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EXECUTIVE SUMMARY

The Consultant Specialist Team Care (CSTC] initiative, supported by the Specialist Services Committee
(SSC]), enables community-based specialists across British Columbia to implement team-based care
(TBC) models within their practices. The primary objectives of CSTC are to improve patient and provider
experience while increasing access to specialist care.

From April 2025 to March 2026, Cohort 3 supported 15 specialist-led teams across 12 specialties to design
and implement TBC models. Catalyst Consulting conducted an independent evaluation to assess program
outcomes using the Institute for Healthcare Improvement (IHI] Quintuple Aim framework, in collaboration
with the Doctors of BC.

Key Findings

¢ Strong Implementation Success
93% of participating teams implemented and sustained team-based care models during the
evaluation period, surpassing the program'’s 90% implementation target and demonstrating
feasibility across diverse settings.

o Positive Patient Experience & Improved Provider Experience
The program met and exceeded its experience-related goals:

e 95%+ of patients reported positive care experiences across all measured domains while receiving
care in a TBC model (target: 90%)

e 89% of specialists reported job satisfaction working in team care models (target: 80%)

In addition to high overall job satisfaction, specialists reported substantial improvements across
all measured dimensions of provider experience, particularly:

e Work-life integration (+44 percentage points)

¢ Time available for documentation (+43 percentage points)
e Alignment of professional values (+40 percentage points)
e Control over workload (+34 percentage points)

These improvements were driven by reduced administrative burden, optimization of team roles
and responsibilities, and increased focus on complex clinical care.

e Gainsin Access and Capacity 6 ‘

TBC continues to demonstrate success in
improving patient access to specialty care, with Due to switching to team care,
this cohort showing an 8.4% increase from 9.8 to I was able to reduce my wait
10.6 consults per clinic day. This translates to an list from 12t0 18 n:nonths to less
additional 150 patients being seen by a specialist than three to six months.

for new consultations each month. While consult - Participating Specialist
capacity gains were more modest than the
program target of 25%, Cohort 3 sites entered the
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program with substantially higher baseline consult volumes than previous CSTC cohorts, leaving less
opportunity for large proportional increases while still achieving meaningful improvements in access.

e Participating specialists also reported meaningful reductions in wait times, more efficient triage
processes, and improved continuity of care following implementation of team-based care.

* Emerging System-Level Benefits
Qualitative findings indicate that TBC is contributing to:

e Improved health outcomes through earlier intervention and more comprehensive, coordinated
management of patient conditions.

e Enhanced health equity and access to care for vulnerable populations by reducing reliance on
patient self-advocacy and enabling more proactive outreach.

e Greater system efficiency through more effective use of health care resources, including
optimized scope of practice, improved care coordination, and earlier intervention, with potential
reductions in reliance on acute care services.

o Enablers of Success

CSTC’s structured, cohort-based model was a critical driver of implementation success. Key
enablers included:

e Mentorship and peer learning
e Site visits and practical implementation support
e Clearly defined timelines and accountability mechanisms
These elements helped translate the model into practice and supported sustained implementation
across sites.
¢ Sustainability and Future Opportunities

Most specialists plan to continue operating in TBC models, indicating strong specialist buy-in and
perceived value. There is also strong interest in expanding the model within practices and across
specialties where it is demonstrating positive impact.

Findings highlight opportunities to further strengthen model sustainability, given financial viability
concerns for some sites, alongside ongoing time and capacity constraints.

Conclusion

CSTC Cohort 3 demonstrates that TBC is a feasible, effective, and scalable model for improving specialist care
delivery in community settings. The program delivered substantial gains in patient and provider experience,
measurable improvements in access, and promising qualitative signals of broader system-level impact.

Continued investment in TBC is warranted, with targeted attention to:

¢ Strengthening financial sustainability of the model
e Supporting sustained implementation across sites

e Expanding and scaling the model across the health care system
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INTRODUCTION: ABOUT CSTC COHORT 3

With support from the Specialist Services Committee (SSC), the Consultant Specialist Team Care (CSTC)
initiative supports community-based specialists to develop, implement, and sustain team care models
within their practices. These models are designed to improve patient and provider experience, while
increasing access to specialist care in response to growing demand.

Building on the successes and learnings from the first two cohorts, CSTC Cohort 3 evolved to place greater
emphasis on mentorship and peer-to-peer learning as key supports for implementation. This shift reflects

a growing focus on supporting specialists to not only adopt team-based care (TBC), but to do so in a way
that is practical, sustainable, and grounded in real-world experience.

CSTC uses the |HI Breakthrough Series to inform its activities and supports. The program takes a structured,
collaborative approach, supporting specialist teams to transition their models of care over a one-year
period. CSTC uses a cohort design, where specialist teams transition to team care models concurrently,
learning from and supporting one another throughout the process. This work is supported through a
combination of funding to onboard team members, mentorship, site visits, peer learning, webinars, and
access to practical tools and resources, such as a Toolkit.

From April 2025 to March 2026, Cohort 3 engaged 15 teams across BC, spanning 12 unique specialties.!

CSTC Cohort 3 aimed to achieve the following aim and goals by March 2026.

pogamim ——————Joows

By March 31, 2026, 90% of 1. Specialist consult (clinical) capacity will increase by 25%.
specialists will implement a
team-based care model in their
community-based practices.

2. 80% of participating specialists will indicate job satisfaction.

3. 80% of participating teams will report 90% patient satisfaction
with receiving TBC.

1 Teams represented the following specialties: Physiatry and Pain Medicine; Psychiatry; Gastroenterology; Neurology; Internal
Medicine; Anesthesiology/Chronic Pain; Otolaryngology; Hepatology/Gastroenterology; Ophthalmology; Orthopedic Surgery;
Pediatrics; and Endocrinology.
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EVALUATION OVERVIEW & METHODS

Catalyst Consulting was commissioned to conduct an evaluation of Cohort 3. This report presents

key findings on the impacts of team care models on access [consult capacity]), patient and provider
experience, and qualitative signals of improvements in health outcomes, health equity, and effective use
of health care resources.? The sustainability of the newly formed team care models was also assessed. The
initiative’s evaluation questions and Institute for Healthcare Improvement (IHI) Quintuple Aim were used as
frameworks for assessment.

Data was collected and analyzed from the following sources. Validated tools were used to assess the
constructs of interest, where possible.

e Monthly Journals containing clinical consult data
e Provider Experience Surveys (see Appendix A] with:

e Specialists. Responses were collected at the beginning (n=20]; middle (n=12}; and end of the
program (n=18).

¢ Allied Health Professionals (AHPs) and Nurses. Responses were collected at the middle (n=9] and
end of the program (n=6).

o Office Managers and Medical Office Assistants [MOAs). Responses were collected at the middle
(n=11) and end of the program (n=12).

e Specialist site-lead interviews (n=17), representing 100% of participating teams.®

e Patient Experience Surveys (n=673) collected across 13 of the 14 sites [see Appendix BJ.

2 Health outcomes, health equity, and cost to the health care system were not assessed quantitatively in this evaluation.

3 A total of 15 teams participated in CSTC Cohort 3. In some cases, more than one specialist from a team participated in the site-
lead interview, resulting in 17 interviews overall.
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KEY FINDINGS

1. Goal Progress
Was CSTC Cohort 3 successful in reaching its aim and goals?

As of March 2026, Cohort 3 successfully achieved its overall aim, as well as goals related to improving
the patient and provider experience. Nearly all participating sites implemented team care models, and
both patient satisfaction and specialist job satisfaction surpassed program targets. While clinical consult
capacity improved across sites, results fell below the defined target.

As shown in Figure 1, final evaluation results show that:
e 93% of participating sites (14/15) implemented and sustained a team care model for the duration of the

program, exceeding the program aim of 90%.

e Consult capacity increased by 8% across participating sites (from 9.8 to 10.6 consults per clinic day],
representing an improvement in clinical throughput, though below the target of a 25% increase.

o 89% of participating specialists reported job satisfaction working in a team care model, surpassing the
target of 80%.

e Patient surveys were submitted by 13 of 14 participating sites (93%). At every site, more than 90% of
patients reported being satisfied with the care they received. Overall patient satisfaction across all sites
was 96%, exceeding the 90% target.

Figure 1. Achievement of CSTC Cohort 3 aim and goals, in relation to targets*

Collaborative End Results [l Target

Aim: 90% of sites implement 90%
a team care model °

Goal 1: Specialist clinical
capacities increase by 25% 8% I 25%

Goal 2: 80% of specialists o R
report job satisfaction with TBC 89% 80%

Goal 3: 90% of patients report

) O,
satisfaction receiving TBC 96% I go%

The following report sections provide additional detail on progress towards the above goals over the
course of the program.

4 Data from one participating site were excluded from the analysis of the following data sources, as the site did not sustain a TBC
model for the duration of the program: consult capacity, provider experience, and patient experience data.
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2. Consult Capacity & Access
How did sites’ consult capacities change after implementing team care models?

Across all participating sites, consult capacity increased by 8.4% following the implementation of team
care models.

When comparing the average number of patient consults completed by all sites per day before and

after team care implementation, the results show an 8.4% increase from an average of 9.8 to 10.6 patient
consults per clinic day (Figure 2).5 This translates to an additional 150 patients being seen by a specialist for
new consultations.

Cohort 3 sites entered the program with substantially higher baseline consult volumes than previous CSTC
cohorts. For example, Cohort 2 increased from 6.6 consults per clinic day at baseline to 8.7 by program
end, compared to 9.8 to 10.6 in Cohort 3. This suggests there was less opportunity for large proportional
increases in consult capacity while still achieving meaningful improvements in patient access.

Figure 2. Change in consult capacity for CSTC Cohort 3 sites before
and after implementation of team care models [n=14) ‘ ‘
120 t Our nurse is able to
o ¥ see a lot of follow-up
g 100 -— 10.6 patients. And so that
2 9.8 . actually is freeing up
g 8.0 ’ a significant amount
S of time for me to be
El able to see our new
g o0 patients that need care,
= and have been waiting
'*CEL 4.0 some time for it.
E - Participating Specialist
@ 20
= Due to switching to
0.0 team care, | was able to
Baseline Program End reduce my wait list
(Before TBC Implementation) (TBC in Place) from 12 to 18 months
to less than three to
six months.

In addition to increases in consult capacity, specialists
consistently described improvements in patient access following
implementation of TBC. Qualitative findings highlighted reduced
wait times and wait lists, more efficient triage and referral

processes, and improved continuity of care through more timely , ’
follow-up and patient support between visits.

- Participating Specialist

5 Consult capacity is defined as the average number of patient consults completed per clinic day. Consult capacities are based
on four-month averages (before and at the end of CSTC Cohort 3). The program-wide figures were calculated by combining all
sites into one.
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3. IHI Quintuple Aim

What are the impacts of implementing team care on Quintuple Aim Outcomes?

Provider Experience

Findings indicate that provider experience among participating specialists improved across all
dimensions assessed following the implementation of team care models. The greatest improvements
were observed in: work-life integration; having sufficient time for documentation; control over
workload; and alignment of professional values within teams.

Participating specialists were asked to rate various aspects of their experience working within TBC
models at three time points: (i) at the beginning of the program (before TBC implementation];

(ii) mid-program; and {iii) at the end of the program [with TBC in place] (Figure 3).> Comparing ratings
before and after the implementation of team care models, results show consistent improvements across
all dimensions of provider experience assessed.” The largest gains were observed in areas related to
workload sustainability and efficiency. In particular, substantial improvements were reported in: work-
life integration (+44 percentage points); sufficient time for documentation (+43 percentage points);
alignment of professional values within teams (+40 percentage points); and control over workload

(+34 percentage points).

Note that more detailed results showing provider
experience ratings across all three time points
collected are provided in Appendix C. Overall, trends
suggest that improvements developed over time, with
the strongest gains observed at program end.

Baseline [pre-TBC implementation) provider
experience findings were broadly consistent with
national trends reported in the 2025 Canadian Medical
Association (CMA) National Physician Health Surveys®,
particularly across the domains of job satisfaction,
burnout, Electronic Medical Record (EMR] use outside
of work hours, and work-life integration. At program
end, following implementation of TBC, provider
experience ratings in these areas improved and were
more favourable than those reported in the national
survey, pointing to the potential for TBC to enhance
physician experience.’

6 Physician Experience Survey questions were informed by the validated “Mini Z” tool (Institute for Professional Worklife, 2020), as
well as questions from the CMA National Physician Health Survey (CMA, 2021).

7 Improvements were defined as the proportion of respondents selecting positive response options on Likert-scale items, based
on the Mini Z scoring methodology (Institute for Professional Worklife, 2020).

8 Canadian Medical Association (CMAJ; Ipsos. CMA 2025 National Physician Health Survey. Ottawa, ON: Canadian Medical
Association; 2026. Accessed April 8, 2026. https://digitallibrary.cma.ca/link/digitallibrary1418

9 It is important to note differences in validated instruments employed in this CSTC Cohort 3 evaluation and the CMA National
Physician Health Survey, which limits direct comparability between results.
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Figure 3. Percent of positive responses for aspects of provider experience examined, before and after
TBC implementation

0 Baseline (Before TBC Implementation) Q Program End (TBC in Place)

Job Satisfaction @ 24%
Less burnout symptoms @ 33% 1

Alignment of teams' professional values @ 40%
Team efficiency @ @ 30%
Better control over workload 34% 1

19%

Less job-related stress @ @
Sufficient time for documentation @ 43% 1

Less time on EMR at home

oy -

13%

Less frustration with EMR @

Work atmosphere 34% "

Safety to speak up about mistakes @ 20% 1
Work-life integration @ 44% 1

Findings from the specialist interviews corroborated these findings and provided important context for the
improvements observed. Specialists described reduced administrative burden through delegation of tasks
such as triaging, documentation, and follow-up, which decreased after-hours work and improved work-life
balance. They also described a shift in their roles due to team care, with greater ability to focus on complex
clinical care, contributing to increased job satisfaction and a stronger sense of purpose. Specialists also
emphasized the value of working within a team environment, noting reduced isolation, greater shared
responsibility, and more collaborative problem-solving.
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66

It used to be a lot of work...
many, many hours of triaging
have drastically reduced due
to having an AHP to our team

66

It was overwhelming... | needed
to bring someone on to help
support follow-ups and other

tasks. Our new team member
is able to see a lot of follow-up
patients now, which frees up a
can focus on clinical tasks that significant amount of time for
require my expertise and what | me to see new patients who
am passionate about. need care.

now. They are taking those
referrals, aggregating all of
their imaging reports. Now |

%29 %29

While many described improvements over time, some noted an initial increase in workload during early
implementation, particularly related to hiring, training, and redesigning workflows; however, this was
widely viewed as a worthwhile investment given the benefits that followed.

Specialists’ team members (MOAs, Office Managers, AHPs, and nurses) rated dimensions of provider
experience over the course of the program, both midway through the program (once team members
were integrated into models) and at program end. Overall, results suggest that the introduction of team
care did not substantially shift burnout, well-being, or perceived work pace for most team members over
this timeframe (see Appendix DJ. This likely reflects several factors, including the short implementation
period (October to February), during which team models were still being established and refined, as well
as the introduction of new roles and workflows that may have offset early benefits. In addition, baseline
levels of work-life integration and well-being among non-physician team members are generally higher
than among physicians, which may limit the degree of observable improvement over a short period.

Patient Experience

Patient survey findings show that the vast majority of respondents had positive experiences receiving
care within sites’ team care models. These findings were strongly corroborated by specialists, who
described improvements in patient access, including reduced wait times for consults, increased clinic
capacity, and more timely and continuous support between visits following implementation of TBC.

The majority of patient survey respondents had positive experiences receiving care within the sites’ team
care models (Figure 4). On average across Cohort 3 sites, 93% or more of the patients surveyed provided
positive ratings of:

e being treated with courtesy and respect;

e having confidence in the clinical teams;

e satisfaction with how clinical teams listened;
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o feeling confident to manage their own health;

¢ the clinic teams working well together; and satisfaction with their care overall.”®"

When asked about the involvement of family and/or friends in their care, 43% of patients reported

that involvement met their preferences (usually or always), while 45% indicated the question was not
applicable. A small proportion (5%) reported that involvement occurred never or only sometimes, and 6%
were unsure. Given the context-dependent nature of this measure, it is not illustrated in the figure below.

Detailed results from the Patient Experience Survey are summarized in Appendix E.

Figure 4. Patient experience ratings after visits within sites’ team care models (n=673]

m Positive responses = Neutral, N/A or not sure  m Negative responses

Treated with courtesy and respect 99% 1%

Confidence in clinical team

Satisfaction with how the clinical team listened 95% 3% 2%
Confidence to manage own health 93% 6% 1%

Clinic team worked well together 94% 4%2%

Overall satisfaction with care ) 2% 2%

GG 66

. . With the allied health professional there,
With the.allled health she acted as an [extra] pair of ears that
professional there, actually had time to listen to patients.
That allows patients to feel heard. It also
took a lot of burden off me in that regard
because that active listening is essential
but can take a lot of energy.

patients received more
time, more listening,
and more support
between visits.

- Participating Specialist

29

- Participating Specialist

729

“Positive ratings” were defined as the top two positive response options in the Likert scales; negative ratings were the bottom two.

10

n Patient surveys from a total of 13 different specialists were included in this analysis, with varying numbers of responses per clinic.
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Findings from specialist interviews strongly corroborated patient survey results, particularly in relation

to timely and comprehensive access to care. Specialists consistently described improvements in access
following implementation of TBC, including substantial reductions in wait times and increased clinic
capacity through more efficient triage, referral, and follow-up processes. Enhanced team functioning

also enabled patients to access care more readily between visits, with team members providing timely
responses, follow-up, and support without requiring a specialist appointment. In addition, some specialists
reported that patients received longer total appointment time across providers, supporting more
comprehensive assessment and education within a single episode of care. Together, these changes were
described as improving the timeliness, continuity, and overall access to care.

Health Outcomes

Specialists reported that TBC likely leads to better patient health outcomes by improving access,
timeliness, coordination, and overall comprehensiveness of care, enabling earlier intervention and more
proactive, holistic management of conditions.

Specialists explained that TBC practices allow patients
to be seen earlier in their care journey, supporting

more timely clinical decision-making and initiation of ‘ 6
treatment while reducing delays between key steps in
care (e.g., consults and follow-up) through streamlined

workflows. These improvements in access, timeliness, A lot of times, someone just
and coordination were perceived to have important needs a small adjustment to
downstream implications for patient health outcomes. their medication. If | have a
They may help prevent conditions from worsening or team that can respond within 24
becoming more complex over time, while also reducing to 48 hours, | can manage that
reliance on acute care services and associated costs. without them ending up in the

emergency department.
TBC was also described as enabling more comprehensive

assessment within a single episode of care, with input
from multiple providers (e.g., specialists, AHPs, and
nurses). This more holistic and coordinated approach to

care planning was perceived to reduce gaps in care and ’ ,
support more continuous, integrated care for patients.

- Participating Specialist

Equity

Specialists reported that TBC contributes to improved equity by reducing reliance on patient self-
advocacy and enabling more proactive, continuous, and comprehensive care, particularly benefiting
individuals facing systemic barriers to access and navigation.

Specialists explained that in TBC, nurses and allied health play a key role in delivering proactive outreach,
ongoing follow-up, and sustained patient engagement through activities such as proactive check-ins,
patient education, and care coordination. While these supports are provided to all patients, they were
perceived to be particularly beneficial for individuals facing socio-economic barriers, competing life
demands, or challenges navigating the health care system, who may be less able to initiate or maintain
contact with care providers. By shifting responsibility from patients to care teams, this approach was seen
to reduce gaps in care and decrease the likelihood of vulnerable individuals falling through the cracks.

13
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Team care models were also described as improving access to services for patients with limited financial
resources. In some models, embedded education and allied health supports reduced reliance on non-
publicly funded services (e.g., physiotherapy, counselling] that are often difficult to access without
extended health benefits.

Finally, TBC was perceived to better support patients with complex needs by enabling longer, more
comprehensive interactions and input from multiple providers. Specialists explained that this approach
better meets the needs of patients requiring additional time and support, including those facing language
barriers or managing complex or chronic conditions.

Patients with chronic conditions, particularly
Many of my patients have those from immigrant communities, don’t
low health literacy, language know how to navigate the system or
barriers, and are working advocate for themselves, so they're the
multiple jobs just to get by. ones who are left behind. What this model
My team care model helps has done is create the space to actually
mitigate those inequities reach those patients—whether that’s
by having our nurse simply through more timely access, or by building
call to check in with them more intentional pathways and supports
through proactive check-ins. for groups who have historically been
It makes a huge difference overlooked. It’s not just improving access,
because it’s supporting it’s helping address gaps at a system level
people who would otherwise for populations who would otherwise
fall through the cracks. continue to fall through the cracks.
- Participating Specialist - Participating Specialist

Use of Health Care Resources

Specialists reported that TBC improves efficiency and likely reduces costs to the health care system by
optimizing scope of practice and enabling more proactive, coordinated management of care.

TBC improves practice efficiency by shifting various tasks, such as follow-up care, triaging, and
administrative work to team members. This redistribution of work reflects an optimized scope of practice,
ensuring tasks are completed by the most appropriate provider, reducing specialist workload. This
increased capacity allows specialists to see more patients, particularly new and urgent cases, while
focusing on higher-complexity care.

Specialists also noted that CSTC supported the adoption of tools and process improvements that
streamlined clinic operations, such as the Al scribes, EMR templates, and workflow redesign to improve
documentation, triaging, and clinic efficiency, with potential downstream implications for cost savings.

14
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Specialists speculated that improved care coordination and continuity associated with TBC further
contributed to efficiency gains and reduced duplication of services. Follow-up and communication by
team members reduced the need for multiple interactions with specialists to address the same issue,
supporting more coordinated care and more efficient use of specialist time and clinic resources.

These improvements were also perceived to have important downstream implications for cost savings and
avoidance. Earlier access to care and proactive follow-up were perceived to support better management
of patient conditions, helping to prevent deterioration and reduce the likelihood of acute care use and
hospitalizations. This suggests opportunities for cost savings through reduced reliance on higher-cost
services and more efficient use of health care system resources.

TBC was also described as a cost-effective approach to expanding capacity of the specialty care system,
enabling more patients to be served without increasing specialist supply.

‘ 6 When you have a strong team-based
- care model in the outpatient setting,
. We are providing more fewer patients end up in the emergency
timely access through team department or hospitalized. That’s a
care, so that should decrgase huge cost difference - it’s about $5,000
the use of acute care services a day for a hospital stay versus roughly
and save the health care $200 for a specialist visit. By improving
system.money. By atta.chlng access, responding to patients quickly,
an allied hea!th. prowd,er and managing issues early, we prevent
. to ea.ch speC|a!|st, youre unnecessary ER visits, reduce duplication
increasing capacity at a much like multiple consults and tests, and stop

lower cost. conditions from escalating. Investing in
- Participating Specialist team-based care upfront actually saves the
health care system a significant amount of
money downstream.
, , - Participating Specialist

29

4. Program Enablers

CSTC program supports, particularly mentorship, site visits, and peer learning opportunities were
critical enablers of team care implementation success, helping specialists translate concepts into
practice and sustain progress over time.

Findings from specialist interviews consistently highlighted the importance of CSTC’s structured,
collaborative approach in supporting the transition to team care models. The program’s defined timelines
and deliverables created a strong sense of accountability that helped teams move from intention to action.

15
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At the same time, participating alongside other specialist-led teams provided valuable opportunities for
shared learning and exchange of practical insights, helping specialists navigate common challenges and
refine their approaches.

Mentorship and site visits played a complementary role in reinforcing this learning and supporting
implementation. Specialists reported that mentorship was most effective when there was strong alignment
between mentors and participating specialists, as well as regular, ongoing engagement. In these cases,
mentors provided practical, evidence-based advice, helped specialists work through these challenges,
and offered a sounding board to refine ideas and next steps. Site visits further supported this process by
making team care models more tangible, allowing specialists to observe workflows, team roles, and care
processes in practice. Together, these supports helped participants translate ideas into concrete actions.

66 66

One of the valuable aspects The mentors were very helpful in providing
was the opportunity to guidance along the way. Helping us
interact with specialist troubleshoot challenges that popped
colleagues and work through up. They were always there for us when
this change together. And we needed them. Having the support of
hear their experiences. We colleagues who’ve already done it and
were able to learn plenty seeing how others have successfully
from each other. implemented it was very valuable.
- Participating Specialist - Participating Specialist

29 29

5. Sustainability & Spread

Most specialists plan to continue operating in a team care model, though sustainability depends on
time, resources, and funding, with interest in spreading the model where it is working well.

Following completion of CSTC Cohort 3, most specialists reported that they plan to continue adopting
TBC, particularly where these approaches have been integrated into existing workflows and are already
supporting care delivery.

When specifically asked about financial sustainability, most specialists reported that it remains uncertain
or that they were unsure. Smaller numbers indicated that their models were financially viable (if not
profitable], while others noted potential added costs related to time, coordination, and resource
requirements.

Time and capacity were also identified as ongoing constraints. Sustaining team care was described as
requiring continued effort, which can be challenging to balance alongside clinical responsibilities.

16
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Specialists also identified opportunities to expand TBC within their own settings and to similar contexts. This
included interest in extending the model to additional specialists within their practice, particularly where
colleagues had observed its benefits, as well as to others within the same specialty facing similar referral

patterns, wait times, or access challenges.

66

| would say that it’ll take about a
year and a half for our nurse to be
basically revenue neutral. And the

plan is to continue on with team
care... if anything, we’re probably

looking at hiring another nurse.

- Participating Specialist

29

66

The challenge with the model is
that it’s not necessarily financially
feasible... nurses do come with
relatively high fees... and as soon
as we have a patient no show, then
I'm at a loss... we still need to make
payrolls, we still need to pay rent.

- Participating Specialist

29
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CONCLUSION

Findings from this evaluation demonstrate that Cohort 3 of CSTC was a successful program. CSTC
supported 15 participating sites to implement TBC, with 14 sites implementing and sustaining the model
for the duration of the program. Through participation in CSTC, sites also adopted new approaches to
improving clinic efficiency, including workflow redesign and use of Al tools to streamline care delivery.

Across all participating sites, program goals related to provider experience and patient-reported
experience were achieved, with both surpassing established targets. Clinical consult capacity also
improved following implementation of team care models, indicating that TBC models continue to produce
meaningful gains in patient access and efficiency.

Beyond these core outcomes, findings provide strong evidence that team care is improving access,
timeliness, and coordination of care, while supporting more comprehensive and proactive management of
patients. Early signals also suggest positive downstream impacts on health outcomes, equity, and system-
level efficiency and costs.

Overall, the results demonstrate that TBC is an effective and scalable approach to improving care delivery
in community-based specialist settings. The findings support continued investment in, and spread of the
CSTC model.
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RECOMMENDATIONS

Based on findings from the CSTC Cohort 3 evaluation, the following recommendations are put forward for
consideration by the CSTC Working Group and SSC.

1. Continue investing in TBC models

The positive results from this evaluation support continued investment in this model as an effective
approach to improving access and strengthening care delivery in community-based specialist
settings.

2. Support the financial feasibility of team care

Findings indicate that financial sustainability remains an area of uncertainty for some sites. Continue
to consider opportunities to better support the financial feasibility of TBC models as they mature.

3. Continue investing in peer learning and mentorship

Maintain and strengthen CSTC’s collaborative cohort model, including mentorship, teams
participating in tandem, and peer learning, which was a key enabler of implementation success and
practical, experience-based learning across sites. In addition, continue to explore Communities of
Practice as a mechanism to support ongoing peer learning in TBC and promote the sustainability of
implemented models over time.

4. Strengthen future evaluation efforts
To strengthen future evaluation efforts of CSTC cohorts, consider:
¢ Continuing to track outcomes beyond the formal program period to assess sustained and longer-

term impacts.

e Exploring alternate, or supplementary indicators of access and capacity by complementing
consult capacity with additional indicators (e.g., specialist consult time, follow-up appointment
volumes, etc.).

e Further exploring system-level impacts, such as health outcomes, cost avoidance, and system
efficiency.
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APPENDICES

Appendix A. Provider Experience Survey

ulﬁ CONSULTANT SPECIALIST

Provider Experience Survey =i ™=vca

The Provider Experience Survey is for measuring the level of work-related stress and satisfaction for
specialists and their clinic staff. We will ask CSTC participants to complete this a few times over the
Collaborative. Results will be anonymous and only the aggregate results will be reported. This survey is
expected to take five to ten minutes.

Team:
Role: [J Specialist physician [0 Nursing [J Allied Health Professional
J Medical Office Assistant [J Other:
Overall, | am satisfied with my current job.
[J Strongly [J Disagree [ Neither agree [J Agree O Strongly J Not
disagree nor disagree agree applicable
Using your own definition of “burnout”, please choose one of the answers below:
O Ifeel [ The symptoms O lam beginning O Iam under O I enjoy my [ Not applicable
completely burned  of burnout that I’'m to burn out and stress, and don’t work. | have no
out. | am at the experiencingwon’t  have one or more always have as symptoms of
point where | may go away. | think symptoms of much energy as | burnout.
need to seek help. about work burnout, e.g. did, but | don’t feel
frustrations a lot. emotional burned out.
exhaustion.
My professional values are well alighed with those on my team.
[ Strongly [0 Disagree O Neither agree O Agree [0 Strongly 0 Not
disagree nor disagree agree applicable
The degree to which my care team works efficiently together is:
O Poor 0 Marginal [J Satisfactory J Good [J Optimal J Not
applicable
My control over my workload is:
O Poor 0 Marginal [0 Satisfactory O Good O Optimal 0 Not
applicable
| feel a great deal of stress because of my job.
[ Strongly [ Disagree O Neither agree [ Agree [ Strongly O Not
disagree nor disagree agree applicable
Sufficiency of time for documentation is: (This includes clinical and/or administrative documentation).
O Poor 0 Marginal O Satisfactory O Good [ Optimal O Not
applicable
The amount of time | spend on the electronic medical record (EMR) at home is:
[J Excessive [0 Moderately [0 Satisfactory [0 Modest O Minimal/ O Not
high none applicable
The EMR adds to the frustration of my day.
[J Strongly [ Disagree O Neither agree [ Agree [ Strongly O Not
disagree nor disagree agree applicable
What best describes the atmosphere in your primary work area?
[ Hectic, O [ Busy but O [ Calm [ Not
chaotic reasonable applicable
If | made a mistake on this team, | would feel safe speaking up.
[J Strongly [ Disagree O Neither agree [ Agree [ Strongly O Not
disagree nor disagree agree applicable
Please rate your satisfaction with work-life integration (i.e. meeting personal and professional obligations).
O Very [0 Dissatisfied [0 Neutral [ Satisfied [ Very satisfied J Not
dissatisfied applicable

Thank you for your time and feedback.

20




CSTC ¢ Cohort 3 Evaluation Report

Appendix B. Patient Survey

ﬂk CONSULTANT SPECIALIST

Patient Survey SIIE TeaM cARe

To continue to improve our services, we would like to know what you think about the care you
received. Please take 3 to 5 minutes to complete the following survey. This will help inform the care we
provide to ensure it meets your needs. All responses will remain confidential and anonymous. The clinic
will only see a summary of all patients surveyed.

If you do not wish to complete the survey, you will still receive the care you require. If you have other
feedback, please feel free to talk with the clinic staff.

The doctor | saw was:

Month of visit:

Did the clinic team treat you with courtesy and respect?
O O O O O
Never Not very often Sometimes Very often Not sure

Did you have confidence and trust in the clinic team you saw or spoke to?
O O O O
No, not at all Yes, to some extent Yes, definitely Not sure

How satisfied are you with the way the clinic team listened to you during the visit?
O O O O O O
Very dissatisfied Dissatisfied Neither satisfied Satisfied Very satisfied Not sure
nor dissatisfied

Did your clinic team help you feel confident that you can manage your own health?
O O U O U
Not at all Not really Somewhat Very much so Not sure

Were your family or caregivers involved as much as you wanted in decisions about your care?

O O O O O O O
Never Sometimes Usually Always I did not Idid nothave  Not sure
want them to family or
be involved caregivers to
be involved

| felt the clinic team worked well together to care for me.

O O O O O O
Strongly Disagree Neither agree Agree Strongly agree Not sure
disagree nor disagree

Overall, how satisfied are you with the care you received?
O O O O O O
Very dissatisfied Dissatisfied Neither satisfied Satisfied Very satisfied Not sure
nor dissatisfied
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Appendix C. Detailed Provider Experience Survey Results Over Time
for Specialists (Baseline, Mid-Program, Program End)

Baseline Program End Change from
Provider Experience (Pre TBC Mid-Program (Post-TBC Pre to Post
Dimensions implementation) n=12 implementation) | (Percentage
n=20 n=18 Points)
Job satisfaction 65% 83% 89% +24%
Less burnout 45% 33% 78% ¥33%
symptoms

Alignment of teams’

. 60% 83% 100% +40%
professional values
Team efficiency 70% 92% 100% +30%
Better control over 60% 759 94% +34%
workload
Less job-related stress 20% 17% 39% +19%
Sufficient tlme for 359 589% 78% +43%
documentation
Less time on EMR at 359 7% 61% +26%
home
Less frustration with

°0 OO °O + °0

EMR 20% 8% 33% 13%
Work atmosphere 60% 50% 94% +34%
Safety to. speak up 80% 92% 100% +20%
about mistakes
Work-life integration 45% 42% 89% +44%
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Appendix D. Detailed Provider Experience Survey Results Over Time
for Team Members, including MOAs, Office Managers, Allied Health
Professionals, and Nurses (Baseline, Mid-Program, Program End)

Provider Experience Mid-Program (Baseline | Program End (Post- | Change from Pre to

Dimensions

for team members) | TBCimplementation) | Post (Percentage

n=20 n=18 Points)
Job satisfaction 85% 83% —2%
Less burnout symptoms 85% 89% +4%
AI|gnm§nt of teams 95% 94% 1%
professional values
Team efficiency 100% 100% +0%
Better control over 959% 100% +5%
workload
Less job-related stress 45% 44% -1%
Sufficient tme for 90% 100% +10%
documentation
Less time on EMR at 829% 299% _a9,
home
Less frustration with EMR 50% 4% —-9%
Work atmosphere 85% 83% —2%
Sa'fety to speak up about 90% 100% +10%
mistakes
Work-life integration 100% 94% —-6%
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Appendix E. Detailed Results from Patient Experience Surveys (n=673)

Did the clinic team treat you with courtesy and respect?

|___Never | Notveryoften | _Sometimes | _Veryoften | _ Notsure |
0% 0% 2%

97% 1%

Did you have confidence and trust in the clinic team you saw or spoke to?

No, not at all Yes, to some extent Yes, definitely m

0% 92% 1%

How satisfied are you with the way the clinic team listened to you during the visit?

Very Dissatisfied Neither satisfied Very satisfied
dissatisfied nor dissatisfied
1% 1%

2% 19% 75% 1%

Did your clinic team help you feel confident that you can manage your own health?

| Notatall | Notreally | Somewhat | Verymuchso | _ Notsure |
0%

1% 14% 78% 6%

Were your family or caregivers involved as much as you wanted in decisions about your care?

Usually | Always | Idid notwant | |Idid not have family
them to be or caregivers to be
involved involved
3%

35% 15% 30% 6%

| felt the clinic team worked well together to care for me.

Strongly Disagree Neither agree Agree Strongly
disagree nor disagree agree
1%

1% 3% 31% 63% 1%

Overall, how satisfied are you with the care you received?

\"14Y Dissatisfied Neither satisfied Very satisfied
dissatisfied nor dissatisfied

1% 1% 19% 77% 1%

24




	Acknowledgements 
	Executive Summary
	Introduction: About CSTC Cohort 3
	Evaluation Overview & Methods
	Key Findings 
	Conclusion
	Recommendations
	Appendices

