Interestingly the study provided by Elwyn and Hocking (2000) was implemented before the QOF 
and like much of the other academic literature at the time focuses on interdisciplinary 
collaboration. However the QOF appears to reinforces heirachies rather than breaking down 
professional barriers. Likewise, Ovreveit (1996, quoted in Hudson, 2002), discusses that often 
professionals are called a ‘team’ but is rather a reflection of management terminology and avoids 
the issues in coordinating and overcoming problem areas in an increasingly complex service 
system. This concept of team appears to have increased in academic literature since the QOF and 
may reflect the strengthening of problematic barriers in primary care practices on the ground. 
Calling such practice ‘teamwork’ may increase fragmentation for the patient rather than 
improving care coordinator and continuity of care even though quality of care factors are 
supposedly being addressed through QOF incentives (Grant, Huby et al. 2009). 
 
Only a very small subset of the literature addresses collaborative teamwork, particularly since the 
implementation of the QOF. However, evaluation of the QOF and impacts on professions and 
practices have been performed. Given that the concept of “team” encompasses this notion of team 
work, it is reasonable to use these evaluations as a start for identifying factors that assist in the 
development of “teams” within the financial, regulatory and policy incentives generated from the 
nGMS and the QOF. 
 
 
2. QOF – Quality Outcomes Framework 
The QOF was implemented as part of the nGMS in 2003 in the UK. The nGMS was voted on by 
general medical practitioners and accepted into practice (McDonald, Harrison et al. 2008). This 
probably accounts for why 99% of practices have taken up the QOF with financial incentives 
(Lester and Hobbs 2007). However, as the QOF is part of the nGMS, the implementation of the 
QOF may simply reflect necessity over positive compliance. However, the fact that the average 
points for quality achieved by practices was significantly higher than expected (959 versus 750) 
indicates a high level of acceptance of the scheme (Lester and Hobbs 2007). The average levels of 
achievement indicate that the variation between practice performance (by quintiles) decreased 
from year one to year three indicating that the system is plateuing with poorly performing 
practices taking additional time to effectively implement the QOF (Doran, 2008). This indicates 
that not all practices will be able to implement a new system within a similar timeframe and other 
factors (such as current clinical practice and practice information technology systems) impact 
how quickly a practice can utilise incentive systems. 
 
The study by McDonald and Roland (2009) indicates that a sense of control and autonomy in 
deciding performance related incentives improve the acceptance of such incentives into clinical 
practice and workplace models. This is particularly demonstrated when comparing the UK QOF 
with the pay for performance incentives in the Californian HMO systems where such measures 
are imposed on clinicians (McDonald and Roland 2009). Such information is further stressed 
comparing the number of performance indicators in each system. The UK QOF typically has 
approximately 140 quality related indicators which can allow for certain indicators to be focussed 
on according to the local context. Whereas the US system often has fewer quality indicators but 
many clinicians are unaware of what the indicators are (there is no national system in the US) and 
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the indicators are imposed upon the clinicians (McDonald and Roland 2009). Therefore, the 
number of indicators does not impact the incentive but rather the investment of the practitioners 
in agreeing and accepting the use of the indicators into clinical practice. 
 
Outcome indicators accrued more points then process indicators in the QOF system. However, it 
is not clear from any of the papers how chronic and complex illnesses that do not have an easily 
definable outcome can engender improved quality of care However, practices are able to exclude 
patients for various reasons from the QOF (Lester and Hobbs 2007). Doran et al (2008) 
demonstrates that there is an increasing spread of percentage exclusions across quintiles in year 
three. This may be attributed to the “worst” practices excluding patients incorrectly, poorly 
performing practices improving their overall usage of the system and/or practices struggling to 
implement the system (Doran, Fullwood et al. 2008; McGregor, Jahareen et al. 2008). This is 
particularly relevant as poorly performing practices are often located in lower socio-economic 
regions which also tend to have more complex cases (Doran, Fullwood et al. 2008). 
 
The US system of pay for performance indicators does not allow patients to be excluded from the 
system. This has led to patients being denied access to medical and unethical behaviours on 
behalf of the doctors to meet quality indicators (McDonald and Roland 2009). Similarly, some 
health outcomes will not lead to stable health in a patient regardless of the good interventions by 
the team and/or the work of the patient. If these patients could not be excluded the teams would 
be punished and it is likely that this would impact strongly on patient care in more complex 
conditions (McDonald and Roland 2009). Thus while there is potential for abuse of the exclusion 
loophole, it appears that such a system is necessary to ensure the smooth operation of the 
incentive overall. In general it appears that abuse of this system is quite low overall.  
 
Overall the QOF has led to an increase in the employment of practice nursing staff, however their 
roles are often to undertake routine tasks according to the QOF (Grant, Huby et al. 2009; 
McDonald and Roland 2009). Thus while this may imply that “teamwork” is occurring within the 
financial incentives of the QOF, team work is not actually indicated in a collaborative manner. In 
fact, often nursing staff refer to the hierarchy of working relationships that appear to unfold in the 
primary care practices which again does not support collaborative team work (Edwards and 
Langley 2007; McGregor, Jahareen et al. 2008).  
 
Some practices utilised team meetings to discuss issues that had arisen from the QOF and while 
this was seen as a positive for engendering team work, one study noted that the nursing staff often 
appeared to have a tokenistic presence at such meeting rather than being involved in the processes 
of change (Grant, Huby et al. 2009). Rather the general practitioners tended to take on lead roles 
and oversight of clinical performance indicators (McDonald, Harrison et al. 2008; Grant, Huby et 
al. 2009). This sometimes led to increased barriers between practitioners within the practice thus 
potentially further deteriorating collaborative teamwork instead of enhancing it (Edwards and 
Langley 2007; McGregor, Jahareen et al. 2008; Grant, Huby et al. 2009). It should be noted, that 
in general practice staff saw the QOF as a positive in improving quality in general with additional 
comments regarding a few concerns, however, the inferences to hierarchies and team dynamics 
are implicit in the comments and study results (McDonald, Harrison et al. 2008). 
 
Prior to the nGMS it was advocated that rewarding a team instead of simply providing benefits to 
the individual consultant thus increasing the incentive to monitor each others performance thus 
attempting to improve efficiency while retaining clinical freedom (Bloor and Maynard 1998). The 
QOF is one way of implementing this suggestion with financial incentives paid to the practice. 
However, the general medical practitioners receive most of the financial rewards generated from 
the QOF. This created a wide degree of response by other practice staff who often felt that they 
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were unfairly rewarded or that their incentive wasn’t appropriate according to the level of work 
they put in, particularly in comparison to other staff members (Edwards and Langley 2007; 
McDonald, Harrison et al. 2008; McGregor, Jahareen et al. 2008). This highlights the importance 
of considering fairness and equity of incentives that are being used to support and encourage 
quality work by practice staff.  
 
The design of practices also impacts both the uptake of incentives such as the QOF and the 
willingness to participate in teamwork. For example, Doran et al’s (2008) study indicates that in 
quintile five (lowest socio-economic status), there are significantly older general practitioners 
than found in quintile one (highest socio-economic status). It has previously been demonstrated 
that younger practitioners are more open to collaborative team work and more easily able to 
integrate and adapt to new systems (Sutton and McLean 2006). They are also more likely to be 
more up to date in best practice than older GPs and thus required to change less of their overall 
clinical practice. Similarly, there are considerably lower number of UK trained GPs found in 
quintile five which indicates that there may be higher numbers of non-English speaking GPs 
practicing in these areas which may impact their ability to implement new systems and integrate 
into teamwork due to language and communication barriers (Doran, Fullwood et al. 2008). Lester 
(2007) notes that quality care results from the combination of guideline-based treatments and 
good communication skills thus demonstrating workforce characteristics will impact the uptake 
and implementation of incentives.  
 
While these evaluations do not address the impacts on team work (at all), the incentives are 
practice based incentives and indicate that practices are performing better in their quality of care. 
The article also notes the increase of GPs and nursing staff in primary health care thus indicating 
the potential for increase in team work. This is further enhanced through the formation of practice 
rules and goals which can provide the formative basis for teamwork if implemented appropriately 
(Edwards and Langley 2007).  
 
In the study by McGregor et al (2008) nursing staff demonstrated concern that the QOF had 
potential to negatively impact good quality care through removing the holistic practice of nursing 
through moving towards a more medicalised model of care (McDonald, Harrison et al. 2008). 
Similarly, they find that the computerised implementation of the QOF often adds to both the 
workload and removes rapport building with the client (McGregor, Jahareen et al. 2008). This is 
often reflected by GPs when voicing their general concerns about the implementation of the QOF 
and patient care. 
 
 
 
 
3. e-Health implications 
Lester and Hobbs (2007) identified that it is important to pilot any new systems that are put in 
place to monitor incentives and activities. In the case of the UK this is the QMAS system which 
links up information about quality indicators. They note that time and space is needed to pilot 
these systems so that small and important details can be thought through effectively. However, a 
pilot program may still not detect errors that are being found through the wider use of the system.  
 
In a similar manner, it is usually electronic detection and reporting systems that are utilitised to 
capture information that determine what quality indicators may be used and implemented within 
broader primary health. However, if the systems currently in place are only capturing some 
components of information and not others, then the information will be skewed thus impacting on 
the continued collection of information. The piloting phase also is required to considered what 
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information is useful but is unknown at this stage and how might that information impact the 
overall aims of the incentive. This is why the continual process of evaluation is required to review 
the orginal goals of a system that is being developed to ensure what is being captured is 
appropriate and being captured in the most efficient manner.  
 
Queries that may be asked include: What was originally intended for the incentive? Does this 
information provide feedback that responds to the goals of the program? Is the information being 
collected accurate? (For example does the system engender user friendliness, comprehensive 
versus burdensome data collection.) How do we know it is or isn’t working? Are we delivering 
appropriate routine education that is quick and simple for users to undertake? Finally, it may be 
important for e-health systems be able to provide feedback at practice level as indicated in 
Canadian studies. 
 
McDonald and Roland (2009) considered the impacts of quality improvement incentives in the 
UK as compared with the US. There was not one e-health system and far fewer practices had 
electronic medical records systems in place in the US then in the UK also impacting the 
likelihood of uptake and ease of implementation of a performance based incentive. One of the 
main factors that was considered was that the process of incentive mechanisms that evaluate 
performance of health work better when there are national measures/indicators then when there 
are a variety of indicators being used in different networks as can be found in the US (McDonald 
and Roland 2009). One of the apparent reasons for uptake of the QOF in the UK was that the 
doctors were well aware of the program and had even agreed and voted on the QOF as part of the 
nGMS allowing for education around the QOF that was easier to find and understand.  This 
allowed for the development of the QMAS system that all primary practitioners were able to use 
to report their work. Whereas many of the US HMO’s had a range of indicators depending on the 
network and with smaller numbers of practitioners in a network meant that few doctors were even 
aware of where to find information about the indicators (McDonald and Roland 2009). Thus 
reporting was considerably lower. 
 
Scrivens (2007) reports that one goal of the nGMS was for patient led care. This aim is impacted 
by he design of the e-health systems as this can create crowding out of the patients agenda 
(Mcdonald, 2009). The use of “yellow boxes” appears to be one example that reports such 
crowding out through the QMAS system which interrupts and influences the direction of the 
consultation thus the patient may end up leaving without addressing their original issue 
(McGregor, Jahareen et al. 2008). There requires to be a balance within the system that allows 
both the information to be collected to assist in improving quality while allowing the patient and 
practitioner to interact in a useful manner. 
 
Finally, McDonald and Roland (2009) reports that even though the UK QOF has a significantly 
greater number of quality indicators then most of the US HMO’s it is not about the quanity of 
indicators, but rather whether they are carefully considered and viewed as useful and necessary 
for collection. In this way, the e-health system needs to be carefully considered and allow ease of 
data collection as to provide such information without being overly burdensome on staff 
(McGregor, Jahareen et al. 2008).  
 
 
 
4. Interdisciplinary education 
Interdisciplinary education at undergraduate level is identified as one main method of 
encouraging interdisciplinary team work in primary health care when the graduates proceed to 
their careers (Elston and Holloway 2001). However, when professionals were simply expected to 
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form teams, often resentment, concern and suspicion were evident (Elston and Holloway 2001; 
Hudson 2002). There was also the fear of losing autonomy and misunderstanding of different 
professional roles (Elston and Holloway 2001). However, Buniss (2008) identify that the internal 
processes of teamwork are accomplished through mutual trust and respect, openness and active 
participation in daily implicit learning together as a team and evolving as a team. The concept of 
working alongside each other is also identified by Hudson (2002) who notes that co-location was 
consistently one of the most frequently identified methods for working together and developing 
trust and dialogue between professionals from different backgrounds with different status. 
 
The idea of formal education is reduced in the study by Bunnis (2008) acknowledging that often 
formal education initiatives are irrelevant to a team or do not go far enough to assist collaborative 
team work. When understanding sharing of values and physical space, the idea of starting 
comprehensive interdisciplinary education in the formative undergraduate years appears to be 
imperative in developing understanding of different professional roles and removing professional 
barriers. This is further emphasised by the attitude of the pharmacy and dentistry teams to 
learning and teamwork where they are consistently working alongside one another and have 
ample opportunity to cross each others path (Bunniss 2008). 
 
Elwyn and Hocking (2000) used practice based educational initiatives to assist in the 
development of teamwork in specific practice locations. The initiative was developed from 
recommendations by the Chief medical officer’s review of continuing professional development 
in 1998 that recognised the multi-disciplinary education was necessary in organisation contexts 
(Elwyn and Hocking 2000). The initiative provided a financial incentive to assist in the 
development of educational plans for service delivery, organisation goals and personal 
development plans. This provided funding for an external facilitator to assist with the process and 
where possible coverage for staff time off. The emphasis of the plans was to move from passive 
learning to assist with empowering the practices to change, involve and evolve according to their 
identified needs.  
 
A similar program was implemented by the Royal College of General Practitioners called the 
Quality Team Development program (QTD) in 2002. Like the program developed in Elwyn and 
Hockings (2000) study, the program looked at team development, education and service planning 
(Macfarlane, Greenhalgh et al. 2004). The program comprises of an additional component 
whereby assessors visit the relevant practices to assist in reflecting on the quality initiatives in 
each practice (Macfarlane, Greenhalgh et al. 2004). This may be seen to be similar to the 
reflective practice of each workshop held by the factilitator in the alternate study (Elwyn and 
Hocking 2000).  
 
The first study identified that heirachies, often based on politics, experience, skills and 
qualifications are not open to challenge, however, the process of working together with the 
assistance of a facilitator can at least begin to move the participants forward in their learning 
(Elwyn and Hocking 2000; Grant, Huby et al. 2009). Both studies commonly identified that 
organisational and cultural support by the practices was seen as key in smoothing the progress of 
interdisciplinary teamwork and professional development (Elwyn and Hocking 2000; Macfarlane, 
Greenhalgh et al. 2004). This is achieved through clearly allocated budgets, sustainable 
contractual frameworks (including clinical governance and shifting management structures 
internal and external to the practice) and experience facilitators to properly support the practice 
specific education (Elwyn and Hocking 2000; Macfarlane, Greenhalgh et al. 2004). Most 
importantly, practices that were not willing to engage in change and learning were less effective 
in participating in such programs (Elwyn and Hocking 2000; Macfarlane, Greenhalgh et al. 2004; 
Bunniss 2008). 
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5. Economics of health 
Most of the incentives implemented in the UK surrounded the notion of quality of care through 
boosting and promoting primary care. Another of the main objectives of the nGMS was on 
improved efficiency (Edwards and Langley 2007), however, few articles focus on cost 
effectiveness or cost utility for the money being spent, particularly in relation to the utilisation of 
teams. Lester and Hobbs (2007) note that the multidisciplinary approach of the QOF has been a 
key component of its successful implementation.  
 
One of the reasons that the ‘multidisciplinary’ team is seens as successful is that “less qualified” 
professionals are utilised within primary health and are thus less expensive and improving overall 
efficiency of patient care (Lester and Hobbs 2007; Grant, Huby et al. 2009). This however, by 
nature, devalues the role of alternate professions and elevates the role of medical practitioners 
which creates a heirachy and barriers to true interdisciplinary collaboration in patient care. Such 
language also impacts on the culture of the work place and policy in general. The language of 
policy and regulation as well as the reasons for perceived efficiency may very well result in 
inefficiency if true teamwork is not achieved. 
 
Scrivens (2007) also notes that regulation and monitoring have significant costs attached to them 
for both the government and local primary health practices. There are policy costs which look at 
the cost associated with implementing a policy and there are adminsitrative costs. Administrative 
costs are one aspect that have been targeted to be reduced through beuracratic policy and 
regulation by balancing appropriate monitoring and quality control with autonomy and efficiency. 
Administrative costs may have the biggest impact on smaller practices and teams where profits 
are smaller. This may lead to increase in workload and stress levels for practice teams thus 
reducing over economic value in areas such as workforce retention and occupational satisfaction. 
Thus, the implementation and ongoing impacts of policy and regulation need to be identified and 
remedied in a manner that does not impose significant burden on individuals and practices who 
are being checked and those undertaking the monitoring to ensure the benefits outweigh the 
overall costs and impacts from the relevant policy (Scrivens 2007). 
 
Lester and Hobbs (2007) note that the average costs for primary health care have increased after 
the implementation of the QOF which has detracted from the overall health budget. This in turn 
has resulted in cancelled operations, reduced secondary care, staff redundancies and long waiting 
lists demonstrating a significant impact on immediate health care needs and workforce retention. 
It may be argued that these may be short term consequences but the QOF creates improved health 
long term which reduces the overall cost in the future. However, the QOF is likely to identify 
problems earlier thus leading to interventions earlier. Even if these interventions are cheaper, they 
may be used for a longer period of time. Similarly, this is likely to increase the life span of the 
population, which while being a positive in and of itself, does increase the overall costs of caring 
for an aging population. Similarly, potential long term benefits may be gained from increased 
long term involvement in employment through increased health of individuals, improved mental 
health or individuals through improved health care improving quality of life all thus providing 
economic benefit.  
 
Therefore, simply shifting a health budget into primary care may not automatically decrease the 
overall funding spent, but may have impacts in other areas of health. In all likelihood, there is 
required to be additional funding spent on primary health to increase economic efficiency 
associated with the benefits of primary health care rather than simply cost shifting to primary 
care. Lester  and Hobbs (2007) note that the unintended consequences of patient centered care 
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need careful assessment along with detailed cost effective analysis.  Similarly, the impacts of the 
QOF by definition act in a team based manner, but the degree to which there is economic benefit 
from a team approach is not measured or discussed in regards to the financial incentives (Edwards 
and Langley 2007). 
 
  
6. Regulation/Policy 
As noted above there are a wide range of people involved in the implementation of policy and 
regulation of the NHS. This is also true of the audit and oversight of the QOF in checking 
standards in primary health care. All of these bodies are currently able to check on the relevant 
systems in place which can create a burden on the practices as well as duplication of information. 
The NHS is beginning to instigate a process of information sharing between agencies to assist the 
relevant monitoring and data collection requited by these services. This would be further 
enhanced if agencies were streamlined and amalgamated thus reducing the number of agencies 
while working towards shared objected and more a more specific focus to assist in the 
implementation of policy (Scrivens 2007). 
 
Many agencies have been developed as governments introduce new regulations without removing 
the old redundant ones (Scrivens 2007). The impacts of regulations need to be reviewed and 
altered or removed carefully before simply adding a new one to this. The implications of new 
policies and regulations need to ensure they do not opposed prior regulation thus rendering one or 
both of the regulations and policies ineffective and confusing. Such an example is the regulations 
around workforce models in teamwork and the impacts of the nGMS in regards to the QOF where 
teamwork is encouraged but prior regulations hinder true collaborative teamwork. 
 
Using national policy and regulation allows for national standards. The national standards provide 
key parameters for quality to be applied in a consistent manner across services regardless of who 
implements them. However, the QOF in the UK also allows for the local context to be considered 
and a standardised approach can be fit to appropriately design and develop services that will 
produce the greatest impact (Scrivens 2007). In turn this allows primary health practices to 
working according to community and according to patient desires. Increased flexibility is 
achieved through “challenging restrictive practices and reducing red tape; greater and more 
flexible incentives and rewards for good performance; strong leadership and management; high 
quality training and development” (Scrivens 2007, pg 74). This indicates that incentives come 
from regulatory and policy measures as well as financial measures as a range of measures for 
implementing good primary health care. 
 
 
 
7. Outcomes/Lessons 
Much of the literature that has evaluated incentives and initiatives in the UK do not specifically 
focus on whether or not the incentive improved teamwork. However, a great deal can be 
determined as implicitly providing information on how team work is impacted. For example 
incentives that address regulation and policy provide information on learning that could be 
integrated into the framework of team development that reviews and evaluates clearly the 
mechanisms within management structures, skills, capacity, efficiency and the robustness of the 
organisation of the team (Edwards and Langley 2007; Scrivens 2007). Similarly such incentives 
also need to improve proximity and interaction with professionals within the team environment to 
assist in developing team trust, respect and daily implicitly learning which helps the team to 
evolve together (Bunniss 2008). 
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These review processes and development of a team mustn’t be overly cumbersome on the team, 
the practices/organisations involved or the patient (Macfarlane, Greenhalgh et al. 2004)! The 
review should determine if the goals are being met. They should consider whether the team 
approach is the best way forward in that local/patient context and how to best achieve the best 
efficiency for desired outcomes. Also, they need to determine how they can provide appropriate 
evidence that they are managing the risks and objectives in the most appropriate manner. The UK 
has implemented this through the QOF in the nGMS. Lester and Hobbs (2007) provide reflection 
that a slow and guarded approach is needed before undertaking wholesale change. This includes 
having a specific understanding of what outcomes are expected and why they are useful, what the 
populations needs are and what guidelines are useful in gathering this data. The data collected 
from pilot programs needs to be robust and include both baseline and co-morbid data.  
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DRAFT Context Setting: Canada 

 
This work systematically reviewed and synthesised literature about incentives for primary health 
care team service provision to inform Australian primary health care (PHC) policy.  This aim of 
this document is to enable the country specific advisor to provide a critique of the draft of the 
country specific review paper, specifically on: what impact does funding, governance and 
professional incentives have on PHC teamwork? 
 
The literature review addressed the following questions. 
• What incentive approaches are being used in successful PHC team service provision? 
• What impact does funding, governance and professional incentives have on PHC teamwork? 
• What policy options are available within the Australian PHC setting to implement successful 

incentive approaches to optimise primary health care team service provision? 
• How are funding, governance and professional changes that aim to facilitate teamwork in 

PHC (i.e. incentives) interpreted and responded to by PHC professionals? 
• What are the critical ways in which funding, governance and professional changes become 

transformed into incentives that have an impact on teamwork in PHC? 
 

Impacts of Incentives for Teamwork in Canada 
Lead author: Roz Meredith 

 
Legislative, regulatory, policy, financial and professional incentives that support team work have 
the capacity to improve the ability to encourage collaborative teamwork at individual practice and 
professional levels and thus hopefully positive impact patient care. However, whether these 
incentives achieve their goal is another question. There has been increasing shifts in funding and 
policy in Canada around restructuring primary care reasons. Some reasons for this may include; 
access to health care, increased efficiency or the awareness of workforce shortages 
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(Saskatchewan Health 2002; Jansen 2008). However, this report has found that there is little to no 
specific evaluation into the impacts these incentives have had on developing effective team 
collaboration. 
 
While policy may point the direction of change, it is financial incentives that fund it. Some 
specific financial incentives in Canada that aimed to promote or enhance teamwork have included 
the Health Transitions Fund (HTF) from 1997-2001, Primary Health Care Transition Fund from 
2000-2008 (Candian Policy Research Network 2008) and the Interprofessional Education for 
Collaborative Patient-Centered Practice (IECPCP)  (Soklaridis, Ivy et al. 2007) initiative both 
through Health Canada. Similarly, Quebec and Ontario provided financial incentives to 
restructure their primary health system with Quebec developing Community Health Care Centre’s 
(CHCCs) in the 1970’s (Sicotte, D'Amour et al. 2002) and Ontario developing Family Health 
Team’s in the 1990’s (Pineault, Tousignant et al. 2005). 
 
The HTF provided funding for projects that related to one of the four priority areas, two of which 
were primary health care and integrated service delivery and thus relevant to this study. This 
however, does not mean that funding was automatically used to enhance teamwork. Similarly, 
because the funding was project orientated and limited, ongoing behavioural change in clinical 
management may not be well promoted due to lack of ongoing incentive unless other incentives, 
such as policy, governance and regulatory provide a continuing incentive mechanism (Custers, 
Hurley et al. 2008).  
 
All projects in the HTF were evaluated, however, thus far, very little research has been conducted 
to identify whether the funding had an impact on creating or enhancing teamwork and 
professional collaboration (Deber and Baumann 2005). This is primarily as there were often no 
outcomes that related to the impact of the financial incentive specifically. 
 
Similarly financial incentives can be aimed at one off payments for activities that can provide 
long term returns. One example of this is infrastructure, particularly in regards to e-Health and 
electronic medical records as a means of communication between team members and potentially 
even the patient (Pineault, Tousignant et al. 2005). This incentive can be measured by uptake of 
the infrastructure and potentially through various patient outcomes (for example reduction in the 
number of prescription mistakes made or the number of referrals to another team member), this 
does not measure team effectiveness in and of itself. This however, would be extremely difficult 
to evaluate alone, however, e-Health and appropriate infrastructure allows teams to communicate 
and function, thus evaluation mechanisms could encompass self report and the level of uptake 
within teams. Most of the literature reviewed indicated that e-Health systems were poorly 
implemented at this stage and required a large amount of funding for their integration and 
utilisation to be successful (Jansen 2008).  
 
Another form of one off financial incentive that may be useful in implementing and facilitating 
collaborative team work are project specific models that support primary health care practices for 
a specified amount of time providing education and support to those involved in the project. Two 
examples of this are the IMPACT (Integrating family Medicine and Pharmacy to Advance 
primary Care Therapeutics) (Dolovich, Pottie et al. 2008; Pottie, Farrell et al. 2008) and the 
Improving the Effectiveness of Primary Health Care Through Nurse Practitioner/Family 
Physician Structured Collaborative Practice’ (Bailey, Jones et al. 2006). The IMPACT project 
was developed as a result of the Ontario Primary Health Care Transition Fund and both projects 
have been developed, implemented and evaluated in response to general policy and political 
movement towards interdisciplinary care (Pottie, Farrell et al. 2008).  
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Both projects utilised an educational component, support to the practice implementing the 
program and support to the participants (particularly the pharmacists and nursing practitioners) 
(Bailey, Jones et al. 2006; Dolovich, Pottie et al. 2008; Pottie, Farrell et al. 2008). These projects 
appear to be successful in that they have facilitated an understanding between the physician and 
health worker, all participants indicated satisfaction with the new working arrangements even 
though there may be some ongoing issues (particularly with nurse-physician relationships) 
(Bailey, Jones et al. 2006; Pottie, Farrell et al. 2008). The projects did take time though with 
numerous difficulties at 3-4 months, however, these were managed and improved at the end of 
twelve months (Dolovich, Pottie et al. 2008). At the end of the IMPACT intervention, many of 
the practices elected to continue the role of the Pharmacist onsite indicating that the 
implementation of a team approach was successful (Dolovich, Pottie et al. 2008). This indicates 
that funding for similar incentive programs may be useful to encourage teamwork. 
 
One aspect that is often briefly noted in literature but not usually explicitly referred to is that of 
personal characteristics. In the IMPACT study, pharmacists were chosen that had good 
communication skills, adaptability and experience in working in a group setting (for example a 
hospital) (Pottie, Farrell et al. 2008). Similarly, a variety of the other studies investigate teams 
that exist with a culture of community focus. Thus it would make sense that professionals 
choosing to work in those roles are more likely to engage more willingly in teamwork (supported 
by Devlin and Sarma, 2008). Thus, it becomes important to understand what incentives may 
influence the behaviour of individuals. 
 
Work by Devlin and Sarma (2008) found that physicians often self-select into an incentive 
scheme that is based on their personal preferences and unobserved characteristics. Similarly, 
certain incentive schemes encourage or discourage certain behaviours (Devlin and Sarma 2008; 
Jansen 2008). Finally, certain patients may be attracted to certain physician practices which are 
impacted by the remuneration scheme in place (Devlin and Sarma 2008; Jansen 2008)!  Thus 
while practitioners who are paid according to fee for service general see more patients on 
average, they are also less likely to engage in teamwork (Devlin and Sarma 2008). However, 
physicians who are paid a salary will often see less clients, however, they are also more likely to 
see more complex clients and work in a collaborative manner with other professionals. (Devlin 
and Sarma 2008) 
 
Most importantly from Devlin and Sarma’s findings are physicians who are attracted to non-fee 
for service models are not innately “less productive” (or lazy) but rather they appear to have 
desirable characteristics for their patient population (Devlin and Sarma 2008). This demonstrates 
that some practitioners have underlying characteristics that impact their work and clinical 
management of patients thus improving the likelihood of their willingness to work as part of a 
team. Alternatively, those who are choosing fee for service models of remuneration may be more 
driven towards building an income which consists different personal characteristics and may be 
less likely to engage in teamwork (Devlin and Sarma 2008). In this case, even if a financial 
incentive towards working in a team was developed, it may not be overly successful without 
added support and training as the innate components of working effectively in a team is not 
necessarily present as identified in other studies (Pineault, Tousignant et al. 2005). 
 
Most literature reviews that assess factors that impact on team effectiveness acknowledge that 
there is very little evidence on the impacts that incentives make in enhancing team collaboration 
(Sicotte, D'Amour et al. 2002). The Integrated (Health Care) Team Effectiveness Model (ITEM) 
((Lemieux-Charles and McGuire 2006); refer pg 267-268) and identify a range of measures that 
may be used to objectively and subjectively evaluate team effectiveness. However this again does 
not indicate whether the incentive encouraged, discouraged or had no impact on the development 
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and enhancement of team collaboration in primary health care . Two aspects that can be used to 
direct future incentive mechanisms are desired outcomes and impact measures and being aware of 
the general factors that enhance teamwork. Understanding the desired outcomes and impact 
measures is important in being able to determine what characteristics a team requires are needed 
and how it can be determined if they are being effective in the areas intended (Oandasan, Baker et 
al. 2006). 
 
One example of this can be found in Ontario access and continuity of care are two aspects of 
impact that been reviewed since utilising FHTs. Only 30% of the population has access to a 
primary care physician in Ontario, however, for those serviced by a FHT, then continuity of care 
is very high (Pineault, Tousignant et al. 2005). This indicates that potentially, access is traded 
against by continuity of care. Having had this indicator measure allows funding and financial 
incentives to be reassessed to attempt to strike a balance between access and continuity of care 
(Custers, Hurley et al. 2008). 
 
It is also important to understand what factors comprise an effective team as that may determine 
where relevant incentive mechanisms can be utilised. There are a range of factors that impact 
teams as identified by the ITEM (Lemieux-Charles and McGuire 2006). This if further elaborated 
on in a number of studies that evaluate team collaboration. 
 
Utilising intermediary outcomes from a study on Quebec’s CHCCs, Sicotte, D’Amour et al. 
(2002) determined that formalising rules, procedures, objectives, evaluation, professional 
satisfaction and efficacy of interdisciplinary practice at an administrative/governance level 
improved the team collaboration. Such evidence was found in numerous other studies and also 
demonstrated in the IMPACT initiative and the integration of nurses into the family practices 
(Pineault, Tousignant et al. 2005; Oandasan, Baker et al. 2006). A clear guide to leadership within 
the team was also noted as important in other studies (Deber and Baumann 2005; Lemieux-
Charles and McGuire 2006; Oandasan, Baker et al. 2006). The formalisation of the model assists 
teams to have a framework to work within and thus assist in knowing boundaries and goals of 
team work. Pineault, Tousignant et al. 2005 notes that a team cannot necessarily all utilise the 
same framework, but rather needs to develop principles and goals that match their own patients, 
values and belief systems as well as the context which they are formed. 
 
It was demonstrated that collaboration between team members (intragroup processes) was 
enhanced by social integration but hindered by conflicts associated with the interdisciplinary 
collaboration (Sicotte, D'Amour et al. 2002; Lemieux-Charles and McGuire 2006). Developing a 
framework for the structural and administrative components of the team would assist in reducing 
conflict. Also, other studies have identified that respect among peers, values and norms are 
similar among team members, willingness to collaborate, communication, trust, autonomy, shared 
responsibility and accountability, confidence in self and in team members, conflict resolution 
skills and knowledge of other professionals roles all contribute to a positive team environment 
and thus improve social integration (Deber and Baumann 2005; Pineault, Tousignant et al. 2005; 
Oandasan, Baker et al. 2006).  
 
However, Sicotte, D’Amour and Moreault (2002) also demonstrated that collaboration was more 
intense where members had strong agreement with interdisciplinary logic and was limited by 
disciplinary logic. They, and other studies, also identified that professionals are inclined to resort 
to their traditional practice model when their professional jurisdiction is threatened (Sicotte, 
D'Amour et al. 2002; Pineault, Tousignant et al. 2005). This provides strong evidence that 
professional associations and educational institutions have a vital role to play in promoting and 
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encouraging interdisciplinary education to allow a greater understanding and respect between 
disciplines (Oandasan, Baker et al. 2006).  
 
The IECPCP provided funding, research and support to enhance educational practices that 
supported interdisciplinary collaboration in health which would thus affect primary health care. 
The evaluation report by Health Canada on the IECPCP initiative states that which financial 
incentives impact policy, research and programs, it has not been evaluated to determine the 
effectiveness it has on improving interdisciplinary education. However, Soklaridis, Oandasan et 
al. (2007) demonstrates that educational institutions do not yet themselves have the capacity to 
teach interdisciplinary education, particularly when numerous institutions teach within 
professional silo’s. Thus institutions require the ability to reinvent their governance structures and 
educators require the knowledge and expertise to be able to implement such learning usefully 
(Oandasan, Baker et al. 2006; Soklaridis, Ivy et al. 2007). 
 
However, there are also legislative and regulatory implications that may hold back team 
collaboration (Saskatchewan Registered Nurses Association 1998; Deber and Baumann 2005; 
Jansen 2008). Physicians have consistently raised concerns regarding the medico-legal 
implications, particularly if they are not the primary care professional (Bailey, Jones et al. 2006; 
Hills, Mullett et al. 2007; Candian Policy Research Network 2008). Similarly professional bodies 
regulate their industries and may be further reinforced by a variety of collective agreements with 
government and other professional organisations (Deber and Baumann 2005; Oandasan, Baker et 
al. 2006). This may often come to odds with policy. Thus legislative, regulatory bodies, policy 
makers and academics must all work together to overcome the barriers that hinder 
interdisciplinary collaborative practice which can then be embedded into the educational 
processes (Pineault, Tousignant et al. 2005; Jansen 2008). Changes in these areas may well 
provide a greater incentive to work in teams without penalisation but the implications legally and 
practically must first be considered (Jansen 2008). 
 
Similarly, financial incentives that are provided to a team have difficulty in ensuring that each 
team member is remunerated adequately and fairly according to the level of input, skills and time 
they provide as part of the team (Saskatchewan Registered Nurses Association 1998; Deber and 
Baumann 2005). This is identified in research as being an area that may be extremely problematic 
to tease out, however, no evaluation or record of such incentives can be found in the literature on 
Canada at this time. Team based financial incentives have the capacity to reduce the social 
integration of the team by elevating one team member over another or causing one team member 
to feel like they are losing their autonomy. Thus need to be carefully considered to reward 
appropriate practice. 
 
Economics – Most studies indicate that there are no cost savings from utilising team collaboration 
as costs tend to be transferred from secondary and tertiary care to the primary care sector. In fact, 
costs may increase initially to implement the relevant strategies, infrastructure and incentives to 
encourage and utilise team collaboration. However, this method of cost efficiency, does not 
consider the longer term benefits such as quality of life, patient satisfaction, professional 
satisfaction (which leads to retention of workforce), better utilisation of the workforce, increase in 
early intervention for patients leading to improved outcomes.(Saskatchewan Registered Nurses 
Association 1998; Deber and Baumann 2005; Pineault, Tousignant et al. 2005; Jansen 2008) 
 
There are also few impact/outcome/performance indicator measures that are somewhat universal 
to the Canadian health system and none have been identified that evaluate all aspects of the 
effectiveness of team collaboration, let alone the incentives that drive these changes. Sicotte, 
D’Amour and Moreault’s (2002) study on the CHCCs in Quebec identified that it was difficult to 
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evaluate a chosen performance indicator such as ‘improved health of patients’ as a measure of 
impact for effective interdisciplinary collaboration as there is little evidence that an 
interdisciplinary collaborative team model improves the health of the client. Similarly, due to the 
wide range of factors influencing a persons health, there is significant difficulty in determining 
appropriate patient outcome measures.  
 
TIME – most interventions take a significant amount of time to implement. All incentive 
mechanisms need to be provided for the length of time that matches the behaviour change and 
outcomes that the incentive was desired to impact. The two intervention projects (with 
pharmacists and nurses) were achieved within one year and they were quite small in scale. 
 
Government Vision, Leadership – Murray et al 2008 study indicated that physicians did not feel 
that Government had a clear vision and strategy of what primary health care reform and 
interdisciplinary practice would entail.(Oandasan, Baker et al. 2006; Murray, Silver et al. 2008) 
 
Patient/Community Participation – a number of community participation models were promoted. 
These appeared to have favourable results with increased community participation in the health 
teams and overall teams were more specifically guided by the needs of the community. One 
major issues in this is the physician led models of care which are supported by current 
remuneration structures.(Saskatchewan Registered Nurses Association 1998; Hills, Mullett et al. 
2007; Jansen 2008) 
 
Equality in professional relationships – numerous studies indicate that a shift would need to occur 
away from physician led teams to equality in distribution of power. However, funding 
mechanisms do not support this currently with a query over medico-legal issues. Bailey et al 
study indicated that most decision making was also physician centred rather than team centred or 
patient centred, thus deferring to what would make the physician appreciative. This significantly 
changes the power differential of relationships within the team. (Saskatchewan Registered Nurses 
Association 1998; Hills, Mullett et al. 2007) 
 
Team development – teams are often developed before formalised teams are developed. These 
appear to be based on respect and knowledge of the other team member/s. (Pineault, Tousignant 
et al. 2005) 
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 Australia - Incentives summary 

 
The purpose of this paper is to outline the range of incentive mechanisms that have 
been planned, implemented and/or evaluated in Australia, drawing upon the work 
completed in the incentive tables. Unlike the impacts paper, it will not necessarily 
comment on the short and long term effect of various incentives, but will seek to explain 
and outline the range of incentive approaches (both typical and unique) which Australia 
has adopted in an attempt to improve teamwork in the primary care setting.  
 
There are many examples of specific legislative and programmatic efforts to encourage 
teamwork in the general practice. These include the implementation and funding of care 
planning and case coordination programs, the Practice Incentives Program, the 
Enhanced Primary Care Medicare item and the development of Australian National 
Primary Care Collaboratives.  
 
PIP 
The Practice Incentives Program delivers financial incentives to accredited general 
practices with the aim of recognising the provision of comprehensive, quality care. It is 
an additional or bonus payment that is awarded to practices who meet targets for 
various activities. Activities that currently attract payments include information 
technology/management, after hours care, employment of a practice nurse, quality 
prescribing, teaching, rural loading, cervical screening, mental health, asthma, aged care 
access, and e health. Powell-Davies suggests that PIP provides some support for capacity 
building or collaboration within primary health care or with secondary care, but these 
have tended to be narrowly focussed and to represent success with payments for 
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achieving capacity rather than funds to invest in building that capacity. This suggests 
that the funding rewards the outcome, without considering the process, which is where 
the development of teamwork truly occurs. Furthermore despite the provision of 
financial incentives to encourage the development of disease registers and 
recall/reminder systems, GPs report experiencing little satisfaction when caring for 
these patients. Proudfoot suggests that poor team climate, in which the GP feels 
generally unsupported by clinic staff, may contribute to this dissatisfaction. This further 
supports the suggestion that these incentives alone are unable to improve teamwork 
amongst primary care providers. It is important to note that PIP were not necessarily 
designed with the explicit intention of improving teamwork, however no doubt it was 
hoped that they could contribute to successful multidisciplinary care.  
 
As the PIP encompasses numerous activities and rewards multiple targets, it would be 
helpful to have data evaluating the effect of each payment on teamwork across an 
activity at any one time. Effective teamwork could be measured using a tool such as the 
team climate inventory or the Team Health check that is part of the Australian Primary 
Care Collaborative resources. Saunders also identified that the lack of surety about the 
continued provision of funding for PIP acts as a disincentive for using and claiming on 
them. It may be worth investing in those activities that do improve teamwork, and 
provide a guarantee for funding in the future.  
 
EPC 
Enhanced Primary Care programs are part of a recent funding initiative, introduced 
between 1999 and 2000, by the Australian Government to improve care for Australians 
with chronic illness. The EPC includes financial incentives for GPs to develop structured 
management plans for patients with chronic illnesses, and to set up team care 
arrangements for the multi disciplinary care of patients with chronic disease. It was 
intended that the provision of financial reward would encourage physicians to work 
more closely and comprehensively with other health professionals.  
 
The literature indicates that the application of EPC care planning items has not been 
properly understood by patients, and not well received by doctors. Shortus indicates 
that patients were unsure whether the EPC care planning was a health record, an action 
plan or a record of doctor’s appointments. Meanwhile GPs found it difficult to navigate 
the system practically or bureaucratically. Less than 2% of visits fall under EPC item 
numbers, and they provide only a very small component of doctor’s incomes. Team Care 
Arrangements are a financial incentive specifically designed to improve teamwork, and 
require the doctor to have contact with two other health or community care providers 
in order to receive payment. In reality, the current team care arrangements rarely 
involved more than paper based communications. What is needed is more two way face 
to face communication to build professional trust. It seems neither the infrastructure 
nor the culture of General Practice is quite ready to embrace this however.   
 
NPCC  
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The National Primary Care Collaboratives for an important quality improvement 
program introduced in 2003-2004. It is now in phase two of the program, and is still 
seeking to help general practitioners (GPs) and primary health care providers work 
together to improve patient clinical outcomes, reduce lifestyle risk factors, help 
maintain good health for those with chronic and complex conditions and promote a 
culture of quality improvement in primary health care. Ultimately, the APCC Program 
aims to find better ways to provide primary health care services to patients through 
shared learning, peer support, training, education and support systems. The program is 
based on the quality improvement model designed by the US Institute for Health Care 
Improvement. Feedback to date on the program indicates that there have been 
impressive improvements in aspects of quality of care however it has not yet been 
demonstrated as to whether these will be sustained long term and can be diffused into 
other practices.  
 
The NPCC seems a very promising initiative that understands the importance of 
teamwork, and has created resources and made significant efforts to assist practices in 
achieving and improving teamwork processes in primary care. The Team Health Check is 
a tool that can be used by practices to generate discussion regarding teamwork amongst 
staff. It is a self-report questionnaire to be used to guide reflection and to start a 
conversation within the general practice team on how they function. To date, no 
evaluation on the extent of the use or the effectiveness of the Team Health Check has 
been performed, which would be very important and valuable in this contest.  
 
Australia has made legislative and structural efforts to provide programs to improve 
teamwork in primary care, however there seems to be and absence of effective or 
conclusive evaluations of these to determine if teamwork is being improved, and if so, 
how. The validity of the APCC’s Team Health Check as an assessment tool is 
questionable because of its self report structure, and perhaps a more rigourous 
measurement application needs to occur.    
 
Care planning & case coordination 
Care planning involves interagency cy care planning work, the sharing of good practice 
models and the identification of barriers and enablers to the provision of better care for 
patients with complex, multi disciplinary problems. Care planning used to be funded as 
part of the EPC but as of 2005, is covered through Medicare rebates for chronic disease 
management. This signals an important adjustment in the priorities of the government, 
who are trying to make it more accessible to patients and easier to manage financially 
for physicians. One central component to successful care planning is effective teamwork 
amongst those who are involved in the management of the patient. Essentially, 
incentives that encourage care planning also encourage teamwork at their very core. 
The problem arises when these incentives are primarily financial, and offer little or no 
guidance to the primary care providers on how to better work together to achieve 
effective care planning.  
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Approximately half of the healthcare professions questioned in Woodhouse’s study 
stated they provided input into care plans. They were usually developed within teams, 
and often failed to include or draw on the expertise of health professionals outside of 
the direct primary health care setting. This suggests a need for regular cross team 
meetings. The literature identified that to assist in the implementation of effective 
teamwork, there needs to be better and clearer identification of the key workers and 
case managers who are coordinating the care planning. It was also identified that health 
professionals understood the strategies of care planning and case coordination, but that 
a lack of utilisation of these strategies existed.  
 
There are also examples of informal incentives to develop better teamwork processes, 
through the articulation of communication channels, clinical audit requirements and an 
increasing focus on public reporting as a tool for improvement. 
 
Communication channels 
Davies, Proudfoot and Southern all make mention of the importance of the 
development of informal and formal communication pathways and channels in which 
health professionals talk and share information. Communication often occurs via 
telephone, person, paper and email, and includes clinical discussions, case conferencing, 
personal communication and managing concerns or conflicts. Formal tools that typically 
assist in communicating include shared records, pro formas for communication, 
standard systems for referral or directories of service providers, consistent decision 
support meanwhile the informal tools include the creation of both space and time in 
which health professionals can discuss, learn and share information.  
 
The literature indicates that General Practices utilise a range of communication 
pathways and the consistent quality that determines effectiveness in producing better 
teamwork, is how much the general practice team value, regard and make time for 
communication. Southern highlights that fee for service can often prove to be an 
obstacle in to open communication to GPs, who often want to bring in team members 
for consultation but cannot do so because of the limitations of payment arrangements.  
 
The consideration of the whole practice team, including reception and administration 
roles, is important in any discussion of team communication. Proudfoot notes that in 
larger practices, there was often separate administration and clinical meetings, which 
reduced the capacity for the admin team to play an effective role in developing and 
maintaining disease registers, recall systems, referral pathways and patient education 
materials.  
 
Clinical audit  
Clinical audit is the examination and measurement of services a GP provides to 
determine quality of care for the patient. Audit is being strongly encouraged from within 
industry to maximise the experience of the patient and improve on services, while there 
is also some action occurring at a government or legislative level. This action includes a 
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large cross sectional study called the Practice Capacity for Chronic Disease Management 
Research Study in which practices are offered the opportunity to conduct a clinical audit 
based on a practice level feedback report. The importance of audit is its capacity to 
increase teamwork by identifying it as a critical determinant of success, while also 
potentially identifying how to increase and improve teamwork.  
 
There are some important obstacles and concerns that need to be factored in when 
considering clinical audit as a potential incentive to improve teamwork processes in 
primary care. Firstly, it is vital that better tools for the extraction of information and 
data are developed, so that accurate and appropriate details are obtained from the 
process. These should be based on common standards and minimum datasets. There is 
also the potential that auditing processes may cause tension within the team, which 
must be managed if it is not to be detrimental to the operation of the primary care 
practice. There also needs to be accompanying change management procedures to 
ensure that staff are informed and encouraged to embrace audit, rather than have it 
forced upon them unwillingly. It has been identified that factors that increase the 
impact of audit processes include the presence of supportive organisational culture and 
management, teamwork and democratic decision making. Therefore change 
management might be an important addition to the introduction of clinical audit in 
general practices. It may also assist with easing the concerns of doctors, who may be 
worried that the introduction of clinical audit of their practice reduces and limits their 
autonomy to act as a medical profession. This could impact and operate as a 
disincentive for the voluntary introduction of clinical audit.  
  
Public reporting 
Public reporting is an incentive and tool used widely in the US, but is yet to significantly 
infiltrate the primary care domain in Australia. It is the provision of information relating 
to the performance of doctors and practices to the public, with the aim of increasing 
public awareness and influencing reform. Currently, it has been discussed in the 
government’s National Health and Hospital Reform Commissions report, and 
Queensland has introduced a ‘world-class’ hospital reporting system, but little else has 
explicitly been planned or implemented at a primary care level.  
 
Public reporting can operate as an incentive for improved teamwork as it encourages 
physicians to improve better services, more attuned to the needs of their patients, who 
regularly demand better teamwork in primary care practices. It could be a very powerful 
tool to encourage teamwork in primary care, if it is introduced and further articulated 
within Australia.  
 
Support systems and tools exist that, while not capable of achieving teamwork alone, 
play an important role in managing teamwork processes. These include support for 
Divisions of General Practice in Australia, the roll out of electronic health records and 
practice information systems, co location and the formation of National Strategies such 
as the Primary Health Care Strategy.  
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Support for Divisions 
Divisions of General Practice are professionally led, regionally based and largely 
government funded voluntary associations of General Practitioners that seek to 
coordinate local primary care services and improve the quality of care and health 
outcomes of local communities. They were first established in 1992 and there are 
currently 119 established across Australia. In the Phillips review in 2003, the 
government explicitly stated it would like to utilise Divisions to improve multi 
disciplinary teamwork in primary care and planned to measure and reward well 
performing Divisions. The lure of increased funding therefore operates as a financial 
incentive, encouraging Divisions to improve teamwork. In recent years, they can and 
have achieved this by supporting practices to establish systems and infrastructure for 
chronic disease management and health promotions, including information 
management systems and disease registers, by coordinating shared care networks and 
establishing links between programs and specialists. One particular program run under 
this scope is the General Practice Divisions Program, which seeks to involve GPs with 
other primary care service providers using the MBS item numbers grouped under EPC 
packages. They give support and funding to community based providers including 
psychologists, counsellors, podiatrists, social workers, dieticians and mental health 
nurses to expand access for care to more Australians, and enhance the General Practice 
team, and hopefully teamwork.  
 
Divisions are also keen to further expand there programs that seek to improve 
teamwork, but will require additional funding to implement such a task. The literature 
identified that they would like to introduce a program to allow ‘effective resource 
management’, where GPs gather in professional peer groups to consider and analyse 
their activities and patient outcomes (particularly prescribing behaviour). This sort of 
professional collaboration and peer review transcends traditional practice boundaries 
and bears witness to new types of collaboration. Divisions have indicated that while 
initial costs of implementation would increase, savings would be made by more 
effective prescribing to patients. Divisions would like to see this savings managed 
internally, to further role out and improve this program. The literature indicated that 
the government is somewhat reluctant to permit the widespread and innovative 
expansion of a program such as this, for initially it would require direct funding to 
Divisions who would then need greater autonomy and control over their finances to 
manage such a scheme. International literature has demonstrated however, the 
important and growing role that organisations such as Divisions play in primary health 
care, and have shown that increasing the role (and control) of governments in this 
transaction may be detrimental. Divisions need to increase their active role, and receive 
greater financial control to improve services and programs that achieve multidisciplinary 
care and teamwork. For this to happen, it is important that health professionals from a 
range of services and disciplines play a larger role in Divisions.  
 
E-health 
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E-health is an example of a tool that can be utilised, and incentivised, to achieve 
improved teamwork however it cannot in and of itself, induce teamwork in the primary 
health care setting. The introduction of individual patient Electronic Health Records 
(IEHRs) have been on the agenda for some time and progress has been made in their 
introduction and utilisation across hospitals and primary care settings. There are 
multiple dimensions and benefits to the introduction of IEHRs. They are quick, accurate 
and easy (once health professionals learn how to utilise them), there are reminder 
facilities regarding health checks and drug prescriptions, they allow for the quick and 
easy update of disease registries. Potentially, they also allow patients access to their 
own health information, and a web portal to collect results.  
 
E-health can help improve teamwork processes in the general practice as it permits 
sharing of information, and the quick and easy utilisation of information by a range of 
health professionals can make it easier to discern responsibilities within their scope. For 
example, being able to create patient reminder lists eases the job of the physician if it 
can be managed by the practice manager, and as long as there remains communication 
between these professionals, then effective teamwork has essentially been achieved. E-
health is also a benefit to the general practice for the mammoth savings it has the 
capacity to generate. One study has suggested that this savings may be between $6.7 
and $7.9 billion annually.  
 
Schoen estimates that currently, 79% of Australian GPs use electronic medical records. 
Southern breaks this down and suggests that in reality, less than 30% of these GPs use 
electronic records to link in with other services. This suggests that while IEHRs do have 
the capacity to improve teamwork, they are not being utilised to do this currently. To 
ensure the proper utilisation of this valuable resource, it may be necessary to provide 
suitable training, and possibly even incentivise it, to encourage health professionals to 
undertake work. Currently, the complexity of using these programs is a barrier to the 
effective utilisation of incentives to encourage introduction of IEHRs. Dennis suggests 
what is also needed is better negotiation between software developers and guideline 
developers to integrate clinical guidelines into practice software systems to facilitate 
greater use and to improve quality. It was also suggested that for maximum economic 
benefit from the introduction of IEHRs, what is needed might be a slower paced 
introduction to allow time for this additional training and enhanced program 
development to occur.  
 
The government has recently announced the introduction of a financial incentive in the 
2008-2009 budget which aims to encourage the use of electronic health systems in PIP 
practices.   
 
Co location 
Co location is another tool which can be utilised to achieve teamwork, but does not 
necessarily create effective teamwork itself. Co location requires placing various health 
professionals (usually from a range of disciplines) together in the one setting, to 
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increase the sharing of information and enhance access by patients. Co location is a 
particularly current issue in the context of the Australian health care system, as GP 
Super-clinics are being discussed as a potential future direction, a model in which co 
location of health professionals is a cornerstone. Currently, co location occurs to a 
certain extent in Australia. There are examples in GPs who work within Aboriginal 
Medical Services and some community health centres in Victoria. NSW is currently 
developing ‘integrated PHC centres which will house GPs and community health staff, 
however they are facing considerable challenges working across the different funding, 
professional and industrial relations systems. No doubt, these obstacles will also be 
faced when establishing the Super-clinics.  
 
A study by Woodhouse indicated that 50% of respondents believe that the location of 
teams on different sites was a barrier to sharing and teamwork. However, some of the 
literature also highlights that while co location has the potential to improve integration 
and access of services for patients, it is not a given that co locating health professionals 
will improve teamwork. Incentives to co locate (which, also common in the US, would 
most often be financial compensation for moving costs) need to be accompanied with 
inter professional training and the appropriate resources to share information (such as 
e-health records).  
 
National Strategies 
The articulation of a national strategy for primary health was recently released in draft 
form as ‘Australia’s First National Primary Health Care Strategy: building a 21st Century 
Primary Health Care System’. There are also national strategies specific to health areas- 
most notably the National Chronic Disease Strategy and the National Mental Health 
Strategy. National strategies have the capacity to combine structural approaches such as 
defining roles and encouraging referrals between GPs and psychologists, with clinical 
support mechanisms such as GP training and the provision of clinical guidelines, which 
together can improve coordination and deliver teamwork.  
 
The first draft of the Primary Health Care Strategy (PHCS) only discusses teamwork in 
the context of providing chronic illness and preventative care. It does not highlight 
teamwork as a goal or objective amongst general practices or medical professionals in 
the general delivery of health care. The report does identify that teamwork improves 
poor integration of services, and highlights e-health as a major priority for its ability to 
assist teamwork. Multidisciplinary teams need to be supported by training, funding, 
infrastructure and technology.  
 
National frameworks and strategies need to incorporate teamwork as a central policy 
ask and encourage health professionals to view it as a prerequisite for practising. This 
could operate as an incentive to encourage teamwork, as funding and recognition on 
the national health and policy agenda no doubt effects the priority it will be given at a 
State level, and across various organisation and in practices.  
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Inter professional education is a key incentive and tool to improve teamwork in primary 
health care. By explicitly teaching professionals how to work together in a team, the 
health workforce are being prepared for the challenges they face in providing 
coordinated, integrated and comprehensive care. 
 
IPE 
IPE is the training of health professionals together, about how to work together, so that 
they can learn with and from one another. Traditionally university curriculum severely 
limits the time that students spend on IPE. Some specific courses exist to train health 
workers however it is rarely included as a core component of study in the general 
curriculum. Poor communication and the need for teamwork have been very prominent 
discussion points on the agenda for some time, as it is widely regarded that having 
positive professional relationships, clear lines of communication and sharing of 
information improves patient care and outcomes, as well as professional satisfaction.  
 
Recently, efforts have been made to integrate IPE into University curricula. Queensland 
has created the Health Care Team Challenge, a leadership strategy that engages 
students, staff, professionals, policy and industry in a whole system approach to IPE. 
Student teams compete at a live event for a cash prize for the best management plan 
centered on a complex clinical case study. This is planned to continue in the future. 
Currently, there is also a three year program in rural Victoria for mixed groups of nursing 
and medical students to learn together under the supervision of an experienced 
preceptor. Learning objectives include understanding the principles of teamwork, 
collaboration and the various roles in the health care team, and this program has shown 
to be effective in managing IPE and producing well educated and trained students. 
Proudfoot suggests that workplaces would benefit from more joint training and 
professional development programs for practice staff (both clinical and non clinical), as 
it would facilitate better understanding of the role of other professional groups and 
increase positive attitudes to teamwork. 
 
Incentives for IPE need to be further developed, with more financial encouragement to 
Universities to establish curriculum and embed it in all training for medical students. 
Incentives also need to be provided to practices to encourage them to introduce IPE into 
the CPD of their staff. Regulation of IPE could have a similar impact, making sure it is a 
requirement that each and every medical professional trained and working has 
completed core units in how to appropriately work together.  
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APPENDIX 5: TOPIC SPECIFIC REVIEW PAPERS 
 

• Patient perspectives on incentives for Primary Health Care teamwork 

• Incentives and Nurses in Primary Health Care  

• The Medical Home 
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Patient perspectives on incentives for Primary Health Care teamwork 
 

Georgia Savage 
 
 

Summary Points: 
-Phrases that are used when discussing patient perspectives include ‘patient-centred 
care’, ‘shared decision making’, ‘patient incentives’, ‘feedback’, ‘public reporting’ and 
‘profiling’. 
 
-Patient perspectives are an important incentive for GPs in the quality and type of 
care they provide. Perspectives can be communicated through feedback, review, 
profiling and public reporting.  
 
-Studies by Bosch et al, Shortus et al and others, have indicated that incentives that 
are considered ‘good’ by professionals and politicians are not always interpreted this 
way by the patient. This can be because GPs are more interested in undertaking the 
activities that are linked to incentives, that they fail to see what the patient actually 
needs, or that there is a miscommunication at a policy and a practice level, so 
patients do not understand why they are receiving an incentivised care, such as a 
care plan, and see no use in continuing it.  
 
-Patients are not necessarily aware of incentives that exist in primary care, bar some 
financial and quality incentives, or incentives that relate to chronic care. When 
enlightened that their physicians receive incentives to provide care, patients indicate 
they are uncomfortable and disapproving. However, if patients are given more 
information about how and why incentives are provided, they become more 
comfortable.  
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-Aspects of certain incentives affect patient perspectives of healthcare considerably, 
for example privacy in eHealth, and continuity of care in out of hour’s services. 
Failure to consider and plan for these weaknesses may have the potential to damage 
the successful implementation of these incentives.  
 
-Patients view the addition of more health professionals to the primary care team 
differently. Older people have indicated a preference for one source of care, while 
younger people are comfortable and happy to have their care delegated or provided 
by a nurse or allied health professional, in consultation with the GP. Some studies 
have indicated that patients value highly team care arrangements, and are satisfied 
with the quality of healthcare they receive. They do voice some concerns about 
continuity of care however. 
 
- More investigation needs to occur into patients perspectives of the different roles of 
health professionals in the team, and whether they truly value, use and are satisfied 
with the services received from other team members, such as pharmacists or 
dieticians.  
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Research Questions: 
I think there are two levels to research into patient perspectives and PHC teamwork. 
Firstly, it can be approached from the patient’s view of the incentives itself, and 
whether their knowledge of the incentive that operates affects the processes in the 
primary health care setting. Secondly, patient perspectives can be interpreted as an 
incentive in itself. By providing feedback on the quality or service and outcome 
received in PHC, the patient perspective can operate as an incentive for improved 
performance, coordination of care and teamwork.  
 
In light of this, I have broken the research questions down into two parts. 
Part 1: 

- What incentives are patients aware of in primary health care? 
- How do patients view incentives in primary health care? 
- Does this affect the application or outcome of the incentives? 

Part 2: 
- Does patient feedback contribute to the effectiveness of incentives? 
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- If so, how? 
- Are patient perspectives and feedback itself an incentive for teamwork in 

PHC? 
- What sorts of patient feedback are there? 
 

Country specific notes: 
AUSTRALIA: 
Much of the research into patient perspectives to date has focussed on chronic illness 
as it is a major challenge facing Australia’s health system, and there are multiple 
programs seeking to improve both health outcomes and the operation of health care 
teams dedicated to addressing chronic illness in primary health settings. 77% of 
Australian report one or more long term health problems, and more than half of 
those aged 65 years and older have five or more conditions (Harris, 2007, p.2).  
 
The Enhanced Primary Care items were introduced in an attempt to encourage 
multidisciplinary care by providing incentives for general practitioners to work with 
other health professionals and engage in care planning and case conferencing for 
complex patients (Shortus, 2005, p.1). It is important that EPC items engage 
patients, and yet it has been found that many patients remain unaware of the items 
(Shortus, 2005). Indeed, this study by Shortus indicated that most patients did not 
understand the idea of EPC care planning. Some interpreted the care plans to be a 
health record, some an action plan and others, a record of doctors appointments. 
The majority of those who did grasp the concept did not believe they would 
personally benefit from planned care. Furthermore, all but one of the patients 
receiving multidisciplinary care believed it was coordinated satisfactorily. However, 
care coordination was rarely interpreted as the sharing of objectives by their various 
health care providers, rather, patients saw their providers as having specific discrete 
roles, and did not expect them to take a ‘holistic’ approach. Shortus found that 
patients were unwilling to visit their GP unless they had an acute problem. Patients 
need to be educated about the benefits of care planning, perhaps through consumer 
groups, and collaboratively involved in their health care if they are going to take 
responsibility and ownership of it.  
 
Harris, M. F. and N. A. Zwar (2007). "Care of patients with chronic disease: the 
challenge for general practice." Med J Aust 187(2): 104-7. 
Shortus, T., V. Rose, et al. (2005). "Patients' views on chronic illness and its care in 
general practice." Aust Fam Physician 34(5): 397-9. 
 
CANADA: 
There were very few articles from Canada that addressed patient perspectives of 
incentives, or the impact of patient feedback as an incentive. The British Columbia 
Medical Association does discuss the patient with regards to patient centred IT. The 
Federal government has allocated $1.1 billion over the last several years to Canada 
Health Infoway, and an additional $800 million through the Primary Health Care 
Transition Fund, to develop IT systems including electronic records. It is important to 
note that Canadian physicians utilise electronic medical records significantly less than 
the United Kingdom, New Zealand and Australia.  
 
Electronic health records are an infrastructure support tool that allows improved 
processes of teamwork. It also operates as an incentive that attracts patients to a 
particular practice if up to date medical records are maintained that provide 
information to the physician about previous medical experiences, concurrent 
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medication and medical reminders, while also potentially allowing patients to access 
important results and data online.  
  
However, one of the major obstacles to widespread implementation of health IT 
systems in Canada is the safety of patient information that is accessed through the 
electronic medical records. With multiple professionals having access, it is possible 
that the information may be misused or misplaced.  A Canadian survey in 1999 
indicated that 76% of citizens believed it is very important that medical information 
be kept private, and 11% held back information because they were concerned it may 
be misused. Therefore, adequate information safety and guidelines must be put in 
place if patients are going to view this resource as a benefit, and perceive improved 
primary health services as a result.   
 
Patient perspectives on non physician assistants and practice nurses have indicated 
that  
 
British Columbia Medical Association (2004). Getting IT Right:  Patient Centred 
Information Technology. Vancouver, British Columbia Medical Association: 1-32. 
 
NETHERLANDS: 
The Netherlands has recently introduced a new institutional support system in the 
form of a comprehensive out-of-hours primary health care service to relieve the 
pressure of constant rostering off doctors, and to improve the level of health care 
service provision, and hopefully patient satisfaction, with primary care. Previously 
out of hours care was practice based, but has recently been adapted into large scale 
cooperatives utilising between 45 and 120 GPs. This initiative was largely generated 
from the medical profession itself, who were becoming increasingly dissatisfied with 
long work hours.  
 
While this incentive improved conditions for the physicians, patient’s experience of 
this reorganisation was not so positive. It caused a shift from personal care to more 
anonymous care, with an increased distance from a GP. Patients are also now filtered 
through a doctor’s assistant or practice nurse who performs a sort of triage and 
decides the necessary action for the patient. However, once patients had adapted to 
the arrangement, satisfaction levels were upwards of 80%. Similar studies in the UK 
have replicated these findings.  
 
The paper by Bosch contributes to the discussion about the legitimacy of the 
widespread idea that aspects of redesigning care, such as teamwork and culture can 
contribute to higher quality of care. Previous studies have shown positive 
associations between higher levels of teamwork and such outcomes as clinical 
performance, job satisfaction and patient outcomes such as satisfaction of patients 
with their care. This study focussed on diabetes care, and found that rather than 
improving quality of care and patient outcomes, teamwork actually decrease diabetes 
care. Potential explanations for this may relate to a perverse incentive structure. 
Both of the papers listed above suggest that incentives directed to improve 
teamwork actually detract from the quality of care and outcomes received and 
perceived by the patient or consumer.  
 
The Netherlands relies heavily on processes of audit, feedback and review to assess 
the success and satisfaction levels of both professionals and patients who use their 
primary care services. Practices are encouraged to compile data from patient 
records, surveys and staff questionnaires as well as input from trained observers into 
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feedback reports that guide team discussion and result in specific targets for 
improvement. Trained auditors follow up to see if practices are working to achieve 
these targets (Grol, 2006, p.6). Audit and feedback therefore becomes a mechanism 
through which to informally improve practice and a mechanism to measure and 
reward quality outcomes.   
 
The article by Wensing is important as it reflects on the why patients need to be 
involved in their care processes. She states that ‘patient involvement can also result 
in better processes and outcomes of care. It could, for instance, make clinicians 
more responsive to patient’s preferences and result in better satisfaction with care” 
(Wensing, 2003, p.879). There involvement can be measured through measuring 
preferences, using evaluations or reporting on involvement with the health sector. 
Preferences are ideas about what should occur in healthcare systems, evaluations 
are patients reactions to their experience of health care and reports represent 
objective observations of organisation pr process of care by patients (Wensing, 2003, 
p.877).  
 
The conflict between public health policy and the rights of individuals to exercise 
choice needs to the managed, and this can be done by involving patients in their 
care, which will incentivising doctors through feedback, to provide better care.   
 
Bosch, M., R. Dijkstra, et al. (2008). "Organizational culture, team climate and 
diabetes care in small office-based practices." BMC Health Services Research 8: 8. 
Grol, R. (2006). Quality Development in Health Care in the Netherlands. Health 
Reform 2006 Bipartisan Congressional Health Policy Conference, Commonwealth 
Fund. Commonwealth Fund. 
VandeVen, W. P. P. M. (2005). "Patient Satisfaction with out of hours primary care in 
The Netherlands " BMC Health Services Research: 1-8. 
Wensing, M. and G. Elwyn (2003). "Improving the quality of health care: Methods for 
incorporating patients' views in health care." BMJ 326: 877-879. 
 
UNITED STATES: 
Patients’ perspective on the implementation and operation of incentives, and the 
consequent feedback that arises as a result, are important factors in the US medical 
system. Choice is a fundamental pillar of this system, and as such, feedback on high 
and low quality services is prevalent. Patients seem quite sceptical of the system of 
incentives, especially financial incentives. Meanwhile their feedback through 
mechanisms such as public reporting have shown to be very influential is improving 
health services, particularly team arrangements. Mechanic notes a fundamental shift 
in medical professionalism of late, whereby patients have become the centre and the 
focus. Changes in culture, treatment options, patients’ education levels, availability 
of medical education and patterns of morbidity have all helped to change 
expectations regarding patient autonomy, informed consent, exercise of preferences 
and role in the decision making.  
 
Bodenheimer discusses improving chronic care for patients with chronic illness. 
Consideration of the patient perspective from individuals suffering chronic disease is 
important, as they often have multiple and lengthy interactions with both primary 
health care and acute services. Furthermore, chronic illness accounts for three 
quarters of total national health care expenditures. Chronic illnesses are diseases 
that need to be managed in some part by the patient themselves, at home. They 
therefore require the establishment of educational programs and initiatives such as 
peer support groups to encourage patients to take greater responsibility and action 
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for themselves. This article does not discuss the perspective of the patient with 
regards to their chronic illness, but does provide a chronic care model that seeks to 
involve the patient in their own care and provide a personal contact and follow up 
within the health system. It has shown to reduce acute cases related to chronic 
illness, and improve patient health and wellbeing. Incentives directed towards 
implementing a model such as this, would undoubtedly improve the perception of the 
patients in the operation of the primary health care team.  
 
In her brief article, Karen Davis- 2005 president of the Commonwealth Fund- 
proposes that patients should be informed and engaged partners, included in shared 
decision making and encouraged towards self care. Patient-centered surveys are an 
integral part of feedback on primary care services that can incentivise and improve 
services by physicians and the whole team (Davis, 2005). Davis follows this up in her 
article ‘A 2020 vision of patient centered primary care’. The article outlines the 
changes that need to occur to the US health system if patient centered care is to be 
achieved. One central component of care is ‘patient engagement’ through improved 
education and access to information from the practitioner, as well as more 
involvement in the follow through process with feedback forms and publicly available 
information on practices. Davis highlights the success of the quality bonuses in the 
UK for obtaining patient feedback data, where quality bonuses are usually only 
available for reaching technical targets. In the US at the moment, only slightly more 
than one third of practices obtain patient feedback (Davis, 2004, p.955). She marks 
it as an integral development if patient centered care is to be achieved.  
 
Hsu in her paper about healing describes patients who suggested that “enhancing 
clinicians’ ability to function in teams also can improve their effectiveness as healers 
and the health of their working environment. Several patients spoke of the need to 
reduce the stress suffered by clinicians to improve their ability to be healers”. This 
reflects the patients’ desire for healing relationships in primary care, and an 
awareness of the pressures that fall on the GP. This may have an important impact 
on the way that behaviours should be incentivised if patient satisfaction is to be 
achieved. It suggests a need to consider and reward a quality relationship between 
physician and patient, and supports the expanding of the responsibility for care to 
other members of the primary care team, including allied health professionals and 
nurses. Hsu also found that physicians considered the patients interaction with the 
front desk to be an important setting agent, suggesting that front desk 
administration or reception should be included in the ‘team’ if optimal care is to be 
achieved.   
 
Financial incentives have long been used to control costs and improve quality of 
primary health care services. Both “physicians and patients have expressed strong 
concerns about the potential for ‘perverse’ incentives that interfere with the 
physicians’ judgement”. In light of this, the articles by Pereira and Pearson discuss 
patients’ attitudes toward financial incentives. Pereira took the first step and 
explored whether patients approved or disapproved of the incentive structures them 
selves, while Pearson took this further to assess how physicians could improve 
patients attitudes. It was found that most patients were uncomfortable with one of 
more of the three common methods used to pay physicians (FFS, capitation, salary). 
Interestingly, discomfort was highest with capitation. Pereira suggests this 
discomfort may arise because patients may not be accustomed to thinking about any 
association between their physicians’ clinical decisions and income considerations. 
Pearson therefore evaluated if the disclosure of information about financial incentives 
to patients was helpful in improving this view and the doctor-patient relationship. It 
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was found that patients who received a disclosure felt more competent to judge the 
impact of their physicians’ compensation on their health care, and in the long-term it 
enhanced trust and the doctor-patient relationship. Therefore financial incentives 
themselves remain a viable operational tool from a patients’ perspective, as long as 
information regarding those incentives are provided to patients’.  
 
Rosenthal discusses public reporting in the context of the medical home. He suggests 
that the medical home should be the centrepiece of primary health care in the future. 
But for it to be adequately implemented, a system of accountability through public 
reporting must be put in place. It will encourage physicians to meet benchmarks and 
provide better services to their patients (Rosenthal, 2008. p.432). Patients should be 
actively participating in decision making, and providing feedback to communicate 
and ensure that their expectations are being met. Currently, on 36% of US 
generalists survey their patients.  Eventually these feedback and public reporting 
measures will facilitate greater patient participation and trust. Goldfield notes a 
similar need for what she calls ‘profiling’, whereby patients record and publically 
report on health providers. She states that ‘public disclosure does seem to alter 
provider’s behaviour, because providers may feel their reputations are at stake or 
open to public scrutiny’ (Goldfield, 2003, p.745). In this way, public disclosure and 
patient feedback is used as an incentive for improved performance and teamwork.  
 
Bodenheimer, T. and e. a. E. Wagner (2002). "Improving Primary Care for Patients 
with Chronic Illness: Part 1." JAMA 288(15): 1775-1779. 
Bodenheimer, T., E. Wagner, et al. (2002). "Improving Primary Care for Patients with 
Chronic Illness: Part 2." JAMA 288(15): 1909-14. 
Davis, K., S. C. Schoenbaum, et al. (2005). "A 2020 vision of patient-centered 
primary care." Journal of General Internal Medicine 20(10): 953-957. 
Davis, K. (2005). "Patient-centered Primary Care: It Can Happen Here." Medscape 
General Medicine 7(4): 66. 
Goldfield, N., S. Gnani, et al. (2003). "Primary care in the United Sates: Profiling 
performance in primary care in the United States." BMJ 326(7393): 744-747. 
Hsu, C., W. R. Phillips, et al. (2008). "Healing in Primary Care: A Vision Shared by 
Patients, Physicians, Nurses, and Clinical Staff." ANNALS OF FAMILY MEDICINE 6(4): 
307-314. 
Mechanic, D. (2008). "Rethinking medical professionalism: the role of information 
technology and practice innovations." Millbank Quarterly 86(2): 327-58. 
Pearson, S. D., K. Kleinman, et al. (2006). "A trial of disclosing physicians' financial 
incentives to patients." Arch Intern Med 166(6): 623-8. 
Pereira, A. G. and S. D. Pearson (2001). "Patient attitudes toward physician financial 
incentives." Arch Intern Med 161(10): 1313-7. 
Rosenthal, T. C. (2008). "The medical home: Growing evidence to support a new 
approach to primary care." Journal of the American Board of Family Medicine 21(5): 
427-440. 
  
NEW ZEALAND: 
I am yet to find any information relating to patient perspectives on incentives in New 
Zealand. An area to look into may be the Maori perspective of healthcare, and 
determine if the services that exist are culturally appropriate, and robust enough to 
deal wit the extra disease burden within this population. It will be interesting to 
explore how the Maori perspective has shaped the healthcare system and services in 
New Zealand.  
 
UNITED KINGDOM: 
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The RPSGB, in their definition of primary healthcare teams, includes patients, while 
the promotion of information to the public about primary health care, the team and 
the standards of care expected, is a central recommendation in their report ‘Team 
working in Primary Health Care’. The advantages to patients of a team approach are 
said to accrue through a group process of cooperation, coordination or collaboration. 
When care outcomes of teamwork were measured, the benefit to the patient of 
professionals working together was greater than would have been achieved had they 
worked in isolation.  
 
The RPSGB suggests that the development of patient centered health care, that 
permits the consumer or patient greater power through improved access to 
information, can operate as an incentive for physicians to provide improved services 
through team work arrangements. In summary “patients are being empowered to 
make informed decisions about their well-being, health and social care. Meeting their 
needs and expectations will demand a more sophisticated approach to team working 
using different models”.    
 
The RPSGB also notes that while younger users of services may expect a team 
approach, older patients may be accustomed to an individual approach and may be 
resistant to team working. In this setting, their patient feedback would discourage 
professionals and practices from introducing team care models and improving team 
working arrangements.  
 
Simpson discusses the impact of new incentive schemes on the provision of stroke 
care to patients. The summary indicates that will the provision of incentives to 
physicians does improve the diagnosis and treatment of stroke, however not equally 
for all groups within the population. It was reported that older patients, female 
patients and patients from deprived areas did not receive the same improved quality 
of care. This is an important reflection of how incentives may not always reach the 
population in an equitable way, and can require greater direction to ensure patients 
receive the level of care initially suggested by the incentive. If care is not taken to 
fairly distribute incentives, they may be perceived poorly by patients, which may 
affect feedback and continued application of the incentive in the future.  
 
Al Bashir discusses patient ideas about what is good quality general practice, in 
particular for vulnerable populations including the elderly and the ill. The results 
showed that to some degree, both age and perceived health status make 
independent contributions to their preferences. A financial incentive such as 
capitation has been shown to attract younger, healthier patients in comparison to an 
incentive such as fee for service, which characteristically attracts sickly, older 
patients. Therefore the incentives affect the type of patients attracted to the 
practice, and in turn the style of practice. This could potentially reinforce the type of 
feedback and create a practice setting that is geared towards providing satisfactory 
care to a subset of the population.  
 
Galvin recognises the increased role and status for a variation of health professionals 
now involved in primary health care service, including practice nurses, midwives, 
dieticians, physiotherapists and nurse practitioners. The patients’ perspective of 
these roles is important to their operation and success in the future. Focus groups 
interviewed in Galvin’s study revealed that “the GP, practice manager and area 
manager agreed that the services provided by the surgery were based on how health 
professionals viewed user need and this perhaps did not correlate with the patient’s 
perspective. They felt that the specialist skills and expertise that the team possessed 
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sometimes shaped the services available, rather than being applied to where they 
were really needed’ (Galvin, 1999, p.242). Studies have shown that patients see and 
experience the value of other health professionals in the practice.  In this study, 
there was a high level of patient satisfaction with all consultations with physicians, 
nurses and the general practice team. It was felt that the team were efficient and 
caring, but patients were concerned about continuity of care (Galvin, 1999, p.242).  
 
Marteau discusses the impact of financial incentives at the individual level, which 
could be applicable either to the individual in the practice, or the individual attending 
the practice. She addresses important questions including why incentives do work, 
and where they work best. Public attitudes towards the use of incentives in health 
care contexts view them as a form or bribery or coercion, and this very much 
depends upon the context in which they are delivered, and for which types of 
healthcare and disease. Marteau suggests that incentives for the patient to seek 
healthcare, or to the provider to give it, undermines a patients’ autonomy and 
personal responsibility. This suggests that by introducing incentives, only if to 
encourage teamwork and improved care amongst professionals working together in 
primary care, may be a unknowingly damaging to the patient.  
 
Al-Bashir, M. M. and D. Armstrong (1991). "Preferences of healthy and ill patients for 
style of general practitioner care: implications for workload and financial incentives 
under the new contract." Br J Gen Pract 41(342): 6-8. 
Galvin, K., C. Andrewes, et al. (1999). "Investigating and implementing change 
within the primary health care nursing team." Journal of Advanced Nursing 30(1): 
238-247. 
Gerrish, K. (1999). "Teamwork in primary care: an evaluation of the contribution of 
integrated nursing teams." Health & Social Care in the Community 7(5): 367-375. 
Marteau, T., R. Ashcroft, et al. (2009). "Using financial incentives to achieve healthy 
behaviour." BMJ 338(1415). 
Royal Pharmaceutical Society of Great Britain (2000). Teamworking in Primary 
Healthcare: realising shared aims in patient care. London, Royal Pharmaceutical 
Society of Great Britain & British Medical Association RPSGP: 1-44. 
Simpson, C. R., P. C. Hannaford, et al. (2006). "Effect of the UK incentive-based 
contract on the management of patients with stroke in primary care." Stroke 37(9): 
2354-60. 
 
 
Part 1: 

- What incentives are patients aware of in primary health care? 
-Financial incentives  
-Patients may be aware of simple quality measures that are incentivised, such as 
reaching immunisation targets. However, they would possess very little knowledge 
about the finer details of such a program or performance measures as a whole.  
-Patients are ware of the enhanced primary care incentive in an Australian context. 
-Patients are aware that sharing information and providing feedback is a powerful 
motivator for many physicians and practices, and therefore perhaps recognise their 
power as consumers to begin to shape this relationship. 

- How do patients view incentives in primary health care? 
-Patients disapprove of financial incentives if they are not provided with background 
information about them. 
-Patients do not see the value in the EPC, and are unsure of its exact purpose. 

- Does this affect the application or outcome of the incentives? 
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-In the case of EPC, it is still provided to the patients, however it is not utilised to its 
full advantage by those patients, who fail to continue with the care plan. 
Part 2: 

- Does patient feedback contribute to the effectiveness of incentives? 
-Yes, mechanisms such as public reporting, profiling and feedback have shown to be 
particularly effective 

- If so, how? 
-Provides practices with information on potential areas for improvement 
-Provides physicians with a motivation to introduce incentives that improve 
teamwork if that is what their patients are asking for 
-Forces practices to review their protocols, where they probably otherwise wouldn’t 

- Are patient perspectives and feedback itself an incentive for 
teamwork in PHC? 

- Yes, if teamwork is required in order to provide optimal care for the patient 
- If patient feedback is tied into quality indicators, it can encourage and incentivise 
teamwork 

- What sorts of patient feedback are there? 
Public reporting, profiling and feedback (formal) as well as informal discussions 
amongst friends and with professionals within the practice about the quality of 
service. 
 
Further questions for consideration 
 
1. Could we develop some sort of patient-incentive interaction model?? 
Patient = input and driver in the system 
Incentive = ?? 
Teamwork = outcome 
 
2. How do patients view the different roles of health professionals in the 
primary care setting? Do they actually want to see more professionals 
involved in their care that will necessitate teamwork? 
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Summary Points: 
- Some literature has indicated that nurses do not necessarily contribute to effective 
teamwork; however the vast majority of information suggests they are a vital 
ingredient in achieving successful collaborative relationships within the primary care 
setting. They are well placed to navigate the many professionals who work within 
inter disciplinary practice, and generally possess the correct skills to communicate 
and negotiate the challenges of team working. 
- On one level, incentives encourage the introduction and retention of nurses in 
primary care, and by doing this on another level they are automatically increasing 
the effectiveness of team work in the general practice by increasing the members in 
the team, by bringing in different expertise, and by introducing a professional with 
greater collaborative background and skill than many practitioners.  
- Teamwork in general practice significantly contributes to improved health outcomes 
and experiences for patients, and professionals.  
 
-Incentives that exist for practice nurses to encourage their role in general practice, 
and improve team work processes include 
Inter professional education: IPE works to introduce professionals to one another, 
and gives them an opportunity to learn together so that they can work together 
better 
Opportunities to become community leaders: Career pathways and professional 
development encourage nurses to enter the general practice, and utilise other 
members of their team to grow their role in the community 

http://www.ahwi.edu.au/�


 158 

Financial rewards: incentive payments to the practice for undertaking certain 
activities; provision of Medicare provider numbers, PIP, PN scholarship program in 
Australia 
Flexible work conditions: ability to job share, work shorter hours 
Autonomy: The autonomy of NPs reflects an incentive for collaborative work 
between the doctor and other professionals- it breaches the professional gap 
between the traditional doctor and nurse role  
Career development: legislation for the NP role, PN scholarship program in 
Australia 
Public education 
Increased professional scope of practice: Prescribing rights in NZ 
Internal motivation: Nurses possess a very strong internal motivation that does 
not necessarily respond well to external incentives such as financial reward. Internal 
motivation has often been suggested as the most powerful motivating factor a health 
professional can possess.  
 
- The success of these incentives in achieving improve teamwork is a debate about 
the IMPACT of the incentives. From the literature I have read so far, it seems that 
particularly for nurses more so than doctors, internal motivation is a very important 
factor. Perhaps this is because they have been denied the financial reward for their 
work for so long.  
- Flexible work conditions and educational opportunities are also powerful incentives 
to get nurses to improve how they work in teams, and consequently improve 
teamwork within the general practice team.  
 
Research Questions: 
Incentives exist that seek to specifically target nurses working in primary health care 
(practice nurses, nurse practitioners, midwives) and encourage them to enter, re 
enter or remain in the primary care workforce. This is no doubt in the hope that 
retaining their expertise will improve both the clinical and collaborative skills that 
nurses bring to the general practice setting, enhance the number and depth on the 
primary health care team and improve team work processes.  
 
Do nurses in primary care improve teamwork? 
 
As such, I will explore the types of incentives that exist in primary health care, that 
are targeted at nurses, to improve teamwork. I will focus predominantly on those 
incentives that explicitly state they are trying to achieve improved integration, 
collaboration and teamwork efforts.  
 
What incentives exist which specifically target nurses in primary care, with 
the goal of improving teamwork? 
 
The next questions to ask are whether these incentives are effective in achieving 
their goals of improved teamwork, which incentives (financial, regulatory or 
professional) achieve this best, and how they are interpreted and utilised in general 
practice by nurses, practitioners and other health professionals.  
 
How successful are these incentives in improving teamwork? 
 
Country Specific notes: 
INTERNATIONAL: 
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An IPE intervention occurs when members of more than one health and/or social 
care profession learn interactively together, for the explicit purpose of improving 
inter professional collaboration and the health of the patient. IPE requires active 
leaner participation and active exchange from learners from different professions 
Reeves, 2009, p.3). The opportunity to undertake IPE can operate as an educational 
incentive for nurses to join the primary care workforce, and an incentive to achieve 
improved teamwork through learning better skills.   
 
Reeves, S., M. Zwarenstein, et al. (2008). "Interprofessional education: effects on 
professional practice and health care outcomes." Cochrane Database of Systematic 
Reviews(1).  
 
AUSTRALIA:  
I have not read any specific literature from the review as Fleur is focussing on 
Australia, however I will write from the experience I have had in the area practice 
nurses. The Australian health system has been slow to introduce, utilise and 
integrate nurses into general practice. In 2006, approximately 60% of practices 
employed a practice nurse; however I’m sure that figure is higher today. Various 
incentives have been used to attract nurses to general practice, and to encourage 
doctors to employ them. One of the most notable are the Practice Incentives 
Scheme, or PIP, in which general practices, predominantly in rural, remote and high 
needs areas, were provided additional funding to pay for the salary of a practice 
nurse. Another incentive was the Practice Nurse scholarship program run through the 
Australian Practice Nurses Association in which nurses were eligible for monies to 
fund continued education or post graduate training to up skill them for primary 
practice. The final incentive was the recently granted access to Medicare item 
numbers for practice nurses in areas such as antenatal care and chronic disease 
management. Being granted access to Medicare meant that patients could be 
reimbursed for the services of the nurse when attending general practice, making the 
practice nursing professional role more relevant and accessible by the public.  
  
NEW ZEALAND:  
Crampton discusses the background detail and evolving role of the practice nurse in 
New Zealand who, due to their long term employee status, has had a far less 
dominant role in primary care policy making. Practice nurses are employed in 93.2% 
of practices that Crampton surveyed, and midwives in 8.4%. In 1998, the Report of 
the Ministerial Taskforce on Nursing made recommendations aimed at addressing 
some of the structural barriers impeding the development of nursing, and recently, 
nurses have been granted limited prescribing rights. Capitation funded practices, as 
a group, employed more nurses and community practices workers than did practices 
funded by fee for service payments (Crampton, 2005, p.239). The majority of 
practices also had a nurse appointment system and charged for nurse appointments. 
Previous research has demonstrated that nurses carry out activities including patient 
assessment and treatment, immunisations, antenatal care, cervical screening, 
counselling, weight loss programmes, asthma and diabetes management, triage, 
screening, dressings and first aid training. In the coming future, it seems likely the 
New Zealand government will place extra emphasis on screening and early detection, 
outreach to vulnerable people, health education and promotion, integration of 
maternity services, community needs assessment and public health programmes. 
These functions will require not only extra staff and nurses, but a reconfiguration of 
current arrangements. This will be a challenge for New Zealand considering its 
hierarchical and parsimonious past in which nurses have played a secondary role. An 
increased use of capitation funding of practices will hopefully be associated with 
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increased incentives to employ more nursing staff as doctor substitutes, as fee for 
service payments are replaced with bulk funding. Nursing care is regarded highly by 
patients in New Zealand and it is anticipated such a policy change will be well 
received. In order to overcome the obstacles of New Zealand’s well entrenched 
medical professionalism, policy makers must “address workforce issues by making 
simultaneous and coordinated changes to funding arrangements, ownership, 
governance, infrastructure, and service integration while supporting the existing 
workforce”. Incentives will be an important tool to encourage doctors to alter their 
perceptions of the nursing workforce, through IPE for example, and a financial 
mechanism through which to make practices comply with a structure, such as 
capitation, which includes nurses and improves team working arrangements.  
 
Crampton, P., P. Davis, et al. (2005). "Primary care teams: New Zealand's 
experience with community-governed non-profit primary care." Health Policy 72(2): 
233-243. 
 
CANADA:  
 
In 1999, the Health Services Restructuring Committee proposed that Canada needs a 
system where physicians and nurses work as true partners through the creation of 
Primary Health Care Group Practices. This is the end result of which the first steps 
include better provision for nurses in the health workforce through the increased 
funding and educational opportunities. The Romanow Report in 2002 also highlighted 
their continued vital role in primary health care.  
 
The nurse practitioner role in Canada is progressing. Spread across many 
government and organisation reports are discussions of the nurse practitioners role, 
as an advanced qualification of nursing in primary health that have extensive 
knowledge and decision making skills in assessment, diagnosis and health care 
management. They enable underserviced communities improved access and provide 
relief to physicians, as part of the core team.   More recently, the ‘Nurse Practitioners 
in Primary Health Care Initiative’ has provided objectives that recommend  improved 
educational opportunities for nurse practitioners, the development of a framework for 
integrating NPs into the primary health care system, recommendations for 
legislation, regulation and supply of NPs, and fostering of models and environments 
where NPs can work in primary care. Each province has various pieces of legislation 
and regulations that govern the nurse role and its development. 
 
Jansen discusses collaborative and interdisciplinary teams, and whether their 
implementation is possible in the current primary health care setting. The 
predominance of the medical hierarchy in non-traditional health care settings may 
preclude the contributions of other professional and paraprofessional services 
required to meet complex client needs (Jansen, 2008, p.222). Inter professional 
education can help to overcome these barriers that have been reinforced through 
educational silos in current institutions, and “nourish the tremendous collaborative 
skills cultivated in the nursing discipline” (Jansen, 2008. p.222). 
 
Nurses within practice, academic and administrative contexts are required to work in 
collaborative and inter disciplinary environments everyday, and so are well placed to 
encourage and build upon team work initiatives and processes in the primary care 
setting. The literature has revealed that a “shift is slowly taking place, away from 
nurses’ selfless dedication and sacrifice – toward a more powerful perception of their 
self worth” (Daiski, 1996, p.29). Nurses, with their respective capacities, 
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communication skills, and holistic practice perspectives, can therefore become the 
leaders in the primary health care team. There are particular processes that need to 
be in place if nurses are to move into this role. Support from physicians is a 
particularly powerful indicator for the success of integrating other health 
professionals into the primary care team. Tools such as collaborative practice 
agreements that specify job descriptions, collaborative relationships and professional 
conduct help to clarify expectations and serve as key communication tools (Bush and 
Watters, 2001). Jansen concludes that “although collaborative and inter disciplinary 
team practice has been promoted as a future imperative for the delivery of 
increasingly complex health and social care, the precise nature, methodology and 
outcomes of team functioning are unknown”. The nursing profession is best placed to 
“skilfully navigate in many different interdisciplinary… contexts, and assess whether 
the values of collaborative teams are congruent with organisational goals, embrace 
transformation efforts to foster team based service, and be flexible and creative in 
the management of inter disciplinary human and fiscal resources” (Jansen, 2008, 
p.224). 
 
The Saskatchewan Registered Nurses Association suggests that more effective 
utilisation of health providers, such as nurses, might be possible through competency 
based approaches to tasks. Explicit identification of the professional competencies 
essential to service a particular health need, as well as an inventory of competencies 
common to every member of a particular discipline may help achieve and sustain a 
model of integrated health care which better utilises the skills of the nursing 
workforce. Such specifications act as an incentive to encourage the employment of 
nurses in primary care, as it reduces liability and increases professional and public 
confidence in their skills. It also acts as an incentive for nurses to enter primary care 
practice, as they can identify a particular career pathway and undertake professional 
development that aligns with these competencies.  
 
The SRNA highlights the use telephone triage as a support system and incentives for 
primary care professionals. In some circumstances, a “citizen may simply need 
advice as to whether a symptom requires immediate attention or can wait until office 
hours. This information could be readily provided by a primary care nurse interacting 
with a citizen by phone. While such a service would not totally obviate the need for 
citizen access to physicians and other members of the health care team, it could 
substantially reduce the frequency of after hours calls to physicians, emergency 
department utilisation and fragmentation and duplication of services” (SRNA, 1998, 
p.6). Again, the provision of such a service can operate as an incentive for teamwork 
in primary care as it highlights the need to share the responsibility among health 
professionals, indicates the skill and valued abilities of the practice nurse, as well as 
potential professional opportunities for growth and finally, reduces pressure on the 
physician. All these factors contribute to better teamwork, making a support system 
such as this a most effective incentive.  
 
The SRNA highlights a number of requirements for improved teamwork and 
integration of primary care services. So far, I have mentioned ‘knowledge of 
competencies of health professionals’ and ‘access to health services’. A further 
important component is collocation of health services. Often physicians work in 
separation from one another. There is little opportunity for them to jointly participate 
with other health professionals regarding patient evaluations and treatment 
recommendations. The development of community based health centers which 
enable primary care practitioners and other health professionals, including nurses, 
practice managers, social workers, pharmacists and physiotherapists, to work in 
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close proximity is a powerful strategy to improve teamwork. Physical proximity itself 
does not guarantee appropriate and meaningful communication among professionals 
but it eliminates or reduces some of the potential barriers (SRNA, 1998, p.6).  
 
“While there are potential benefits to the utilisation of incentives as a policy to 
influence practice, this approach is in conflict with the policy that underlies primary 
care reform in Canada- specifically the development of effective patient-centered 
inter professional teams “ states the Nurse Practitioners Association of Ontario. Since 
the late 1990’s, MOHLTC began to introduce incentive payments, based on the 
activities of the physician only. There was no capacity to include activity done by 
other members of the team such as the nurse practitioners, and collaborative 
practice suffered greatly. Under the current OMA-MOHLTC agreement, physicians 
negotiated the ability to include the work of nurse practitioners towards achieving 
targets for incentive based activities. Incentive payments cover a wide range of 
activities including smoking cessation counselling, influenza vaccines and home 
visits.  
 
While there is little literature that actually suggests incentives for the entire team 
produce better outcomes than incentives for physicians alone, examples in Australia 
and the U.K indicate new reimbursement models are being develop to reward inter 
professional teams not just individuals (NPAO, 2007, p.2). The notion that one 
provider is being paid an incentive for the work of others is incompatible with inter 
professional approaches to care. The inequitable distribution of compensation has 
multiple negative effects including undermining the trust and respect that should be 
at the core of these collaborative relationships, devaluing the work of nurse 
practitioners and impeding the ability of the nurse practitioner to utilise their full 
scope of practice.  This progress, through the OMA-MOHLTC agreement, Nurse 
Practitioner Consultation Pilot Project and Practice Nurse Compensation Pilot, will 
incentivise the role of the nurse in primary care, as they are able to provide more 
accessible care to greater numbers of patients, and receive just and fair 
reimbursement for it. In summary, the NPAO report suggests that “funding for teams 
and compensation for all providers must recognise the unique contributions of each 
profession consistent with this team based approach to care” (NPAO, 2007, p.3).  
  
Health Services Restructuring Commission (1999). Primary Health Care Strategy. 
Ontario, Ministry of Health and Long Term Care. 
Jansen, L. (2008). "Collaborative and interdisciplinary health care teams: Ready or 
not?" Journal of Professional Nursing 24(4): 218-227 
Nurse Practitioners' Association of Ontario (2008). Position Statement: Team-related 
bonuses is the correct way to go. Toronto, Nurse Practitioners' Association of 
Ontario: 1-4. 
Saskatchewan Registered Nurses Association (1998). "Facilitating an integrated 
approach to primary health care in Saskatchewan." Concern 27(4): 26-9 
 
UNITED STATES: 
The role for nurse practitioners in primary care has evolved considerably in recent 
years due to increasing independent practice, access to medications requiring 
licensure, and direct reimbursement from Medicaid and Medicare.  Somewhat in 
contrast to the literature discussed above, research in the US has demonstrated that 
NPs working collaboratively with physicians have improved the healthcare system in 
many ways. Patient access is improved, and there has been a reduction in physician 
workload and an increase in physician job satisfaction. Productivity within practices 
has been enhanced and patient satisfaction has increased. NPs are viewed as 
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versatile and flexible and are able to fill the gaps in speciality settings (Running, 
2007, p.429).  Physicians view the addition of an NP into a practice as an opportunity 
to streamline their practice by delegating services to ‘cheaper; professionals, as NPs 
are typically paid 40% less than physicians and are able to perform 80-90% of the 
work they do. This study highlighted and measured why physicians may employ an 
NP through four incentives; quality, accessibility, financial and satisfaction. It does 
not measure the effects of incentives themselves on teamwork, but rather what 
factors incentivise the employment of a nurse practitioner. These were shown to be 
the improved quality of care and accessibility that an NP brings to a practice. To 
measure how effective incentives are in achieving teamwork, the study would also 
want to measure the physician’s perception of the impact of the NP on team 
processes.  
 
The Phillips article discusses the impact of power on the doctor nurse relationship 
and its detrimental effect on achieving teamwork and improved patient outcomes in 
primary care. As the nurse practitioner role expanded in autonomy and access to 
reimbursement increased, physician organisations have responded by seeking to 
control nurse practitioner practice through mandatory supervisory relationships, 
retaining responsibility for patients, and limited direct reimbursement of NPs. Policy 
makers are clearly engaged at this level, and the role of NPs has been limited often 
through bogus quality concerns raised by physicians. More recently, progress has 
been made through standardisation of accreditation procedures and introduction of 
more thorough educational requirements that have put policy makers at ease and 
consequently introduced more favourable professional conditions for nurse 
practitioners, despite opposition from physicians. However this fight for autonomy 
will not provide the successful outcomes for patients that a move to integrated care 
would.  Literature has shown that patients benefit from the complementary skill of a 
NP-physician collaborative practice. Phillips suggests that to ‘turn parochialism into 
effective collaboration’, the US health system needs to revise payment systems 
define shared authority and accountability, stipulate integrated education and 
certification requirements, fund health services research focused on integrated care 
models and assess and plan the workforce jointly (Phillips. 2002, p.138). Nurse 
practitioners are a large, important and flexible workforce that needs to function less 
as a competitor to physicians, and more as a collaborator. Luckily this process has 
already begun, and patients have seen the increased benefits of collaboration and 
teamwork in primary health care. Planning for this development through improved 
reimbursement and educational opportunities provides incentives to both physicians 
and nurse practitioners to embrace this team working model.  
 
Phillips, R. L., D. C. Harper, et al. (2002). "Can nurse practitioners and physicians 
beat parochialism into plowshares?" Health Affairs 21(5): 133-142. 
Running, A., L. Hoffman, et al. (2008). "Physician perceptions of nurse practitioners: 
A replication study." Journal of the American Academy of Nurse Practitioners 20(8): 
429-433 
 
UNITED KINGDOM: 
There are plenty of articles discussing the impact of the nursing role on teamwork 
and quality of care in the UK, as well as the incentives that exist to encourage this. I 
will highlight the major findings of all them, and conclude some final points regarding 
nursing, incentives and primary care in the UK.  
 
Horrocks found that nurse practitioners can provide care that leads to similar patient 
satisfaction and outcomes as the care from a doctor. Nurses scored more highly on a 
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number of quality indexes, as well as patient satisfaction.  This suggests that nurses 
should be encouraged in primary care, and are a valuable source of quality care. The 
next step is to ascertain if nurses improve teamwork processes.  
 
The study by Gerrish indicated that her results suggested that integrated nursing 
teams have met with some success in improving team working and communication, 
achieving collaborative working and overcoming barriers created by professional 
boundaries and employer status (Gerrish, 2001, p. 374). O’Neill is also able to 
conclude that nurses can contribute significantly to the reorientation and 
development of primary care services. For nurses, being in a team was both a motive 
and a system to enhance patient care, and they are a vital component of the 
collective team effort that enhances patient care (O’Neill, 2008, p. 3004).  To be an 
effective team, O’Neill suggests there needs to be communication, regular meetings, 
openness, respect and clarity around individual contributions and knowledge 
management. To work effectively in primary care teams, all groups identified the 
need to develop skills in assertiveness and confidence, and people management. All 
these issues need to be considered and addressed to avoid professional silos and 
inter professional disagreement, otherwise the nursing contribution in primary care 
will be fragmented and the repertoire of skills underutilised (O’Neill, 2008, p. 3010). 
Williams also adds that if nurses are to be an effective professional role within the 
integrated primary care team, there needs to be legal infrastructure in place, as well 
as clearer distinctions between professional roles to enable sound working 
relationships (Williams, 1999, p.744)  
 
Much of the reported success of integrated nursing teams focuses on process 
elements of teamwork, rather than outcome. Stakeholders stressed the need to 
demonstrate and justify their effectiveness by measuring outcomes, which many 
claim are hard to quantify in an environment as complex and diverse at primary 
health care (Gerrish, 2001, p.374). 
 
It is now important to focus on the incentives that have been introduced to 
encourage nurses into general practice, enhance teamwork and collaboration and 
ultimately improve health outcomes for patients.  
 
Galvin suggested the use of team workshops that focused on potential areas for 
change such as preoperative assessments, management of asthma and diabetes, 
record keeping and smoking cessation advice were an important incentive for nurses 
to undertake activities in the practice while utilising the full capacity of the team 
members. Working together to overcome challenges by discussing how to approach 
leg ulcer care in the practice, for example, was an important factor in promoting 
teamwork and conflict resolution. Team feedback was also an important component 
of these workshops (Galvin, 1999, p.243).  
 
Another major incentive structure that was evident in the literature that sought to 
improve teamwork amongst nurses working in primary care is their participation in 
audit. Audit is a feedback mechanism that provides information to professionals 
about the services they provide, and how they work with one another. 
Multidisciplinary approach to audit was encouraged due to the recognition that 
effective teamwork was the key to improving quality of care. Cheater indicated that 
nurses were perceived to be clear supporters of audit, more so than doctors. 
Although some nurses in primary care were undertaking audit, and some were 
leading developments in their settings, a range of structural and organisational inter 
professional factors was still impeding progress. The quality of inter professional 
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relationships, the leadership style of the audit chair, and nurses level of seniority, 
audit knowledge and experience indicated the likelihood of multidisciplinary audit 
occurring.   
 
The final incentive structure I will discuss is the role that payment systems play as 
an incentive for nurses to undertake and encourage teamwork. Pay for performance 
contracts that were introduced in 1990 as part of the GMS led to increased staffing 
levels, particularly for nursing staff who absorbed a higher proportion of the clinical 
work and reported an increase in visit rates and complexity of visits. The article by 
Gemmell did not discuss whether the financial payments rewarded the nurses for 
their additional work. No doubt, if they did not and the money went either to the 
practice or to the physician, dissatisfaction would likely be high. Edwards discusses 
the effect of incentives provided to practices to ease the increased workloads due to 
the introduction of the GMS contract in 2003. They were designed to improve 
teamwork and staff morale through a period of change. Some practices recorded 
motivational advantages in using team incentives however others recorded a 
perceived unfairness in incentive schemes that led to resentment. Increasing the 
team size, involvement of the team in change and good leadership all improved the 
quality of care as well, if not better than monetary incentives.  
 
A paper by McDonald discusses the effect of financial incentives on internal 
motivation in doctors and nurses in the UK. It seems that the implementation of 
financial incentives for quality of care, including improving team working, did not 
effect the internal motivation of physicians. It did however have a greater impact 
upon nurses who felt that the financial incentives damaged nurse-patient 
relationships and decreased job satisfaction (McDonald, 2007, p. 5) 
 
Finally, I will discuss the somewhat unique role of the midwife in the primary care 
team. Literature has shown that the role of the midwife has evolved somewhat 
differently to the practice nurse due to the increased autonomy and historical 
professional association with physicians, rather than nurses. Midwifes were rarely 
part of the primary health care team. Most midwives held midwife only clinics, with 
GPs involved only if there was something abnormal. Consequently, midwives 
experienced teamwork only really with their midwife colleagues (Wiles, 1994, p.326). 
This did not upset the midwives, as they viewed themselves more on par with the 
general practitioners, and perhaps not in need of nursing support and team 
processes. Keeping in mind the 1994 publishing date, Wiles indicated a likely future 
of midwives working alongside GPs, like social workers and psychologists, rather 
than under them.  
 
Edwards, A. and A. Langley (2007). "Understanding how general practices addressed 
the Quality and Outcomes Framework of the 2003 General Medical Services contract 
in the UK: a qualitative study of the effects on quality and team working of different 
approaches used." Quality in Primary Care 15(5): 265-75. 
Galvin, K., C. Andrewes, et al. (1999). "Investigating and implementing change 
within the primary health care nursing team." Journal of Advanced Nursing 30(1): 
238-247. 
Gerrish, K. (1999). "Teamwork in primary care: an evaluation of the contribution of 
integrated nursing teams." Health & Social Care in the Community 7(5): 367-375. 
Horrocks, S., E. Anderson, et al. (2002). "Systematic review of whether nurse 
practitioners working in primary care can provide equivalent care to doctors." BMJ 
324: 819-823. 
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McDonald, R., S. Harrison, et al. (2007). "Impact of financial incentives on clinical 
autonomy and internal motivation in primary care: Ethnographic study." British 
Medical Journal 334(7608): 1357. 
O'Neill, M. and S. Cowman (2008). "Partners in care: investigating community 
nurses' understanding of an interdisciplinary team-based approach to primary care." 
Journal of Clinical Nursing 17(22): 3004-3011. 
Wiles, R. and J. Robison (1994). "Teamwork in primary care: the views and 
experiences of nurses, midwives and health visitors." Journal of Advanced Nursing 
20(2): 324-330. 
Williams, A. and B. Sibbald (1999). "Changing roles and identities in primary health 
care: exploring a culture of uncertainty." Journal of Advanced Nursing 29(3): 737-
745. 
 
Further areas for consideration 
1. Relationship between practice nurses and teamwork- do they create the 
opportunities for improved teamwork, are they better at establishing or maintaining 
team processes, are they necessary to the practice setting for optimal teamwork to 
be achieved- this will effect the way that incentives are viewed because any incentive 
that seeks to introduce or retain nurses in general practice becomes an incentive for 
teamwork. 
 
2. Midwives needs to be viewed quite separately from the PN and even the NP, 
because of different space they occupy a professional – they are almost more like an 
allied health professional who would enter the practice team to consult on maternal 
health processes and matters. Similarly the NP needs to be considered quite 
separately from the PN.  
 
3. A lot of literature assesses how to work as a good team, without assessing the 
outcomes of effective teamwork and if they are helpful to the patient. Quite a difficult 
area to measure, considering the complexity of primary care 
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A way of incentivising team-based care arrangements for patients with 
complex, chronic and multi-morbidity 

 
 

Summary Points: 
- Medical homes are patient centered primary care practices that are designed to 
offer accessible, continuous, and coordinated care. Optimally, they utilize multi-
disciplinary teams and health information technology, and actively try to engage 
their patients in care management and shared decision making.  
- The medical home exists as the status quo in The Netherlands, and has evolved 
due to their capitated system of health care for all. The ‘medical home’ terminology 
and distinct concept evolved in the US.  
- The literature suggests medical homes provide better quality, more comprehensive 
and satisfying care for the patient, and better working conditions and diverse skill set 
among health professionals. 
- For the medical home to operate at its maximum capacity, it needs the support of a 
number of team members, from administration to nurses, other medical disciplines 
and doctors. Communication and teamwork MUST occur within this setting otherwise 
it will not achieve its goal of improved patient outcomes, particularly for those with 
complex and chronic illnesses.  
- The introduction of medical homes to practitioners and patients is therefore an 
incentive itself for better teamwork in the primary health care team. 

http://www.ahwi.edu.au/�
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- Incentives also exist in the introduction and implementation of medical homes that 
seek to incentivise team based care arrangements, including financial reimbursement 
for services and quality and public reporting mechanisms. 
- Financial incentives are by the far the strongest motivational tool used in the US to 
encourage the introduction of medical homes. The incentive exists in two ways- as 
an explicit payment to the physician or practice for the enrolment and provision of 
care to patients, and also as a savings made in the total cost of services because of 
the effective, cost and time saving processes that occur inevitably through the 
introduction of the medical home structure (savings in duplication of services for 
example). 
- There remains a question of whether the medical home should be something for 
the whole patient population, or just those with chronic illness, disease or multi-
morbidity.  
 
1. A TABLE OF EXTERNAL INCENTIVES TO ENCOURAGE THE INTRODUCTION 
OF THE MEDICAL HOME 
Incentive 

for 
medical 
home 

Country Type Description 

Bonus 
payments 

United 
States 

Financial 
 
SOURCE: 
Davis,2005 

Additional payments to physician or 
practice to reward enrolment of patients 

Savings United 
States 

Financial 
 
SOURCE:  
O’Malley, 
2009 

Savings made to practice by reducing 
costs and duplication of care, improved 
quality of care from patients may result 
in greater numbers and more income. 
Effective teamwork that can operate 
within the medical home also has the 
capacity to save 1-2 hours work for the 
physician a day.  

Patient 
monthly 
fees 

United 
States 

Financial 
 
SOURCE: 
Davis, 2005 

Fees paid by patients who enrol with a 
practice, to cover the cost of their 
treatment 

Capitation Netherlands Financial 
 
SOURCE: 
Weel 2004 

Introduction of capitation, a single 
payment for the care of a patient 
population, incentivises the medical 
home. For this payment method to work, 
each patient needs to have a medical 
home, so that comprehensive services 
can be provided through that mechanism.  

Patient 
specific 
additional 
payments 

Netherlands 
United 
States 

Financial 
 
SOURCE: 
Grol, 2006 

The provision of additional payments for 
the treatment of high risk patients such 
as the elderly or chronically ill seeks to 
make the system more fair, and eliminate 
gaming and the selection of ‘healthy’ 
patients. 

Public 
reporting 

United 
States 

Professional 
 
SOURCE: 

The public reporting about the services 
provided by a primary care team to a 
patient acts as a motivating factor to 
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Rosenthal, 
2008 

improve their care, so that other patients 
will seek the high quality services they 
provide and allow them to maximise their 
income. 

Quality 
Frameworks 

 Regulatory 
 
SOURCE: 
Rosenthal, 
2008 

Providing coordinated continuous care 
has become a quality indicator, and such 
care is best achieved through creating 
medical homes for patients. Thus the 
quality framework, and the benefits that 
are linked to implementing quality 
guidelines, incentivises the delivery of 
medical homes. Measures of quality may 
include the intro of EHRs, addition of staff 
and networking. 

Employment 
packaging 

 Financial, 
Professional 
 
SOURCE: 
O’Malley, 
2009 

Creating more attractive employment 
packages for staff attract and retain staff 
in practices maximises the team 
environment and makes possible the 
medical home.  

Patient and 
professional 
satisfaction 

Netherlands Professional 
 
SOURCE: 
Grol, 2006 

Satisfaction with the operation of services 
under the medical home model 
incentivises others to introduce it in their 
practice, both locally and internationally. 

Improved 
health 
outcomes 

United 
States 

Professional 
 
SOURCE: 
Shea, 2008 

Patients with a medical home show 
improved health outcomes and ability to 
manage chronic illness. 

Industry 
support 

United 
States 

Professional 
 
SOURCE: 
Shea, 2008 

Shea indicates over half of health care 
leaders in the US support the concept of 
a medical home, this incentives its 
introductions and improves the likelihood 
of its long term success.  

Electronic 
Health 
Records 

United 
States 
Netherlands 

Institutional 
Support 
Systems 
 
SOURCE: 
Davis 
Grol, 2006 

The Netherlands has long had a system 
of medical homes, and over 80% of 
practices have EHRs despite limited 
financial support for their introduction. 
This suggests the payment methods that 
accompany medical homes, as well as the 
created need for EHRs, helps to fast track 
their implementation. 
In the US, there has been calls for 
financial assistance to help establish 
EHRs, that would inturn simplify the 
processes associated with introducing a 
medical home model. The provision EHR 
funding may therefore incentivise the 
speedy introduction of medical homes.  

 
Research Questions: 
Italics = answers to research questions 
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To set up this discussion paper, a definition of the ‘medical home’, as it exists across 
a number of countries, is firstly required. The definition will encompass why the 
medical home has evolved, who it aims to assist and how is achieves this better than 
other incentives or structures within primary care.  
 
What is a ‘medical home’? 
Medical homes are patient centered primary care practices that are designed to offer 
accessible, continuous, and coordinated care. Optimally, they utilize multi-
disciplinary teams and health information technology, and actively try to engage 
their patients in care management and shared decision making. 
 
Following this, we need to establish the team based processes the go hand in hand 
with medical homes. Why is teamwork so integral to the processes of the medical 
home in particular? 
 
What role does teamwork play in the operation of the ‘medical home’? 
 For the medical home to operate at its maximum capacity, it needs the support of a 
number of team members, from administration to nurses, other medical disciplines 
and doctors. Communication and teamwork MUST occur within this setting otherwise 
it will not achieve its goal of improved patient outcomes, particularly for those with 
complex and chronic illnesses.  
 
The next important questions pertain to the role that incentives play in motivating 
physicians to introduce the ‘medical home’ to their patients, as well as the incentives 
that exist that motivate teamwork specifically within the ‘medical home’ setting.  
 
What incentives exist that drives physicians to introduce the concept of the 
‘medical home’ to their patients, and what incentives drive the teamwork 
that occurs within them? 
The medical home, as it necessities teamwork to operate, is an incentive for 
improved teamwork in primary care itself. 
There are also suggested external financial incentives that drive physicians to 
introduce the medical home structure, and team based care. These may come in the 
form of monthly fees for patients, or through bonuses for achieving ‘medical home’ 
accreditation or quality status. Rosenthal suggests financial bonuses could be 
provided to practices who meet standards of quality in the medical home structure, 
and introduce electronic health records, show inter agency links and efforts to 
improve team work.  
Incentives that drive the teamwork within the medical home were eluded to 
minimally in the literature, apart from the brief mention of public reporting 
mechanisms and quality standards. There was also a mention of attractive 
employment ‘packaging’ to retain staff and ensure a strong team environment.  
  
SEE TABLE ABOVE 
 
This next question is directed at the specific relationship between the medical home 
and the chronically ill patient. There is a discussion that is identified at the conclusion 
of this paper that must be had regarding the application of the medical home model 
to the whole population, or the chronically ill subset. This subject is touched in the 
question below.  
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How can the medical home model, and the incentives associated with it, 
improve the services for complex patients with chronic illness and multi 
morbidities? 
There is a great deal of literature, included in this discussion paper, that outlines the 
medical benefits of having a medical home  for patients with complex illnesses. It is 
therefore vital that these individuals are factored in most highly when designing and 
introducing a model of the medical home. Not only will consideration of their position 
improve their health outcome most, it will also maximise the savings to the health 
system and physicians, generated by providing timely, effective care to these 
typically high level users of services.  
 
The use of extra, or bonus, payments to encourage professionals not to abandon or 
deselect these complex individuals needs to be incorporated into the payment 
system.  
 
Australia is seeking to introduce the medical home model only to those patients 
which are complex, high rate users. This is a model that differs from the traditional 
use of the medical home as a system of care for everyone, as in The Netherlands.  
 
In this Australia specific context listed above, it might be valuable to consider the 
unique position of Australia in terms of the evolution of the medical home, and the 
likely model it has or will take.  
 
Where does Australia lie in the continuum of incentives for teamwork in 
primary care:  Do incentives exist to encourage the introduction of the 
medical home? Or have we moved further and the medical home has 
become an incentive for teamwork itself? 
 *Input is required from Fleur 
 
The following question and answer fundamentally summarises the overall conclusion 
of the paper.  
 
What is the interaction between teamwork, incentives, primary health care 
and the medical home? 
Incentives exist to promote the medical home, and these are often the same 
incentives that exist to achieve teamwork in the PHC. Those incentives that work to 
introduce one, inevitably introduces the other providing that the infrastructure is in 
place, and the system is willing, to operate as part of the medical home model. 
 
 
 Incentives    Medical Home   
 
 
 

Incentives    PHC Team 
 
 
 
Country Specific Notes: 
NETHERLANDS: 
The Netherlands have a particularly strong primary care system, founded in a system 
of enrolment and capitation. Capitation provides GPs with a payment per patient, 
regardless of whether that patient consults the GP. Dutch GPs are very proud of their 
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capitation payment structure, and believe it provides a high quality of care and 
rewards skilled primary care strategies such as ‘watchful waiting’ and follow up (Van 
Weel, 2004, p.110).  All patients must be enrolled with a GP if they are to receive 
access to care. This establishes a strong doctor-patient relationship and solid 
continuity of care. Due to this registration, it can be said that each patient has a 
‘medical home’ or a designated place to receive care where the burden of 
responsibility falls directly on a physician or practice.  
 
Grol lends his support to the strength of the ‘medical home’ structure of primary 
health care. In the Netherlands there is a strong primary care focus, where GPs act 
as gatekeepers to their patients, who are all enrolled in their practice. It is the 
responsibility of the GP to treat and manage the medical conditions of all patients so 
registered under their care. Patients were able to choose their family physician, but 
since the beginning of 2006, must register with a specific primary care practice. 95% 
of problems presented in primary care are handled by the regular practices, and 
patients have expressed high levels of satisfaction with primary care and strong 
support for their longstanding relationships with family physicians (Grol, 2006, p.3).  
The primary care setting introduces a number of other health professionals including 
dentists, midwives, physiotherapists and pharmacists, who are all paid by the 
practice under the funds derived from capitation fees. This system clearly works, 
with high levels of professional satisfaction, expanded provision of services to 
patients,  
 
The Netherlands have had to introduce very few incentives to establish a system as 
this. The historical development of the profession has led it down this path by 
chance, but with great success.  Despite no financial incentives, over 80% of Dutch 
practices are computerised and prescribing and referral rates in the Netherlands are 
amongst the lowest internationally. To make the provision of services to more costly 
patients fairer, in recent years, the capitation fee has been increased for certain 
groups such as the elderly, and has thus become an indirect incentive to provide 
more proactive services such as preventative home visits for these groups.  Medical 
homes have seen a natural evolution in The Netherlands and have become the 
foundation for which the rest of the very successful and comprehensive health care 
system operates. The Dutch do not recognise the phrase ‘medical home’ however, 
and refer to this structure only as part of the capitation and enrolment or patient 
registration function. 
 
Grol, R. (2006). Quality Development in Health Care in the Netherlands. Health 
Reform 2006 Bipartisan Congressional Health Policy Conference, Commonwealth 
Fund. Commonwealth Fund. 
Weel, C. V. (2004). "How general practice is funded in The Netherlands." MJA 
181(2): 110-11. 
 
UNITED STATES: 
‘Medical homes’ is terminology that was born and has been used in the United States 
since the 1970’s. A recent Commonwealth Fund study (2006) found that only 27% of 
adults aged 18 to 64 years old reported having four indicators linked to having a 
medical home; a regular doctor or source of care, no difficulty contacting their 
provider by telephone, no difficulty getting care of medical advice on weekends of 
evenings and doctors’ visits that are well organised and running on time (A.C Beal et 
al in Shea, 2008, p.10). Meanwhile the literature indicates that adults with medical 
homes are better prepared to manage their chronic conditions, and have better 
health outcomes than those who lack medical homes (A.C Beal et al in Shea, 2008, 
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p.10). Shea, in their study of the opinions of health care leaders, states that over 
54% agree that overall, the US health care system should be based on a medical 
home system of care, as they is more likely to deliver patient centered care and 
provide high quality and efficient services.  
 
Davis, in her paper about patient centered care in 2020, suggests that one way to 
ensure that all Americans have health care is to link them to a ‘medical home, with 
the advantages of improved continuity of care, and a clear set of rights and 
responsibilities for both the physicians and the patients. Davis explicitly states that 
“to support the development of medical homes within primary care practices, there 
would need to be new incentives for primary care physicians. A new system of 
payment for primary care could include both a medical home monthly fee to 
encourage better physician-patient communication and coordination of care, 
combined with the current FFS payment system. The medical home fee component 
would need to be sufficient to cover the costs of non reimbursable services such as 
information technology and other practice systems to ensure patient centered care, 
such as patient surveys and patient reminder systems”. This discussion of the 
introduction of medical homes suggests the need for changes to the payment 
systems that currently operate in the United States. It would demand the 
introduction of a blended payment system, as outlined above by Davis, which would 
allow adjustment for the greater health needs of sicker enrolees while also balancing 
for overuse and underuse. Davis does not discuss whether other incentives would 
need to be introduced, as well as financial ones, to encourage physicians to enrol 
patients, and to encourage patients to be enrolled. The financial incentives linked to 
medical homes could improve the current team work situation in primary care. As 
patients move between physicians the responsibility for the provision of holistic, 
preventative care, sometimes for multi morbidities, falls not on one doctor or 
practice. If that individual was enrolled however, the line of accountability is much 
stronger. A single physician alone, or a poorly integrated practice team, will have 
great difficulty providing a high quality of care for the range of illnesses and disease 
that will present in a practices enrolled population. This introduces the need for 
support tools such as electronic records to improve teamwork, as well as more 
professionals working together to run the range of health education clinics and follow 
up diabetes tests who must communicate effectively and share the information from 
their interactions with the patients. While financial incentives may be introduced to 
encourage the uptake of enrolments and medical homes, the introduction of medical 
homes themselves is an incentive to improve teamwork in primary health care. 
 
Shea also discusses financial incentives surrounding medical homes. Again, I will 
clarify that these incentives help create effective teamwork in primary care because 
medical homes require functional team operations to be introduced and to be 
successful. Shea suggests several payment models that have been proposed to 
support medical homes, including supplemental FFS payments, replacement of FFS 
payments with a comprehensive capitated fee per member/per month for all primary 
care, the creation of additional FFS procedure codes for medical home functions such 
as coordinated care or the provision of an annual bonus based on medical home 
certification. A majority of health leaders supported the first proposal (71%). Shea 
surveyed health leaders’ opinions on incentives to encourage patients to seek out 
medical homes, and financial incentives were by far the most favourable method of 
encouraging chronically ill individuals in particular.  
 
Martin briefly discusses the need for Americans to have a medical home as part of an 
overhaul of the system of family medicine. He suggests the introduction of the ‘New 
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Model’, one component of which is the personal medical home. It would serve as a 
focal point through which all individuals- regardless of age, sex, race or SES- receive 
a basket of acute, chronic and preventative medical care services. Patients can be 
“assured of care that is accessible, accountable, comprehensive, integrated, patient 
centered, safe, scientifically valid and satisfying’ (Martin, 2004, p.S14). He does not 
discuss teamwork as a component of the medical home that is necessary to see its 
success, of the incentives that may accompany the introduction of the medical home 
to encourage uptake by practices, improved teamwork in practices, and involvement 
by patients.   
 
Rosenthal has written a very comprehensive paper on the necessity of introducing 
the medical home structure to primary care in the United States. Primary care 
organisations have long promoted the ideas as an answer to government agencies 
seeking political solutions that make quality health care affordable and accessible to 
all Americans (Rosenthal, 2008, p.427). In the United States, primary care has 
historically been viewed as a discrete hierarchical level of care. Recently, 
organisations have increasingly endorsed the concept of a personal primary care 
physician as an efficient strategy for delivering a broad range of services to 
consumers. In its most mature form, a medical home may integrate medical and 
psychosocial services in a holistic model of care- something that requires teamwork 
for smooth and successful operation. 
 
Rosenthal summarises several principles of medical homes; 

- Each person should have a personal physician trained to provide first contact 
and continuous care 

- The personal physician maintains responsibility for all the patient’s health care 
needs and arranges care with other professionals where needed.  

- A personal physician is part of a team of caregivers who work 
together to provide ongoing patient care. 887% of primary care 
physicians in the US think an interdisciplinary team, including a spectrum of 
services from social/behavioural care to rehabilitation and coordinated 
specialty care, improves quality of care. A “team expands on the inherent 
limitations in a 15 minute office visit during which demands for preventative 
care, chronic disease management and new complaints compete” (Jaen. C.R 
et all in Rosenthal, 2008, p.430). Rosenthal states that “team care increases 
the contact points between patient and health care team-…a medical assistant 
may measure vital signs and take an interim history then remain in the exam 
room during the physician encounter and stays behind to debrief the patient 
after the visit” (Rosenthal, 2009, p.430). Interestingly, Starfield found that 
disease specific team models produce good results for the focal disease, but 
are less successful with co morbidities.  

 
Rosenthal highlights public roaring as an incentive mechanism that encourages 
physicians to meet benchmarks of care. Patient satisfaction should be measured 
across time to determine continuity and should incorporate all office personnel 
(assistants, nurses and providers). He also discusses the need to reform the 
reimbursement of health care to support the medical home. A “sophisticated 
payment systems needs to fund team care, health information technology, quality 
improvement, email and telephone consultation and be adjusted by case mix” 
(Landen et al in Rosenthal, 2008. p.434). A primary care based system may cost 
30% less due to a reduction in patient hospitalisations, duplication and better use of 
technology. Rosenthal supports the payment structure combining fee for service 
reimbursement with per member/per month management fees. However he also 
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introduces a quality incentive pay for performance fee that recognises achievement 
of standards of care that will require the addition of staff, installation of electronic 
record, public reporting and networking of community agencies. It is vital that the 
measures and incentives must be chosen and implemented with care, to assure 
provides do not deselect complex patients, for it is those very patients who have the 
most to gain, and will bring the most savings, from this medical home environment 
(Rosenthal, 2008, p.435). 
 
Young discusses the transformation of the Veterans Health Administration. The VHA 
is the largest provider of health care services, and was notoriously poorly organised 
and unable to provide the necessary servicers to American veterans. In 1999, it 
embarked upon a large scale transformation which included a decentralisation of 
decision making authority, and integration of services. Although Young does not 
explicitly state this, a major component that added to the success of the changes 
introduced in the VHA was the assigning of eligible veterans to one of the 22 
networks for health services and care. This improved continuity of care, minimised 
duplication and utilised the skills of the teams working within these practices, 
assisted by tools they were given, including electronic health records.  
 
O’Malley explores the components of a practice that are required to achieve true 
continuity of care. The starting point for this is to link an individual primary care 
provider with a patient. To be able to do this however, O’Malley emphasises the 
importance of retention of physicians and staff, enhanced by a supportive 
environment and an attractive benefits packages. This final suggestion could operate 
as an incentive to retain staff and improve the team based working environment. 
O’Malley looks at the savings generated by implementing teamwork as a financial 
incentive itself, rather than suggesting the need to integrate a new payment system 
to reward teamwork. She highlights several practices in the US that invested in 
coordination processes, such as channelling non clinical coordination tasks to non 
physicians, planned care visits and referral protocols (all team based procedures), 
saw a positive impact on their bottom line in the long run.  Among practices that had 
adopted procedure such as this, there was a general consensus that at least one 
hour per day (in some cases two) of physician time was saved by moving to a team 
approach and doing planned care visit. O’Malley concludes by saying that any tool 
that measures the coordination efforts in medical home initiatives needs to be 
flexible to account for the diverse range of practice structures and procedures, while 
also ensuring that coordination and teamwork are suitably in operation. This is no 
small feat.  
 
Davis, K., S. C. Schoenbaum, et al. (2005). "A 2020 vision of patient-centered 
primary care." Journal of General Internal Medicine 20(10): 953-957. 
Martin, J. (2004). "The Future of Family Medicine: A Collaborative Project of the 
Family Medicine Community." Annals of family Medicine 2(Supplement 1): S3-32. 
O'Malley, A., A. Tynan, et al. (2009). Coordination of care by primary care practices: 
strategies, lessons and implications. Washington, Centre for Studying Health System 
Change: 1-15. 
Rosenthal, T. C. (2008). "The medical home: Growing evidence to support a new 
approach to primary care." Journal of the American Board of Family Medicine 21(5): 
427-440. 
Shea, K., A. Shih, et al. (2008). Healthcare opinion leaders' views on healthcare 
delivery system reform. United States, The Commonwealth Fund: 1-19. 
 
AUSTRALIA: 
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In Australia, there is no compulsory registration of patients with a medical home, or 
continued physician relationship. There is literature that suggests it is preferable for 
those individuals with multiple morbidities or chronic disease to remain with one 
physician and build up a long term care relationship with them, however there is no 
legislation or incentive for them to do so.  
 
Further areas for consideration: 
 
- Should the medical home should be something for the whole patient population, or 
just those with chronic illness, disease or multi-morbidity.  
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APPENDIX 6: PROFESSIONAL ORGANISATION WEBSITE REVIEW FINDINGS 

Summary: 
Overall, Specific review questions included: 
 
 To what extent do professional organisations have policy statements or program areas that support team work?  
This differed between organisations, with nursing organisations (insert examples) seeing team work as a cornerstone to their work. 
Whereas, while most medical organisations saw the value of team work (insert examples ) were more reluctant to demonstrate a strong 
commitment to the process of team work. They used the language of collaboration and team work, but they also reiterated that the doctor 
was the primary leader and most qualified, important and valuable member of the team. Most organisations had policy statement that 
supported and valued inter-professional learning, and the need for resources to assist and promote inter-professional education. Policy 
statements also indicated a need to break down professional silos through team work and IPE.  
 
 To what extent do profession organisations advocate for incentives to facilitate PHC team work and what incentives do they advocate 

for?  
Medical associations usually advocated for incentives, especially financial, but generally those leveraged at physicians and the work they 
did. They also advocated for team work, and incentives such as training and financial incentives handed out by the physician as an 
employer, but they were keen to ensure that the training did not expand the role and scope of other professions into the domain of the 
doctor. Some UK and US medical organisations (insert examples) expressed scepticism of the effectiveness and need for incentives. 
Nursing organisations were more sceptical of incentives across the board.  In general, the provision of education and training opportunities 
was seen favourably, but not necessarily as an incentive for team work, but more as a professional need.  
 
 To what extent was there an alignment between what a profession organisation was advocating with regard to the use of profession 

led incentives for PHC teamwork and what the literature stated  
Literature focused more on need for team work and the need to achieve it through multiple incentive approaches directed at the whole 
team. Literature from medical associations focused on financial incentives to improve the team surrounding the doctor, but ensuring that 
other professions skills did not encroach upon the scope of the doctor who was the leader and most qualified individual of the team. 
Literature from nursing organisations encouraged team work and extending the role of qualified nurses within the team, to areas in high 
need. Incentives were not mentioned greatly in the literature; however there was discussion of education as incentives.   
  
 
 
Search strategy 
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- All websites listed above have been selected because they are the peak representative body, or a notable professional 
organisation, whose perspective and policies should feed into the current debate and discussion surrounding incentives in primary 
health care teams. 

- The selection of organisations was checked by the in country advisory groups to ensure that we had selected the most appropriate 
representative sample of primary care organisations in each country. 

- The website of each organisation was searched, using either the ‘advanced’ option in the search tool (which allowed for multiple 
term searches), or trawling through the ‘publications’, ‘policy’ and ‘research’ components of each site. 

- If a policy document, article or report was located that contained one of the terms ‘incentive’, ‘teamwork’ or ‘primary care’ it was 
reviewed on the spot for relevance and saved for later review if deemed important. 

- The policy position and perspective of organisations on the issues of incentives, and incentivising team care arrangements in 
primary care, was ascertained through a thorough analysis of the articles that were located pertaining to this topic area. 

- Each organisations perspective is outlined in the table above. 
 
Review Questions 
1. To what extent do professional bodies support PHC teamwork? (i.e. do they have policy statements, program areas that support 

teamwork) 
- Differs between organisations- nursing organisations see it as a cornerstone to their work. Most general practice organisations 

see the high value that teamwork holds. The traditional medical organisations (AMA, CMA etc) are more reluctant to 
demonstrate a strong commitment to the process of teamwork. They use the language of collaboration and teamwork, but 
they ensure that in most statements, it is reiterated that the doctor is the primary leader and most qualified, important and 
valuable member of the team. This undermines any comment they really make about the value of teamwork and collaboration.  

- Most organisations, especially medical ones, have a policy statement on primary care, and collaboration, where they utilise 
words such as teamwork.  

- There is extensive support and values placed on inter professional learning, and the provision of resources to assist and 
promote inter professional education. The rhetoric from all organisations suggest a need to break down professional silos 
through teamwork and IPE, however this does not translate practically for all organisations into working and learning together. 
It almost seems that they are happy to publicly support a cause, but practically are doing very little to see its introduction and 
roll out in health systems.  

2.  To what extent do profession bodies advocate for various incentive mechanisms that facilitate PHC teamwork? What incentives do 
they advocate for? 

- Medical associations advocate for incentives, especially financial, but generally those leveraged at physicians and the work that 
they do. They are protective of the status, the scope and the financial advantages that a physician experiences in general 
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practice, and are committed to making sure they retain their place. They advocate for teamwork, and incentives such as 
training and financial incentives handed out by the physician as an employer, but are keen to ensure that the training not 
expand the role and scope of the professions into the domain of the doctor.  

- Some UK and US medical organisations express some scepticism of the effectiveness and need for incentives and the potential 
damage they cause as they morph into perverse or disincentives for activities. In the US in particular, it was stressed that 
incentives that exist need to be communicated to patients.  

- Nursing organisations are much more sceptical of incentives across the board. In the case of midwives, the US was very clear 
that a midwife should accept no incentive payment or mechanism for the work they do. In general, the provision of education 
and training opportunities was seen favourably, but not necessarily as an incentive for teamwork, but more as a professional 
need.  

3. To what extent is there an alignment between what a profession is advocating and what the literature states, for example in the use 
of profession led incentives for PHC teamwork?  

- Literature focuses much more on need for teamwork and collaboration, and need to achieve it through a range of different 
incentives directed at the whole team. 

- Literature from medical associations focuses on financial incentives to improve the team surrounding the doctor, but with no 
skills that will encroach upon the scope or territory of the doctor who is clearly to be the leader and most qualified individual of 
the team.  

- Literature from nursing associations encourages teamwork and extending the role of the suitably qualified nurse within the 
team, to areas in high need. Incentives are not mentioned excessively in the literature; however there is some discussion of 
greater access and education as incentives.  

- Very clear hierarchy still exists that may present as an obstacle to the introduction of effective incentive mechanisms.  
 
 
 

COUNTRY ORGAN 
ISATION 

PROF. 
FOCUS 

WEBSITE/
RESOURC

E 

SUPPORTIVE OF PHC 
TEAMWORK 

HOW - SOURCES ADVOCATE FOR 
INCENTIVE 

MECHANISMS 

WHICH ONES HOW-SOURCES 

Australia Australian 
Medical 
Association 

Doctors www.ama.co
m.au 

Australia requires a team approach to 
reduce fragmented care, BUT  the GP 
is at the centre of care 

 -  ‘In managing the 
patient, the general practitioner may 
make appropriate referral to other 
doctors, health care 
professionals and community 
services’;  

Position Statement: 
Primary Health Care 
2006 

Yes- particularly 
financial to 
encourage GPs into 
high need areas such 
as elderly care, 
chronic illness, rural 
and remote, and ATSI 
populations 
 

- financial -  extra payments for 
services, extra rebates from 
Medicare to money received from  
increase bulk billing; Rural Isolation 
Payment and Rural Procedural and 
Emergency/On Call Loading  as 
incentives for rural doctors 
- does not support fund holding, 
against capped budget. 

Position Statement: 
Incentives needed to 
get more GPs 
working in residential 
aged care 
Position Statement: 
GPs under pressure 
caring for people 
with chronic diseases 

http://www.ama.com.au/�
http://www.ama.com.au/�
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- An effective way to deliver primary 
care is through primary care teams. 
General practitioners are the only 
clinicians appropriate to lead the 
primary care team. 
- Medicare must support this team 
hierarchy 
 
- DO NOT SUPPORT task substitution 
or removing tasks from GP 
responsibility to other team members 
- DO NOT SUPPORT NPs, but do 
support use of PNs 
- Team composition:  general 
practitioners, pharmacists, allied 
health providers, community nurses, 
general practice nurses and 
specialists. 

Suggest that current 
incentives are not 
attractive enough to 
doctors- HECS 
scheme, chronic 
illness, rural 
incentives 
 
 

-Support Medicare rebates for PNs- 
but they must work under the 
supervision of a doctor therefore 
no longer a true incentive for 
anyone 
- support removing red tape from 
provision of health services 
(Alzheimer’s) to make it simpler 
and incentivise doctors to give 
patients the care they need 
-incentives to train, and then work 
and keep working, in ATSI 
communities and remote Aust. 
- Mentions in Canada- if you work 
with Inuit’s, you live tax free 
- Medicare incentives for longer 
consults with chronically ill – 
simplify Medicare 
- Rural incentives- Education and 
Training, Postgraduate Medical 
Education, Continuing Medical 
Education, Remuneration and 
Incentives, Family Support, 
Hospital Work Practices and 
Infrastructure, Community Funded 
Facilities, Outreach Programs, Red 
Tape, Nurses, Rosters, Locum 
Services, Overseas Trained Doctors, 
Telemedicine, Benefits of 
Regional/Rural Practice, and Access 
To Community Services 
- PIP- supports it but need to 
reduce red tape surrounding it 
- support the e-health PIP incentive 

Position Statement: 
HECS Scheme Fails to 
Attract Young 
Doctors to Country 
Practice 
-Radio interview on 
ATSI health with Dr 
Paul Bauert 
Position Statement: 
AMA Backs Roxon on 
Moves to Simplify 
Medicare 
Position Statement: 
Medical Bodies Call 
for Rescue Action 
on Rural Doctor Crisis 

Australia Royal 
Australian 
College of 
General 
Practitioners 

General 
Practition
ers 

www.racgp.
org.au 

- Support teamwork as it 
improves the treatment of 
chronic illnesses such as 
Asthma 

 
-Great deal of support for teams in 
general practice- position paper 
discusses the varied compositions of 
teams, and how to improve their 
effectiveness 
- GP is the leader, but requires 
leadership training  
 
- Like to see more funding in 2009 

Journal article, 
Rudolphy.S –Asthma 
management in GP. 
 
Position Statement: 
General Practitioners 
and their Teams 2007 
 
Media Release: 
Rural communities 
should benefit from 
budget health boost 
 
General Practice and 

Yes- support 
incentives to treat 
chronic illnesses such 
as Asthma and 
Diabetes. However 
GPs need broader 
support incentives 
than money to 
provide best 
treatment. 

-Support the creation of incentives 
to practice in marginalised 
populations in urban areas 
however any incentive to practice 
in an outer metropolitan area does 
not result in relative disadvantage 
to GPs who decided to provide care 
through practices in these locations 
prior to the establishment of such 
incentives. 
-  To promote ideal asthma care 
and management, incentives such 
as the Asthma Cycle of Care, GP 
Management Plans and Team Care 

Position Statement: 
The Supply of 
General Practitioners 
in Outer 
Metropolitan Areas 
RACGP  Annual 
General Meeting 
2007 
Journal articles: 
Rudolphy. S –Asthma 
management in GP; 
Saunders. M- 
diabetes cycles of 
care in GP  

http://www.racgp.org.au/�
http://www.racgp.org.au/�
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budget for delivery of multi d teams, 
and support for PNs. 
 
-2015 discussion paper on the role of 
GP highlights the team as a central 
feature and outcome 
 
-  Teaching incentive for GPs to tutor 
students and develop GP workforce, 
and build teamwork in ACT- ‘ We 
have long championed the role of 
teams in general practice and we 
welcome the ACT budget initiatives 
that provide incentives and supports 
for nurses and allied health 
professionals to enter the primary 
health care sector’. 
 
- Support for nurses - ‘The RACGP, 
together with the Royal College of 
Nursing, Australia, is a leader in the 
enhancement of the role of nurses in 
general practice teams. The RACGP, 
as a founding member of United 
General Practice Australia has called 
for an increase the number of general 
practice nurses and better support for 
their role’. The doctor would remain 
the leader in this setting however.  
 

Primary Health Care in 
2015 Discussion Paper 
 
Media Release: 
A big boost for GP 
training in the A.C.T 
 
Media Release 2008: 
Investment in nurses 
should focus on General 
Practice teams 
 
- Part of United General 
Practice Australia 

Arrangements have been 
instituted. However, trends in the 
use of these incentives must be 
maintained if we are to continue to 
reduce Australia’s asthma mortality 
rate. 
- There are numerous barriers to 
the uptake of government 
incentives for improved diabetes 
management, most of which relate 
to difficulties in making changes to 
current practice and adopting a 
systematic approach to the 
implementation of new initiatives. 
General practitioners and general 
practices need a broader support 
strategy than just government 
financial incentives if systematic 
chronic disease management is to 
be more widely adopted. 
- Patient incentives for CHD testing 
- 
 – a no cost appointment 
– mail mail-out invitations or check 
check-up reminders from GPs 
– a CVD risk assessment ‘‘form’ to 
take to a consultation 
– dedicated CVD assessment 
clinics/days at the practice 
-- workplace or community 
checkups, with appropriate 
referrals to G GPs. Ps 
-PIP incentive- financial incentives 
with the aim of recognising general 
practices that provide 
comprehensive, quality care, who 
are either accredited or working 
towards accreditation. Incentives 
for IT, after hour care, PNs,  quality 
prescribing, teaching,, rural 
locality, cervical screening, asthma, 
diabetes, domestic violence, aged 
care, e health.  
- Supports rural incentives- 
infrastructure grants, support for 
locums, relocation incentives, 
training incentives. 
- In budget, would like to see more 
funding for multi d teams and PNs 

PowerPoint slide: N. 
Stocks- 
Improving 
Prevention of 
Ischemic Heart 
Disease in General 
Practice 
 
Medicare Australia-  
Practice Incentives 
Program (PIP) 
 
Media Release: 
Rural communities 
should benefit from 
budget health boost 
 
 
Media Release: 
A big boost for GP 
training in the A.C.T 
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in GP.  
- Teaching incentive for GPs to 
tutor students and develop GP 
workforce, and build teamwork in 
ACT. 

Australia Royal College of 
Nursing 

Nurses www.rcna.or
g.au 

- The role of nurses in teams need to 
grow- “The education and experience 
of Australia’s nursing workforce has 
much to contribute to the primary 
health care setting. We’re hopeful 
this review will examine real 
opportunities for nurses to take a 
leading role in this reform process.”  
- There is a need to move away from 
the GP-centered care approach, to 
multi d team approach 
 
- In 2004, long before discussions of 
teams has surfaced in doctors 
organisations, RCNA were holding the 
following conference 
21-23 October 2004 
2nd National General Practice Nurse 
Conference 
Working together - improving Primary 
Health Care through teamwork 
- Support for IPE in uni and clinical 
settings to improve teamwork 

Media Release 2009- 
Community need must 
drive primary health 
care reform 
 
RCNA submission on 
the discussion paper: 
Towards a National 
Primary Health Care 
Strategy 

Support rural 
incentives for nurses, 
yet they do not exist 
 
Support for a change 
in funding 
mechanisms to 
better support 
nurses 

- RURAL INCENTIVES FOR NURSES - 
The 2009 budget had positive 
initiative for rural health including 
funding to improve primary health 
care services in regional locations, 
and MBS and PBS access for nurse 
practitioners to strengthen and 
improve rural health services. 
RCNA was disappointed, however, 
that the remote relocation 
incentive schemes for general 
practitioners were not extended to 
nurses and midwives, despite an 
obvious shortage of health 
professionals in rural areas - there 
is a real need for financial 
incentives, educational 
opportunities and improved work 
environments for nurses and 
midwives in rural and remote areas 
- Funding through Medicare: MBS 
and PBS access by NPs, and where 
necessary RNs and PNs 
-  Block funding to provide 
independent salaried positions for 
nurses in nurse led clinics is one 
way forward to opening up access 
to health resources and to reduce 
the service burden on GP clinics. 
- Support for IPE  in uni and clinical 
settings as an incentive 

News:  Budget 
addresses rural 
nursing concerns 
 
RCNA submission on 
the discussion paper: 
Towards a National 
Primary Health Care 
Strategy 

Australia Australian 
Practice Nurses 
Association 

Practice 
Nurses 

www.apna.a
sn.au 

Support for non supervised treatment 
of patients in specific areas by a PN- 
either make Medicare rebate eligible 
for this, or fund nurse in a different 
way –asking for a different scope of 
practice within the team 
 
- Task substitution: “We want open 
debate on how Australia’s 
competent, well trained general 
practice nursing workforce can be 
fully utilised and reimbursed for using 

News:  Let nurses do 
more GP tasks: doctors 
 
Media Release: Bring It 
On - Practice Nurses 
embrace Federal 
Government's 
primary healthcare 
review 
 
Media Release: Nursing 
Voice in development 

Need more 
incentives directed at 
nurses that value 
their contribution. 
Currently, all 
incentives seem to 
be directed at 
doctors work, or 
directed at doctors 
as the employers of 
NPs and PNs 

- Funding of nurses in different 
ways to allow them to undertake 
activities and attract a Medicare 
rebate, while not under the 
supervision of the doctor. 
- Alternatively, provide a lump sum 
to pay nurses with, and provide 
patients with rebate from that. 
- Incentives for nurses to work in 
GP include providing greater 
autonomy through MBS provider 
numbers, an emphasis on 

News:  Let nurses do 
more GP tasks: 
doctors 
 
News:  INCENTIVES 
NEEDED TO MAKE 
GENERAL PRACTICE 
ATTRACTIVE, 2008 
 
News: Grants to 
Support after Hours 
Care 

http://www.rcna.org.au/�
http://www.rcna.org.au/�
http://www.apna.asn.au/�
http://www.apna.asn.au/�
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its skills appropriately and freeing up 
valuable GP time”. 
- APNA is a strong advocate for the 
place of general practice nursing in 
the multidisciplinary team that forms 
the basis of primary care. A 
competent and well-trained nursing 
workforce that is supported to work 
in the primary health care arena will 
maximize positive health outcomes 
for the Australian population. 

of the Primary Health 
Care Strategy 

teamwork and better clinical 
training opportunities on site 
- Grants to support after hours care  
will assist with GP incentive 
payments, wages for support staff 
and other operating expenses, and 
will benefit PNs as a part of the GP 
team 
 
- Disincentives for nurses in PHC = 
power structures, poor funding 
models, lack of national policy, the 
oligopoly of health 
Incentives for nurses in PHC = good 
regulation, savings to be made 
Needs= flexible e-learning, career 
structures 

 
Primary healthcare in 
Australia Report 
(ANF) 

Australia National Rural 
Health Alliance 

Rural 
health 
profession
als 

www.ruralhe
alth.org.au 

- Inter professional learning and 
teamwork: effective rural health 
workforce involves a range of health 
care providers with a range of skill 
who work effectively together in a 
collaborative team- to achieve this, 
inter professional education needs to 
be part of the curriculum for all 
health professionals. Explicitly 
learning the shared values of 
professionalism in a multi-disciplinary 
environment will strengthen the 
team-working attitudes and 
behaviours of our future rural health 
care providers. 
 
- Maternity services form a vital part 
of the team that must service the 
rural community 
 
- peer feedback also mentioned a an 
incentive for teamwork 
 
 
 
 
 
 
 
-clinicians should perhaps be salaried 
to make teamwork more effective 

QUITE EXTREME VIEWS 
 
Paper: R. McNair,  
Breaking down the 
silos: inter professional 
education and inter 
professionalism for an 
effective rural health 
care workforce 
 
 
 
 
 
 
 
 
Position Paper:  
Principles for maternity 
services in rural and 
remote 
Australia 
 
Submission to the 
Australian Government 
TOWARDS A NATIONAL 
PRIMARY HEALTH CARE 
STRATEGY 
 
Audit:  
 Improving the rural 

Definite support for 
the introduction of 
more incentives for 
ALL health 
professionals to 
encourage them into 
rural practice.  
 
The incentives and 
team working 
literature is more 
often combined and 
relevant to each 
other in the nursing 
and rural health 
organisations. In the 
medical 
organisations, the 
two are very clearly 
separated. You have 
incentives for 
doctors, and then 
you have teamwork 
in PHC. There is little 
discussion of 
incentives for 
teamwork in PHC. 

Additional incentives for 
rural/remote nurses 
reimbursement of relocation costs; 
• an accommodation allowance; 
• appropriate housing; 
• financial recognition of 
qualifications and/or years of 
experience in remote 
settings; 
• annual airfares to nearest capital 
city for nurses and their families; 
• study allowances, including leave 
to access courses and financial 
support to 
attend; 
• salary loading to reflect the 
degree of remoteness or isolation; 
• education on local cultural issues; 
and 
• Regular isolation leave. 
Good financial incentives, for 
example those offered by 
Queensland Health and Nganampa 
in SA, have succeeded in attracting 
more nurses into remote areas and 
increased length of stay. 
-Discussion about need to expand 
incentives program to include 
dentists 
 
-maternity services should be 

Issues PowerPoint: 
Action on Nursing in 
Rural and Remote 
Areas 2003-2003 
Recommendations 
and Action Plan, 
including drafts of 
the Issues Paper, 
Vision and 
Required Conditions 
and Key 
Recommendations 
 
Rural Health 
Information Paper 
No: 2- “Fighting Rural 
Decay - Dental 
Health in Rural 
Communities” 
 
Position Paper:  
Principles for 
maternity 
services in rural and 
remote 
Australia 
 

 
Submission to the 
Australian 
Government 

http://www.ruralhealth.org.au/�
http://www.ruralhealth.org.au/�
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and remote health 
workforce 

incentivised along with doctors and 
nurses services. 
 
- in PHCS- call for equitable 
approach to incentives- doctors, 
nurses, midwives, dentists, allied 
health 
- call for enrolment and part 
capitation to ensure equitable 
services in rural areas. Suggestion 
that they introduce incentives to 
encourage the uptake of these new 
models of care in rural Australia 
- distinction between incentives for 
recruitment, retention and re 
entry, for professionals, ATSI pops 
and for patients 
-  the Australian Government's 
health workforce programs should 
lead to greater equivalence of 
incentives across all health 
professions 

TOWARDS A 
NATIONAL PRIMARY 
HEALTH CARE 
STRATEGY 
 
 
Audit:  
 Improving the rural 
and remote health 
workforce 

Australia Allied Health 
Professions 
Australia 

Allied 
Health 

www.ahpa.c
om.au 

-committed to multi d teams 
- AHPA believes multi-disciplinary 
teams which include allied health 
professionals are a vital component. 

Media release, 2008:  
HEALTH REFORM IN 
AUSTRALIA 
Allied Health in 
Australia, 2008 

Incentives need to 
extend to allied 
health professionals 

 - same relocation incentives for 
allied health as GPs 

Allied Health in 
Australia, 2008 

Australia Australian 
General 
Practice 
Network 

General 
Practice 

www.agpn.c
om.au 

- Multidisciplinary team-based care, 
with a GP as the clinical lead, 
improves outcomes in primary care.  
Should also include a service 
coordinator. In remote communities, 
nurses and Aboriginal Health Workers 
typically play a lead role. 
- Team includes Doctor, admin staff, 
PN, NP, allied health 
- Large non clinical role for service 
supported and home care assistants 
 
- AGPN supports a national 
infrastructure grants scheme to 
encourage practice amalgamation 
and co-located or collaborative 
team-based practices 

Primary Health Care 
Position Statement 
2009 
 
 
 
 
 
 
 
 
 
 
Media Release, 2006: 
Improved GP services 
lie in workforce 
incentives 
 

Support incentives 
for all health 
professionals, strong 
support for rural 
incentives 
 
Financial incentives- 
should take the form 
of fund holding and 
blended payment 
systems which are 
fairer for ALL 
professions, not just 
a reward for the 
physician. 

-  Incentives and programs should 
exist to promote general practice 
as an attractive career pathway for 
medical graduates and to support, 
retain and develop the primary 
care workforce. 
 
- support incentives in MBS to 
provide services to ATSI children 
and refugees, but needs support 
with GP awareness and education 
- The Australian Divisions of 
General Practice is calling for 
additional Government-driven 
incentives for all practices in 
Australia to promote and expand 
the role of general practice nurses. 
- Incentives to encourage allied 
health professionals and specialists 
to participate in care planning and 
case conferences led by the GP 

Media Release 2006: 
 ADGP welcomes 
New Medicare Items 
for ATSI Child Health 
Check Ups and 
Refugee Health 
 
Media Release 2005: 
Call for expanded 
general practice 
nurse role 
 
Primary Health Care 
Position Statement 
2009 
 
Comparison of 
current and new 
incentives 
 
 

http://www.ahpa.com.au/�
http://www.ahpa.com.au/�
http://www.agpn.com.au/�
http://www.agpn.com.au/�
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- financial incentives: A blended 
payment system better supports a 
multi d team approach 
- recently suggested fund holding 
as the answer for dealing with 
chronically ill patients 
- Lists rural incentives: overseas 
trained doctors, HECS 
reimbursement scheme, Bonded 
Medical Places scheme, medical 
rural bonded scholarship scheme, 
general practice rural incentives 
program, locum support for GPs, 
new relocation incentive grant 
- New rural incentive package- 
HECS paid back in 2 not 5 years, 
GPs receive up to $120,000 to 
relocate. 

Media Release, 
2006: 
Improved GP 
services lie in 
workforce incentives 
 
 
 
 
 
Media Release, 
2009: 
Rural incentives will 
see more GPs in the 
bush 

New Zealand New Zealand 
Medical 
Association 

Doctors www.nzma.o
rg.nz 
 

- Propose that the recent legislation 
to provide NPs with prescribing rights 
is a threat to primary care in NZ, and 
blurs professional boundaries making 
teamwork more difficult 
- Support the role of the PN as part of 
the GP team 
 
 

M. London,  Incentives 
for rural practice, 2002 
 
M. Peterson,  Practice 
nursing in New Zealand, 
2008 

- Supports use of  
certain positive 
incentives (rewards), 
not as favourable to 
negative incentives 
(such as public 
reporting and 
monitoring).  

- Study in NZMA found for rural 
GPs income was ranked low as an 
incentive. Rather sought after 
incentives were 1:4 rosters; 2–3 
weeks’ study leave; 3–6weeks’ 
annual leave and ‘consideration’ of 
partners’ aspirations through rural 
spouse networks. 
- 63 % of respondents to survey 
said they would be likely to work in 
rural/remote areas if the incentive 
package was right 
- The NZ Rural Locum Programme, 
The Rural Practice Support Scheme 
is now being either supplemented 
or replaced by the Reasonable 
Roster Funding addressing on-call 
demands. Rural Retention 
Funding3 is being directed to rural 
practices and their communities to 
be used in diverse creative ways via 
rural Primary Health Organisations. 
-Practice Nurse Subsidy introduced 
over 40 years ago 
 
- performance monitoring 
incentives such as report cards and 
financial incentives through pay for 
performance are not necessarily 

M. London,  
Incentives for rural 
practice, 2002 
D. Hill, What would 
attract general 
practice trainees into 
rural practice in New 
Zealand?, 2002 
 
 
 
 
 
 
 
 
 
 
 
M. Peterson,  
Practice nursing in 
New Zealand, 2008 
R. Perkins, Quality 
improvement in New 
Zealand healthcare. 
Part 
5: measurement for 
monitoring and 
controlling 

http://www.nzma.org.nz/�
http://www.nzma.org.nz/�
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the best measure of quality in 
primary care, and NZ should be 
cautious in adopting them.  
 

performance—the 
quest for external 
accountability, 2006 

New Zealand Royal New 
Zealand College 
of General 
Practitioners 

General 
Practition
ers 

www.rnzcgp.
org.nz 

Support the emphasis on teamwork 
that has seen the introduction of 
associate health professionals 
including midwives, physiotherapists 
and community health workers who 
work with GPs to deliver health 
outcomes.   
- Philosophy to teamwork: 
Legislation, contracting and funding 
mechanisms should not constrain the 
development of good teamwork 
 

RNZGP, A profile of NZ 
general practice 2007 
 
 
News: Workforce and 
Retention, 2009 
 
 
 

Supportive of 
incentives- not a 
great deal of 
information on 
incentives on the 
website.  

-  Incentives and ongoing training 
to re-establish and develop 
partnerships between rural general 
practitioners, GP obstetricians, and 
midwives     
 
-Utilise peer review methods of 
measure the effectiveness of 
teamwork 
 
- development of clinical training 
opportunities by universities for 
GPs to make it a more attractive 
and effective educational 
undertaking 

News: Rural General 
Practice, 2009 
 
News: Workforce 
and Retention, 2009 
 
 
Media Release, 
2008: 
GP training 
collaboration in 
general practice 

New Zealand Independent 
Practitioners' 
Association 
Council of New 
Zealand 

General 
Practition
ers 

www.ipac.or
g.nz 
 

- support health professionals and 
allied health to work together to 
inform government policy 

Media release, 2008: 
GPs says next steps in 
primary care must be 
clearer 

Supportive of 
incentives for all 
health professionals 

- $9 million dollar debt write-off 
plan bonding young doctors, nurses 
and midwives to work in hard-to-
staff regions and specialities. Chair 
Bev O’Keefe says bonding alone 
will not solve the health 
professional staff shortage, but this 
incentive is a start. 

Media release, 2008: 
GP group supports 
plan to tackle doctor 
and nurse shortages 
 

New Zealand New Zealand 
Nurses 
Organisation 

Nurses www.nzno.o
rg.nz 
 

- role of EN was recently reinstated by 
the govt after it was disestablished in 
1990s, exciting prospect for enhanced 
teamwork in GP, and will fill the gap 
in nursing care that is currently 
provided by unregulated care givers 

News:  Enrolled Nurses 
Here to Stay, 2009 

   

New Zealand Nursing Council 
of New Zealand 

Nurses www.nursin
gcouncil.org.
nz 

- supportive of health care assistants PowerPoint:  Direction 
and Delegation in 
the Clinical Setting 

Clear support for 
financial incentives 
to reward good work 
and team work 

-incentives added to salary base of 
nurses if they demonstrate 
particular competency when they 
are audited by national 
accreditation body: competent- no 
money, proficient - $2500, expert- 
$4000> called the PRPD 
competency program. Competence 
is dependent upon peer review and 
professional development.  

PowerPoint: Nurse 
Integration Leader 

Canada Canadian 
Medical 
Association 

Doctors www.cma.ca The Canadian Medical Association 
endorses the principles and 
framework elements for 
interdisciplinary collaboration in 
primary care. Liability is a major 

Policy resolution BD06-
04-126 - 
Interdisciplinary 
collaboration in primary 
care 

Significant support 
for incentives for 
indigenous 
populations and rural 
and remote. No 

The Canadian Medical Association 
commend the ongoing efforts of 
those Canadian universities who 
provide support or incentive 
programs for aboriginal students to 

Policy resolution 
BD94-03-30 - 
University incentive 
programs for 
Aboriginal students 

http://www.rnzcgp.org.nz/�
http://www.rnzcgp.org.nz/�
http://www.ipac.org.nz/�
http://www.ipac.org.nz/�
http://www.nzno.org.nz/�
http://www.nzno.org.nz/�
http://www.nursingcouncil.org.nz/�
http://www.nursingcouncil.org.nz/�
http://www.nursingcouncil.org.nz/�
http://www.cma.ca/�
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concern for all health professionals in 
a collaborative setting. Two directions 
are needed: (1) each member of the 
collaborative practice team should 
have own adequate liability 
protection (2) there should be clearly 
legislated scopes of practice for each 
health care professional involved in 
the collaborative practice team. 
 
Weak support for the NP role: 
That in order to ensure quality 
primary care, nurse practitioner 
training programs should adhere to 
the following requirements: 
a) incorporate appropriate clinical 
skills training for designated and 
specific clinical skills without being 
detrimental to the training of 
physicians, 
b) be accredited by appropriate 
academic accrediting organizations, 
and 
c) have meaningful input from 
physicians in the area of curriculum 
development. 

 
 
 
 
 
 
 
 
 
 
Policy resolution GC01-
62 - Nurse practitioner 
training program 

documents with 
mention of 
incentives for 
standard primary 
care groups or 
organisations.  

help increase the number of 
aboriginal physicians in Canada and 
recommend that other universities 
consider adopting programs of 
similar intent. 
 
Support for rural incentives 
including: 
Education incentives: The CMA 
strongly encourages governments 
to develop and maintain 
mechanisms, such as compensation 
or additional tax relief, to reduce 
the barriers associated with 
obtaining advanced or additional 
skills training for rural physicians. 
Financial incentives: Additional 
compensation to physicians 
working in rural and remote areas 
reflect the following areas: degree 
of isolation, level of responsibility, 
frequency of on-call, breadth of 
practice and additional skills. 
Financial incentives focus on 
retaining physicians currently 
practising in rural or remote areas 
and include a retention bonus 
based on duration of service. 
Personal incentives: physicians 
want to balance their professional 
and personal responsibilities to 
allow for a reasonable quality of 
life. Incentives must address 
excessive work hours, limited 
professional backup or support 
(including locum tenens), limited 
access to specialists, inadequate 
diagnostic and treatment 
resources, and limited or no 
opportunity for vacation or 
personal leave. Also zero tolerance 
and unreasonable restrictions with 
regard to relationships with 
potential patients can be 
disincentives to practise in rural or 
remote communities. 

 
 
 
 
 
Policy document 
PD00-08 - Rural and 
remote practice 

issues (2000) 

Canada Royal College of 
Physicians and 

Doctors www.rcpsc.
medical.org 

Discussions about Inter disciplinary 
care: Professionalism should embrace 

Report: From RCPSC  to 
Health Canada on 

Little on incentives 
on the website- 

When discussing professionalism, 
RCPSC said neither economic 

Report: From RCPSC  
to Health Canada on 

http://www.rcpsc.medical.org/�
http://www.rcpsc.medical.org/�
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Surgeons of 
Canada 

interdisciplinary versus 
multidisciplinary delivery of health 
care. The outcomes are very 
different, the former leading to 
improved understanding about 
collaboration and increased efficiency 
and quality of care, the latter with 
individuals working in parallel and 
isolation from one another and rarely 
communicate or collaborate. 
Need for training and education on 
how to wok inter disciplinarily.  
Conclusions about inter disciplinary 
care: Is it also time for the Royal 
College to extend these discussions to 
other health-care 
communities to show its commitment 
to another priority that emerged from 
the workshop – inter disciplinary skills 
and teamwork? 
Support teamwork in their 
submission to what became the 
Romanow Report 

Professionalism 
Program 

interesting quote.  incentives, nor technology, 
nor administrative control has 
proved an effective surrogate for 
the commitment to 
integrity evoked in ideal 
professionalism 

Professionalism 
Program 

Canada College of 
Family 
Physicians of 
Canada 

Family 
Physicians 
(general 
practition
ers) 

www.cfpc.ca Interested in promoting collaboration 
between general practice and 
specialised consultant care. The CMA 
views reform as negative. 
Mentions CanMED role- physician 
working within teams intra 
professionally- about renewing 
collegial relationships- CPD, learning, 
sharing referrals, IT, fair payment 
systems 
 
 
Vision statement for family practice: 
everyone has access to GP and RN/NP 
who will work together to provide 
services.  Other health professionals, 
including pharmacists, 
physiotherapists, occupational 
therapists, dieticians, social workers, 
and physician or medical office 
assistants, may also be part of these 
practices. 
Only room for complementary roles, 
not substitution roles 

L. Nasmith, conference 
presentation, 
Collaboration between 
Physicians: 
What Happened to the 
Doctor's Lounge?/  
Conjoint Discussion 
Paper : FAMILY 
PHYSICIANS AND 
OTHER SPECIALISTS:  
WORKING AND 
LEARNING TOGETHER 
CFPC Vision Statement 
on Inter-Professional 
Care 

Positive about 
incentives, but also 
see their limitations 
in applicability  

Remunerative incentives for 
physicians providing care are a 
priority. 
Remunerative incentives should be 
introduced in every province and 
territory for provision of 
comprehensive care by family 
physicians and family practice 
groups, networks and teams. 
Incentives for medical school 
students. 
Incentives for high demand areas 
of care including  hospital inpatient 
care, emergency department 
services, palliative care, mental 
health services, elderly care, 
obstetric care, and surgical and 
anaesthesia services in smaller 
communities. 
 
Report to PCH transition fund 
suggested that Given their 
workload and the reality of the low 
rate of remuneration, the addition 
work to access the incentives may 

Report: Family 
Medicine in Canada: 
vision of the future 
2004 
 
 
 
 
 
 
 
 
 
 
 
CFPC Report: PHCTF 
Final Report 

http://www.cfpc.ca/�
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in by itself be a disincentive;  
incentives were not completely 
effective in ensuring the easy quick  
introduction of EHRs; incentives 
need to be aligned with physician 
values to be effective; pay related 
incentives in P4P and capitation 
 

Canada Canadian 
Nurses 
Association 

Nurses www.cna-
nurses.ca 

To help sustain the profession, 
new models of nursing leadership 
advocate a combination of 
accountability, teamwork and 
initiative. 
 
Collaboration is in the best interests 
of the patient. To help sustain the 
profession, new models of nursing 
leadership advocate a combination of 
accountability, teamwork and 
initiative. 
 
Teamwork must encompass all 
members including unregulated 
health professionals 

Nursing Now; issues 
and Trends in Nursing 
 
 
 
 
CNA Position 
Statement: National 
Planning for HR in the 
health sector 
 
 
 
Discussion Paper: 
Valuing Health Care 
Team Members 

Encourage incentives Promote innovation through 
incentives: Create an incentive 
fund to encourage provinces, 
territories and facilities to improve 
services by rewarding innovative 
approaches that lead to better 
access and reduced wait times. 

CNA Report:  
Building a 
stronger, viable, 
publicly funded  
not-for-profit health 
system 2004 
 

The Nether 
lands 

Koninklijke 
Nederlandsche 
Maatschaapij 
tot Bevordering 
der 
Geneeskunst 
(KNMG) : Royal 
Dutch Medical 
Association 

Doctors www.knmg.
nl 

NO ENGLISH NO ENGLISH NO ENGLISH NO ENGLISH NO ENGLISH 

The 
Netherlands 

The Dutch 
College of 
General 
Practitioners 

General 
Practition
ers 

www.onderz
oekinformati
e.ni/en/01/n
od/organisti
e/ORG12372
74 

NO INCENTIVES OR TEAMWORK 
-little interest in incentives in 

Netherlands, where doctors almost 
view the idea as an insult 

- strong hierarchy within PHC, but 
important focus and commitment to 

teamwork 

NO INCENTIVES OR 
TEAMWORK 

NO INCENTIVES OR 
TEAMWORK 

NO INCENTIVES OR TEAMWORK NO INCENTIVES OR 
TEAMWORK 

The 
Netherlands 

 V&VN Dutch 
Nurses' 
Association 

Nurses NO WEBSITE NO WEBSITE NO WEBSITE NO WEBSITE NO WEBSITE NO WEBSITE 

United 
Kingdom 

British Medical 
Association 

Doctors www.bma.or
g.uk 

Urgent action is needed to ensure 
public health teams are adequately 
resourced and supported, doctors 
agreed. Note that ‘public health 
teams’ are not primary care teams 

News:  Make sure 
public health is properly 
supported, doctors urge 

Incentives can be 
perverse, and need 
to be wary of this 

Require incentives for 
collaboration to balance rules for 
competition 
NHS is full of perverse incentives, 
especially in the ‘payment by 

BMA health policy 
debate:  Aligning the 
different faces of 
system reform 2006 
 

http://www.cna-nurses.ca/�
http://www.cna-nurses.ca/�
http://www.onderzoekinformatie.ni/en/01/nod/organistie/ORG1237274�
http://www.onderzoekinformatie.ni/en/01/nod/organistie/ORG1237274�
http://www.onderzoekinformatie.ni/en/01/nod/organistie/ORG1237274�
http://www.onderzoekinformatie.ni/en/01/nod/organistie/ORG1237274�
http://www.onderzoekinformatie.ni/en/01/nod/organistie/ORG1237274�
http://www.onderzoekinformatie.ni/en/01/nod/organistie/ORG1237274�
http://www.bma.org.uk/�
http://www.bma.org.uk/�
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necessarily results’ sector 
 
Suggest using patient feedback to 
gain information, improve services 
and teamwork 
 
 
GP Referral incentive schemes:  
concern at the development by 
PCTs of incentive schemes that aim 
to reduce referral rates or the cost 
of referrals from general practice 
to secondary care. These schemes 
often take two broad forms; either 
to encourage GPs to analyse and 
better understand their practice 
referral patterns and/or promote 
the use of alternative referral 
pathways to hospital services, or to 
encourage GPs to reduce their level 
or cost of referrals as an outcome 
in itself. PBC encourages practices 
to use peer reviewing and analysis 
to assess the way they use referrals 
and reduce them where it does not 
affect patient care. If the review 
process contains an incentivised, 
target based element, otherwise 
patient care will suffer.  
 
Incentives can cause conflicts of 
interest. 
 
Consider incentive payments not a 
bonus, but part of the practice 
income, that need transparent 
safeguards. 
 
DOCTORS reaffirmed their first 
duty was to patients and railed 
against ‘perverse incentives, 
targets and performance 
management’ in the NHS. The 
government’s rigidity in 
implementing targets (incentives) 
driven by heavy-handed 
performance management, a 
naming and shaming culture and a 
climate of managers fearing for 

 
Patient, GP and 
stakeholder 
consultation: 
Developing general 
practice, listening to 
patients 
 
 
BMA Report: GP 
Referral Incentive 
Schemes 2009 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
News:  Patient care 
comes first, doctors 
agree 
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their jobs 

United 
Kingdom 

Royal 
Pharmaceutical 
Society of Great 
Britain 

Pharmacis
ts 

www.rpsgb.
org.uk 

Pharmacists have a growing role to 
play in primary care 
 
 
Should take up incentive payment to 
get involved in PBC. PBC aims to 
improve access and quality for 
patients; however this can only be 
achieved if team if full and 
pharmacists are involved.  
Pharmacists need to locate PHC 
teams in Primary care trusts and get 
involved or take away learning from 
these sites. 

A toolkit for 
pharmacists in Scotland 
- Influencing decision-
makers  
English Pharmacy 
Board Meeting: 
Practice Based 
Commissioning 

Nothing substantial 
on incentives 
located. 

Pharmacists should utilise incentive 
opportunities more often. 

 

United 
Kingdom 

Royal College of 
Nursing 

Nurses www.rcn.org
.uk 

Clinical Teams Programme- seeks to 
improve the effective operation of 
the PC team. 
Teams learn, work, engage in clinical 
audit and generate innovation 
together. 
In NHS staff survey, 91% said they 
worked in a team, only 43% were 
remotely functional or effective 
 
Has online resources to assess if as a 
nurse, you are part of an effective 
team. 

RCN- clinical teams 
programme report 

Nothing  substantial 
on incentives located  

  

United 
Kingdom 

National 
Association of 
Primary Care 

Primary 
Care 
Profession
als 

www.napc.c
o.uk 

Integrated care teams seek to  break 
down long-standing organisational 
divides, promoting seamless care 
 
Outlines a module for practices to use 
to develop and benchmark their skills 
working as a team 

Document:  Integrated 
Care Organisations 
 
 
Document:  New 
Support to GP Practices 
on Patient 
Choice 

Support incentives in 
the hands of the 
primary care 
providers and trusts, 
no mention or 
scepticism of their 
negative impact 

In discussion of what Integrated 
Care Organisations require:   
- Clinically-led comprehensive 
service with incentives to invest in 
health promotion and encourage 
more self care as well as providing 
diagnostics and treatment 
- High performance to be 
incentivised through bonuses. Poor 
performance may face financial 
penalties. Transaction costs to be 
reduced through extended service 
provision. 
 
Practice based commishin8ng puts 
the incentives in the hand of the 
practices, which is good, and will 
allow for reinvestment 

Document:  
Integrated Care 
Organisations 
 
 
 
 
 
 
 
 
 
Document: Practice 
Based commissioning 

http://www.rpsgb.org.uk/�
http://www.rpsgb.org.uk/�
http://www.rcn.org.uk/�
http://www.rcn.org.uk/�
http://www.napc.co.uk/�
http://www.napc.co.uk/�
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United States American 
Medical 
Association 

Doctors www.ama-
assn.org 

In the AMA Principles of Health 
Reform document, there was NO 
mention of teamwork, collaboration 
or similar principles.  

AMA’s Health System 
Reform Principles 

Quite conservative in 
their view of 
incentives 

The obligation to the individual 
patient must override 
considerations of the 
reimbursement mechanism or 
specific financial incentives applied 
to a physician’s clinical practice. 
 
Large monetary incentives are 
more likely to cause conflicts of 
interest. Incentives should not be 
provided close in time to the 
provision of services. Incentives 
should be calculated on a 
continuum of utilisation rather 
than bracketed levels. Patients 
should be informed of incentives 

AMA Position 
statement: financial 
incentives and the 
practice of medicine 

United States American 
College of 
Physicians 

Doctors www.acponli
ne.org 

Managing reimbursement to regard 
teamwork is a challenge. Engaged 
generalists (physicians) can hold the 
system together, no discussion of the 
wider primary care team. 
 
Discuss teamwork in terms of 
delegating from doctor to other staff 
to do most basic jobs to prepare 
doctor for anything else to be done. 
Nurses and technicians can do work, 
but be sure that it is only what they 
are qualified to do. Discusses the use 
of physician extenders in the future 
more.  

ACP editorial:  The 
Delicate Task of 
Workforce 
Determination 
 
 
ACP article:  Teamwork 
is the new mantra for 
quality improvement 

Only discuss impact 
of incentives on 
physician, not on 
team. 
 
Discussion of effect 
of incentives of 
patients and the 
need to disclose 
them.  

View of P4P incentives- a little 
more money and a lot more work. 
Pitfalls = physicians focus only on 
activities they get money for, 
reporting burden, misaligned 
incentives, wrong targets. 
Physician reporting schemes a 
good to improve services, receive 
feedback and influence policy 
 
Use of incentives by the physician 
to encourage their team to meet 
the benchmarks. More informal 
and not led by policy, but 
supported and recommended by 
the ACP. 
 
ACP policy framework seeks  to 
support and enhance the patient-
physician 
relationship through reforming the 
Medicare payment system and by 
creating incentives for 
practice innovation and 
improvement such as introducing 
EHRs and e-prescribing 
 
 

ACP article:  What 
can go wrong with 
pay-for-performance 
incentives 
ACP article:  CMS 
program gives 
doctors a glimpse of 
P4P future 
 
 
ACP article:  
Teamwork is the new 
mantra for quality 
improvement 
 
 
ACP Policy:  ACP 
Proposes Physician 
Payment Reforms 
and Technology 
Incentives to 
Improve 
Quality, Lower 
Health Care System 
Costs 

United States American 
Academy of 
Family 
Physicians 

Family 
physicians 
(general 
practition

www.aafp.or
g 

Suggested list of team members for 
the physician to train with:  Nurse 
Practitioners 
Integrated Practice Arrangements 

AAFP policies: Non-
Physician Providers, 
Family Physician 
Training With 

Again, focus on 
effect on patients, 
and awareness as to 
the limits of 

There are legal, ethical and 
practical limits on incentives, 
should be disclosed to patients. 
 

AAFP article:  
Bonuses and 
Incentives: Three Key 
Questions 

http://www.ama-assn.org/�
http://www.ama-assn.org/�
http://www.acponline.org/�
http://www.acponline.org/�
http://www.aafp.org/�
http://www.aafp.org/�
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ers) Physician Assistants 
Ancillary Medical Personnel 
Non-Physician Providers (NPPs), 
Guidelines on Supervision of Certified 
Nurse Midwives, Nurse Practitioners 
and Physician Assistants 
Nurse Midwives, Certified 
Payment, Non-Physician Providers 
 
Non physician primary care providers 
should utilise their skills in 
collaborative teams; the responsibility 
of the patient ultimately lies with the 
physician. 
 
AAFP support the ‘medical home’ 
concept that incorporates care teams 
to provide better chronic care 
services for patients. Need to find a 
way of making the PHC team operate 
better so that mid level clinicians such 
as nurses are doing work that is not 
duplicated by doctors. Seeking to 
make the workplace like NASA where 
‘the janitor felt his job was helping 
man land on the moon’. Can no 
longer have a ‘dual organisation’ with 
separation between clinical and 
administrative roles- need teamwork 
achieved through boundary spanning 
and improving connections.  
 
Very optimistic of the potential role 
of teamwork. 

 
 
 
 
 
 
 
 
 
AAFP Policies:  Primary 
Care 
 
 
 
 
FPM: B. Crabtree,  
Closing the Physician-
Staff Divide: A 
Step Toward Creating 
the Medical 
Home 

incentives Mention of anti-kickback and self 
referral laws. 
 
 
Incentives must align across 
providers, planners, patients, 
professionals. This is so difficult it 
has never even nearly been done. 
Suggestion that the answer lies in 
stop gap measure.  
 
Rural practice is so unattractive the 
only way to get doctors to work 
there is dramatic incentives for 
medical education costs and pay 
scales. Requires better funding and 
improved preparation for medical 
care in rural areas. 

 
Discussion:  Are 
there limits to 
incentives and 
bonuses that can be 
offered? 
FPM: R. Edsall, 
Perverse Incentives, 
Perverted System 
 
 
 
Position Paper: 
Keeping Physicians In 
Rural Practice, 

United States The American 
College of 
Nurse-
Midwives 

Nurses 
and 
midwives 

www.acnm.
org 

Most physician/nurse-midwife teams 
report a high degree of provider and 
patient satisfaction. Having a nurse-
midwife frees the physician to spend 
more time in surgery, take care of 
patients with medical complications 
and perform complex medical 
procedures. Nurse-midwives can 
compliment the practice by providing 
comprehensive patient education, 
managing healthy gynecological and 
maternity clients and/or seeing 
clients who respond well to the 
midwifery philosophy of care. 

ACNM Paper: Nurse-
midwives and family 
physicians…a perfect 
match 
 
 
 
 
 
 
 
 
 
 

Sees incentives as 
having a negative 
effect on the quality 
of practice. 

Midwives also should not accept 
financial incentives from payers for 
the provision of services or 
monetary or other types of gifts 
from outside companies 
 
Suggests that incentives tied to 
caesareans births are misleading 
doctors and putting patients in 
danger. ACNM is very concerned 
about the impact of incentives.  

American College of 
Nurse-Midwives 
Code of Ethics with 
Explanatory 
Statements 
 
Media release:  The 
REDUCE Campaign: 
Research and 
Education to 
Decrease 
Unnecessary 
Caesarean Sections 

http://www.acnm.org/�
http://www.acnm.org/�
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Patients like the extra attention and 
they like knowing that a physician is 
available if needed -  written from the 
perspective of ACNM to encourage 
physician to employ a nurse-midwife 
 
Necessary skill of the midwife is to  
demonstrate principles of effective 
communication with patients, 
families, other members of the health 
care team and staff, a commitment to 
teamwork 

 
 
 
 
 
 
Accreditation 
Commission for 
Midwifery Education 
ACME 
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APPENDIX 7: CASE STUDY – EVALUATIONOF CHILD HEALTH TEAMS IN 

VICTORIA 
Title:  How are incentives to encourage multidisciplinary primary 

health care teams being experienced by health professionals 
working in Child Health teams in Victoria? 

 
Author: Sue Merrit (MPH Student, The University of Melbourne) 
 
Aim:  To examine how and why incentives work (or do not work) at encouraging 
teamwork from a range of community-based allied health professional perspectives. 
 
Background:  Both nationally and internationally there has been a growing emphasis 
and policy focus on delivering health within primary care settings as growing hospital 
waiting lists, an ageing and growing population, an increased prevalence of chronic 
disease, and a limited workforce make continued reliance on hospitals and GPs 
unsustainable.  Along side this, a growing body of evidence that complex and chronic 
conditions benefit from multiple health professional perspectives delivered in a 
collaborative manner is resulting in a shift towards a multidisciplinary team approach.  In 
Victoria, Community Health Services (CHS) are a significant part of the primary care 
workforce.  In 2006, twelve CHS’ were funded to initiate or expand a Child Health Team 
(CHT), with guidelines that included teamwork as a core characteristic of the teams.  
Since that time, many of the remaining CHS’ in Victoria have initiated CHTs to varying 
degrees without specific additional government funding.  These CHTs employ a range of 
allied health professionals working together.   
 
Methodology:  A small qualitative descriptive evaluation, based within a realist 
synthesis theoretical framework was chosen to elaborate on the personal experiences, 
attitudes, behaviour, and perceptions of those involved.  A realist synthesis framework 
was chosen to explain why and how teamwork was encouraged, for whom and in what 
context.  
 
Purposive sampling of allied health professionals in a team leader or management role 
was employed from a list of 15 key informants drawn up based on knowledge of team 
structure, socio-economic area and location within a 1.5 hour drive from Melbourne.  A 
total of 6 semi-structured interviews were conducted lasting 45 mins to 1 hour.  Only 
one person contacted declined to participate.  Interviews were audio-taped, transcribed 
and analysed by data immersion, coding, creation of categories, and identification of 
themes.   
 
Results:  Five core categories emerged from the data as the key drivers or generative 
mechanisms of effective teamwork from the perspective of the allied health team 
leaders.  These were the importance of the primary client being a child; the 
characteristics of allied health professionals themselves; processes and systems that 
supported teamwork; the physical and organisational work environment; and leadership.  
These five core categories are well supported by the literature on what makes for 
effective teams and teamwork; however, two of the categories yielded emerging themes 
of particular interest.  
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The importance of the client being a child went beyond identified issues of complexity, 
vulnerability and disadvantage, although these were clearly important, and appeared to 
be rooted in the dependency of the child on others and a lack of blame for their 
situation.  This may have implications for CHTs and beyond as it underscores the 
importance of the fundamental beliefs of the professionals themselves, and is an area 
that may not often be explicitly discussed within teams. 
 
The characteristics of the allied health professionals that were associated with high 
functioning teams were openness to learning, feedback and change, reflexivity, 
commitment to teamwork ideals and desire for collaboration.   However, the personal 
and professional growth through development of new skills and ongoing learning was 
clearly providing a major intrinsic incentive to teamwork that may be particularly 
important within the relatively flat career structure of allied health in a community 
setting. 
 
The five core categories identified through the data were the drivers of effective 
teamwork, which in turn resulted in a better working environment, more efficient and 
smarter working, the continued learning and development of the allied health 
professionals, a move away from a medical dominated model of care to family and child-
centred practice, and better outcomes for child and family.  
 
As the generative mechanisms of teamwork, these core categories should also be the 
point at which incentives can be applied most effectively.  Modeling showed that 
financial and organisational incentives did appear to be working through three of the 
core categories - processes and systems, environment and leadership.  Professional 
incentives identified by the study also worked through processes and systems, largely 
via training.  Although the size of cohort studied was small and the participants were all 
from management level, the study did show that there were important and previously 
unidentified intrinsic incentives working to influence professionals towards teamwork 
acting through the client as a child and professional incentives grounded in the 
characteristics of the allied health professionals themselves. 
 
Conclusions:  CHTs have been widely established despite limited financial incentives 
and appear to have many benefits for clients, families and the professionals involved.  
The most commonly identified incentives were financial, organisational and professional 
(including training); however, there were also incentives acting intrinsically on CHTs that 
were clear drivers of teamwork.  These findings build understanding of the range of 
incentives that operate within a team setting and the way in which they work.  This may 
provide opportunities to expand and promote multidisciplinary team practice by 
focussing on specific areas amenable to incentives, or by grouping financial, 
organisational, professional and intrinsic incentives together to greater effect.   
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