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Abstract

Background Team-based care is an essential part of primary health care (PHC), and its team service delivery pro-
cess is a systematic one involving multiple and complex influences. Research on the formation mechanism can help
improve the effectiveness of primary health care teams (PHCTs).

Methods First, based on the Donabedian model, we explored the theoretical framework of a PHC team’s effective-
ness formation mechanism. Semi-structured interviews were conducted with 23primary health care team members
in Hangzhou, Zhejiang Province, China. A total of seven factors were then included as conditional variables using
the crisp set qualitative comparative analysis (csQCA) to explore the complex influences between them and the out-
come variable through univariate necessity analysis and path configuration analysis.

Results Univariate necessity analysis showed that only “Clear Goals”in the structural dimension were necessary

for team effectiveness perception. Six pathways to good primary health care team perception of effectiveness were
identified. Two of these paths were more typical.

Conclusion “Clear Goals”"was the core variable that should be emphasized when exploring the mechanism of PHCT

formation. The results suggest that human resources in the management team should be rationally allocated, goal-
oriented, and given good attention. Future studies should explore complex combinations of PHCT factors to improve

the effectiveness of PHCTs.
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Introduction

Chronic diseases such as cardiovascular diseases, can-
cer, diabetes, and respiratory diseases are currently the
most important public health problems worldwide [1].
Due to changes in the living environment and increased
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life stress, the incidence of chronic diseases is increas-
ing annually; most patients present with multiple chronic
diseases, and this group of patients is becoming younger
and more common [2]. Existing changes have made it dif-
ficult for the traditional model of health care services to
meet residents’ health needs. To effectively manage the
health of residents and improve hierarchical medical sys-
tems, a primary health care (PHC) service model based
on general practice teams has been established by relying
on PHC institutions.

Pregnant women, children, the elderly and people with
chronic diseases are key populations in need of primary
health care services [3]. PHCT collaboration also benefits
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patients with multiple chronic illnesses [4]. By including
other health care professionals, patients will have access
to more diverse services [5]. A primary health care team
(PHCT) is composed of a general practitioner who has
core responsibility, nurses as the main support staff, and
other personnel such as public health physicians, phar-
macists, nurse assistants, and community volunteers who
play an auxiliary support role [6]. This team-based care
(TBC) model allows team members to work together
around a common goal and share the responsibility for
achieving their mission. Therefore, TBC, through inter-
professional collaboration to achieve common goals, is
encouraged and meaningful.

However, there are many practical problems in provid-
ing team-based health care services. Medical errors can
occur if critical information is not passed on, the infor-
mation is misinterpreted, or the next steps are unclear
in a team. Lack of role clarity can create chaos in the
team, resulting in suboptimal care for patients [6]. In
addition, there is a lack of clear team goals; the focus is
only on performance targets issued by management. The
team communication mode is mainly top-down without
establishing a horizontal communication mode with wide
participation. The relationship between team members is
based on information sharing and a lack of effective syn-
ergy [7]. These issues put the effectiveness of the PHCT
at risk and are directly related to the quality of health care
service delivery.

Consequently, it would be meaningful to examine the
factors that influence the effectiveness of PHCTs or strat-
egies to enhance their effectiveness. Previous research has
focused on analyzing factors that influence the effective-
ness of PHC services from the patient’s perspective [8—
10], as well as using quantitative or qualitative research
methods to explore the influencing mechanisms of multi-
ple factors [11-15]. Despite progress in the above studies,
some issues remain. Team effectiveness can be perceived
differently depending on the viewpoint. Patients may
estimate a team’s effectiveness based on the services
received, whereas team members may focus more on job
satisfaction and achieving shared team objectives [16,
17]. Most current studies have been conducted from the
perspective of service utilizers, emphasizing how to max-
imize benefits to patients. However, because the PHC
service process is a complex systemic process involving
both service providers and users, it is extremely difficult
to obtain a complete and comprehensive analysis from
the perspective of a single party. Neglecting the inter-
ests and behaviors of service providers cannot solve the
problem of their low effectiveness [18]. However, existing
research on the effectiveness of PHCTs lacks a compre-
hensive investigation from the perspective of service pro-
viders. Therefore, to avoid nonsystematic analyses arising

Page 2 of 12

from a single perspective, studies based on service pro-
viders’ experiences and perceptions should be included
to provide more robust evidence. In addition, in terms of
research methodology, the results of relevant quantita-
tive studies on the effectiveness of PHCTs are based on
data analysis [7, 19, 20], which is unable to test the deeper
reasons behind the emergence of behaviors. In contrast,
purely qualitative research methods focus on exploring
a single path to solving problems, but reveal their short-
comings when addressing systemic problems with mul-
tiple complexities. Hence, effectively combining both
quantitative and qualitative methods can be powerful.
The emergence of PHCT effectiveness as a complex
sociological phenomenon with diverse and complex
causes leading to different outcomes is not the result of
a single factor [7]. Unlike the traditional case and regres-
sion analysis, which are the classical methods in health
management, qualitative comparative analysis (QCA)
is a case study-oriented theoretical collection research
method between qualitative analysis and quantitative
analysis. For a list of terms used in QCA, see Table 1.
QCA analysis is based on the idea of set theory to ana-
lyze the relationship between the condition set and the
result set of the case. The principle is to conceptualize
cause conditions and outcome variables into sets, and
then reveals complex causality by analyzing the adequacy
and necessity of conditions or combinations of condi-
tions for results [21]. Therefore, we introduced a QCA
method that combines quantitative research and case
studies from a set theory perspective [22]. The quantifi-
cation of data based on an in-depth understanding of the
cases is an attempt to explore the combination of causes
that impact the ending variables. QCA can be used to
address the causal complexity of health systems [23, 24].
Our study applied the QCA method to the research field
of PHCT effectiveness to provide new perspectives for
future research on complex health management issues.
Consequently, our study takes the service experience
and work perception of service providers in meeting the
complex treatment needs of patients as the entry point,
and the theoretical framework of the formation mecha-
nism affecting PHCT service efficiency is extracted based
on Donabedian’s three-dimensional model. The crisp set
qualitative comparative analysis (csQCA) used in this
study is an analytical technique. The truth table is estab-
lished by binary assignment of the condition variable and
the result variable, and then the necessity analysis of a
single variable is carried out. Finally, the influence of dif-
ferent combinations of condition variables on the result
variable is studied by conditional combination analy-
sis. This is used to explore the combination of multiple
complex factors that affect the effectiveness of PHCT
services. The purpose of this study is to investigate the
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Table 1 Key terms in qualitative comparative analysis (QCA)

Key term

Definition

Necessity

Raw coverage
Unique coverage
Solution coverage
Truth table
Consistency

Crisp set QCA (csQCA)

Solution
Complex solution
Intermediate solution

Parsimonious solution

A condition is necessary if it is always present when the outcome is present

Percentage of total cases covered by a path (number of cases divided by the total number of cases)

Percentage of the total cases covered only in this path (number of unique cases divided by the total number of cases)
The extent to which all combinations of conditions cover the cases

All the condition combinations empirically found

Degree of association between the conditional combinations of the results of truth table operations and the realistic combi-
nations of the sample cases

This form of QCA allows only binary forms of conditions. In set theory terms, conditions fall in (labelled as 1) or out (labelled
as 0) of the sets

All the paths that result from the analysis. There are three types of solution: complex, intermediate and parsimonious
No assumptions are made about the logical remainders in this solution

Uses a combination of both theory and the empirical cases to determine the paths. The empirical paths will never be contra-
dicted in this solution

The most simple solution that uses mainly theory with the empirical cases to derive the path solutions

causal pathways to enhance the level of services provided
by PHCTs, provide new suggestions to improve the ser-
vice capability of PHCTs, and establish a harmonious
doctor-patient relationship.

Methods

Participants

Our research site selected Hangzhou, Zhejiang Prov-
ince, China. First, we selected one community health
service center in four central urban areas (West Lake,
Shangcheng, Binjiang, Gongshu) and tow remote urban
areas (Fuyang, Tonglu). Then, two family physician teams
with better and worse performance were selected in each
community health service center based on performance
each. Finally, 23 team members were selected from the 12
teams mentioned above for interviews. Inclusion crite-
ria for interviewees were as follows: (i) PHCT members,
(i) >5 years of contracting experience, and (iii) interest
in this study and willingness to participate in the inter-
view process. The number of interviewees satisfies the
principle of information saturation [25]. The internal
conditions of these teams are diverse. The differences in
teamwork content and performance appraisal methods
were relatively small, but there were large variations in
team structure, organizational background, team size,
and other basic conditions within the team. This differen-
tiation is helpful for a better comparative analysis of the
formation mechanism of PHCT effectiveness.

Theoretical framework of PHCT effectiveness formation
mechanism

The Donabedian Model is a health care evaluation frame-
work with a three-dimensional categorical structure that

encompasses three major aspects of health care quality:
the structure, process, and outcome [26].

The Donabedian model opens a new perspective for
evaluating the quality of medical services in three dimen-
sions: Structure, Process, and Outcome. The objectivity
and practicality of its evaluation are greatly enhanced
because of its flexible structure, focusing on assessing the
service quality of medical institutions, and the fact that
long-term results need not be considered [27]. For the
PHCT, the quality of team service is an important ele-
ment. Therefore, this study used the Donabedian model
in an empirical and perceptual study of PHCT effective-
ness based on a thorough comparison of common evalu-
ation frameworks in the health field.

We found 13 themes in our knowledge review of the
previous literature. Then, we categorize the topics under
the framework of Donabedian model. Finally, a theo-
retical framework suitable for this study is obtained, as
shown in Fig. 1. The structural dimension is the basis,
the process dimension is mainly combined with practice
on the basis of the structural dimension, and the result
dimension is the final expression of the two, which is
reflected in the effectiveness of PHCT in this study.

Semi-structured interview

Semi-structured interviews with PHCT members pro-
vided us with the main data to analyze the responses
to the research questions. An interview guide consist-
ing of open-ended interview questions was constructed
under the guidance of the Donabedian model (See Addi-
tional File 1 for an outline of the interview). The inter-
views covered basic information on providing services
in the form of a team, the promotional and obstacle fac-
tors encountered in the process of team service, and the
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STRUCTURE

-Personnel allocationTeam structure
-Team size

PROCESS
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OUTCOME

Communication and information sharing

+Organization background
-Team goals and vision
-Team cohesiveness
-Clear goals
-Task oriented
-Innovation support

Fig. 1 Theoretical framework of PHCT effectiveness formation mechanism

support conditions they expected. The interviews were
pilot tested with two members of the PHCT from the
community of the Tianshui Wulin Street Health Service
Centre in Xiacheng District, which led to minor changes
in the interview outline. Two researchers (CL and LC)
conducted systematic interviews and qualitative analy-
ses from January to May 2022 after internal training.
Team members were briefed on the content and objec-
tives of the study either face-to-face or by telephone.
Consent was obtained from all participants. No other
private or work relationships existed between the inter-
viewees and interviewers prior to the start of the study.
The formal interviews were conducted one-on-one and
lasted approximately 20 min. The interviews were prop-
erly recorded. Within 24 h after the interviews were
completed, two researchers worked together to compile
the interview data (CL and AH). After integrating the
recordings and transcripts and manually converting them
into transcripts, we sent the interview transcripts back to
the interviewees for verification and validation to obtain
the final interview data.

Analysis

We used the qualitative analysis tool NVivoll [28] to
code the interview transcripts. Two researchers (CL and
AH) coded the interview content based on the interview
records and read it sentence by sentence. All interviews
were re-read and checked (SZ), resulting in minor adjust-
ments to individual themes.

-Conflict management and resolution

-Perception of team effectiveness

-Trust and respect teammates

-Coordination and cooperation

QCA was used for an in-depth analysis of interview
results. QCA is a hybrid research method with both a
case study orientation and quantitative analysis. There
are two common procedures for conducting a QCA:
crisp and fuzzy sets. In our exploration of the effec-
tiveness of the PHCT, a crisp set was chosen because
it allows for the most interpretable results and clari-
fies the resulting paths clearer [21]. The basic idea of
¢sQCA is to specify the social phenomenon to be
analyzed as relatively clear ending variables, such as
whether a specific event occurs or whether a specific
effect occurs, and then transform its potential influ-
ences into a number of dichotomous conditional vari-
ables (0 =absent, 1 =present) to construct a truth table
[22]. Then, necessity analysis was performed for the
univariate analysis in the truth table. When the sam-
ple cases passed the necessity analysis, an independ-
ent variable grouping analysis was performed. We used
consistency and coverage for parameter control and
ultimately analyzed the combination of key factors that
had the most explanatory power.

Data protection and ethics

Participants provided their consent for participation
at the beginning of each interview. Participation in the
study was voluntary and no financial compensation was
received.
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Results

Variable selection and assignment

According to the extensibility between the number of
cases and antecedent conditions, the number of condi-
tional variables should be four to seven for a medium-
sized sample (10 to 40) in this study [29]. Based on the
analysis of previous studies [7, 17, 30-33], this study
formed interviewees’ opinions on factors related to the
formation of PHCT effectiveness based on the results of
qualitative interviews with PHCT members under the
guidance of the Donabedian model “Structure-Process-
Outcome” framework (Table 2). We organized the vari-
ables in Table 2 according to frequency, and selected the
top 7 of the most frequently mentioned variables as the
condition variables for this study. They are: “Personnel
Allocation (PA), “Team Structure (TS),” “Team Cohesive-
ness (TC),” “Clear Goals (CG),” which were mentioned
most frequently in the structural dimensions during the
interviews; and “Coordination and Cooperation (CC),
“Conflict Management and Resolution (CMR),” “Com-
munication and Information Sharing (CIS)” The above
seven factors were used as conditional variables. The
“Perception of Team Effectiveness (PTE)” in the outcome
dimension was used as the outcome variable and each
factor was assigned a value according to the assignment
criteria. Table 3 (be placed at the end of the document
text file) summarizes the results of variable assignments.

Establish the Truth Table

According to the previous assignment criteria for the
conditional and result variables, we input the raw data
binary table after the dichotomous assignment into the
QCA3.0 software [34] to perform the operation and build
up the truth table as shown in Table 4.

Univariate necessity analysis

The necessity analysis allowed us to explore the extent
to which a single variable among the selected variables
explained the outcome. If a certain condition always
exists when a result appears, we consider it to be a nec-
essary condition for the existence of the result. In con-
ventional QCA operations, univariate necessity analysis
is primarily determined by the consistency index. The
consistency index mainly measures the degree of correla-
tion between conditional and outcome variables. In other
words, it measures the explanatory power of a combina-
tion of conditional variables for the outcome variable. For
QCA, the consistency index for set-theoretic relation-
ships is equivalent to the p-value in conventional statis-
tical analysis. A consistency greater than 0.90 indicates
a strong empirically significant set relationship, just as
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a p-value less than 0.05 indicates a low probability that
the outcome in a traditional statistical analysis is a chance
observation. The formula can be simplified as follows:

Consistency (Yi < Xi) = > (min(Xi < Yi))/ Y _ (Yi)

Xi refers to the affiliation score in the combination of
conditions, and Yi refers to the affiliation score in the
results [35]. In general, the results can be considered nec-
essary only if the consistency is greater than 0.9 [36]. Fur-
thermore, the coverage index can be used to determine
the strength of the explanation of the condition of the
results [29]. Coverage indicates the explanatory power
of the combination of conditions of the results. The
closer it is to 1, the stronger the explanatory power. The
results of the univariate necessity analysis using csQCA
are shown in Table 5. For univariate necessity, only the
“Clear Goals (CG)” dimension constitutes a necessary
condition for team effectiveness perception (Consist-
ency=0.9545450.9). Here, it is vital to emphasize that,
although the above necessary conditions necessarily exist
in cases where the outcome variable takes the value of 1,
cases that meet the above necessary conditions do not
necessarily result in perceived team effectiveness. Thus,
the necessary conditions cannot be considered suffi-
cient. The complex combination of factors that drive high
PHCT effectiveness must be extracted through the next
step of multifactorial configuration analysis.

Path configuration and analysis

According to the analytical principles of QCA, the neces-
sary conditions are no longer included in the path con-
figuration and analysis. We only analyzed other variables,
thus studying the effect of different combinations of con-
ditional variables on the outcome variable.

The complex solution, intermediate solution, and par-
simonious solution were obtained by Boolean algebra
(setting the threshold of Raw to 0.8; PRI value to 0.75).
Referring to current mainstream research on QCA meth-
ods, most sociologists agree that intermediate solution
that are reasonably well founded, moderately complex,
and do not allow for the elimination of necessary con-
ditions are the preferred choice for reporting and inter-
pretation in QCA research [37]. Therefore, this study
focused on explaining the connotations of intermediate
solutions. We have translated the results of the condi-
tional combination analysis operation of the intermedi-
ate solution (see Additional File 2) and presented them
in Table 6.

The results of the path configuration analysis in Table 6
show that six different combinations of conditions
reached the outcome of the perceived achievement of
PHCT effectiveness in 23 cases. The solution coverage
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Table 3 Variable valuation table

Variable Type Variable Secondary Variables Measurement
Conditional Variables Structural Dimension Personnel Allocation (PA) If sufficient manpower is available in my team to provide
complete PHC services, the value of 1 is given, otherwise
0
Team Structure (TS) If members in my team have the service ability and skills

needed by the team and have different academic
backgrounds, they can provide diverse perspectives
and experience for team work, the value of 1 is given,

otherwise 0

Team Cohesiveness (TC) If members in my team have similar values and it
was clear that they were a team, the value of 1 is given,
otherwise 0

Clear Goals (CG) If members in my team have a clear and unambiguous

understanding of the division of labor between them-
selves and others, the value of 1 is given, otherwise 0

Process Dimension  Coordination and Cooperation (CC) If members in my team actively seek cooperation
among themselves and can be provided with useful
ideas and practical help from other members, the value
of 1is given, otherwise O

Conflict Management and Resolution (CMR) If the team | work for faces up to the differences
among members and tries to solve them, the team
has a sound conflict management mechanism,
the value of 1 is given, otherwise O

Communication and Information Sharing (CIS) If members in my team can carry out good communica-
tion and mutual understanding, they can obtain accu-
rate information about patients from other members,
and will actively provide information about patients
to other team members, the value of 1 is given, other-
wise 0

Result Variables Outcome Dimension  Perception of Team Effectiveness (PTE) If we can always achieve our team goals and | believe
that our team is efficient and the quality of our service
is high, the value of 1 is given, otherwise 0

Table 4 Crisp set truth table for Conditional and Result variables

PA TS TC cG CcC CMR Cls Number
0 1 0 1 1 0 0 3
0 1 0 1 0 0 0 2
1 1 0 1 1 0 0 2
1 1 1 1 1 0 0 2
0 0 0 1 0 0 0 1
1 0 0 1 0 0 0 1
1 1 0 1 0 0 0 1
1 1 1 1 0 0 0 1
0 0 0 1 1 0 0 1
1 1 0 1 0 1 0 1
1 0 0 1 0 0 1 1
1 1 0 1 0 0 1 1
1 1 1 1 0 0 1 1
1 1 0 1 1 0 1 1
1 1 1 1 1 0 1 1
0 0 0 0 1 1 1 1
1 0 0 1 1 1 1 1
0 1 1 1 1 1 1 1

0=absent; 1=present; PA Personnel Allocation, TS Team Structure, TC Team Cohesiveness, CG Clear Goals, CC Coordination and Cooperation, CMR Conflict
Management and Resolution, CIS Communication and Information Sharing
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Table 5 Univariate necessity analysis

Variable Name Consistency Coverage
PA 0.590909 -

TS 0.772727 -

TC 0272727 -

CG 0.954545 0.954545
CcC 0.590909 -

CMR 0.181818 -

as 0363636 -

Only when the consistency reaches 0.9 or more and the necessary condition is
satisfied, the coverage rate needs to be calculated; PA Personnel Allocation, TS
Team Structure, TC Team Cohesiveness, CG Clear Goals, CC Coordination and
Cooperation, CMR Conflict Management and Resolution, CIS Communication
and Information Sharing.

and consistency of the intermediate solution was 1,
which proves that it has strong explanatory power for
the 23 selected cases. The consistency index for all ante-
cedent conditional constructs was 1 (>theoretical value
0.8), indicating that all cases in the six antecedent con-
ditional combinations satisfied the consistency condition;
that is, all six antecedent conditional combinations were
sufficient conditions for the perceived effectiveness of
the PHCT. It is easy to see that “PA” appears in all three
combination paths except for the necessary condition
“CQ@G; which is consistent with the result that the con-
sistency of “PA” is second only to the necessary condi-
tion “CG” in the necessity analysis. Further observation
of the six-cause combinations revealed that two-cause
combinations were more typical than the others, with
raw coverage higher than 10% [38]. In accordance with
the principles of QCA, we combined the variable “Clear
Goals (CG)” from the previous necessity analysis with
the above combination of conditions to obtain the fol-
lowing two typical combinations of reasons: (A) Person-
nel Allocation*Team Structure*Clear Goals* ~ Conflict
Management and Resolution. This explanatory pathway

Table 6 Generate path solutions(based on intermediate solution)
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suggests that when teams are adequately staffed with
team members from different disciplinary backgrounds
and have clear and well-defined team goals, PHCTs can
be effective at the desired high level even without conflict
management and resolution mechanisms. (B) ~ Personnel
Allocation* ~Team Cohesiveness*Clear Goals* ~Con-
flict Management and Resolution* ~ Communication and
Information Sharing. This explanatory pathway “neces-
sarily excludes” elements of personnel allocation, team
cohesiveness, clear goals, conflict management and reso-
lution, communication, and information sharing, high-
lighting the direct impact of the “Clear Goals” element in
producing high performance in PHCTs.

Discussion

This study complements previous studies related to
PHCT effectiveness from the perspective of service pro-
viders. We assessed 23 PHCT members’ perceptions of
team-based service effectiveness. Based on the perspec-
tive of service provider experience and perception, semi-
structured Interviews were used to explore the factors
related to team efficacy that PHCT teams face in deliver-
ing services as a team. Following exploration, the inter-
view data were further processed to build a framework
for the factors influencing the effectiveness of PHCT
services. The cases were then quantified using the QCA
method to quantify the data and explore the pathways of
conditional factor combinations with explanatory power
to fill methodological gaps. Our findings suggest that
PHCT service effectiveness is influenced by a combina-
tion of multiple factors that constitute multiple complex
combinations of conditions and thus are influenced to
produce change.

In this study, we found that having clear goals for
teamwork was an important facilitator of the effective-
ness of PHCT in delivering services as a team, which
was affirmed by team members in the interviews.

Path number Conditional combination

Raw coverage Unique coverage Consistency

PA*TS*~CMR
~PA*~TC*~CMR*~CIS
PA¥TS* ~TC* ~CC*~CIS
PA* ~TC* ~ CC* ~ CMR*CIS
~TS* ~TC*CC*CMR*CIS
~PAXTS*TC*CC*CMR*CIS

mm o N ® >

Solution coverage: 1
Solution consistency: 1

0.454545 0.363636 1
0318182 0.318182 1
0.0909091 0.0454546 1
0.0909091 0.0454546 1
0.0909091 0.0909091 1
0.0454545 0.0454546 1

PA Personnel Allocation, TS Team Structure, TC Team Cohesiveness, CG Clear Goals, CC Coordination and Cooperation, CMR Conflict Management and Resolution, CIS

Communication and Information Sharing

“means " and "; ~means " no"
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Among the results obtained from the univariate neces-
sity analysis, only “Clear Goals (CG)” constituted a
necessary condition for the generation of the outcome
variable (Consistency=0.9545450.9). In other words,
the presence of a conditional variable for clear goals is
necessary for the perceived effectiveness of the PHCT.
Previous research suggests that without the central role
of clear team goals, it is difficult to achieve high PHCT
performance [39]. Team goals are organization-ori-
ented, and managers and team members work together
to establish clear team goals so that individual and
team goals can be aligned to the greatest extent pos-
sible. Research has shown that team processes such as
clear goals and objectives are among the main factors
influencing interdisciplinary teamwork [40]. The team
members have a clear division of labor and work closely
together to achieve the effect that “1+1 is greater than
2” within the team, helping the team to generate value.
In addition, the consistency of “Personnel Allocation”
is 0.772727, which was the closest to the criterion for
the necessary condition among the remaining condi-
tional variables. This indicates that, although person-
nel allocation is not a necessary condition, it still has a
significant impact on the perceived effectiveness of the
PHCT.

Among the six path configurations, the “clear goals”
dimension is the most direct and powerful driving force
for PHCT effectiveness as it is required to participate
in all paths. Second, “Personnel Allocation” appears in
three path configurations, indicating that adequate per-
sonnel are a significant component of the process of pro-
viding complete PHC services. Research suggests that
primary care physician—patient interaction time can be
improved by enhancing the role of medical assistants
as a team-based service model [41]. This phenomenon
may be due to the fact that PHC services, as a systemic
service process, require human resource support in all
aspects. Increasing the allocation of team members can
fully mobilize the team’s work and promote continuous
improvement of team effectiveness.

In addition, we were surprised to find that the effect of
“Team Cohesiveness” was minimal in both the univari-
ate necessity analysis and the multifactorial configuration
analysis. This reflects the fact that team cohesiveness,
as an intangible spiritual force within the PHC, plays a
minor role in influencing team effectiveness. This is con-
trary to previous studies that found that good cohesion
improves the efficiency and performance of team opera-
tions [42]. This may be because team members are less
demanding in terms of an abstract spiritual core than fig-
urative team goals and personnel allocation. Team mem-
bers will be more inclined to comply with the rules and
regulations that exist concretely in the organization and

Page 10 of 12

to fulfill their established responsibilities in the team in
order to achieve the desired team effectiveness goals.

Two of the six path configurations are more typi-
cal of the path configurations. The path A accounts for
approximately 45% of casesand explains how a team with
adequate staffing, members with diverse disciplinary
backgrounds, and clear team goals can form a combina-
tion of path configurations with a high level of PHCT
effectiveness. This finding suggests that attention should
be paid to the allocation of human resources to PHCTs.
The services provided by the PHCT involve multiple tasks
throughout the patient treatment process, and the entire
process requires the allocation of an adequate number of
health professionals in the team. The number of health
human resources in the team ensures that PHC services
are delivered smoothly to the population. Rational alloca-
tion of team health human resources can determine the
quality of PHC service delivery. Therefore, scientific and
reasonable planning of internal health human resources
by team management is a powerful means of optimizing
PHCT effectiveness. At the same time, organic coordina-
tion between the individual creativity of team members
and that of the whole team should also be considered.

The pathway B suggests that even when personnel
allocation, team cohesiveness, conflict management and
resolution, and communication and information shar-
ing elements are not present, but the team has clear
goals, the effectiveness of PHCT can still be developed
to some extent. Team members work individually around
assigned goals, allowing the team to achieve efficient and
high-level output. This confirms the direct impact of the
“Clear Goals” element on the effectiveness of PHCTs. It
prompts managers to pay attention to goal orientation.
This is because people can hold themselves accountable
with clear goals. Team managers should manage team
members through setting goals. After the top manage-
ment of the team determines the team goals, they are
effectively decomposed and clearly transformed into sub-
goals for each member of the team. Team members are
evaluated according to the completion of sub-objectives.
The clarity of team goals plays a positive role in guiding
the work direction of team members and establishing
division of labor and cooperation among team members.
It is a clear catalyst for improving managerial efficiency
and team effectiveness.

Limitations and future studies

This study has some limitations. First, the design of the
conditional variables inevitably carries a certain degree
of subjective selectivity and limited horizon reviews by
the researchers. Therefore, other important conditional
variables that were not included in this study may exist.
Second, pathways with a raw coverage of less than 10%
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were not discussed in this study because of the limited
number of samples. Although the number of samples
in this study was within the optimal range for the QCA
method, the sample content covered by the pathways can
still be expanded by increasing the number of samples in
subsequent studies, with the aim of providing more accu-
rate evidence. Third, due to the presence of COVID-19,
the study was conducted only in Hangzhou, where the
authors are located. Hangzhou has made PHC the focus
of China’s health care reform and has achieved consider-
able success; therefore, the development of its PHCT has
a certain typicality. In less-developed areas, factors influ-
encing the effectiveness of PHCTs may differ. In future
studies, the expansion of the geographic scope and addi-
tion of samples from multiple regions could be consid-
ered to improve the universality of the study.

Conclusion

Our analysis of PHCT members’ perspectives on team
effectiveness was based on their own experiences working as
a team. On account of our interviews with PHCT members,
we concluded that team members perceived that having a
clear goal was the most immediate and powerful driver of
PHCT effectiveness in the formation of team effectiveness,
despite being in different PHCTs. Moreover, the improve-
ment in PHCT effectiveness is not the result of a single fac-
tor; many factors jointly act to form a complex combination
of conditions that affect team effectiveness. The next step is
to share these findings with health authorities and primary
care administrators to provide them with a basis for devel-
oping policies to improve PHCT effectiveness.
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