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Purpose: Most health care organizations, includ-
ing nursing homes, report having teams. However,
little is known about everyday practice teams among
staff providing direct resident care. We assess the
prevalence of such teams in nursing homes as report-
ed by direct care staff and administrators, and exam-
ine characteristics of facilities that foster these
teams. Design and Methods: The analytical
model is based on 149 nursing homes. Data sources
include surveys of administrators (n = 292) and di-
rect care staff (n = 6,867), and Online Survey Certi-
fication and Reporting System. Linear regression with
robust standard errors and sampling probability
weights is used to examine the relationship between
daily practice teams and facility characteristics.
Results: On average, 16% of workers per facility
report practicing in formal multidisciplinary teams
providing daily resident care. Team prevalence is
3.3% higher when managers view teams as very im-
portant for clinical care quality, 2.6% higher when
the directors of nursing report formally organized
teams, 2.5% higher for each 10% increase in work-
ers’ involvement in teams other than the daily prac-
tice teams, and 1.95% higher for each 1-hr increase
in nursing hours.  Implications: Our study shows
that multidisciplinary daily practice teams can be
found in most facilities in our large sample, but their
penetration within nursing homes is far from perva-
sive; in 72% of facilities, staff report team prevalence
of less than 25%. Given that the majority of manag-
ers report teamwork as very important to their facili-
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ties’ operations, we discuss why only a relatively
small proportion of daily care is provided in this
fashion.
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Assertions about the desirability, relevance, and
effectiveness of health care teams have been com-
mon in the professional and popular literature for
several decades (Halstead, 1976; Lawrence, 2002;
Mickan & Roger, 2000). Among the benefits
claimed for teams are reduced staff turnover and
absenteeism, increased staff motivation, reduced
staff conflict, increased quality of care, and im-
proved financial outcomes (Firth-Cozens, 2001;
Gittell et al., 2000; Mitchell, Shannon, Cain, &
Hegyvary, 1996; Pearson et al. 2006). Good team-
work has been viewed as a prescription for im-
proving patient outcomes (Gittell et al.; Shortell et
al., 1994). Several studies have provided empirical
evidence demonstrating that teamwork contributes
to performance by reducing errors and improving
the quality of patient care (Alexander et al., 2005;
Edmondson, 1996; Proudfoot, Jayasinghe, Hol-
ton, Grimm, & Bubner, 2007; Rafferty, Ball, &
Akien, 2001; Shortell et al.; West et al., 2002).
Overall, however, there is no conclusive evidence
that health care teams enhance patient or organiza-
tional outcomes in all health care settings (Lemieux-
Charles & McGuire, 2006).

In long-term care where patients with multiple
needs require much care coordination, interdisci-
plinary teams in particular have been lauded as
a management practice resulting in better health
care (Heinemann & Zeiss, 2002b; Wagner, 2004;
Wagner et al., 2001). In nursing homes, teams have
been identified as participating in assessing, plan-
ning, and delivering care (Forbes-Thompson,
Gajewski, Scott-Cawiezell, & Duniton, 2006). Today,
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virtually all nursing homes have in place interdisci-
plinary care planning teams as mandated by the
clinical guidelines for the Resident Assessment In-
strument/Minimum Data Set process and by the
long-term care accreditation requirements (Delle-
field, 2006; Joint Commission on Accreditation of
Healthcare Organizations, 2004). These teams de-
velop residents’ care plans but do not provide on-
going daily care. Interdisciplinary care planning
teams come together to perform specific tasks, and
when these are accomplished, they disband until
the need for these tasks arises again. How well
these teams communicate and connect with staff
providing direct care may be important in influ-
encing resident outcomes (Colon-Emeric et al.,
2006). Specialized multidisciplinary teams may
also be present in nursing homes to develop quality
improvement initiatives or to attend to specific
clinical needs such as wound care or pressure ul-
cers. None of these teams, however, are specifically
designated with the ongoing day-to-day provision
of care to the residents. Although presence of in-
terdisciplinary quality improvement and special-
ized care teams in nursing homes has been well
documented, very little is known about the organi-
zation of the daily care practice in nursing homes,
in particular the extent to which such care is pro-
vided by staff working in teams.

It has been argued that effective care coordina-
tion for the chronically ill requires strong leader-
ship and good communication among members of
different disciplines to develop and implement
complex care plans (Keough, Field, & Gurwitz,
2002; Rantz et al., 2003). Empirical evidence to
that effect has been provided by several studies fo-
cusing on community-based long-term care recipi-
ents and their health outcomes (Mukamel et al.,
2006; Shortell et al., 2004; Sommers, Marton, Bar-
baccia, & Randolph, 2000; Wieland, Kramer,
Waite, & Rubenstein, 1995). In nursing homes,
however, the empirical evidence demonstrating ei-
ther the presence of daily practice teams or the di-
rect effect of teamwork on quality of care has been
rare. Rantz and colleagues (2004) assessed 92 Mis-
souri nursing homes and attributed better patient
care outcomes to those facilities that used team
and group processes in the provision of daily care.
Based on a study of five nursing homes, Yeatts and
colleagues offered both qualitative and quantita-
tive data showing that work teams had modest
positive effects on certified nursing assistants’
(CNAs) empowerment and performance and on
residents’ care (Yeatts & Cready, 2007; Yeatts,

Vol. 49, No. 1, 2009

Cready, Ray, Dewitt, & Queen, 2004). Scott-
Cawiezell and colleagues (2005) investigated the
relationship between organizational performance
and attributes of teamwork in a purposeful sample
of 32 nursing facilities. Key informants in better
performing nursing homes were more likely to at-
tribute “the morale and care of the residents” to
“teamwork.” Berlowitz and colleagues (2003)
demonstrated greater implementation of quality
improvement efforts in nursing homes with an or-
ganizational culture that emphasizes innovation
and teamwork. Several other studies have exam-
ined the association between organizational pro-
cesses related to teamwork such as leadership,
communication and interaction among staff, and
better resident outcomes (Anderson, Issel, &
McDaniel, 2003; Rantz et al., 2003; Scott-Cawiezell
et al., 2003; Sheridan, White, & Fairchild, 1992).
Although much has been written about the de-
sirability of management practices that foster
teamwork among direct care staff, little is known
about the prevalence of such teams in nursing
homes or management’s support for teamwork.
According to one available survey of nursing home
administrators (NHAs), conducted by the Iowa
Better Jobs Better Care (BJBC) Coalition, 82% of
respondents considered it very important to help
staff organize their work in teams, but only 51%
reported having the time to do so (Iowa BJBC Co-
alition, 2004). Although the belief in the efficacy
of daily practice teams may be growing, empirical
evidence for such teams is largely absent. In par-
ticular, there have been no large-scale surveys
among direct care staff specifically addressing the
organization of work environment and presence/
absence of daily practice teams, that is, the extent
to which workers who provide daily care to nurs-
ing home residents are formally organized in teams.
The objectives of this study were to examine the
prevalence of daily practice teams in New York
State (NYS) nursing homes, as reported by direct
care staff and by top managers, and to assess the
characteristics of the facilities that foster these
teams. We define direct care staff as those who pro-
vide personal, clinical, or spiritual care to the resi-
dents on a daily basis. Top managers are defined as
the facility administrator and the director of nurs-
ing (DON). We address the following questions:

1. What is the reported prevalence of daily prac-
tice teams in NYS nursing homes?

2. What are the characteristics of homes in which
daily practice teams are reported?
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Figure 1. Expected relationships between organizational struc-
ture and prevalence of daily practice teams.

Conceptual Framework

Unlike assessment, quality improvement, and
other functional teams, daily practice teams in
nursing homes have been reported only anecdot-
ally, and as occurring only in pockets—on some
units, shifts, across departments—rather than in a
pervasive facility-wide manner.

Figure 1 provides a schema of the study frame-
work and the hypothesized relationships between
managerial practices and characteristics, facility
characteristics, and presence of daily practice teams.
Based on current literature, we identified three di-
mensions of nursing home organizational structure
to be particularly relevant to presence of daily prac-
tice teams (Anderson et al., 2003; Ashkenasy,
Wilderon, & Peterson, 2000; Castle & Banaszak-
Holl, 1997; Eaton, 2000; Shortell et al., 2004; Tyler
et al., 2006): (a) management practices—the extent
to which management values its employees, supports
innovation, and encourages teamwork; (b) job de-
sign—the characteristics of the tasks that make up a
job given to the direct care staff and their potential
for producing motivated work behavior; and (c)
characteristics of nursing home managers—top man-
agements’ characteristics that may influence team
presence. Furthermore, because facility characteris-
tics, such as ownership status or nursing staffing,
have been shown to affect these dimensions of nurs-
ing home structure (Unruh & Wan, 2004), we incor-
porate several such factors in the conceptual model.

Hypotheses

Management Practices. —Leadership character-
istics and style have been noted to affect the pres-
ence of teams in nursing homes (Eaton, 2000;
Reinhard & Stone, 2001). Similarly, organizational
context, defined as atmosphere or environmental
effect of the workplace, has been thought to pro-
mote or impede both the presence of teams and

their work (Fagan, 2003; Heinemann & Zeiss,
2002a; Hollinger-Smith, 2003; Hollinger-Smith,
Ortigara, & Linderman, 2001). Therefore, we pro-
pose to test the following hypothesis:

Hypothesis 1a: In nursing homes characterized by
less autocratic management style, direct care staff
report greater prevalence of daily practice teams.

The leaders of each facility—the NHA and the
DON—are responsible for the development of com-
munication, coordination, and teamwork, neces-
sary for the delivery of care to frail and complex
patients (Anderson et al., 2003). Consistent com-
mitment of the senior leadership has been shown to
be essential for developing and sustaining teamwork
within organizations (Frankel, Leonard, & Denham,
2006). We therefore hypothesize the following:

Hypothesis 1b: Direct care staff is more likely to
report daily care practice teams in nursing homes
where management view such teams as very impor-
tant to the operations of their facilities.

Although nursing home managers may routine-
ly refer to groups of workers as a team, the work-
ers are usually assigned individual tasks. For a
group to function as a team, its mission, and mem-
bers’ roles and responsibilities, as well as rules and
procedures for operating, need to be formally de-
fined, developed, and implemented (Anderson et al.,
2003; Heinemann & Zeiss, 2002a). We therefore
hypothesize the following:

Hypothesis 1c: Direct care workers are more likely
to report being part of daily practice teams in fa-
cilities where top managers report formally orga-
nized daily practice teams to be present.

Job Design.—Job design theory suggests that
job design is likely to affect work performance
through such characteristics as skill variety, task
significance, autonomy, and feedback (Hackman
& Oldham, 1980). In nursing homes, job design
has been shown to affect care quality, employee
satisfaction, and turnover (Cotton & Tuttle, 1986;
Eaton, 2000). For example, nurse aides’ participa-
tion in care planning teams has been shown to sig-
nificantly lower turnover (Banaszak-Holl & Hines,
1996). Direct care workers’ participation on such
teams may be associated with greater prevalence of
daily practice teams. Therefore, we hypothesize
the following:

Hypothesis 2a: Facilities that involve the direct
care staff in specialized care teams (e.g., care plan-
ning, quality improvement) will have higher re-
ported prevalence of daily practice teams.
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Implementation of the daily practice teams in
nursing homes involves changes in how the care-
giving process is organized, for example, by
placing more decision-making responsibility in
the hands of the staff providing care to the resi-
dents. Especially salient in this regard is replac-
ing the practice of rotating staff with “primary
assignments,” in which staff work consistently
with the same residents, a practice with docu-
mented benefits (Smyer, Brannon, & Cohn,
1992; Weiner & Ronch, 2003). We hypothesize
the following:

Hypothesis 2b: Facilities with greater proportion of
direct care staff reporting primary assignment will
report higher prevalence of daily practice teams.

Managers’ Characteristics. —Existing research
has demonstrated a relationship between the adop-
tion of innovations and the characteristics of top
management in many organizations, including
nursing homes (Lucas et al., 2005). Studies have
suggested that longer tenure in the profession pro-
vides managers with the necessary legitimacy for
the adoption of innovations (Castle & Banaszak-
Holl, 1997). Studies have also shown that high ad-
ministrative turnover may have a “destabilizing
influence” (Singh & Schwab, 1998) on facility op-
erations and may weaken employees’ commitment
to the organization (Castle, 2005), both of which
would be detrimental to the development and
maintenance of teams. We therefore suggest the
following hypotheses:

Hypothesis 3a: Facilities with greater turnover
among top management will report lower preva-
lence of daily practice teams.

Hypothesis 3b: Facilities with longer tenure by top
management will report higher prevalence of daily
practice teams.

Facility Characteristics. —Implementation of
work improvement strategies such as teams is
not likely to succeed in nursing home environ-
ments with inadequate staffing (Yeatts & Cready,
2007). We therefore suggest the following hy-
pothesis:

Hypothesis 4a: Facilities with higher nursing staff-
ing will report higher prevalence of daily practice
teams.

For-profit nursing homes are often viewed as
being driven primarily by the profit motive and
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thus as less likely to implement innovations in care
delivery compared with the not-for-profit facilities
(Banaszak-Holl, Zinn, & Mor, 1996; Mukamel &
Spector, 2000; Spector & Takada, 1991). Because
the development and implementation of teams is
not without cost (Yeatts et al., 2004), we hypoth-
esize the following:

Hypothesis 4b: Not-for-profit facilities will report
higher prevalence of daily practice teams compared
with for-profit homes.

Methods

Data used in this study come from primary
and secondary sources. Primary data were col-
lected via two surveys. First, a survey of nursing
home managers—administrators and DONs—
was conducted between March and September
2006. This survey focused on managers’ views
on teams and teamwork and included informa-
tion on the characteristics of respondents and
their facilities. Second, a survey of nursing home
workers—those providing direct care to the resi-
dents—was conducted from July 2006 through
April 2007. This survey examined workers’ per-
ception of daily practice teams in their facilities,
job design, and their assessment of the manage-
ment style prevalent in their facilities. Secondary
data, containing information on facility charac-
teristics, were obtained from the Online Survey
Certification and Reporting System (OSCAR) up-
loaded in September 2006.

The study protocol was approved by the Institu-
tional Review Board of the University of Rochester.

Nursing Home Management Surveys

This study utilizes data from a larger parent
project designed to examine the impact of work
performance on risk-adjusted outcomes of nursing
home residents in NYS. For that study, a sample of
180 facilities was determined to be sufficient (to de-
tect a 20% effect size in risk-adjusted outcomes),
assuming a significance level of .05 and at least 80%
power. Eligible facilities included 615 nursing homes
that (a) were certified for Medicare or Medicaid; (b)
had more than 50 beds, as measures of work per-
formance in facilities with small staff size are sub-
ject to greater measurement error; (c) did not
specifically focus on special-needs patients (e.g.,
pediatric facilities or those providing only rehabili-
tative care), as such facilities (including hospital-
based facilities) have fundamentally different



organizational structures and strategic aims; and
(d) had at least 2 years of operational experience, as
new facilities are more likely to be experiencing a
learning curve.

To request participation in the study, all eligible
nursing homes were contacted by mail and pro-
vided with a summary of the project and letters of
support from the two state nursing home associa-
tions. Participation in the larger project required
each facility to complete two management surveys,
one by the NHA and another by the DON, and to
distribute surveys aimed at the direct care staff. To
increase participation in the study, several strate-
gies were implemented: three follow-up reminders
were mailed to each nonresponding facility; re-
minder emails and personal phone calls were made;
three brief articles about the study appeared in the
newsletters routinely distributed to all facilities by
the two state nursing home associations.

In total, 190 facilities responded with at least
one management survey. Overall, 372 manage-
ment surveys were received.

Nursing Home Direct Care Staff Surveys

The administrators of each participating facility
were provided with the number of survey packets
corresponding to the estimated number of all direct
care staff in their facility. We based our estimates
on the staffing data provided in the management
surveys. The administrators were asked to distrib-
ute the survey packets, which contained the survey,
and letter from the research team and the facility
administrator, as well as information on the partici-
pation in a prize raffle for those who complete the
survey. Respondents mailed the surveys back direct-
ly to the research team using prepaid envelopes.

In total, direct care workers from 162 nursing
homes completed 7,418 surveys representing re-
sponse rates ranging from 3% to 91% per facility.
Of the respondents, 50% were CNAs, 19% li-
censed practical nurses (LPNs), 13% registered
nurses (RNs), 9% therapists, and 9% other (e.g.,
physicians, social workers, chaplains).

Analytical Sample

Data from the two surveys were merged at the
facility level. Of the 162 nursing homes, which re-
sponded with the direct care staff surveys, 154
(81%) had completed both the DON and the ad-
ministrator surveys. Five nursing homes were ex-
cluded from the final analytical sample because

they had missing values for several independent
variables. The analytical model is based on 149
nursing homes (78 % of the 190 that agreed to par-
ticipate) and includes data from 292 NHA and
DON surveys (78% of the 372 management sur-
veys received) and 6,867 direct worker surveys
(93% of the 7,418 surveys received).

Measures

Development of the survey tools followed ac-
cepted questionnaire construction methods (Dill-
man, 1978). A review of the literature provided
initial direction on item development. Interviews
with key informants—nursing home managers and
direct care staff—provided additional input. Con-
tent experts on nursing homes reviewed early
drafts of the instruments and commented on con-
tent, relevance, face validity, and clarity. The man-
agement survey was then pilot tested with a group
of individuals resembling the target population to
identify any questions that were ambiguous or
poorly written and to ascertain clarity of instruc-
tions and the time needed to complete the survey.
As a result of the pilot, the questionnaire was
slightly revised.

The survey instrument used with the direct care
workers was modeled on a tool previously adapt-
ed from Shortell’s organization and management
survey (Shortell, Rousseau, Gilles, Devers, &
Simons, 1991). Versions of this tool have been
previously adapted for use in nursing homes
(Scott-Cawiezell et al., 2003, 2005) and in other
long-term care settings (Temkin-Greener, Mu-
kamel, Gross, & Kunitz, 2004). The tool used in
this study was modified specifically for the pur-
poses of the study.

Outcome Variable. —We defined the outcome
of interest—prevalence of daily practice teams—as
a continuous variable. In each facility, this variable
measures the percent of direct care workers who
report being a member of a formally organized
team that exists to provide daily resident care.

Independent  Variables. —Independent  vari-
ables, obtained from the two surveys and from
OSCAR, have been grouped as follows:

Management practices. —The direct care work-
ers’ survey included a scale for assessing the man-
agement style in each facility. Management style
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may be characterized as autocratic, custodial, sup-
portive, or collegial, in order of increasing mana-
gerial receptivity for staff input, trust between
management and workers, organizational capacity
for change, and openness to new ideas, including
teams. We used a pretested and validated scale
from the Learn, Empower, Achieve, Produce
(LEAP) Organizational Learning Readiness Survey
(Hollinger-Smith, personal communication, De-
cember 20, 2005; Kiefer et al., 2005). This tool
uses a 12-item scale (four subscales) with a 5-point
Likert-type response format, ranging from almost
never (1) to almost always (5). Average subscale
scores were calculated for each facility based on all
survey responses, and the highest total subscale
score reflects the dominant management style in
the facility. Only a few facilities were defined as
autocratic, and they were combined together with
the next category of homes, defined as custodial.
This scale has been used in assessing nursing homes’
readiness for organizational change (Biles et al.,
2005; Kiefer et al., 2005).

Within each facility, the DONs were asked if
the direct care workers (e.g., RNs, LPNs, CNAs)
were organized in teams to provide daily care to
residents, and whether these teams were formally
organized (with defined membership, structure,
and processes) or were naturally occurring work-
groups (staff working together as needed).

We also included questions about the impor-
tance the administrators and the DONs attributed
to teamwork with regard to residents’ quality of
life, clinical quality of care, staff turnover and re-
tention, and the relationship between staff and
residents. The responses to each item, ranging from
unimportant (score of 1) to very important (score
of 4), were summed and averaged for each facility.

All management practice variables were coded
as categorical variables.

Job design. —Two job design variables associat-
ed with prevalence of daily practice teams were iden-
tified from the direct care workers’ survey. These are
as follows: specialized care teams and primary care
assignment. Specialized care teams organized to ac-
complish specific tasks—for example, care planning,
quality improvement, or special care (e.g., wound
care, incontinence)—are known to exist in many
nursing homes. We constructed a continuous vari-
able defined as the percent of direct care workers
participating on teams other than daily practice
teams in each facility.
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We defined primary assignment as the percent
of direct care workers assigned to the same resi-
dents most of the time.

Characteristics of nursing home managers. —
Based on the management survey, we included
measures of NHA and DON tenure and turnover.
Turnover is defined by the number of times the
manager changed in the past 3 years. Tenure is the
overall professional experience, measured by the
number of months in this position (in this or any
other facility).

Facility characteristics. — Two facility character-
istics were included using the OSCAR database.
These are as follows: ownership status and num-
ber of nursing hours per resident per day. We de-
fined ownership as the profit status of the facility
(dichotomous variable). Nursing hours (continu-
ous variable) were defined as the sum of hours pro-
vided by RNs, LPNs, and CNAs per resident per
day.

Statistical Analyses

To examine the relationship between daily prac-
tice teams and nursing home characteristics, we fit
a weighted linear regression model with robust
standard errors estimated using STATA version
9.2. For each facility, the dependent and the inde-
pendent variables were weighted by the square
root of the number of respondents in that facility
to adjust for the variations across facilities. Fur-
thermore, because the study sample includes dis-
proportionately more nonprofit facilities than in
the general population of NYS nursing homes, we
included sampling weights to obtain the appropri-
ately weighted estimations.

We performed diagnostic tests for collinearity,
using a variance inflation factor among the indepen-
dent variables, and detected no evidence of significant
effects that may inflate standard errors. Furthermore,
based on the Breusch-Pagan and White tests, we
found no evidence of heteroscedasticity.

Results
Response Bias and Generalizability

Because the survey was open to all eligible NYS
nursing homes rather than based on a randomly
selected sample of facilities, the possibility of a re-
sponse bias must be considered. To assess this, we



Table 1. Characteristics of Sample Facilities Compared With All Eligible NYS Nursing Homes

Participating nursing All NYS nursing
homes (N = 149) homes (N = 615) p Value
Quality measures®
No. of health-related citations 13.14 13.18 .96
No. of non-health-related citations 3.70 4.18 12
Staffing characteristics”
RN hours per resident per day 0.61 0.58 23
LPN + CNA hours per resident per day 3.10 3.02 .07
Facility characteristics
Bed size 216.16 192.83 .06
Occupancy rate (%) 94.22 93.09 .03
Church related (%) 8.72 6.58 29
Chain membership (%) 10.07 12.50 .37
For profit (%) 31.54 49.11 <.00

Notes: NYS = New York State; CNA = certified nurse assistant; LPN = licensed practical nurse; RN = registered nurse.

*Data source: CMS Nursing Home Compare.

®Data source: Online Survey Certification and Reporting System.

compared the 149 nursing homes included in the
analytical sample with all eligible NYS facilities on
several characteristics that could affect presence of
daily practice teams (Table 1). The participating
homes appear to be statistically significantly differ-
ent (p = .03) in terms of occupancy rates (94.2% vs.
93.1%) from all NYS facilities eligible for the study,
but this difference does not seem to be operation-
ally or organizationally meaningful. However, the
participating homes are significantly (p < .0001)
less likely to represent for-profit facilities in New
York (31.5% vs. 49.1%). We correct for this poten-
tial bias in the multivariate analysis with the use of
sampling probability weights. We find no other sta-
tistically significant (p < .05) differences between
the study sample and all eligible nursing homes on
the remaining facility characteristics or with regard
to quality of care and staffing measures.

Description of Daily Practice Teams

Descriptive statistics consisting of the percent
and sample size (categorical variables) and the
mean, standard deviation, and range (continuous
variables) are presented for the dependent and the
independent variables in Table 2.

In an average facility, 15.9% of the direct care
workers view themselves as working in formally
organized daily practice teams. The distribution of
daily practice team penetration in the study nurs-
ing homes is shown in Figure 2. In half of the fa-
cilities, daily practice team penetration is lower
than 15%, but only a few (n = 3) report no daily
practice teams at all. Similarly, almost half of the
facilities report team prevalence greater than 20 %,

but none report penetrations above 44 %. It is im-
portant to point out that these daily practice teams
are reported to be formally organized and to be
multidisciplinary (Figure 3). Overall, the CNAs re-
port 84% of their daily practice teams to include
other disciplines, whereas the LPNs and the RNs
report, respectively, 94% and 98% of their teams
to be multidisciplinary. These workers report
roughly similar participation of their own profes-
sions in the daily practice teams but show more
variation with regard to team participation of phy-
sicians, social workers, and therapists (Figure 3).
For example, whereas 46% of the CNAs report
physicians to be on their teams, 66% and 69% of
the LPNs and the RNs, respectively, report physi-
cians on daily practice teams.

The respondents were also asked about specific
activities such as team meetings with other mem-
bers to discuss residents’ care. Almost half (47.2%)
report these meetings to occur daily, whereas an ad-
ditional 25.0% and 16.2% report meeting at least
once per week or once per month, respectively.

In at least 70% of the facilities, NHAs (71.8%)
and DONs (77.2) report presence of formal daily
practice teams. The NHAs and the DONSs are very
enthusiastic about the importance of teamwork in
the operations of their facilities. Almost all view
teams as very important in promoting residents’ qual-
ity of life (89.6 %) and clinical quality of care (90.3%).
Furthermore, 79.2% report teams as very important
in maintaining good staff-resident relationships, and
68.2% think teams are very important with regard to
staff turnover and retention (Table 2).

Description of other independent variables is also
provided in Table 2. Nursing home staff assessed
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Table 2. Variables Included in the Analysis of Daily Care Teams Prevalence: Descriptive Statistics®

Categorical

variables Continuous variables

Range

Variable % (n) M (SD) Minimum Maximum

Dependent variable
% direct care staff who report working in
formal daily practice teams
Predictor variables
Management practice
% facilities with NHAs reporting
formal daily practice teams’
% facilities with DONSs reporting
formal daily practice teams
Managers view teamwork as very
important with regard to”
Residents’ quality of life
Clinical quality of care
Staff turnover and retention
Staff-residents relationship
Management style
Collegial
Supportive
Custodial/autocratic

15.95 (7.8) 0.00 44.44

71.81 (107)

77.18 (115)

89.61
90.26
68.18
79.22

134
134
102
118

-

47.65 (71)
30.87 (46)
21.48 (32)

Job design
% direct care workers with primary assignment
% direct care workers participating in other

than daily practice teams

Characteristics of nursing home managers
Turnover—DONP
Tenure—DON (months)b
Turnover—NHA"
Tenure—NHA (months)b

Facility characteristics
Not-for-profit facility®
Total nursing hours per resident per day®

100.00
83.33

40.20 (15.9) 0.00
33.20 (12.2) 8.77

0.8523 (1.003) 0.00

( 5.000
81.42 (73.602) 1.000

(

(

336.000
3.000
441.000

0.557 (0.825) 0.000
169.85 (113.86) 1.000

68.46 (102)

3.71 (0.626) 1.540 5.630

Notes: NHA = nursing home administrator; DON = director of nursing.

*Facility level data from 149 New York State nursing homes.

bVariables from the management surveys.

“Variables from Online Survey Certification and Reporting System database. All other variables are from surveys of nursing

home workers.

close to 80% of the facilities as having collegial
(47.65%) or supportive (30.87%) management
styles, that is, not hierarchical and open to employ-
ee input, whereas an additional 21.48% reported
homes with more traditional and authoritarian
management style (i.e., custodial/autocratic).

There appears to be substantial variability
across nursing homes with regard to the job design
indicators. In an average facility, 40% of the direct
care workers report having primary assignment
(SD = 15.9%), ranging from none to 100% across
all facilities. In the average facility, 33.2% of di-
rect care workers report participating on teams
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other than the daily practice teams (SD = 12%),
with a range from 8.7% to 83.3%.

There is also substantial variability across these
facilities in both tenure and turnover of the top
administrators. For example, the average tenure is
81 months (SD = 73) for the DONs and 169
months (SD = 113) for the NHAs.

Characteristics of Nursing Homes With Daily
Practice Teams

We estimated a linear regression model with ro-
bust standard errors and sampling weights, correct-
ing for response bias, to examine the characteristics



Mean = 15.9%
Median = 15.1%

Number of Facilities

0%

5% 10% 15% 20% 25% 30% 35% 40% 45% More
Percent Daily Practice Team Penetration

Figure 2. Prevalence of daily practice teams in nursing homes
(N = 149).

of nursing homes associated with daily practice
teams’ prevalence. (The model was also estimated
without the probability weights, and the results,
not shown here, were virtually unchanged.) The re-
sults are summarized in Table 3.

The importance of several management prac-
tices in predicting prevalence of daily practice
teams supports several posited hypotheses. In fa-
cilities where nursing home leaders consider teams
very important with regard to clinical quality of
care, team prevalence is significantly higher by
3.3% (Hypothesis 1b). However, administrators’
perceptions of the importance of teams with re-
gard to other aspects of care (e.g., residents’ qual-
ity of life), reported as equally important, are not
significantly associated with the presence of daily

practice teams. Furthermore, team prevalence as
reported by the direct care staff is 2.6% higher in
facilities in which the DON reports presence of
formal daily practice teams (Hypothesis 1c).

Of the two job design variables—primary as-
signment and participation on other teams—only
the latter is statistically significant (p < .001).
A 10% increase in direct care staff involvement
in other than daily teams is associated with a
2.5% increase in prevalence of daily practice teams
(Hypothesis 2a). This is the strongest predictor
(standardized coefficient = 41.20) of daily practice
team prevalence in the study facilities.

One of the facility characteristics is also shown
to be significantly associated with daily practice
team prevalence, providing support for Hypothesis
4a. A 1-hr increase in nursing hours per resident
per day is associated with a 1.95% increase in dai-
ly team prevalence.

We find no statistically significant association
between managers’ characteristics or management
practices and team prevalence.

Discussion

A number of largely qualitative studies have
suggested that presence of teams may be an im-
portant organizational feature related to a variety
of nursing home performance measures, includ-
ing better resident care (Anderson et al., 2003;

Overall Pct. Reporting
Multidisciplinary Teams
Or MD, PT/OT,
CNAs 14%| 46% SW, 56% 56% LPN , 96% RN, 82% CNA, 94% 84%
RNs 225/0 MD, 69% SW, 72% | PT/OT, 70% LPN, 88% RN, 80% CNA, 91% 98%
Or MD, o
LPNs 21% 66% SW, 70% | PT/OT, 66% LPN, 89% RN, 79% CNA, 97% 94%

Figure 3. Daily practice team composition reported by CNAs, RNs, and LPNs. CNA = certified nurse assistant; LPN = licensed
practical nurse; RN = registered nurse; SW = social worker; PT/OT = therapist; MD = physician; Or = other.
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Table 3. Characteristics Predicting Prevalence of Daily Care Teams in Nursing Homes: Linear Regression Model With Robust
Standard Errors and Probability Weights®

Predictor variables Parameter coefficient Standardized coefficient” p Value®
Intercept 2.677 — 796
Management practices (H1a-b)
Management style
(custodial/autocratic = reference category)
Collegial -1.715 -0.111 157
Supportive -1.795 -0.102 245
Managers view teamwork as very
important with regard to
Residents’ quality of life -1.488 -0.076 459
Clinical quality of care 3.302 0.166 .080
Staff turnover and retention 1.027 0.065 402
Staff-residents relationship -1.420 -0.085 .389
NHAs reporting formal daily care teams -0.188 -0.012 .892
DON:s reporting formal daily care teams 2.601 0.159 .072
Job design (H2a-b)
% direct care staff with primary assignment -8.276 -0.200 .100
% direct care staff on other than daily teams 25.014 0.412 <.001
Characteristics of nursing home managers (H3a-b)
Turnover—DON 0.034 0.004 952
Tenure—DON (months) 0.008 0.083 171
Turnover—NHA 0.859 0.082 .280
Tenure—NHA (months) 0.004 0.060 422
Facility characteristics (H4a-b)
Not-for-profit facility (profit = reference category) 0.095 0.006 930
Total nursing hours per resident per day 1.946 0.317 .012

Notes: NHA = nursing home administrator; DON = director of nursing. Model: N = 149, R* = .4703.

*Probability weights corrected for sampling response bias.

bParameter coefficients were standardized by subtracting the mean and dividing by standard deviation.

“p values <.1 are bolded.

Berlowitz et al., 2003; Scott-Cawiezell et al., 2005).
Although 97% of U.S. health care organizations
report the use of teams in some form (Shortell
et al., 2004), little is known about the presence of
daily practice teams in nursing facilities. The find-
ings from this study provide, for the first time, em-
pirical evidence regarding the prevalence of daily
practice teams as reported by both the managers
and, more importantly, a large sample of the direct
care staff employed in nursing homes in NYS, one
of the largest states in the country.

Our findings are to some extent consistent with
the apparently widespread reporting of teams in
health care organizations but are at the same time
surprising. On the one hand our study shows that
daily practice teams can be found in most nursing
homes in our large sample. Based on reports from
NHAs and DONSs, more than 70% of facilities have
formally organized daily practice teams. Based on
employee surveys, all but 10% of the facilities had
at least 5% of the direct care staff work in daily
practice teams. So, daily practice teams seem to be
present in the vast majority of facilities. On the oth-
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er hand, their penetration within the nursing home
is far from pervasive. On average, the prevalence is
only 16%, and in 72% of the facilities, direct care
workers report a prevalence of less than 25%.
These findings, considered together with the fact
that between 80% and 90% of the managers state
that teamwork is “very important” to various as-
pects of their facilities’ operations, indicate that
most nursing home managers recognize the impor-
tance of teams, yet at the same time raising the ques-
tion of why penetration of teams is so limited. If
teams are indeed a beneficial way of providing daily
care in nursing homes, why is only a relatively small
proportion of the care provided in this fashion?
Some insights into this apparent paradox may
be gleaned from the multivariate analysis that tests
the hypotheses we delineated about the influence
of management practices, job design, and facility
characteristics on the prevalence of daily practice
teams in nursing homes. We find that higher team
penetration is associated with three factors: (a)
management perceptions of teams’ importance with
respect to quality of care, (b) staff participation in



other functional teams (i.e., care planning or spe-
cialized care), and (c) higher staffing ratios. The
first is self-explanatory. Obviously, a management
team that believes in the importance of team prac-
tice as contributing to quality of care is more likely
to foster the creation of teams. However, given
that most managers already recognize the impor-
tance of teams, the magnitude of the association
with team prevalence that we observe is rather
small. The second factor can be understood as the
effect of a team learning curve. Nursing homes
that gain positive experience with task-specific
teams might be more comfortable applying these
work structures more broadly to daily care activi-
ties, which affect wider areas of their operations. It
has been suggested that the development of teams
in an organization is evolutionary and moves
through sequential stages (Abbott, Boyd, & Miles,
2006; Heinemann, 2002). The use of teams in per-
forming the primary work of the organization oc-
curs in the last stage of this process, and it requires
the greatest organizational commitment (VanAken,
Monetta, & Sink, 1994). In a prior stage, employees’
involvement may include participation in problem-
solving teams that are task specific, such as for care
planning, quality improvement, or wound care,
but which do not extend to the provision of ongo-
ing daily care. Greater prevalence of daily practice
teams may be possible in only those facilities that
have already invested in other task-specific team-
based job designs. The third factor, higher nursing
staffing level, may be related to the fact that team-
work may not be feasible or efficient at low staff-
ing levels. However, the association with staffing
revealed by the multivariate analysis, suggesting a
small increase (1.95%) in team prevalence for 1
additional nursing hour per resident per day, may
not be conducive to greater team development giv-
en the current nursing home reimbursement rates.
In the absence of specific payment incentives to in-
crease staffing levels, nursing homes are not likely to
volunteer on their own. Early results from the recent-
ly implemented nursing home payment incentive
programs in Florida and California have shown
that additional payments to nursing homes did in-
crease staff wages and resulted in some increases in
staffing (Hyer, Johnson, Harman, & Mehra, 2007;
Schnelle, Mukamel, Sato, & Chang, 2008).

Limitations

Several caveats are noteworthy and may be
instructive of further research needed. First, our

assessment of daily practice team prevalence is based
on a single point-in-time estimate. In facilities with
significant staff turnover, such point-in-time esti-
mates may not be stable. Similarly, as nursing homes
undertake organizational and/or cultural changes
that include team building, they may experience in-
creased prevalence in daily practice teams. Second,
our study is limited to facilities in NYS. To the ex-
tent that nursing homes in other states may be af-
fected by different regulatory requirements, such as
those related to staffing, they may have substan-
tially different prevalence of daily practice teams.
Finally, although we include what we considered
the most important and most likely potential pre-
dictors of team prevalence in this study, given that
many of them have not proven to be predictive, it
is possible that other omitted factors may be more
important in explaining this phenomenon. For
example, although we considered the stability of
management as a predictor of team prevalence,
characteristics relating to the stability of staff were
not included in this analysis, and yet, they might be
more important. Additional analyses with regard
to staff retention and turnover and their relation-
ship to team prevalence may be warranted. Team
development and teamwork may also be functions
of certain attributes of the work environment such
as leadership and communication (Forbes-Thomp-
son et al., 2006). Future studies should explore
these relationships.

Conclusions

Although this analysis identifies some of the fac-
tors that are associated with higher penetration of
teams, it does not answer the question of why the
overall penetration of daily practice teams in nurs-
ing homes is so low. Further research into factors
that facilitate the organization and functioning of
teams in nursing homes may help administrators
make daily practice teams more common by low-
ering the barriers to their implementation.

Perhaps the apparent inconsistency we observe
with regard to daily practice teams’ pervasiveness
may be, at least partially, traced to the lack of
clear empirical evidence about their effectiveness.
Although, as discussed in the introduction, there
is extensive literature about the effectiveness of
teams in acute and chronic care settings, most
studies do not include nursing homes. The em-
pirical evidence from nursing homes is limited,
based on small samples, and for the most part
does not relate to daily practice teams. Therefore,
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it may not be surprising that although the manag-
ers appear enthusiastic about such teams’ poten-
tial, they are also hesitant and embrace them only
cautiously. Further research is needed to provide
empirical evidence about the effectiveness of dai-
ly practice teams in nursing homes in terms of
their impact both on costs and quality, in particu-
lar the impact on resident health outcomes. Such
evidence would be useful in informing manage-
ment’s decisions as to how best to organize their
workforce.
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