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Abstract
To provide effective, comprehensive care to increasingly 
complex patients in Canadian communities, healthcare 
providers are shifting from solo providers of primary care to 
interprofessional, team-based primary healthcare services. 
Team-based care is considered one of the most effective 
means of caring for complex patients, including frail elders 
and individuals with chronic illness, mental health issues 
and addictions. Team-based care relies on effective team 
processes, the social or relational processes that enhance 
team collaboration and decision making. This realist 
review will highlight the team processes associated with 
high-performing teams and provide team development 
and sustainment strategies for providers and healthcare 
decision makers.

Background
In 2003, Canada’s first ministers endorsed team-based care 
delivery as a major tenet of primary healthcare reform (Health 
Council of Canada 2005). Reform was introduced to more 
effectively manage increasing numbers of Canadians with 
chronic health conditions and social care needs (Health 
Council of Canada 2009). Resources were allocated through 
the Primary Health Care Transition Fund (Government 
of Canada 2007) to pilot team-based models. The Health 
Council of Canada (2009) defined team-based care delivery 

as two or more healthcare providers coordinating basic health-
care services for patients. Since the initial reform efforts, there 
has been a gradual national uptake of team-based primary 
healthcare delivery (Misfeldt et al. 2017).

Team-based care delivery is considered the most effec-
tive and efficient way of delivering services to patients with 
complex needs (Salas et al. 2015). Team effectiveness, however, 
is contingent upon how teams work together to reach shared 
goals. Team processes are specific social processes associated 
with high-performing teams and the interpersonal building 
blocks of teamwork (LePine et al. 2008). Although an exten-
sive body of teamwork literature exists across the social sciences, 
health and business, healthcare teams still struggle to provide 
high-quality, safe care (LePine et al. 2008)

This review provides evidence-informed guidance of 
how effective teams develop and sustain themselves within 
Canadian primary healthcare settings by asking the following 
questions: (1)  What team processes are associated with 
team effectiveness in Canadian primary healthcare settings? 
(2) What mechanisms and contextual factors result in team 
effectiveness in Canadian primary healthcare settings?

Method
Team effectiveness is complex, and the evidence is multifac-
eted. A realist review approach can account for this complexity. 
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Realist reviews go beyond other types of reviews to explain 
why programs or processes fail or succeed within specific 
settings (e.g., Canadian primary healthcare settings). Realist 
reviews are used to develop testable context–mechanism–
outcomes configurations (CMOCs). An outcome is caused 
by a mechanism that is activated within a certain context. 
Contexts usually represent “for whom” and “in what circum-
stances,” and mechanisms address “why” and “how” with 
respect to intended outcomes (Berg and Nanavati 2016; 
Pawson 2006).

Adhering to the Realist And Meta-narrative Evidence 
Syntheses–Evolving Standards (RAMESES) realist review 
quality standards (Wong et al. 2014), we constructed a search 
strategy for CINAHL and Medline Ovid using the following 
primary search terms: “primary health care,” “Canada” and 
“team.” We searched the TRIP medical database using these 
same terms. Other inclusion criteria were English-language 
documents within the past 20 years. A total of 2,103 abstracts 
were screened by two reviewers for inclusion criteria. The 
final selection of 118 full-text documents was examined by 
two reviewers for sufficient rigour (Pawson 2006) and used to 
answer the research questions. The final full-text documents 
were uploaded in NVivo 12 and coded by one researcher; a 
second researcher performed consistency checks on 10% of the 
coded data. Data were coded as potential CMOCs (Abrams 
et al. 2018; Greenhalgh et al. 2017). Please see the article by 
MacPhee et al. (2020) for the complete review protocol with 
search tables and the PRISMA chart.

Results
What team processes are associated with team 
effectiveness in primary care contexts?
Tuckman’s phases of team development framed our findings 
(Bonebright 2010), being one of the most valid, reliable models 
of small group or team development. The model includes 
forming, storming, norming and performing phases (Figure 1). 
Figure 1 displays key concepts, derived from the coded review 
documents, that represent team processes along the team devel-
opment trajectory. Although the figure depicts a linear process, 
in reality, team members may enter, exit or be at different 
points in time along this pathway.

What mechanisms and contextual factors result in 
team effectiveness?
The key team processes for each team development phase are 
shown in Table 1 with corresponding, numbered CMOCs. 
Factors that function as a mechanism in one CMOC can 
function as context or outcome within other CMOCs. In 
other words, factors are not “fixed.” The following sections 
link Table 1 CMOCs to document evidence and to substantive 
theories from psychology and sociology.

Forming
CMOC 1
During the forming phase, key team processes include the 
establishment of social ground rules and learning about each 
other’s scopes of practice and professional roles (Bareil et al. 
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FIGURE 1. 
Program theory for team processes in Canadian 
primary healthcare settings
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TABLE 1. 
CMOCs for team processes program theory

#

Forming: Establishing social ground rules, learning about each 
other’s scope and roles and creating a psychologically safe 
workplace

1 CMOC: When team members have opportunities to interact with each 
other (C), perspective taking occurs (M), laying the foundation for 
social bonds and trusting relationships (O).

2 CMOC: When teams have dedicated supports in place (C), team 
members have increased opportunities for perspective taking (M), 
resulting in more awareness of each other’s roles and scopes (O).

3 CMOC: When team members are aware, interested and concerned 
about others (C), they strive to demonstrate carefulness in their actions 
and words (M), resulting in greater workplace psychological safety (O).

Storming: Working out conflict and narrowing the us–them gap

4 CMOC: When team members lack carefulness for others (C), there 
is decreased perspective taking (M), resulting in more conflict, less 
willingness to work collaboratively and a greater us–them gap (O).

Norming: Developing deeper, affective trust and a collective 
team identity

5 CMOC: When team members have planned time and space for ongoing 
opportunities to interact with each other (C), because of perspective 
taking (M), they begin developing affective trust in one another (O).

6 CMOC: When team members openly share information and ideas (C), 
because of affective trust (M), they develop a collective team identity (O).

Performing: Managing ambiguity and inviting change and 
innovation

7 CMOC: When team members use carefulness and perspective taking 
(C), because of deep trust (M), they are comfortable with ambiguity 
and have the capacity to champion innovation (O).

CMOC = context–mechanism–outcomes configuration.
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2015). The team context provides opportunities for teams to 
become socialized to each other, and the underlying mecha-
nism or trigger for team socialization is perspective taking. 
Perspective-taking theory (Galinsky et al. 2005) explains that 
when individuals gather together, they foreground similari-
ties among themselves and ignore or minimize differences. 
Perspective taking is the social glue that increases our capacity 
to collaborate and coordinate more effectively over time (Todd 
and Galinsky 2014).

Perspective taking is augmented during team meetings as 
team members discuss what they do and how they contribute to 
patient care (Bareil et al. 2015). Role and scope clarification are 
the typical foci of these meetings. Frequent, regular structured 
meetings are necessary to foster constructive dialogue about 
shared team goals and to clarify role expectations (Bareil et 
al. 2015; Brown and Ryan 2018; Brown et al. 2015; Chreim 
et al. 2010). The intended outcomes of team socialization 
are social bonds and trusting relationships. As stated by one 
medical practitioner, “People need to learn about the scope 
of practice and skills that different professionals bring to the 
team. It’s not enough to just write it down. You have to build 
trusting relationships. This takes years, not months” (Collier 
2011: 1131).

CMOC 2
At the onset of team development, dedicated support (a contex-
tual factor) may facilitate proactive planning, facilitation and, 
in many instances, skilled coordination – depending on the 
number of team members and external stakeholders engaged 
in care delivery transformation (Bareil et al. 2015; Brault et 
al. 2014; Contandriopoulos et al. 2015). Team members, 
such as physicians, are often expected to lead team formation. 
When this happens in addition to practice, the hard work of 
socialization is often under-recognized.

With dedicated support in place, team members have 
greater opportunity for mutual perspective taking, the 
mechanism of team socialization. The expected outcome is 
increased awareness of each other’s roles and scopes. Some 
teams find an external facilitator useful at this stage: “The 
facilitator serves as a catalyst by stimulating clinicians’ reflec-
tions about their own practices and the necessary changes” 
(Bareil et al. 2015: 289).

CMOC 3
Team members with certain contextual characteristics, such as 
self–other awareness and reciprocity, are more likely to initiate 
interactions and promote closer team bonds. In one Montreal 
clinic setting, a newly introduced nurse practitioner (NP) “took 
the time to understand what the local needs were and to elabo-
rate her role on the basis of these needs and her experience” 
(Chreim et al. 2010: 193). In another clinic when NPs were 

introduced to the practice, the general practitioners stated, 
“First we started by meeting them. Then … to learn from 
them what were their abilities, their limitations, and what they 
wanted to do as work” (Brault et al. 2014: 6). In this clinic, it 
took six months for the NPs to settle into their role, and up to 
a year for their role to be fully integrated within the team. The 
mechanism of team integration is carefulness.

Carefulness consists of upholding social rules of civil behav-
iour. It ref lects the importance of being heedful or careful 
toward our colleagues (Shain 2016). For example, when we 
are aware of others’ thoughts and actions and our influence 
on them, our carefulness contributes to a psychologically safe 
workplace (Shain 2016). In addition to Shain’s (2016) work 
on carefulness and psychological safety, Edmondson’s (1999) 
seminal work on team learning behaviour found that when 
teams feel psychologically safe, they share important informa-
tion, they make decisions together and they learn and perform 
better together. Psychological safety, an outcome, represents 
people’s perceptions of their interpersonal risks for harm (e.g., 
harassment, bullying) and their willingness to contribute to the 
team (Edmondson and Lei 2014).

Storming
CMOC 4
The storming phase is characterized as a time of conflict when 
the team members test their roles in a new care-delivery model 
(Bonebright 2010). During storming, carefulness functions 
as a contextual factor. When team members lack carefulness 
toward one another, they fail to take other’s perspectives. 
Perspective taking continues to serve as a critical mechanism 
during storming. Perspective taking is necessary to break down 
stereotypes, power differentials and prejudice. When team 
members ignore or override others’ perspectives, the outcome 
is a widening us–them gap, fuelling conflict (Galinsky et al. 
2011; Gilin Oore et al. 2015).

Norming
CMOC 5
Safe passage from storming to norming requires investment in 
contextual factors such as planned time and space for ongoing 
team interactions (Contandriopolous et al. 2015). After initial 
energy and investment in team formation, further resource 
allocation for teamwork often wanes, and teams focus on tasks 
(taskwork) (Griffith and Yombo 2015). Taskwork consists 
of patient care activities, whereas teamwork consists of goal 
setting, coordination and monitoring; affect management 
(e.g.,  conf lict management); and debriefing, information 
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sharing and decision making as a team (Marks et al. 2001). 
There must be regular, frequent opportunities for teams to do 
teamwork as well as taskwork: all action without reflection can 
result in dysfunction. As one Ontario Family Health Team 
member said, “You’re going to have to sit down and talk to 
each other about the ambiguity and uncertainty of the work 
[you] do. Yeah, it’s a big change” (Goldman et al. 2010: e372).

Perspective taking continues to operate as the key 
mechanism, and the norming outcome is deeper trust develop-
ment or affective trust. According to trust formation theory, 
cognitive trust develops first, followed by trust forged through 
closer working relationships. Affective trust takes longer 
to develop and forms as team members learn whether their 
colleagues will back them up and support them when they 
need help (Webber 2008). For example, as interdisciplinary 
team members in Edmonton, Alberta, established new ways of 
thinking and working together, they “co-created new [team] 
norms” (Asselin et al. 2017: E328). The concept of shared 
mental models suggests that team members’ capacity to read 
each other’s signals and respond reflexively to each other may 
be a demonstration of affective trust (McComb et al. 2017). 
As stated from a team member in one Toronto clinic, “That 
rapport for the physicians to really [trust you] … they are 
officially letting you into the circle of care before they trust 
your recommendations and feel comfortable with it. It just 
[takes] time …” (Gucciardi et al. 2016: 6).

CMOC 6
Open sharing of information and ideas and even social 
bonding are contextual factors associated with affective trust, 
the mechanism underlying the transition from a group of 
providers to a collective team identity, an expected outcome 
of norming. A quotation from a Toronto family health clinic 
captures team identity: “The team works best with people 
who really care about what they’re doing … We’re proud to 
be part of this team. We want to provide excellent service, 
excellent care, excellent teamwork; we’re all on the same page 
where we all have the same goals” (Brown et al. 2015: 197). 
A dietitian described comfort with learning through other 
team members’ perspectives: “Just collaborating at the end, 
having an open discussion, getting perspectives from different 
health care professionals is always good too …” (Asselin et al. 
2017: 130).

Performing
COMC 7
The mechanisms of carefulness and perspective taking 
become the contextual backdrop for teams to evolve into high-
performing teams via the mechanism of affective trust. A NP 
from a British Columbia primary healthcare clinic stated the 
following:

When you feel you’re actually being cared for as a 
person it’s amazing how that plays into how you 
work … there’s some quality, some sort of sensibility. 
Some sort of feeling of connectedness that isn’t created, 
isn’t manufactured … And it’s a safe environment; it’s 
the climate, it’s culture (Burgess and Purkis 2010: 302).

High-performing teams are a hallmark of the performing 
phase (Bonebright 2015). Expected outcomes include flexibility, 
adaptability and comfort with change.

Change and ambiguity are often threatening to less-developed 
teams; high-performing teams acknowledge the importance 
of improvement opportunities. Brown and Ryan (2018: e287) 
tracked the evolution of 20 Family Health Teams in Ontario. 
Members of a developing team described change as challenging 
and threatening: “I think change is hard for everyone … People 
are always scared of change.” Members of an established, high-
performing team, however, described change as an inherent part 
of getting better as a team: “Change has been so normal here that 
people are just sort of used to it … I think they [team members] 
embrace it because if they didn’t embrace it they wouldn’t be here.”

Discussion
Seven CMOCs, constructed from a realist review of 118 
documents, illustrate how key mechanisms of human behaviour 
are activated within specific contexts to explain the transition 
from forming teams to becoming high-performing teams: each 
CMOC links contexts and mechanisms to intended outcomes. 
Because mechanisms are the drivers of people’s actions within 
specific contexts, we will describe evidence-informed strate-
gies from the review literature that are associated with our key 
mechanisms (Table 2).

Perspective-taking strategies
Perspective taking requires frequent opportunities to observe, 
interact and learn about one another. Team mapping is one 
method for discussing each other’s team roles and accountabili-
ties with respect to patient-centred care. Team mapping acts as 
an “icebreaker” during new team formation and orientation of 
new members to established teams (Price et al. 2020). Team 
learning can be fostered through regular, ongoing commu-
nications with each other, such as formalized team meetings 
(Sims et al. 2015), scheduled team briefings at the start of the 
day with brief huddles during the day (Shunk et al. 2014) and 
debriefings at the end of the day (Eddy et al. 2013). These team 
communication strategies create the context needed to enable 
team perspective taking, also described in the literature as team 
reflexivity (Schumtz and Eppich 2017). Team communications 
strategies are also associated with the quality/safety movement, 
and the global Institute for Healthcare Improvement (Lee et al. 
2008) provides a variety of online resources.
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Carefulness
Carefulness underlies the development of psychological safety 
and can be cultivated through relational education (Shain 
2016). Human attention wanders, and mindfulness training 
“stabilizes” attention in the present, so others feel appreciated 
and listened to. Research evidence suggests that mindfulness 
training improves interpersonal behaviours in team relation-
ships, such as open listening with less evaluative judgment of 
others (Good et al. 2016; Ruff and Mackenzie 2009). Other 
relational strategies to cultivate carefulness come from the field 
of positive psychology, which studies individuals’ character 
strengths (Gable and Haidt 2005). Reflected best self is a simple 
positive psychology practice of reminding individuals to stop 
and reflect before doing or saying anything, to consider if it is 
the best reflection of oneself (Roberts et al. 2005). Appreciative 
inquiry, another positive psychology strategy, can be used at 
the team level during huddles, team briefings and debriefings 
to ask the following questions: “What is working well?” “What 
can we do better?” “How can we best support each other?” 
(Richer et al. 2009).

Trust
Although interprofessional health education is widely endorsed, 
the majority of pregraduate health disciplines education 
happens in silos (Salas et al. 2009). Teams begin with groups 
of providers who know very little about each other’s roles and 
scope, and trust requires knowledge of each other’s capacity to 
carry out taskwork competently (i.e., quick trust) and to support 
team members as needed (i.e., affective trust). A commonly 
overlooked component of the forming phase is establishment 
of teamwork structures and processes, such as ground rules, to 
ensure respectful communications (Ghorob and Bodenheimer 
2015) and assignment of a designated facilitator to “smooth” 
hierarchical relationships (Bareil et al. 2015). There are many 
cases of team dysfunction and power dynamics that derail 
forming teams (Almost et al. 2016). Other interactional 

strategies that support initial trust formation include formal 
facilitated orientation (Lessard et al. 2016) and shadow experi-
ences among team members that provide opportunities to 
observe one another’s work, ask questions and acquire comfort 
with each other’s roles and accountabilities (Jain et al. 2012).

What is missing?
Our review did not extend into the leadership literature 
and the importance of informal and formal leadership roles 
within teams. As shown in Figure 1, effective leadership is 
critical across the team development continuum. Brown and 
Ryan (2018: 102) described the impact of different leadership 
styles within Ontario Family Health Teams. The researchers 
found that “progressing” teams had respected and inspira-
tional leaders. “Stalled” teams had domineering autocratic or 
laissez-faire leaders who abdicated any responsibility. Although 
our review documents contain some evidence to support the 
importance of effective leadership styles, what needs more 
investigation are the contexts and mechanisms associated with 
effective team leadership in team-based primary healthcare 
settings. Another issue that we did not cover through this 
review is funding models and the management of primary 
healthcare services from an economic and business perspec-
tive. The impact of funding on team processes needs further 
investigation (Longhurst and Cohen 2019).

Conclusions and Policy Implications
Team-based care holds promise as the most effective approach 
to primary healthcare services delivery (Salas et al. 2008). Our 
realist review focused on Canadian primary healthcare settings, 
but we found significant evidence throughout the review 
process that our identified team processes may operate in other 
healthcare settings in Canada and in other countries. Team 
processes are social processes that influence team effectiveness, 
and they require the right contextual factors to ensure that the 
fundamental mechanisms of perspective taking, carefulness 
and trust formation happen throughout team development.

We recommend that relational education strategies, such 
as mindfulness training, be in place for all healthcare profes-
sionals before graduation and postgraduation, such as contin-
uing professional development opportunities (Konrad and 
Browning 2012). From a policy perspective, successful team 
formation requires investment in formal team orientation with 
trained facilitators and ongoing change management support: 
it is too much for healthcare providers to manage in addition to 
their clinical responsibilities. Policy makers must also acknowl-
edge the importance of ongoing team training and support 
throughout the other development phases of the team. Initial 
team development efforts fail without continued investment 
in time and space to meet, interact and establish affective trust 
relationships – the stuff of high-performing teams. 

TABLE 2. 
Evidence-informed strategies for key team processes 
mechanisms

Mechanism Strategies

Perspective taking •	 Routinized, frequent interactions
•	 Briefing, huddles and debriefing
•	 Team meetings

Carefulness Relational education
•	 Mindfulness
•	 Appreciative inquiry
•	 Reflected best self

Trust •	 Formal, facilitated orientation
•	 Creation of team ground rules
•	 Shadow experiences
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