
Teamwork Among Primary Care Staff to Achieve 
Regular Follow-Up of Chronic Patients

ABSTRACT
PURPOSE Although studies have shown that more temporally regular (TR) primary care 
visits are associated with improved patient outcomes, none have examined what clinic staff 
can do to encourage greater TR visits. This study aims to increase understanding of factors 
related to health care staff dynamics that contribute to more TR primary care visits for adults 
with chronic health conditions.

METHODS We conducted semistructured interviews with 15 primary care physicians, 12 nurses, 
15 administrative staff, and 4 pharmacists at 12 clinics; one-half characterized as high-TR clinics 
where patients had regular follow-ups, and the other as low-TR clinics. Interviews were audio-
taped, transcribed, and coded using Atlas qualitative data analysis software (Lumivero, LLC).

RESULTS Themes emerged regarding best ways to promote regular follow-up of patients 
with chronic conditions. These strategies included having a system to encourage follow-up 
(beginning with administrative staff reaching out to patients and ending with recruiting 
the help of patients’ family members), routine staff meetings, adaptive workflow, dealing 
with bureaucracy on patients’ behalf, informal channels of communication with patients, 
and consulting social workers. Clinics with more regular follow-up emphasized teamwork, a 
peaceful approach toward challenging patients, and flat as opposed to hierarchical organiza-
tional structures for personal relationships among staff.

CONCLUSIONS Teamwork between staff members in primary care settings can contribute to 
more proactive care delivery, with greater potential to prevent long-term complications. The 
findings suggest that a high-functioning multidisciplinary care team that focuses on creating 
the right sorts of interactions and teamwork among members of the staff can contribute to 
engaging patients more effectively.

Ann Fam Med 2025;23:100-107. https://doi.org/10.1370/afm.240176

INTRODUCTION

For adult patients with chronic conditions, the advice is often to “see your doc-
tor regularly,” because this is thought to promote a more proactive and there-
fore a more effective style of health care.1 This advice could be divided into 2 

parts—see “your” doctor (as opposed to a different doctor) “regularly” (as opposed 
to only when you feel sick). Following up with one’s main doctor is called “conti-
nuity of care” (COC) and there have been many published studies showing that 
higher COC is associated with improved patient outcomes.2 Only more recently 
have there been studies about the impact of seeing the primary care physician 
(PCP) at more regularly spaced intervals in time, which we have called “temporal 
regularity” (TR). Unlike visits to address an urgent problem, the purpose of pre-
scheduled primary care visits is to deliver proactive care that is intended to improve 
outcomes for patients with chronic disease. The interval between scheduled visits is 
determined by the doctor’s assessment of the patient’s condition and how soon he/
she will need to follow up to ensure that chronic conditions can be kept under con-
trol. We calculated TR for each patient with at least 1 chronic condition by look-
ing at the intervals between primary care visits during 2 consecutive years for that 
patient, as we will describe below in the Methods section.

Studies have shown that patients with more temporally regular care (higher 
TR) have better outcomes than patients with lower TR, after controlling for other 
factors.3-7 Our group has recently published an analysis showing that the effect of 
TR on patient-level hospitalizations and mortality is also unchanged after control-
ling for COC.8

Maram Khazen, PhD1,2

Ligat Shalev, PhD1

Avivit Golan-Cohen, MD3 
Eugene Merzon, MD3,4

Ariel Israel, MD3,5 
Shlomo Vinker, MD3,5 
Adam J. Rose, MD, MSc1

1Braun School of Public Health and Community 
Medicine, Faculty of Medicine, Hebrew Univer-
sity of Jerusalem, Jerusalem, Israel
2Department of Health Systems Management, 
the Max Stern Yezreel Valley College, Jezreel 
Valley, Israel
3Leumit Health Services, Research Institute, Tel 
Aviv, Israel
4Adelson School of Medicine, Ariel University, 
Ariel, Israel
5School of Medicine, Tel Aviv University, Tel 
Aviv, Israel

Conflicts of interest: authors report none.

CORRESPONDING AUTHOR

Maram Khazen
Braun School of Public Health 
and Community Medicine
Hebrew University, Ein Kerem Campus
Jerusalem, Israel
maramk@yvc.ac.il

VISUAL 
ABSTRACT

ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 23, NO. 2 ✦ MARCH/APRIL 2025

100

https://doi.org/10.1370/afm.240176
https://orcid.org/0000-0003-3165-3496
mailto:maramk%40yvc.ac.il?subject=
https://www.annfammed.org/lookup/suppl/doi:10.1370/afm.240176/-/DC2
https://www.annfammed.org/lookup/suppl/doi:10.1370/afm.240176/-/DC1


TEAMWORK IN PRIMARY CARE CLINICS TO PROMOTE REGULAR FOLLOW-UP

Now that we know that TR is an important contribu-
tor to better outcomes for patients with chronic conditions, 
one of the questions that arises is whether we can encourage 
higher TR. One way to approach this question is to take 
advantage of the fact that some clinics already have much 
higher TR than others, after accounting for patient-level fac-
tors.6,9 By learning from what these clinics already do, and 
by contrasting it with low-TR clinics, we can learn about 
strategies that are clearly at least somewhat feasible—because 
they are already being used. This sort of study, which takes 
advantage of natural variation to learn how to emulate the 
high-performing clinics, is known as a positive deviance 
study.10,11 Here, we conducted a positive deviance study to 
compare clinics within Leumit  Services (LHS), a large health 
maintenance organization in Israel. We visited clinics among 
the highest and the lowest TR in LHS, after accounting for 
patient factors.9

Teamwork and collaboration among health care profes-
sionals in primary care have been suggested as pivotal for 
improving health outcomes among patients with chronic 
conditions.12,13 Literature regarding how health care teams 
function and the structuration model of collaboration14,15 
emphasize the importance of shared goals, acknowledg-
ment of the roles of different professional groups,16,17 shared 
responsibilities, and encouragement of partnership through 
open communication.18,19 Additional aspects to consider for 
how teams function include interdependency, which helps 
health care workers to make the best use of the expertise of 
each professional on the team to address patients’ needs, and 
power relationships among team members, which can be flat 
or hierarchical.20,21

Although there is some understanding of how these fac-
tors contribute to higher-functioning health care teams, no 
previous study has examined how they may contribute to 
achieving regular follow-ups for patients with chronic health 
conditions. We thought it was important to include the per-
spectives of administrative staff, who are often omitted from 
studies of health care team dynamics and might be key in 
contributing to TR.12,16

In Israel, the scope of administrative staff’s work at pri-
mary care clinics is to oversee and attend to the needs of the 
medical staff (eg, physician, nurse, pharmacist, social worker). 
They mainly perform front-office duties including scheduling 
appointments for patients and helping to manage the daily 
workflow at the clinic.

In this study, we aimed to understand the factors that 
contribute to more temporally regular primary care visits for 
adults with chronic health conditions.

METHODS
Study Design: Overview
This study is based on a descriptive, exploratory, qualitative 
research design.22,23 It is part of a larger mixed methods study 
of TR conducted within LHS. In a previous publication, we 

showed that LHS clinics had a wide range of average TR, 
after adjusting for differences in case mix.9 For each patient, 
we calculated the mean interval between visits (in days), and 
the SD of that mean. We then divided the SD by mean (ie, a 
coefficient of variation, or CoV). Further details are available 
in our previous publications.8,9 In this study, we approached 
staff at 6 clinics with extremely high TR and 6 clinics with 
extremely low TR based on our initial TR calculations to 
request their participation. As is usual for positive deviance 
studies, we included clinics with both high and low TR. 
These clinics represented different parts of Israel, and served 
patient panels of diverse socioeconomic status, 5 of which 
served primarily patients belonging to the Arab society in 
Israel. We conducted 46 semistructured interviews with 
health care professionals, including PCPs, nurses, pharma-
cists, and administrative staff.

The number of staff employed (clinic size) varied. We 
focused on staff working full-time in the clinic. While some 
clinics had as many as 2 PCPs, 2 nurses, 3 administrative staff, 
and 2 pharmacists, others had 1 of each.

We developed a semistructured interview guide,24,25 
informed by a review of the relevant literature,26,27 the 
Organizational Dimensions of the Structuration Model of 
Collaboration,28,29 and Sullivan’s framework of collabora-
tion.30 The interview guide included these topics: (1) role 
and work relationship among staff members, (2) decision 
about follow-up intervals and discussion with patients, 
(3) incentives and strategies to encourage regular follow-
ups, (4) staff ’s perceived responsibility and procedure for 
follow-ups on patients, (5) experience with patients who do 
not adhere with recommendations. The interviews lasted 
between 20-50 minutes (average 30 minutes). We continued 
to add study sites until we had achieved thematic satura-
tion.31 All interviews were audio recorded. The study was 
conducted from July 2022 to September 2023 and received 
ethics approval from the Helsinki Committee of LHS 
(LEU-0008-22).

Participants
Study participants were part of the health care staff as 
described in the literature,32 including PCPs, nurses, admin-
istrative staff, and pharmacists (Table 1), recruited from 
LHS clinics at different sites in different parts of Israel. The 
investigator at LHS (A.G-C.) e-mailed the administrative 
staff at each clinic to invite participation. Once the contact 
person (the administrator) at the clinic e-mailed back with 
an initial agreement to participate in the study, the principal 
investigator (A.R.) e-mailed him/her to provide more informa-
tion about the study and to introduce the interviewer (M.K.). 
Then the interviewer (M.K.) set a date to visit the clinic. 
There were relatively few staff at even the largest clinics we 
visited. Therefore, most staff members at each clinic were 
interviewed. Interviewees provided informed consent to par-
ticipate and to be recorded. Of the 16 clinics approached, 12 
agreed to participate.
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Analysis
Data analysis was performed by 3 researchers: a PhD com-
munication expert (M.K.); a PhD qualitative researcher in 
public health (L.S.); and A.R. (principal investigator, a mixed 
methods researcher and primary care physician). We entered 
transcripts into Atlas qualitative data analysis software 

(Lumivero, LLC). Data analysis was thematic to compare and 
contrast responses, identify recurring themes, and organize 
them into categories.33,34 We analyzed in 3 rounds. First, 
using an iterative process, the 3 researchers independently 
coded 5 transcripts to identify codes that are more general, 
coming together to reconcile coding decisions and develop 

a codebook. Second, according to the codebook, 
the 3 researchers coded an additional 4 transcripts 
to identify purposeful codes and allow for revi-
sions of the codebook (Supplemental Table). The 
researchers discussed all differences at each stage 
until agreement was reached. Third, one of the 
researchers (M.K.) coded the rest of the tran-
scribed interviews and consulted with the others 
in case of emerging issues with the codes. The 
themes and categories were refined, organized, 
and merged through agreement.35

RESULTS
We found 3 main themes that contribute to more 
regular follow-up of patients with chronic condi-
tions (Figure 1): (1) relationship among staff mem-
bers, (2) culture of follow-up at the clinic level, 
(3) structural factors. For each theme there were 
subthemes, as discussed below.

Relationship Aspects Among Staff 
Members
The following aspects of relationships among the 
staff facilitated regular follow-ups at the high-TR 
clinics and related to close staff relationships and 
flat staff organization structures. Further, the 
high-TR clinics were characterized by a peaceful 
approach toward challenging patients. These rela-
tional aspects are summarized in Table 2.

Low- and high-TR clinics described the hier-
archical relationships among the staff. According 
to interviewed nurses and administrative staff, 
the PCP was perceived as the authority figure 
within the health care team and as an authority 
figure for patients, further encouraging patients 
to follow up on recommended treatments. What 
seemed to characterize the high-TR clinics, how-
ever, is that PCPs aligned their role with the nurse 
and the administrative staff. As shared by the 
following PCP:

“There are those who think that the doctor is every-
thing. I am part of the system. At this clinic, the staff 
consists of 4. I am worth less without the nurse, and 
without the administrator I can’t do it. We complement 
each other.”

Staff members depended on each other, 
and often their efforts to support follow-up 

Table 1. Characteristics of Participants of the 12 Clinics

Staff members Doctors Nurses
Administrative 

staff Pharmacists Total

Gender
Male 11 - 5 3 19
Female 4 12 10 1 27

Settings
Low TR 9 7 9 2 27
High TR 6 5 6 2 19

Locality
Jewish city/town 10 7 9 4 30
Arab city/town 5 5 6 - 16

Seniority
<10 yrs 5 4 4 13
>10 yrs 10 8 11 4 33

Total 15 12 15 4 46

TR = temporal regularity.

Figure 1. Main Characteristics of Staff Contributing to More Regular 
Follow-Up and Continuity of Care of Patients With Chronic Conditions

Structural factors

Access to the patient � le

Health care service incentives

Culture of follow-up

Having a system of follow-up

Accessibility of the clinic staff

Routine meetings vs ad hoc meetings

Adapting to work� ow to meet patients’ needs

Dealing with bureaucracy on patient’s behalf

Social worker recruitment

Relationship aspects 
among staff

Hierarchical vs � at staff relationships

Close staff relationship

Regular follow-up
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TEAMWORK IN PRIMARY CARE CLINICS TO PROMOTE REGULAR FOLLOW-UP

were complementary. As one administrator at a high-TR 
clinic suggested: 

“Patients might relate more to me, to the nurse, or the doctor. The 
patient might communicate with the doctor. The doctor will tell 
me what the patient said if I need to know. Then we convene and 
process together.”

Whereas, at a low-TR clinic an administrator described 
how he felt disengaged from the process of follow-up: 

“There is a list for patients with performance levels, we [administra-
tive staff] are less involved, it is for the nurse and the doctor.”

Culture of Follow-Up at the Clinic Level
Staff members at high-TR clinics described a clear system 
to ensure follow-up for “no show” patients. In contrast, 
low-TR clinics generally did not have a clear system. The 
system at high-TR clinics generally included the follow-
ing 6 aspects:

Having a System of Follow-up
At the high-TR clinics, the staff worked hard as a team to 
reach out to patients who did not follow-up with the PCP’s 
recommendations. They described a 
4-step plan. First, the administrative 
staff was assigned to prepare the “no 
show” list and contact patients who did 
not proceed with the recommended 
treatments on a fixed interval. Second, 
the nurse would reach out to patients 
who did not follow-up after the admin-
istrator had contacted them. Third, 
the PCP contacted those patients 
who still did not follow-up. Fourth, 
staff members asked the help of the 
social worker or a family member to 
reach out to patients who still did not 
follow-up. Participants quotes are pro-
vided in Table 3.

Informal Channels 
of Communication
Interviewees from all clinics described 
different ways that patients can com-
municate with the staff. At the high-TR 
clinics, however, staff members were 
more frequently engaged in informal 
modes of communication with the 
patient, such as sending a personal 
WhatsApp (Meta Platforms Inc) mes-
sage. One administrator told us:

“They [patients] will always have an 
address to turn to. Even my personal cell-
phone. I try every day to reply to all the 

messages, to everyone. So, if they cannot reach the desk secretary, I 
can respond via WhatsApp.”

In contrast, at low-TR clinics, the staff explained that they 
cannot be available all times: “I have no problem with giving 
away my number. I just say that I am not always available.”

Routine vs Ad Hoc Meetings
We found that high-TR clinics scheduled monthly or 
biweekly all-staff meetings specifically to address issues 
related to no-show patients. For example:

“We meet monthly, I ask the nurse to print out the no show list and 
we sit and discuss. Unless there is a situation that cannot wait, in 
which case we meet before.” (PCP)

“We meet weekly and discuss the patients who did not show or had 
abnormal blood tests. We discuss what to do.” (PCP)

“We (the staff) decided on a specific day of the week to follow on 
‘no show’ patients, and to meet and work on it together.” (Nurse)

In high-TR clinics, interviewees emphasized the impor-
tance of staff being present during these meetings, including 
the administrative staff. At the low-TR clinics, there were no 

Table 2. Relationship Aspects Among Staff Members and Between Patients 
and Staff

General theme Selected quotes
Source/high- or 
low-TR clinic

Close staff 
relationships

Our staff is very special. You will not meet many like 
us. We have amazing interpersonal relationships 
between us.

Nurse/high-TR 
clinic

We see each other every day. We think highly of 
each other. We are like a family. We are very close.

Administrator/
high-TR clinic

“Flat” 
relationships

Teamwork/
complementing 
each other’s 
work

We (staff members) believe in joint work. We have 
the same thinking.

Administrator/high-
TR clinic

There are patients who relate more to me, there are 
those who relate to the nurse, and those who relate 
to the doctor. The doctor will tell me what the 
patient said because it was easier for him to com-
municate with the doctor. This could happen to me 
or the nurse, and then we process with each other.

Administrator/high-
TR clinic

There is a list for patients with performance levels, 
we are less involved, it is for the nurse and the 
doctor

Administrator/
low-TR clinic

Peaceful approach 
toward chal-
lenging patients

I tell him (patient), “I know you were busy.” I do 
not tell him, “We made an appointment, and you 
didn’t come, you are irresponsible.” I would never 
tell a patient that he is irresponsible...I tell him no 
problem, all is well, let’s make a new appointment.

Administrator/high-
TR clinic

We (doctor and patient) greet each other. We talk 
and laugh about a joke to clear the air. Then I tell 
him you need to do this test and so on, and it is in 
your best interest. We try to convince him.

PCP/high-TR clinic

PCP = primary care physician; TR = temporal regularity .
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regular meetings to address the issue of no-shows, and staff 
addressed this issue individually, if at all. For example, one 
PCP shared: “I notice if a patient did not come, and just make 
the call [myself].”

None of the 6 low-TR clinics held regular meetings for 
patient tracking and engagement. As one nurse shared: 

“We do not have [such a] system. We mainly remember things, or 
the doctor will come [see us] between patients to inform us the 
patient did not arrive. Of course, there are things that we do not 
remember, and they get lost.”

Adapting Workflow to Meet Patient Needs
High-TR clinics emphasized the strategy of adapting the 
workflow to help give the most challenging patients every 
opportunity to follow up with the physician. Referring to 
challenging patients, one nurse described: “Sometimes the 
doctor may run late with the appointments. [The patient] 
may lose his patience. So, I invite [the patient] to my office to 
measure blood pressure and stuff. This way they will not run 
away.” Another PCP said: “For these [challenging] patients, I 
book double appointments.” Staff at low-TR clinics mentioned 

fewer of these sorts of creative strategies, even when asked 
explicitly. For example, one PCP said: “I do not try to make 
anyone do anything, I cannot force them [patients].”

Dealing With Bureaucracy on the Patient’s Behalf
The staff at high-TR clinics stated that they help patients 
to follow up on recommended treatments by offering to 
schedule appointments. For example, an administrator said: 
“I help with scheduling appointments. I send the fax, I make 
the appointment, so [the patient] will follow through with 
the treatment.”

Social Worker Recruitment
As part of efforts to improve the follow-ups of patients, the 
high-TR staff recruited the social workers’ help to understand 
the circumstances of patients or to address barriers faced by 
patients (Table 3). Low-TR staff did not mention this strategy.

Structural Factors to Achieve Higher Performance 
Levels
Participants described 2 main structural factors that had an 
impact on TR.

Table 3. The 4-Step Model of Follow-Up at the High-TR Clinics

Steps Selected quotes Source/high- or low-TR clinic

Step I: Administrative staff 
prepares the “no show” list 
and contacts patients who 
did not proceed with rec-
ommended treatments

If they (patients) do not show for a week or two, we see their name on the 
“no show” list and call again. We do not give up.

Administrator/high-TR clinic

We ask for the report (no show list) and we can see who came and who did 
not. This huge job is done by the administrator.

PCP/high-TR clinic

They (doctor and nurse) do not ask me to follow up with patients. The doctor 
is responsible and he follows. (Clinic Administrator)

Administrator/low-TR clinic

The doctors are the ones who reach out to patients to explain to them. I can 
explain administrative things but that is it. (Clinic Administrator)

Administrator/low-TR clinic

Step II: The nurse reaches 
out to patients who did not 
follow-up after the admin-
istrator had contacted them

It is called perseverance. You take responsibility for patients, and you con-
tinue calling.

Nurse/high-TR clinic

Usually, I nag the patients until they come in. There are patients who do not 
respond first so I need to nag them several times until they show up.

Nurse/high-TR clinic

Step III: The PCP contacts 
patients who still had not 
followed-up

Most patients will respond positively to my request; if they do not follow 
through after the nurse has tried, they will think, well the doctor bothered 
calling so let’s try to follow his recommendations.

PCP/high-TR clinic

The doctor has more influence on the patient. When the doctor tells the 
patient that he needs him to do this and that and come back, well there is 
a lot of respect for the doctor, so he (patient) will not say no to the doctor. 
They respect me too, but with the doctor it is different.

Administrator/high-TR clinic

I (doctor) prepare the list. I will ask the nurse to follow up. If she contacts 
the patient the same day, she gets back to me about when he can come in.

PCP/low-TR clinic

Step IV: The social worker/
family member reaches out 
to patients who still did not 
follow-up

The doctor will try to do what is needed. But sometimes you need to do 
more, so you ask the social workers to intervene. Especially when there are 
financial difficulties.

PCP/high-TR clinic

I had a patient who did not buy the medications, it turned out that he had 
financial problems, so we involved a social worker and now he receives the 
medications regularly.

Nurse/high-TR clinic

If the patient is married, I always ask him to come with his wife. Usually, the 
wife is the one to handle things.

Nurse/high-TR clinic

PCP = primary care physician; TR = temporal regularity .
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Access to the Patient File
When asked about efforts to follow-up with patients, admin-
istrative staff from low-TR clinics emphasized that they have 
limited access to patient files, making it harder for them to 
initiate follow-ups. One administrator said: “I do not have 
access to medical files, I cannot tell [which ones are] the 
chronic patients. So, I cannot initiate follow ups.” Adminis-
trators at high-TR clinics found ways to bypass this limited 
access by screening each patient once they enter the clinic:

“The patient enters the clinic. [At that time], I can see 
which parameters are missing and I tell the nurse.”

“Recently, the system shows us that a certain patient, for 
example…must undergo certain tests. So, when we see in the 
system that the patient has the red square next to his name, 
we direct him to the nurse.”

Health Care Service Incentives
Staff at the high-TR clinics mentioned incentives, such as a 
day off for a staff picnic, provided by the LHS administra-
tion for clinics that have achieved high performance levels of 
obtaining needed tests for certain patients. As one PCP said: 
“We are measured according to how we perform and follow 
up on patients. We have high levels. This is important.” An 
administrator described: “They measure our performance, 
whether we follow up on patients, whether patients follow up 
on recommended tests. If [our clinic performs well compared 
to other clinics], then we are high on the chart. So as an 
encouragement, they give us a treat.”

Staff at low-TR clinics seemed to be less familiar with 
these incentives, as suggested by the following nurse: “I have 
not heard of incentives provided by the administration to 
follow-up on patients.”

DISCUSSION
Challenges faced by the health care staff to engage patients 
in regular, proactive patterns of primary care visits have been 
widely reported.36-38 Only a highly functional health care 
team can overcome these challenges to promote a more regu-
lar pattern of follow-up visits.39,40 We undertook this qualita-
tive study to compare clinics with more– and less–temporally 
regular patterns of primary care visits and to learn what 
strategies clinics can adopt to promote more regular follow-
up through more effective patient engagement. While most 
studies focus on nurse-physician relationships, the uniqueness 
of this study is that it included the perspectives of the admin-
istrative staff and pharmacists.

Our main findings suggest that high-TR clinics are 
characterized by close working relationships among staff. 
Corresponding with the Organizational Dimensions of the 
Structuration Model of Collaboration28,29 and Sullivan’s 
framework of collaboration,30 high-TR clinics show fewer 
hierarchical and more flat structures within the staff. The 
interviewees described flat relationships which allude to a 
more democratic team, where every team member is part of 

the decision-making process.41,42 They described an interdis-
ciplinary team where team members align in their values and 
must depend on one another to complete the task of persuad-
ing patients to visit the PCP regularly and follow up with 
medical recommendations.43,44

Studies about teamwork in health care systems emphasize 
interdependency and shared goals.16,17,45 In addition to these 
elements, this study’s findings highlight role alignment, where 
PCPs perceived that their role aligned with the nurse and the 
administrative staff when motivating patients to follow up.

Further, effective teams improve patient safety by part-
nering with patients, adapting to their needs, and cultivating 
personal relationships.46-48 The high-TR staff in this study 
suggested implementing an adaptive workflow system, and 
constantly and informally communicating with patients. 
While these techniques might have improved follow-ups of 
challenging patients, they might also result in exhausting 
the staff.49 Interestingly, the high-TR staff described being 
motivated to pursue challenging patients and did not discuss 
the burden of off-work communication with patients, further 
underpinning the importance of working within effective 
interdisciplinary health care teams.

High-TR-clinics were characterized by 6 techniques and 
best practices to facilitate follow-ups of chronic patients. 
They emphasize the importance of having a system of follow-
up. These strategies contributed to higher-functioning health 
care teams and would be worth emulating more widely by 
clinics looking to improve their performance. It would also 
be worth designing an interventional study to measure the 
impact of a formal attempt to promote these strategies on TR, 
as well control of chronic conditions.

Limitations
This study has limitations. We only compared the TR of clin-
ics within the LHS system to each other. It may be that none 
of the clinics in our study is achieving what would be an ideal 
level of TR yet, but there is no way to know for sure. Also, 
we excluded patients’ perspectives at the participating clinics, 
which could provide additional insights regarding how some 
clinics achieve higher TR. Further, the study included a lim-
ited number of participants from each group, which limits the 
generalizability of our findings.

CONCLUSIONS
This study suggests that stronger teamwork between staff 
members and an interdisciplinary team where every team 
member is part of the process of promoting regular follow-
ups of patients with chronic conditions can result in proactive 
medicine and improve patients’ regular follow-ups with medi-
cal recommendations in primary care settings. The 6 strate-
gies mentioned by high-TR staff members that contribute to 
patients’ follow-up may be useful to educational and clinical 
programs promoting patient-centered care50,51;specifically, 
programs focusing on how medical staff utilize their 
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dynamics and close relationships to improve health outcomes 
and how PCPs’ role alignment with the health care staff can 
facilitate regular follow-ups of challenging patients.

 Read or post commentaries in response to this article.
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