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Abstract 

Background and Significance 

Chronic conditions are the leading cause of death and disability in the United States, 

leading to trillions of dollars spent annually on healthcare costs. When a patient is able to 

understand and manage their disease from home, it will reduce the risk ofdisease exacerbation, 

hospitalization, and complications related to their medical treatment, thus, in tum, reducing the 

financial strain on the healthcare system. 

Purpose and Objective 

This Doctor ofNursing Practice project focused on evaluating the impact that team-based 

care can have on knowledge and self-confidence among adults with chronic diseases in the 

primary care setting. 

Theoretical Framework 

The theoretical framework used is the Health Promotion Model. This theory is used to 

understand the significant determinates ofhealth behaviors as a basis for behavioral health 

counseling to promote healthy lifestyles. 

Methods and Design 

This was a quasi-experimental study that used a pre-posttest design. The participants 

were selected using a convenience sampling method. The participants were asked to complete 

several questionnaires including the Patient Demographics Questionnaire, the Hypertension or 

the Diabetes Questionnaire depending on their chronic condition, and the Self-Confidence in 

Disease Management Questionnaire. 
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Results 

Statistical significance was noted among the Team-Based Care Groups level of self

confidence in the post-test and the Standard Care Group was noted to have improve scores on the 

Hypertension Questionnaire. All other results were not statistically significant 

Conclusion 

The implementation of team-based care can improve the self-confidence in chronic 

disease management among adults in primary care. The results could provide the foundation for 

the implementation of team-based care in the primary care setting. 

Keywords: Team-based care, Chronic disease, Knowledge relention, Self-confidence. 
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Improving education and management of chronic diseases is ofutmost importance to all 

health professionals, especially to those in the primary care setting. When a patient is able to 

understand and manage their disease from home, it will reduce the risk ofdisease exacerbation, 

hospitalization, and complications related to their medical treatment. This improved knowledge 

and disease management can be provided by the utilization of team-based care in the primary 

care setting. 

Team-based care is defined by the National Academy ofMedicine as "the provision of 

health services to individuals, families, and/or their communities by at least two health providers 

who work collaboratively with patients and their caregivers to accomplish shared goals within 

and across settings to achieve coordinated, high-quality care" (Agency for Healthcare Research 

and Quality [ AHRQ], 2016). In the healthcare setting, there has been a lack ofcommunication 

with what the provider did during the assessment and what the rest ofthe interdisciplinary team 

should educate the patient on, thus leading to poor quality education and patient outcomes. By 

having multiple healthcare professionals in the room, it will allow for high-quality care and 

better communication among the interdisciplinary staff When team-based care is utilized, it will 

improve patient knowledge, retention of education, and self-confidence in chronic disease 

management among the adult population. 

Background and Significance 

Lack of education regarding chronic diseases in the healthcare setting can have a negative 

impact on not only the patient, but also the healthcare system. Six in ten adults in the United 

States are currently diagnosed with at least one chronic disease (Centers for Disease Control and 

Prevention [CDC], 2019). Chronic conditions such as heart disease and diabetes are not only the 

leading cause ofdeath and disability in the United States, but chronic diseases are also the 
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leading cause of the 3.3 trillion dollars spent annually in healthcare costs (CDC, 2019). It has 

been demonstrated that when patients are better educated, they will live longer, are more able to 

follow instructions, understand their health needs, advocate for themselves, and communicate 

effectively with their healthcare providers (Virginia Commonwealth University, 2016). Research 

has also shown that when patients received education regarding their specific chronic disease, 

they have significant improvement in understanding, treatment, and control of their disease 

process (Babaee Beigi et al., 2014). Thus, improving their overall quality ofhealth and 

knowledge. 

The implementation of team-based care has several advantages in the primary care 

setting, including a more effective and efficient delivery ofservices that provide a higher quality 

ofcare such as patient education, improved self-management, and coordination of patient care 

(AHRQ, 2016). The team-based care approach has been proven to be an effective method in 

improving patient care and education because it uses the expertise ofseveral providers and 

healthcare professionals, as opposed to the standard practice ofjust one health professional' s 

input or education (AHRQ, 2016). Often, when a person has a chronic disease, they are 

overwhelmed, have a lack ofself-confidence in managing their illness, and suffer from many 

chronic disease complications (Rivera, 2018). Research has demonstrated that collaborative 

team-based care has been found to improve the management ofspecific diseases such as 

hypertension (HTN), diabetes mellitus (DM), congestive heart failure (HF), and depression 

(Dar low, 2015). Thereby, reducing the risk of potential disease complications or worsening 

comorbidities. 

While research shows that team-based care has a positive impact on patient satisfaction in 

the acute inpatient and primary care settings, there is little research on the impact of team-based 
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care on patient education in the primary care setting and its effects on improving self-confidence 

in chronic disease management among the adult population; this is an unmet need in research. 

Since 11 % ofthe United States population is seen by a primary care provider each month 

compared to the I% in the acute care setting, it is imperative that there is more research 

conducted to improve the management ofchronic diseases in the primary care setting among the 

adult population (Committee ON Integrating Primary Care and Public Health, 2012). Team

based care is a potential method of achieving a higher level ofpatient education and self

confidence in disease management. The utilization of team-based care has the possibility to 

reduce the trillions of dollars spent on chronic disease management annually, reduce 

hospitalizations, minimize unnecessary primary care visits, and improve patient education and 

self-confidence in disease management. 

Objectives 

There were several goals and objectives for this research project. The purpose of this 

research was to improve both knowledge and self confidence in chronic disease management 

among the adult population at Lakeshore Primary Care Associates, a local Hamburg New York 

primary care practice. The aim of this research study was to evaluate if the patients knowledge 

regarding their chronic disease and self-confidence in chronic disease management was 

improved by the implementation of team-based care in the primary care setting using a provider, 

nurse practitioner student, and a scribe. This study assessed if the implementation of team-based 

care demonstrated improved patient knowledge, education, and the ability to manage chronic 

disease when compared to current practice. This research project hoped to determine if the short

term intervention of team-based care does, in fact, have a positive impact on the patient's 

knowledge and self-confidence when compared to the current practice ofonly the provider and 
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the patient in the room. If this project demonstrated a positive impact, the local primary care 

office hoped to begin implementing team-based care for each visit. 

Literature Summary 

A review of nursing, medical, and health-related literature was conducted to obtain a 

comprehensive view of the effects of team-based care on patient education and self-management 

of their chronic disease. The databases searched included Pubmed, Google Scholar, and 

CIHNAL. The search was limited from 2014 to present to ensure that current evidence-based 

literature was reviewed. Inclusion criteria included research articles conducted among the adult 

population, full articles only, and the research must have been completed with either qualitative 

or quantitative results. The following keywords were searched using both singularly and in 

multiple combinations: patient education, team-based care, chronic disease management, 

education retention, and primary care. These keywords yielded over ten thousand articles. 

However, many were not applicable because they were published more than five years ago, there 

was an unclear method ofimplementation of the education and gathering results, and the patient 

population was less than eighteen years of age. The articles were diverse in the information they 

provided, as well as how the data was collected and the methods used. 

Brenk-Franz et al. (2017) assessed the impact that the patient-provider relationship can have 

on self-management among primary care patients with multiple chronic conditions. Self

management is a crucial element ofevidence-based medical care for patients with chronic 

diseases in primary care (Brenk-Franz et al., 2017). The study noted that patients with chronic 

conditions and poor healthcare professional relationships were associated with poor self

management The researchers determined that the quality of the patient-provider relationship had 

a significant effect (z=-3.33, p<0.001) on self-management in patients with multiple chronic 
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conditions. Communication and education regarding the course of their treatment were noted to 

be the most significant influencing factor for self-management (Brenk-Franz et al., 2017). 

The implementation ofcollaborative interprofessional practice has a significant impact on 

providing effective care. Darlow et al. (2015) conducted a study among the interdisciplinary 

professions ofdietetics, medicine, physiotherapy, and radiation therapy to assess the impact of 

interprofessional education programs on healthcare professional's attitudes and self-confidence in 

providing education to patients to better manage their chronic disease. The researchers conducted 

an eleven-hour interprofessional education program focused on long term condition management 

(Darlow et al., 2015). Participants completed four questionnaires that included the Attitudes 

Toward Health Care Teams Scale, Readiness for Interprofessional Learning Scale, the Team 

Skills Scale, and the Long-Term Condition Management Scale (Darlow et al., 2015). The 

researchers concluded that the education not only improved attitudes towards the 

interprofessional team, but it also increased self-reported confidence, knowledge, and ability to 

manage a patient's chronic disease. Thus, demonstrating the positive impact that 

interprofessional education can have on both the healthcare team and the patient. The conclusion 

of the study was that in order to effectively implement team-based care, we must close the gap 

between traditional practices and transition to a team-based model of care (Darlow et al., 2015). 

Babiker et al. (2014) discussed the need for team-based care, how to implement this method 

effectively, and the impact that team-based care can have on patients with multiple 

comorbidities. The authors stated that in order to have effective team-based care, all team 

members, including the patients must communicate and merge their observations and expertise 

to optimize patient care (Babiker et al., 2014). Effective team-based care in the primary care 

setting has the potential to improve health outcomes and quality ofcare, improve patient's 
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acceptance of treatments, and enhance efficient use of healthcare services. The researchers stated 

that to implement effective team-based care, each member must know their role, interact with 

one another to achieve a common goal, work as a collective unit, and possess specialized and 

complementary knowledge and skills (Babiker et al., 2014). 

Misra-Herbert et al. (2015) assessed how team-based care in the primary care setting 

affected the physician-patient interaction. They found that while team-based care did not 

improve patient satisfaction, it did enhance the total duration of face-to-face interaction with the 

interdisciplinary staff (Misra-Herbert et al., 2015). While this article did not state whether it 

improved knowledge or management of chronic diseases, team-based care allowed for increased 

interaction with the healthcare staff, thus increasing the likelihood ofimproved communication 

and education. Due to the small sample size of 98 participants, this study should be conducted on 

a larger sample size to ensure validity (Misra-Herbert et al. , 2015). 

Brailard et al. (2018) conducted a study to assess the impact that managing patients with 

multiple comorbidities has on healthcare providers in primary care. The healthcare providers 

were interviewed on factors such as time with the patient, medical guidelines versus the patients 

economic, educational, and health status, and taking on the burden management alone. The 

researchers concluded that chronic disease management continues to be a challenge among 

healthcare providers in primary care (Brailard et al., 2018). In order for healthcare providers to 

effectively deliver education and care, structural changes need to be made and implemented with 

not only medical education, but the overall healthcare environment (Brailard et al., 2018). These 

changes can be made through the implementation of team-based care. The utilization of team

based care could allow the provider to have adequate time to communicate with their patients 



14 

and better manage their time by having other members of the interdisciplinary team participating 

in the patient's care. 

Chronic diseases such as diabetes mellitus, hypertension, and COPD are commonly seen in 

primary care. Proia et al. (2014) conducted a systematic review assessing the effect of team

based care on blood pressure control. The researchers used all members of the interdisciplinary 

team, including registered nurses, pharmacists, and primary care providers to provide support, 

education, and care to patients in the outpatient setting. Researchers concluded that when team

based care was implemented, it increased the proportion ofpeople who had better control of their 

blood pressure and reduced both systolic and diastolic blood pressure, especially when 

Registered Nurses were part of the team-based care (Proia et al., 2014). 

Levengood et al. (2019) conducted a meta-analysis to assess the effect of team-based care 

on the management oftype 2 diabetes. The team-based care that the researchers used included a 

patient, provider, and a nurse or pharmacist in the primary care setting (Levengood et al. , 2019). 

The researchers concluded that when team-based care was implemented among this population, 

it was associated with more significant reductions in blood glucose levels. Also, those 

participants who were in the team-based care interventions also had improved blood pressure, 

and lipid levels based on the American Diabetes Association guidelines (Levengood et al., 2019). 

The researchers concluded that the utilization ofteam-based care has a positive effect on the 

management type 2 diabetes (Levengood et al., 2019). 

A retrospective cohort study was conducted by Reiss-Brenna et al. (2016) to evaluate the 

impact of integrating team-based care practice versus traditional practice on patient outcome and 

healthcare utilization. The researchers assessed the influence that team-based care had on 

adherence to the education of their chronic diseases such as diabetes and hypertension. Also, 
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researchers evaluated the impact that team-based care had on adherence to medication and the 

utilization of screening tools (Reiss-Brenna et al., 20I 6). The lookback period of th.is study was 

from 2003 to 2005 on 11 3 patients who received primary care at the Interrnountain Healthcare 

Medical Group (Reiss-Brenna et al., 2016). The researchers concluded that patients in the team

based care practice were associated with higher rates of measures ofquality ofcare such as 

higher rates of depression screening (46.1 % for TBC vs 24.1 % for TPM; odds ratio [OR], 1.91 

[95% CI, 1.75 to 2.08) and adherence to a diabetes care bundle (24.6% for TBC vs 19.5% for 

TPM; OR, I .26 [95% CI, 1.1 l to I .42])(Reiss-Brenna et al., 2016). 

Adherence to treatments and management of chronic disease continues to be a public 

health issue. F emandez-Lazaro et al. (2019) conducted a cross-sectional study to assess the 

adherence to treatment and related factors among patients with primary care setting with chronic 

conditions. The researchers conducted face-to-face interviews regarding medication adherence 

and disease management (Fernandez-Lazaro et al., 2019). Fernandez-Lazaro et al. (2019) 

determined that only 55.5% of patients were adherent to their treatment. The factors that were 

associated with adherence were old age, having received complete treatment information, having 

adequate knowledge about their medication regimen, and self-perception of a good quality of life 

(Fernandez-Lazaro et al., 2019). Thus, demonstrating the importance ofconduction education in 

the primary care setting. The research concluded that while adherence to treatment of chronic 

conditions remains low in primary care, ideal achievement can be obtained through tailored 

interventions related to patients' education and their information needs (Fernandez-Lazaro et al., 

2019) . 

Szafran, Kennett, Bell, & Green (2018) conducted a waiting room survey among the 

adult population in the primary care setting to assess their thoughts and feelings regarding the 
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impact that team-based care has on their chronic disease management. The results demonstrated 

a positive view of team-based care, with nearly 70% of the patients stating that they had 

improved knowledge with team-based care health (Szafran, Kennett, Bell, & Green, 2018). 

Participants stated that team-based care allowed for improvements in knowledge oftheir medical 

condition, and improved the care they receive, ability to self-care, maintain their independence, 

and improve their overall health (Szafran, Kennett, Bell, & Green, 2018). Nearly 35% of the 

patients also felt that by utilizing team-based care, it reduced emergency room visits and 

hospitalizations (Szafran, Kennett, Bell, & Green, 2018). The results of this study conclude that 

the implementation of team-based care has the potential to significantly improve the 

management ofchronic diseases among the adult population in primary care. 

After completing this literature review, it was clear to see that there is a gap in the 

literature related to the impact that team-based care has on both patient education and 

management of their chronic condition in the primary care setting. Most research discussed the 

effect that team-based care had on efficacy and quality ofcare. Also, while there is abundant 

literature on the impact ofeducation, most of this research takes place in the acute care setting, 

pertains solely to nursing, or there is no mention ofteam-base care. Additionally, most ofthe 

published research on the impact of team-based care is regarding patient satisfaction. There is a 

lack of research on the impact of team-based care on patient education. It was clear that further 

research needs to be conducted and published regarding team-based care and its effect on 

education and self-management of chronic diseases in primary care. 

Theoretical Framework 

The Health Promotion Model (HPM) was used as the theoretical framework for this 

research project, as it provided a useful lens with which to view the research study. This 
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theoretical framework was developed by the nurse theorist Nola Pender in 1982 to assist nurses 

in understanding the significant determinates of health behaviors as a basis for behavioral health 

counseling to promote healthy lifestyles (Pender, 2011). This model helps to identify both the 

internal and external factors that influence one's health behaviors. Pender' s theory believes that 

human beings interact with their environment to meet their needs and goals (Pender, 2011). The 

Health Promotion Model looked at both the Expectancy Value Theory, which assessed the 

individual's methods to achieve their goals that were perceived as possible and would result in 

valued outcomes, such as improved health and knowledge (Pender, 201 I). It also looked at the 

Social Cognitive Theory that assesses how the individual's thoughts, behaviors, and environment 

alter how they think, such as improved education through altered care (Pender, 2011 ). These 

concepts were integrated in the research study because the end result of our team-based care was 

to not only to improve the patient's knowledge retention and management of their chronic 

disease, but also to improve their long-term health outcomes though self-efficacy and awareness 

of their chronic disease management. The team-based care was the external factor and the basis 

for behavioral health counseling to promote healthy lifestyles. In order for this framework to be 

effective, the patient must have been willing to implement new lifestyle changes and education 

into their environment in order to have a positive impact on their health. 

The Health Promotion Model was based on several assumptions. They include the belief 

that a person seeks to create condition of living through which they can express their health 

potential, persons have the capacity for reflective self-awareness, including awareness of their 

own competencies, persons value growth and change that is viewed as positive and attempt to 

achieve an acceptable balance, individuals seeks to actively regulate their own behavior, 

healthcare professionals are part of the interpersonal environment, which exerts influence on a 
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person, and self-initiated reconfiguration ofperson-environment interactive patterns is essential 

to behavior change (Pender, 2011). These assumptions correlate with the research study in 

several ways. As the health care team interacted with the patients to teach them about their 

chronic disease, they hoped that the patient would change their lifestyle, behaviors, and improve 

their self-awareness. These beliefs assume that a patient would want to change and utilize the 

education that the health care team supplied. If the patient is not ready to change their mindset 

or beliefs, the theory would be ineffective. 

The Health Promotion Model fit with the research study in several ways. Pender's (2011) 

stated that the perceived competence ofself-efficacy to execute a behavior increases the 

likelihood ofcommitting to the action. This fit with the study because the fo llow-up 

questionnaires determined if the nurse and provider education had in fact improved the patient's 

chronic disease knowledge and self-confidence in managing their chronic disease. Also, Pender 

(201 I) stated that a person is more likely to commit to a health-promoting behavior when 

assistance is provided, and they are supported. Not only did the provider deliver information 

regarding their chronic disease, but they had other members of the interdisciplinary team assist 

with the patient's care and education, thus providing assistance and support in managing one's 

chronic disease. Finally, Pender' s (2011) stated that family, peers, and health care providers are 

important sources of interpersonal influence that can increase or decrease commitment to health

promoting behaviors. This proposition was utilized through the implementation ofboth team

based care interaction and the healthcare providers improved education. 

Pender's Health Promotion Model was integrated well with the implementation of team

based care to improve knowledge and self-confidence in disease management. Overall, this 

theory was based on the idea that when healthcare professionals promote health changes or 
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education, it would in return improve the patient's self-efficacy, awareness, and behavior, thus 

improving their overall health. The research that was conducted follows this model to improve 

knowledge and self-confidence in disease management, thereby improving the patient's overall 

health in the future. 

Methodology and Design 

The ultimate goal of any primary care practice or primary care provider is to improve 

their patient' s health and reduce the rate ofdisease exacerbation and hospitalization. This study 

was designed as a pilot study to examine the difference in patient' s knowledge and self

confidence in managing their chronic disease when utilizing team-based care in comparison to 

the current practice in primary care. The team-based care included the provider, the nurse 

practitioner student, and the scribe. The purpose of implementing the nurse practitioner student 

into the team-based care was to not only provide help to the provider so they can spend more 

time on direct patient care and education, but also to provide the patient with more education 

when needed. The standard care for this research project involved only the provider with the 

patient in the room during the appointment as this is how the providers in the control group 

customarily practice. 

Project Design 

The design of the research project was a quasi-experimental study as it used a pre-posttest 

designed to address the following question: do patients with chronic diseases in primary care 

retain knowledge and improve self-confidence in disease management when team-based care is 

utilized during their appointment when compared to current practice? 
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Subjects and Sample Size 

It was anticipated that approximately 80% ofpatients would meet the inclusion criteria 

and enroll in the study. As the local study intended to enroll between 80 to 120 subjects with 40 

to 60 participants each in the control and experimental group, depending on if the participants 

who met inclusion criteria decide to enroll. It was expected that between 100 and 150 people 

would need to be screened. Over the seven-day period 95 patients were screened at the time of 

their scheduled appointment, of those patients less than halfmet inclusion criteria. There were 

twelve subjects enrolled in the team-based care and eleven were enrolled in the standard care. Of 

those participants enrolled in the study seven from the Team-Based Care Group and six from the 

Standard Care Group responded to the follow-up telephone surveys. 

Setting 

This study was conducted at Lakeshore Primary Care Associates, a primary care office in 

Hamburg, New York. Research was conducted over seven days in February and March of2020. 

The practice currently has one location in a well-populated suburban area. The practice offers 

primary medical care to nearly 15,000 patients ofall ages. However, this study only incorporated 

adults over the age of eighteen with a chronic condition. This office has eighteen private patient 

exam rooms. The office staffconsists of nurse practitioners, physicians' assistances, physicians, 

nurses, medical assistants, along with other nonmedical staff. 

Recruitment Methods 

The participants were selected using convenience sampling method based on the patients 

who were scheduled that day for an appointment in the office. This allowed for a diverse group 

ofparticipants. Inclusion criteria included persons over the age of eighteen with one or more 

chronic conditions, English speaking persons only, as the surveys could only be provided in 



21 

English, they must be an established patient at the office, they must have had an active phone 

number so the follow up phone interview could be conducted, the patients must be cognitively 

intact, and while it was unlikely, this study also included prisoners and pregnant patients. 

Exclusion criteria included persons who were unable to sign their own consent, non-English 

speaking persons, new patients to the primary care office, persons under the age ofeighteen, 

those who were cognitively impaired, and those without a chronic disease. 

This project focused on improving knowledge and self-confidence in disease 

management among high-risk adults with chronic diseases. Therefore, the patients had to be 

screened prior to face to face recruitment to ensure they met the criteria. The patients were 

screened using their e lectronic medical record upon presenting for their appointment. The 

primary investigator and research team were granted access to the patient' s electronic medical 

record and assessed each patient scheduled that day for their inclusion criteria. If the patient 

matched the inclusion criteria, they were asked to join the research study using the face-to-face 

recruitment script (Appendix F& Appendix G). Patients were made aware that this survey was 

optional and they had the right to refuse to participate at any time. If they agree to participate, 

they were given a consent form to read, sign, and take a copy home if they desired (Appendix H 

& Appendix I). 

Tools 

There were four data collection tools used for this research study. They are the Patient 

Demographics Questionnaire (Appendix D), Hypertension Questionnaire (Appendix C), or 

Diabetes Questionnaire (Appendix B) depending on their chronic condition, and the Self

Confidence in Disease Management Questionnaire (Appendix E). These specific questionnaires 

have not been used before and were piloted in this study. All questionnaires were individualized 



22 

and changed for the purpose of this study. While they have been individualized, they were based 

on existing questionnaires. Thus, enhancing their reliability and validity, as they have been used 

with success in the past. The Hypertension Questionnaire is seven questions long and was based 

on a survey published in The Effect ofEducational Programs on Hypertension Management by 

Babaee Beeigi et al. in 2014. The Self-Confidence in Disease Management Questionnaire was 

eight questions and was based off the Self-efficacyfor Managing Chronic Disease 6-item Scale 

(Self-Efficacy for Managing Chronic Disease 6-item Scale, n.d.). Finally, the Diabetes 

Questionnaire was a seven-items based on the questionnaire in Analysis ofthe Impact Weekly 

Diabetes Education Class has on the Health ofPatients with Diabetes Mellitus Type 2. While all 

of these questionnaires have had a high level of validity and reliability in past research, it was 

hard to determine their current level, as they have been used for the first time in this study. 

Data Collection 

The design of the research project was a quasi-experimental study as it used a pre-posttest 

design. Once the patient was agreeable to patriciate in the study, they would then read and sign 

the consent. After consenting to participate in the study, the patient would either receive team

based care or standard care depending on their assigned provider. The participant was then asked 

to fill out three questionnaires at the initial encounter. The questionnaires include the Patient 

Demographics Questionnaire, the Hypertension Questionnaire or the Diabetes Questionnaire 

depending on their chronic condition, and the Self-Confidence in Disease Management 

Questionnaire. Participants were given their questionnaires prior to seeing the provider to fill 

out, the primary researchers collected the data immediately after the completion of their visit. 

After the participants visited the primary care office, they received a call for a telephone survey 

ten to twenty days later. At the time of the follow up telephone survey participants were again 
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made aware of their rights for the research study; if they are agreeable to continue, they were 

given the same two questionnaires regarding their chronic disease and self-confidence in 

managing their chronic disease. The telephone survey data collection took place in a private 

locked room from a private number. The participants were ca11ed up to five times to participate 

in the survey if there was not a telephone pick up or response on previous calls. The pre-posttest 

questionnaires were then collected and analyzed to assess the patient's knowledge and self

confidence in chronic disease management prior to team-based care. The pre-posttest design 

helped to determine if the implementation of team-based care improved patient knowledge, 

education, and the ability to manage chronic disease among the adult population at Lakesbore 

Primary Care Associates. This was done by comparing the pre and post questionnaires and 

assessing for a positive trend in participant knowledge and self-confidence. All data collected of 

the purpose of this research study was quantitative data. All questionnaires were labeled with an 

identification number as to maintain patient anonymity throughout the study. After the 

information was collected all questionnaires were placed in a locked safe in a locked room. Once 

the data was collected it was placed into an excel spread sheet and analyzed by the statistician. 

Data Analysis 

After the data from the pre and post-test was collected, it was analyzed by the primary 

investigator and a statistician from the University at Buffalo. All data was entered into an excel 

spread sheet and analyzed through SPSS software. All questionnaires were individually reviewed 

prior to inputting data to ensure quality. The data was assessed for multivariate outliers, missing 

data, and normality. A descriptive analysis was then conducted to assess factors such as the 

mean, median, and mode. Also, an inferential analysis was conducted to evaluate the relationship 

between multiple variables. Data was analyzed using a paired and independent sample t-test to 
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determine the significance of mean group differences. Data was formatted in tables noted in the 

appendix L & M of this paper. 

B uman Protection and Ethical Considerations 

The human subject's rights were upheld throughout this study. IRB approval was 

obtained prior to the implementation of this study. Participants were made aware that 

participation in this research study was voluntary and they had the right to refuse to partake. 

Also, this was a low-risk study, as participants were only answering questionnaires. There was 

no harm to the subjects. Ethical considerations were also upheld as all patients were given 

informed consent, their responses were confidential, they faced no harm, and their privacy was 

maintained and respected. Privacy of the patients was kept by conducting all team-based and 

standard care, recruitment, and consents in private rooms at the primary care office. Also, the 

demographics questionnaire did not contain any identifying patient data. The Hypertension 

Questionnaire, the Diabetes Questionnaires, the Patient Demographics Questionnaire, and the 

Confidence in Chronic Disease Self-Management Questionnaire did not contain any patient 

identifiers. Participants were identified with an individual ID number to maintain patient 

confidentiality. The team-based care questionnaires were labeled with even numbers, while the 

standard care questionnaires were labeled with odd numbers. The patient's name and phone 

number were only used at the time of the follow-up survey. All telephone surveys were made in 

a locked private room. At the time of the follow up telephone survey, the researcher introduced 

themselves without using the patient's names to maintain HIPAA. The data collected was input 

to locked file on a locked computer. All paper consents and questionnaires will be kept in a 

locked cabinet for three years after the completion of the study. 

Results 
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The demographics of this sample population varied greatly. Of the participants in this 

study 52.2% were enrolled in the Standard Care Group and 47.8% were enrolled in the Team

Based Care Group. Of these participants 69.6% were female and 30.4% were male. The vast 

majority of the participants were 65-74 years old (73.9%), only one participant was between the 

ages of 45-55 (4.3%), and 26.1 % of the participants each were in the 55-64 and 75-84 age range. 

Unfortunately, we did not have a diverse group of participants with 95.7% being Caucasian and 

only 4.3% being African-American. As for the marital status the percentages in each group 

varied with 8.7% being never married, 39. I% married, 17.4% being divorced, and 34.8% being 

widowed. As for work status over half the participants were retired (56.5%), while only 8.7% 

were unemployed, 13% were part time, and 21.7% were full time employees. The final 

demographic reviewed was the participants level ofeducation. Nearly half of the participants 

highest level of education was high school (47.8%), while 30.4% had an associate' s degree, 

4.3% had a graduate degree and other level ofeducation and master' s degree both had 8.7%. The 

differences along the demographics did not vary greatly between the Team-Based Care Group 

and the Standard Care Group both pre and posttest. Ten participants it total, five in both the 

Team-Based care and Standard Care Groups, did not respond to the follow-up telephone surveys. 

A total ofeight t-tests were run to assess group differences in the sample. Four 

independent sample t-tests were used to assess group differences between the Standard Care 

Group and the Team-Based Care Group on the patient self-confidence in disease management 

and hypertension knowledge measures. Four additional paired sample t-tests were run to assess 

the pre and post differences separately in the Standard Care Group and the Team-Based Care 

Group. No t-tests were possible for the diabetes management group due to the small sample size. 

There were no significant differences between the Standard Care Group and the Team-
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Based Care Group for the pre-Self-Confidence and pre-Hypertension Questionnaire scores. 

However, there were significant differences between the Standard Care Group and the Team 

Based Care Group on the post-self-confidence and post-hypertension scores. The Team Based 

Care Group had significantly higher Self-Confidence scores at post (i= 33.33, SD=3. 14) than the 

Standard Care Group (i = 28.86, SD=3.72); t(l 1)= -2.32, p = 0.041 as noted in Table 1 and 

Table 2 below. The Standard Care Group had significantly higher Hypertension scores at post 

(x= 22. 17, SD=l.60) than the Team Based Care Group (.x = 20.00, SD=l.41); t(9)= -2.35, p = 

0.043 as noted in Table 3 and Table 4 below. There we no other significant differences noted in 

any of the other pre and post scores in the Standard Care Group and the Team Based Care 

Group. 

Table 1 
Team-Cased Care Group Self-Confidence Questionnaire Results 

Independent Samples Test 

Levene's Test for t-test for Equality of Means 
Equality Variances 
F Sia. t . df 

Self Equal variances . 102 .752 .422 21 
Confidence assumed 
pretest Equal variances not 

assumed 
.423 20.990 

Self Equal variances .001 .980 -2.321 11 
Confidence assumed 
posttest Equal variances not 

assumed 
-2.354 11.000 

Table 2 
Team-Cased Care Group Self-Confidence Questionnaire Results 
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Independent Samples Test 

t-test for Equality of Means 

Sig.(2 Mean Std. Error. 95% 
tailed) Difference Difference Confidence 

Lower 
Self- Equal variances .677 .61364 1.45400 -2.41011 
Confidence assumed 
pretest Equal variances not .676 .61364 1.44941 -2.40067 

assumed 

Self- Equal variances .041 -4.47619 1.92864 -8.72109 
Confidence assumed 
posttest Equal variances not .038 -4.47619 1.90190 -8.66225 

assumed 

Table 3 
Standard Care Group Hypertension Questionnaire Results 

Independent Samples Test 

Levene's Test for 
Equality Variances 
F Si . 

t-test for Equality of Means 

t. df 
Hypertension Equal variances 1.775 .199 -.846 19 
pre test assumed 

E q ua I variances not -.833 16.409 
assumed 

Hypertension Equal variances .003 .960 2.352 9 
post test assumed 

E q ua I variances not 2.381 8.946 
assumed 

Table 4 
Standard Care Group Hypertension Questionnaire Results 
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Independent Samples Test 

t-test for Equality of Means 

Sig. (2 Mean Std. Error. 95% 
tailed) Difference Difference Confidence 

Lower 
Hypertension Equal variances .408 -.45455 
pre test assumed .53726 1.57904 

Equal variances .417 -.45455 
not assumed .54545 1.60854 

Hypertension Equal variances .043 2.16667 .08258 
post test assumed .92128 

Equal variances .041 2.16667 .10659 
not assumed .90982 

Discussion 

Nearly 11 % of the United States population is seen by a primary care provider each 

month compared to the I% in the acute care setting (Committee ON Integrating Primary Care 

and Public Health, 2012). Therefore, it is imperative that there is improved education in the 

primary care setting among adults with chronic diseases to improve their management, 

knowledge, and self-confidence. 

The data analysis for the paired samples statistics from the pre and posttests demonstrated 

no significant results for both the Self-Confidence in Disease Management and Hypertension 

Questionnaires among the Standard Care Group and Team-Based Care Groups. 

However, the data analysis for the independent demonstrated several areas of statistical 

significance among both the Team-Based Care Group and Standard Care Group. It should be 

noted that due to the small sample size of only two participants, the Diabetes Questionnaires 

were not analyzed for statistical significance as there would not have been meaningful data 

demonstrated. 
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When the independent samples tests were conducted for the pre and posttest groups the 

Team-based Care Group demonstrated a higher degree of self-confidence improvement in 

chronic disease management in the posttest when compared to the Standard Care Group. While 

there was not a comment section on the questionnaires, during the post-test telephone surveys 

many participants stated that they believed by having the Nurse Practitioner student and provider 

deliver further education and written materials it improved their understanding of their chronic 

disease. Most participants in the Team-Based Care Group responded to the Self-Confidence in 

Disease Management Questionnaires stating that they had sufficient education, were confident to 

very confident, and had good to very good understanding of the management of their chronic 

disease. 

The Hypertension Questionnaire demonstrated no statistical significance among both 

groups in the pretests. However, there was statistical significance demonstrated among the 

Standard Care Group in the posttest. The five participants who took the posttest demonstrated 

improve knowledge regarding their chronic disease. The most commonly missed question on the 

questionnaire was question number one "What is the meaning ofhigh blood pressure?" the 

response should have been "When the force of the blood pushing against the walls of your blood 

vessels is consistently too high.". However, there was a similar response of"The force of the 

blood circulating around the body is too high." which lead to confusion among the participants. 

In the event this study is performed again it is essential that this question is changed to reduce the 

confusion among the participants. 

While the results were not as substantial as the researchers had hoped there were small 

improvements in self-confidence among the Team-Based Care Group. There are several factors 

that can attribute to the Standard Care Groups' increased knowledge. It was noted that the 
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providers seeing this group spent a longer amount of time in the room with the patients, thus 

possibly contributing to their education. Due to the poor fo llow up telephone survey participation 

the research team was unable to get a full assessment of the impact ofboth the Team-Based Care 

and Standard Care Group. If the groups were larger and more diverse there could have been a 

greater statistical significance noted among the groups. 

While this study did not demonstrate the full hypothesis, positive impacts where noted 

throughout the study. If this study was conducted with a larger sample size, over a longer period 

oftime, with stronger follow up participation, it bas the potential to demonstrate great change 

among the patients. Due to the Team-Based Care Group not demonstrating both increase 

knowledge and self-confidence it will be unlikely that Lakeshore Primary Care Associates will 

being to utilized this practice in their everyday care with their patients. 

Deliverables 

This study produced abundant deliverables. The research study supports the present 

research demonstrating that team-based care can have a positive impact on patient care and 

knowledge. This study adds to this existing research by assessing the impact that team-based 

care can have on patient knowledge and self-confidence in chronic disease management in 

primary care. The goal is that the positive results of the team-based care implementation can be 

integrated onto every day practice at Lakeshore Primary Care Associates. A white paper report 

will be submitted to Lakeshore Primary Care associates to assist them in evaluating the value of 

adding a Nurse Closer to the provider visits. 

APN Contributions to Scholarship and Practice 

Advance Practice Nurses (APN) have had many contributions to team-based care in the 

primary care setting. This study added to scholarship and practice in several ways. By 
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implementing team-based care in the primary care setting it had the potential to improve the 

quality ofcare being delivered to the patients by improving their knowledge and education. Also, 

by improving self-confidence in disease management it can improve practice by reducing tbe 

number of follow up visits related to chronic disease complications. The team-based care also 

has the potential to improve practice by allowing the provider to spend more time 

communicating with, educating, and assessing the patient while the nurse and the scribe assists 

with patient information and documentation. This studies contribution to practice and scholarship 

bas the potential to not only improve the patient' s health, but also improve the patient' s safety 

and reduce the number offollow up appointments related to chronic disease exacerbation at 

Lakeshore Primary Care Associates. 

DNP Essentials Addressed in Project 

The American Association ofColleges ofNursing's DNP Essentials provide the 

foundation for graduate nursing curriculum and support the overall goal of advancing nursing 

professionalism and education (American Association ofColleges ofNursing, 2006). This 

research project addressed several Doctor ofNursing Practice Essentials (DNP). DNP Essential 

I, Scientific Underpinnings for Practice, was the first item addressed. The researchers in this 

study evaluated whether oral and written educational materials given to patients during team

based care in the primary care setting helped patients improve their knowledge, self-confidence 

and personal management of their chronic diseases. This may help shape primary care practice 

by changing the standard ofcare and education. This research study also addressed DNP 

essential VI, lnterprofessional Collaboration for Improving Patient and Population Health 

Outcome. This was addressed during this capstone because the team-based care utilizes 

interprofessional collaboration among the nurses, scribes, advanced practice providers, and 
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physicians to improve the patient's education, knowledge, and self-confidence in managing their 

disease. DNP essential VD, Clinical Prevention and Population Health for Improving the 

Nation's Health was also addressed in this research study as the healthcare team attempted to 

improve patient education and self-management of their chronic disease. Thus, improving patient 

knowledge, improving education retention, and enhancing self-confidence in managing their 

chronic disease in the primary care setting. Finally, DNP essential II, Organizational and 

Systems Leadership for Quality Improvement and Systems Thinking, was addressed as it related 

to the advanced practice providers ' (APP) role in the implementation of the team-based care 

because the health care providers lead the patient care and education thereby helping to identify 

an appropriate manner for enhancing primary care education for patients in a busy suburban 

primary care practice. 

Strengths 

A major strength noted in this study was the ability to work closely with the research 

team on implementing the team-based care. The Nurse Practitioner student in the room, Katie 

Murphy was aware of the HRP-503 and her role in the study, thus ensuring all patient receive the 

same care. Another strength was the educational materials provided to the patients. All 

information given to the patient had been previously used in the office and were from accredited 

sources. All paper materials given to the patients were the same depending on their chronic 

disease, thus ensuring all patient received the same standard education in the Team-Based Care 

Group. Finally, the patients did not have to stay after their appointment time filling out the 

questionnaires as they were filled out prior to seeing the doctor, thus preventing the research 

from delaying the next appointment and keeping patients past the time of their scheduled 
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appointment. This was a significant reason why many subjects were willing to participate in the 

research. 

Limitations 

There were several notable limitations throughout this study. The first limitation would 

be the small sample size. While the sample size itselfwas small due to lack of interest in 

participation from the patients during face to face recruitment, only eleven of the twenty-three 

participants were willing to take the follow-up telephone survey. A second limitation was the use 

ofonly one provider for the standard care for several of the days as one had a family emergency 

and was out of the office. Another limita6on was the harsh winter in Buffalo, New York on four 

of the research days there were significant snow storms causing people to cancel or not appear 

for their scheduled appointment. These factors greatly reduced our sample size to screen from. 

Also, this study only looked at quantitative data, limiting the type and amount ofdata collected. 

Another limitation was that patients were apprehensive to participate in the study as they thought 

their responses would be shared with the providers, even after they were assured it was 

anonymous. Data may have also been skewed due to the personal relationship that many of the 

patients felt they had with the provider in the Team-Based Care Group. Many have been with 

this provider for twenty or more years and feel strongly that this specific provider has impacted 

their health and care. While the doctors in the Standard Care Group are newer to the practice. 

Additionally, while the questionnaires were based offof previously used tools, they were 

changed to fit this study, thus altering their validity. Finally, in the Hypertension Questionnaire, 

question one had two similar possible answers both referring to the force of the blood, which 

lead to confusion among the participants. 

Future Implications 
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There are numerous future implications for the results of this study. This study is one of 

the first that provides insight into the relationship between team-based care in the primary care 

setting and the impact it bas on patient knowledge and self-confidence in chronic disease 

management. If more studies are performed using this method with a larger sample size it could 

have the potential to alter the current standard ofcare. This study could also be conducted using 

a nurse closer at the end of the appointment to review and provide more education. This could 

have the potential to demonstrate a positive impact on the degree ofunderstanding and 

knowledge retention regarding their chronic disease. Another implication for this study is that it 

could be performed again using a more diverse group ofparticipants with tools that are validated 

or have demonstrated a high degree a validity. By using the questionnaires that have been proven 

to be effective the results avoid being skewed by confusion or misinterpretation. The final 

implication for this study would be to prolong the duration ofthe study and have the participants 

complete the follow up questionnaires at their next visit, thus improving the rate of response to 

the posttest questionnaires and improving the quality of the data. 

Potential research based on the results off this study would be to add a nurse closer or a 

nurse educator to the end of the appointment to see if there is a greater improvement in patient 

knowledge and self-confidence. It would also be beneficial to repeat this study at other primary 

care facility to assess for different results and to increase the diversity of the patient population. 

There are two non-financial stakeholders for this project, the primary care office where the study 

is being conducted and the primary investigator. 

Conclusion 

It is evident that there has been a lack ofresearch done on the impact of team-based care 

in the primary care setting regarding patients' knowledge and self-confidence in chronic disease 
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management. This study examined the impact on patient's knowledge and self-confidence in 

managing their chronic disease when utilizing team-based care in comparison to current practice. 

While the research hoped to demonstrate a positive association between team-based care and 

improved patient knowledge and self-confidence among patients with chronic disease, much of 

the data analysis was insignificant. Significant data related to the team-based care was noted in 

the participants self-confidence in chronic disease management. While the participants in the 

Standard Care Group demonstrated improved hypertension knowledge. Much of the data was 

insignificant. This study has the potential to have a large impact the on patients in the primary 

care setting knowledge and self-confidence if conducted again using a larger sample size. 

Continued research needs to be conducted in order to see the long-term impact that team-based 

care can have in the primary care setting. 
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Appendix B: Diabetes Questionnaire 

Diabetes Questionnaire 

The puqlose of this questionnaire is to determine your current knowledge on your Type 2 Diabetes 
Mellitus. Please answer the following questions to the best of your ability. 

l . What is not a sign of low blood sugar (hypoglycemia)? 
a. Pale skin 
b. Sweating 
c. Shakiness 
d. Confusion 
e. Dry mouth 

2. What are symptoms of high blood sugar (hyperglycemia)? 
a. Increased thirst 
b. Fruity breath odor 
c. Frequent urination 
d. All of the above 

3. Which of the following is the goal blood sugar number first thing in the morning (fasting)? 
a. Exactly at Omg/dL 
b. Less than 130 mg/dL 
c. More than 130 mg/dL 
d. Exactly 200 mg/dL 

4.Wbat does the hemoglobin Ale test measure? 
a. It measures the amount ofsugar in your blood after you have eaten food. 
b. It measures the amount ofsugar in your blood when you are fasting. 
c. It measures the amount ofcholesterol in your blood. 
d. It measures your average blood sugar level over the previous 3 months. 

5. Besides medications, which of the following can help your diabetes? 
a. Eating more fruits and vegetables 
b. Losing weight 
c. Exercising 
d. All of the above 

6. Which of the fol.lowing can happen if you do not treat diabetes? 
a. Develop eye problems, including blindness 
b. Develop kidney problems (kidneys are organs that filter your blood and make urine) 
c. Develop a heart attack 
d. All of the above 

7. lf you have diabetes, how often should you see your doctor '? 
a. Once every 3-6 months 
b. Once a year 
c. Once every 2 years 
d. Only when you have symptoms 
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Appendix C: Hypertension Questionnaire 

Hypertension Questionnaire 

The purpose of this questionnaire is to determine your current knowledge on high blood pressure 
(hypertension). Please answer the following questions to the best of your ability. 

1. What is the meaning of high blood pressure? 
a. When the force of the blood pushing against the walls of your blood vessels is consistently too high. 
b. When the heart rate is consistently too fast. 
c. The force of the blood circulating around the body is too high. 
d. T here is too much blood circulating in the body. 

2. Which of the following blood pressure numbers are considered normal'? 
a. Exactly at 160/80 mmHg 
b. Less than 120/80 mmHg 
c. Approximately 80/80 mmHg 
d. Higher than 200/80 mmHg 

3. What are symptoms of low blood pressure (hypotension)? 
a. Dizziness 
b. Fainting 
c. Blurred vision 
d. Clammy skin 
e. All of the above 

4. Is hy1>ertension a chronic condition? 
a. Yes 
b. No 
c. Depends on the severity 

5. What is not a complication of high blood pressure? 
a. Stroke 
b. Heart attack 
c. Kidney problems 
d. Urinary incontinence 
e. Vision loss 

6. What is not a symptom of a hypertensive crisis (high blood pressure)'! 
a. Severe headache 
b. Chest pain 
c. Vision changes 
d. Facial flushing 
e. Diarrhea 

7. Which of these things can lower blood pressure? 
a. Reduce sodium. 
b. Exercise at least 5 days a week. 
c. Increase alcohol consumption to 3 glasses of red wine per day. 
d. Losing weight. 
e. Increase fruit and vegetable intake. 
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Appendix D: Patient Demographics Questionnaire 

Patient Demographics Questionnaire 

Please answer the following questions to the best of your ability. 

1. What is your age? 
a. 18-24 
b. 25-34 
C. 35-44 
d. 45-54 
e. 55-64 
f. 65-74 
g. 75-84+ 

2. What is your gender '? 
a. Female 
b. Male 
c. Prefer not to respond 
d. Other: -----------

3. What is your ethnic background? 
a. Hispanic/Latino 
b. African-American/Black 
c. White/Caucasian 
d. Asian American 
e. Native American 
f. Other:___________ 

4. What is your marital statns? 
a. Single (Never Married) 
b. Married 
c. Divorced 
d. Separated 

e. Widowed 
f. Other: ------------

5. What is your Work Status? 
a. Student 
b. Full-time 
c. Part-time 
d. Retired 
e. Not employed 

6. What is the highest level ofeducation you have obtained? 
a. Less than HS diploma 
b. High School 
c. Associates degree 
d. Bachelor's Degree 
e. Master's Degree 
f. Graduate Degree 
g. Other:_______ 
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Appendix E: Self-Confidence in Disease Management Questionnaire 

Self-Confidence in Disease Management Questionnaire 

The pu rpose o f this questionnaire it to d ete rmine you r current level of self-confidence in the management of your chronic disease. Please 
answer the following questions to the best ofyour ability. 

1. How would you rate your self-confidence in ma naging your chronic disease? 
a. Very poor 
b. Poor 
c. Fair 
ct.Good 
e. Very good 
f. Excellent 

2. Do you feel as though you have enough knowledge on you r chronic disease to safe!~- manage it at home? 
a. Yes 
b.No 
c. Undecided/Neutral 
d. I need more education regarding chronic disease management 

3. How would you rate your self-confidence in dete rmining the signs and symptoms of your chronic disease when something is 
wrong? 
a. Very poor 
b. Poor 
c. Fair 
d. Good 
e. Very good 
f. Excellent 

4. Do you feel as though the education that your p rovider has pro~id cd to you improved your self-confidence in ma naging your 
chronic disease? 
a. Strongly disagree 
b. Disagree 
c. Neutral 
d. Agree 
e. Strong agree 

5. Do you feel tha t your provider and other members of the office at Lakeshore Primary Care Associates help imp1·0,·e your self
confidence in managing your chron ic disease? 
a. Strongly disagree 
b. Disagree 
c. Neutral 
d. Agree 
e. Strong agree 

6. How confident do you feel that you can do the different tasks and activities needed to manage your health and reduce your 
need to see a doctor? 
a. Not confident at all 
b. Somewhat confident 
c. Neutral 
d. Confident 
e. Very confident 

7. H ow confident do you feel that you can do things other than just ta king your medication to reduce bow much 
Your illness affects your everyday life? 
a. Not confident at all 
b. Somewhat confident 
c. Neutral 
d. Confident 
e. Very confident 

8. How confident d o you feel that you can keep any other symptoms or health p roblems you have from interfering with the things 
you want to d o? 
a. Not confident at all 
b. Somewhat confident 
c. Neutral 
d. Confident 
e. Very confident 
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Appendix F: Face-to-Face Recruitment Script Team-based Care 

Face-to-Face Recruitment Script Team-based Care 

Hello, my name is Angelyn Brown. I am a graduate student at the University at Buffalo's 

Nursing Department. I am conducting research on the impact of team-based care on patlent 

knowledge and self-confidence in managing their chronic disease, and I am invitlng you to 

participate in this research study. Team-based care is a method of healthcare in which a provider, 

Registered Nurse, and a scribe are all in the exam room during your visit to Lakeshore Primary 

Care Associates. 

Ifyou choose to participate in this study in addition to the provider both a Nurse Practitioner 

student acting as the Registered Nurse and a scribe will also be in the exam room. The 

Participation in this research study also includes taking two surveys about your knowledge and 

self-confidence regarding your chronic disease. This will take approximately five minutes. Ifyou 

agree to participate, a follow-up telephone interview will be conducted in ten to twenty days 

regarding the impact that the team-based care had on your on knowledge and self-confidence in 

chronic disease management. Ifyou participate in both the survey and the telephone interview, 

your total time commitment will be between ten to fifteen minutes. I hope that you consider 

participating in this beneficial research study. 

Would you like to review the consent information to decide ifyou would like to participate in 

this study? 
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Appendix G: Face-to-Face Recruitment Standard Care 

Face-to-Face Recruitment Standard Care 

Hello, my name is Angelyn Brown. I am a graduate student at the University at Buffalo's 

Nursing Department. I am conducting research on the impact of standard care on patient 

knowledge and self-confidence in managing their chronic disease, and I am inviting you to 

participate in this research study. Standard care in the primary care setting involves solely the 

provider completing your exam during your visit to Lakeshore Primary Care Associates. 

Participation in this research study includes taking two surveys about your knowledge and self

confidence regarding your chronic disease. This will take approximately five minutes. If you 

agree to participate, a follow-up telephone interview will be conducted in ten to twenty days 

regarding the impact that the standard care had on your on knowledge and self-confidence in 

chronic disease management. Ifyou participate in both the survey and the telephone interview, 

your total time commitment will be between ten to fifteen minutes. I hope that you consider 

participating in this beneficial research study. 

Would you like to review the consent information to decide ifyou would like to participate in 

this study? 
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Appendix H: Standard Care Group Consent 

T~
-:C:S 

Unlve rsltJ at Buffa lo
TI~Statellnn-.rsityo/Nnv>'orlc 

University at Buffalo Institutional Review Board (UBIRB) 

Office ofResearch Compliance IClinical and Translational Research Center Room 5018 87 5 Ellicott St. IBuffalo, 
NY 14203 

UB Federal wide Assurance TD#: FWA00008824 

Title ofresearch study: 

Improving Patient Knowledge and Self-confidence in Chronic Disease Management Through 
Team-based Care 

STANDARD CARE GROUP 

Version Date: 

Version one, 2/12/2020 

Investigator: 

Angelyn Brown, DNP-S, BSN, RN 

Key Information: 

This study will investigate the effects ofa standard level of care on knowledge and self
confidence in chronic disease management among adults in the primary care setting when 
compared to team-based care practice. 

Why am I being invited to take part in a research study? 

You are being invited to take part in a research study because you are an adult with a chronic 
disease, specifically diabetes mellitus or hypertension. 

What should I know about a research study? 

• Someone will explain this research study to you. 
• Whether or not you take part is up to you. 
• You can choose not to take part. 
• You can agree to take part and later change your mind. 
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• Your decision will not be held against you. 
• You can ask all the questions you want before you decide. 

Why is this research being done? 

The purpose of this research is to investigate and address the research gap on the effects 
of team; based care versus standard care on knowledge and self;confidence in chronic 
disease management among adults in the primary care setting. When patients received 
education regarding their specific chronic disease, they have significant improvement in 
understanding, treatment, and control of their disease process. This study bas the 
potential to improve the participant's self-confidence and knowledge regarding their 
chronic disease. 

How long will the research last and what will I need to do? 

We expect that you will be in this research study for up to twenty days until the completion of 
the follow-up survey. The total amount of time to participate in the study questionnaires will be 
no more than thirty minutes. 

You will be asked to complete several questionnaires at both the initial encounter and follow-up 
telephone survey. The Patient Demographic Questionnaire, the Self-Confidence in Chronic 
Disease Management, and either the Hypertension or Diabetes Questionnaire depending on your 
disease process will be completed at the initial encounter. The post-test will occur ten to twenty 
after the initial encounter. You will be contacted via a telephone survey and asked again to 
complete the Self-Confidence in Chronic Disease Management, and either the Hypertension or 
Diabetes Questionnaire depending on their disease process. 

ls there any way being in this study could be bad/or me? 

The only possible risk associated with these procedures is a breach of confidentiality with 
personal information. However, this is highly unlikely. There are no foreseeable risks that could 
cause physical harm to the participants by participating in this study. 

Will being in this study help me in any way? 

There are no benefits to you from your taking part in this research. We cannot promise any 
benefits to others from you taking part in this research. However, possible benefits to yourself 
could include improved knowledge and self-confidence in chronic disease management. 

What happens ifI do not want to be in this research? 

Participation in research is completely voluntary. You may choose not to enroll in this study. If 
you choose to not participate in this study you will receive usual care from only the provider 
during your appointment at Lakeshore Primary Care Associates. 
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Detailed Information: The following is more detailed information about this study in 
addition to the information listed above. 

Who can I talk to? 

Ifyou have questions, concerns, or complaints, or think the research has hurt you, talk to the 
research team at 716-220-4239 or angelynb@buffalo.edu. You may also contact the research 
participant advocate at 716-888-4845 or researchadvocate@buffalo.edu. 

This research has been reviewed and approved by an Institutional Review Board ("IRB"). An 
IRB is a committee that provides ethical and regulatory oversight of research that involves 
human subjects. You may talk to them at (716) 888-4888 or email ub-irb@buffalo.edu if: 

• You have questions about your rights as a participant in this research 
• Your questions, concerns, or complaints are not being answered by the research team. 
• You cannot reach the research team. 
• You want to talk to someone besides the research team. 
• You want to get information or provide input about this research. 

How many people will be studied? 

This research study will have between 80-120 participants. 

What happens ifI say yes, I want to be in this research? 

• You will be asked to complete several questionnaires at both the initial encounter and the 
follow-up telephone survey. The Patient Demographic Questionnaire, the Self
Confidence in Chronic Disease Management, and either the Hypertension or Diabetes 
Questionnaire depending on your disease process at the initial encounter. The post-test 
will occur ten to twenty days after the initial encounter. You will be contacted via a 
telephone survey and asked again to complete the Self-Confidence in Chronic Disease 
Management, and either the Hypertension or Diabetes Questionnaire depending on your 
disease process. 

• Lakeshore Primary Care Associates will be where the study will be held. 
• A telephone follow-up survey ten to twenty days after the visit at the primary care office. 
• Participants will be enrolled in the study for a maximum time of twenty days. The time to 

complete the both the initial and follow-up questionnaires will be no more than thirty 
minutes total. 

• The subjects appointment wi ll take place as usual with Dr. Forehand or Dr. D'Angelo 
providing their care during their appointment. 

• The participant will be taking part in a standard level care during their primary care visit, 
which will entail Dr. Forehand or Dr. D'Angelo providing the care alone. 

• In the event the patients declines to participate in the study they will receive the usual 
care at Lakeshore Primary Care Associates with Dr. Forehand or Dr. D' Angelo providing 
their care during their appointment without completing the questionnaires. 

mailto:ub-irb@buffalo.edu
mailto:researchadvocate@buffalo.edu
mailto:angelynb@buffalo.edu
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What are my responsibilities ifI takepart in this research? 

Ifyou take part in this research, you will be responsible to: 

Complete several questionnaires at both the initial encounter and follow-up telephone 
survey. The Patient Demographic Questionnaire, the Self-Confidence in Chronic Disease 
Management, and either the Hypertension or Diabetes Questionnaire depending on their 
disease process at the initial encounter. Then post-test will occur ten to twenty days after 
the initial encounter. You will be contacted via a telephone survey and asked again to 
complete the Self-Confidence in Chronic Disease Management, and either the 
Hypertension or Diabetes Questionnaire depending on your disease process. 

What happens ifI say yes, but I change my mind later? 

You can leave the research at any time it will not be held against you. 

Ifyou withdrawal from the study the data will be handled the same as research data. 
However, an investigator may review study data related to the subject collected prior to 
the subject's withdrawal from the study. The data collected up until the point of the 
subjects withdrawal will not be used in the study. However, all patient data will be kept 
for three years in a secure location. After the mandatory three years all documents will be 
destroyed. 

Is there any way being in this study could be bad/or me? (Detailed Risks) 

The only possible risk associated with these procedures is a breach of confidentiality with 
personal information. However, This is highly unlikely. There are no foreseeable risks that could 
cause physical harm to the participants by participating in this study. 

What happens to the information collected for the research? 

Efforts will be made to limit the use and disclosure ofyour personal information, including 
research study and medical or education records, to people who have a need to review this 
information. We cannot promise complete secrecy. Organizations that may inspect and copy 
your information include the IRB and other representatives of this organization. 

There are no limitations on confidentiality based on possible legal issues. 

All paper documentation including consents and questionnaires by the primary investigator or 
research staff, it will be kept in a locked box in a locked office at Lakeshore Primary Care 
Associates until the end of the four weeks. All data will be uploaded onto a locked fi le on a 
password protected computer weekly. At the end of the four weeks, the paper documentation will 
be collected and delivered to Wende Hall at the University at Buffalo. Here the papers will be 
stored in a locked file cabinet in a locked room with swipe access only for authorized personal. 
Electronic data will be stored on a locked and password-protected folder on a locked password-
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protected computer. All documentation will be maintained for three years after the study has 
been closed, then destroyed. 

Your information or questionnaires that are collected as part of this research will not be used or 
distributed for future research studies, even if all ofyour identifiers are removed. 

Federal law provides additional protections ofyour medical records and related health 
information. These are described in the HIP AA section of this document. 

Can I be removedfrom the research without my OK? 

The person in charge of the research study can remove you from the research study without your 
approval. Possible reasons for removal include incomplete questionnaires and inability to contact 
participant at the time of follow up te lephone survey. 

What else do I need to know? 

There are no additional medical costs for participating in this sn1dy. The consent, questionnaires, 
and care is only provided in English. Ifparticipant is unable to read of right the research staffor 
primary investigator will read the information as needed. Taking part in this research study may 
lead to added costs ofphone data rates to the participant. 

What medical costs am I responsible for paying? 

The tests or procedures that would be provided to any patient with your condition, regardless of 
whether he/she was participating in the research study, are considered standard care and will be 
billed to you or your private or public health insurance company. You will still be responsible for 
the cost ofyour usual ongoing medical care, including deductibles and co-payments. Ifyou have 
any questions about what expenses are covered by the sponsor and what expenses are the 
responsibility of you or your health insurance provider, please contact a member of the study 
staffand/or your health insurance provider. 

Will I get paid for my participation in this research 

You will not be paid for participating in this study. 

What will happen to my information and questionnaires? 

Your information and questionnaires (both identifiable and de-identified) will be used for the 
research study to determine the best method ofcare to improve patient knowledge and self
confidence in chronic disease management. 

What will I be told about clinically relevant research results? 

Participants will not be notified ofresearch results. 
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IDPAA: Authorization for the Use and Disclosure of Identifiable Health 
Information for Research Purposes 

This section describes information about you and about your health that will be obtained by the 
researchers when you participate in the research study. By signing this form you are agreeing to 
permit the researchers and/or other parties ( described in detail below) to have access to this 
infonnation and to use or disclose it for the purposes of the research described in this document. 
If there are any parts of this form that you do not understand, please be sure to ask us for further 
clarification. 

A. What individually identifiable health information will be collected about you as part of 
this research study? 

_X_ lnformation from your full medical records: Your medical records will be reviewed to 
determine ifyou meet criteria to participate in this study. This information will include chronic 
diseases and age. 

_X_ New Health Information created from study related tests, procedures, visits, and/or 
questionnaires as described in this consent form. 

B. Who is authorized to create or provide this information for research use? 

_X_ Principal Investigator or designee 
_X_ Other(s) (identify):_Lakeshore Primary Care Associates_ 

C. Who is authorized to receive the information from the information providers identified 
in (B)? 

_X_ Principal Investigator or designee 
_X_ Other(s) (identify):_Research staff including Kathrine Murphy, DNP-S, BSN, RN_ 

D. With whom may your protected health information be shared? 

Your health information may be shared with others outside of the research group for purposes 
directly related to the conduct of this research study or as required by law, including but not 
limited to: 
_ X_ The following the primary investigator Angelyn Brown DNP-S, BSN, RN, 

research staff including Kathrine Murphy DNP-S, BSN, RN, Providers at Lakeshore Primary 
Care Associates, and Christopher Barrick the statistician and clinical facility involved in this 
study 

Your information may also be shared with individuals or entities responsible for general 
administration, oversight and compliance ofresearch activities. Examples of this include the 
institution's Privacy and Security Officers or other internal oversight staff, Safety Monitoring 
Boards, an Institutional Review Board, The Research Foundation of the State University ofNew 
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York, University at Buffalo Foundation Services, and accrediting bodies, or with certain 
government oversight agencies that have authority over the research including the Department of 
Health and Human Services (HHS), the Food and Drug Administration (FDA), the National 
Institutes ofHealth (NIH), and the Office ofHuman Research Protections (OHRP). Your 
information may also be shared with other entities as permitted or required by law. All 
reasonable efforts will be used to protect the confidentiality ofyour individually identifiable 
health information that may be shared with others as described above. 

Although safeguards are in place to prevent accidental disclosure ofyour information beyond the 
purposes described above, the information disclosed through this authorization is no longer 
protected by HIPAA. There is the potential for this information to be re-disclosed by the 
recipient(s). After such a disclosure, the information may no longer be protected by the terms of 
this authorization against further re-disclosure. 

E. How long are the information providers listed in (B) authorized to provide your 
information for this research project? 

_ X_ b. This authorization will expire at the end of the research study. After that time, this 
authorization may not be used to acquire additional information about you. 

F. What are your rights after signing this authorization? 

You have the right to revoke this authorization at any time. Ifyou withdraw your authorization, 
no additional efforts to collect individually identifiable health information about you will be 
made. You should know, however, that protected health information acquired using this 
authorization prior to its withdrawal may continue to be used to the extent that the investigator(s) 
have already relied on your permission to conduct the research. If you chose to withdraw this 
authorization, you must do so in writing to the following individual(s): 
Angelyn Brown DNP-S, BSN, RN (Primary Investigator) 
11 966 Westwood Rd. Alden, NY 14004 

Ifyou send us a request to withdraw your authorization, we will forward that request to the 
institutions we have shared it with in order to collect your individually identifiable health 
information. 

G. What will happen if you decide not to sign this authorization? 

Refusing to sign this authorization will not affect the present or future care you receive at this 
institution and will not cause any penalty or loss ofbenefits to which you are otherwise entitled. 
Ifyou decide not to sign this authorization, you will not be able to participate in the research 
study. 

Permission to Take Part in a Human Research Study 

Signature Block for Capable Adult 



Your signature documents your permission to take part in this researcb. By signing this form you 
are not waiving any ofyour legal rights, including the right to seek compensation for injury 
related to negligence or misconduct of those involved in the research. 

Signature of subject Date 

Printed name of subject Date 

Signature of person obtaining consent Date 

Printed name person obtaining consent Date 

Please note the best time to be reached for the follow up telephone 
survey:____________ 

Telephone number: ---------

I RB Approval Period: 2/13/2020 - 2/3/2021 

55 
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Appendix I: Team-based Care Consent 

Permission to Take Part in a Human Research Study 

T~ Un lversltJ a t Buffa l o 
~ 11,cS,at,: U,in-rr,;tyo/Ncw York 

University at Buffalo Institutional Review Board (UBIRB) 

Office of Research Compliance IClinical aud Translational Research Center Room 5018 875 Ellicou SL I Buffalo, 
NY 14203 

UB Federal wide Assurance ID#: FW A00008824 

Title ofresearch study: 

Improving Patient Knowledge and Self-confidence in Chronic Disease Management Through 
T earn- based Care 

TEAM-BASED CARE GROUP 

Version Date: 

Version one, 2/1212020 

Investigator: 

Angelyn Brown, DNP-S, BSN, RN 

Key Information: 

This study will investigate the effects ofa standard level of care on knowledge and self
confidence in chronic disease management among adults in the primary care setting when 
compared to standard practice. 

Why am I being invited to take part in a research study? 

You are being invited to take part in a research study because you have the chronic disease of 
either diabetes mellitus or hypertension. 

What should I know about a research study? 

• • Someone will explain this research study to you. 
• • Whether or not you take part is up to you. 
• • You can choose not to take part. 
• • You can agree to take part and later change your mind. 
• • Your decision will not be held against you. 
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• • You can ask all the questions you want before you decide. 

Why is this research being done? 

The purpose of this research is to investigate and address the research gap on the effects 
of team-based care versus standard care on knowledge and self-confidence in chronic 
disease management among adults in the primary care setting. When patients received 
education regarding their specific chronic disease, they have significant improvement in 
understanding, treatment, and control of their disease process. This study has the 
potential to improve the participant's self-confidence and knowledge regarding their 
chronic disease. 

How long will the research last and what will I need to do? 

We expect that you will be in this research study for up to twenty days until the completion of 
the follow-up survey. The total amount of time to participate in the study questionnaires will be 
no more than thirty minutes. 

You will be asked to complete several questionnaires at both the initial encounter and follow-up 
telephone survey. The Patient Demographic Questionnaire, the Self-Confidence in Chronic 
Disease Management, and either the Hypertension or Diabetes Questionnaire depending on your 
disease process will be completed at the initial encounter. The post-test will occur ten to twenty 
days after the initial encounter. You will be contacted via a telephone survey and asked again to 
complete the Self- Confidence in Chronic Disease Management, and either the Hypertension or 
Diabetes Questionnaire depending on their disease process. 

Is there any way being in this study could be bad/or me? 

The only possible risk associated with these procedures is a breach of confidentiality with 
personal information. However, this is highly unlikely. There are no foreseeable risks that could 
cause physical harm to the participants by participating in this study. 

Will being in this study help me in any way? 

There are no benefits to you from your taking part in this research. We cannot promise any 
benefits to others from you taking part in this research. However, possible benefits to yourself 
could include improved knowledge and self-confidence in chronic disease management. 

What happens ifI do not want to be in this research? 

Participation in research is completely voluntary. You may choose not to enroll in this study. If 
you choose to not participate in this study you will receive care from Dr. Robillard and her scribe 
or only Dr. Robillard during your appointment at Lakeshore Primary Care Associates, as part of 
her usual care. 
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Detailed Information: The following is more detailed information about this study in 
addition to the information listed above. 

Who can I talk to? 

Ifyou have questions, concerns, or complaints, or think the research has hurt you, talk to the 
research team at 716-220-4239 orangelynb@J,uffalo.edu. You may also contact the research 
participant advocate at 716-888-4845 or researchadvocate@buffalo.edu. 

This research has been reviewed and approved by an Institutional Review Board ("IRB"). An 
IRB is a committee that provides ethical and regulatory oversight of research that involves 
human subjects. You may talk to them at (716) 888-4888 or email ub-irb@buffalo.edu if: 

• You have questions about your rights as a participant in this research 
• Your questions, concerns, or complaints are not being answered by the research team. 
• You cannot reach the research team. 
• You want to talk to someone besides the research team. 
• You want to get information or provide input about this research. 

How many people will be studied? 

This research study will have between 80-120 participants. 

What happens ifI say yes, I want to be in this research? 

• You will be asked to complete several questionnaires at both the initial encounter and the 
follow-up telephone survey. The Patient Demographic Questionnaire, the Self
Confidence in Chronic Disease Management, and either the Hypertension or Diabetes 
Questionnaire depending on your disease process at the initial encounter. The post-test 
will occur ten to twenty days after the initial encounter. You will be contacted via a 
telephone survey and asked again to complete the Self-Confidence in Chronic Disease 
Management, and either the Hypertension or Diabetes Questionnaire depending on you 
disease process. 

• Lakeshore Primary Care Associates will be where the study will be held. 
• A telephone follow-up survey ten to twenty days after the visit at the primary care office. 
• Participants will be enrolled in the study for a maximum time of twenty days. The time to 

complete the both the initial and follow-up questionnaires will be no more than thirty 
minutes total. 

• The subjects will interact with the provider, primary investigator, Nurse Practitioner 
student Kathrine Murphy who will be acting as the Registered Nurse, and the scribe. 

• The participant will be taking part in team-based care during their primary care visit, 
which will entail a provider, Nurse Practitioner student acting as the Registered Nurse, 
and a scribe in the room during their visit. 

mailto:ub-irb@buffalo.edu
mailto:researchadvocate@buffalo.edu
http:angelynb@J,uffalo.edu
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• In the event the patients declines to participate in the study they will receive care from 
Dr. Robillard and her scribe or only Dr. Robillard during your appointment at Lakeshore 
Primary Care Associates, as part ofher usual care. 

What are my responsibilities ifI take part in this research? 

Ifyou take part in this research, you will be responsible to: 

Complete several questionnaires at both the initial encounter and follow-up telephone 
survey. The Patient Demographic Questionnaire, the Self-Confidence in Chronic Disease 
Management, and either the Hypertension or Diabetes Questionnaire depending on their 
disease process at the initial encounter. Then post-test will occur ten to twenty days after 
the initial encounter. You will be contacted via a telephone survey and asked again to 
complete the Self-Confidence in Chronic Disease Management, and either the 
Hypertension or Diabetes Questionnaire depending on your disease process. 

What happens ifI say yes, but I change my mind later? 

You can leave the research at any time it will not be held against you. 

Ifyou withdrawal from the study the data will be handled the same as research data. 
However, an investigator may review study data related to the subject collected prior to 
the subject' s withdrawal from the study. The data collected up until the point of the 
subjects withdrawal will not be used in the study. However, all patient data will be kept 
for three years in a secure location. After the mandatory three years all documents will be 
destroyed. 

ls there any way being in this study could be bad/or me? (Detailed Risks) 

The only possible risk associated with these procedures is a breach of confidentiality with 
personal information. However, this is highly unlikely. There are no foreseeable risks that could 
cause physical harm to the participants by participating in this study. 

What happens to the information collected for the research? 

Efforts will be made to limit the use and disclosure ofyour personal information, including 
research study and medical or education records, to people who have a need to review this 
information. We cannot promise complete secrecy. Organizations that may inspect and copy 
your information include the IRB and other representatives of this organization. 

There are no limitations on confidentiality based on possible legal issues. 

All paper documentation including consents and questionnaires by the primary investigator or 
research staff, it will be kept in a locked box in a locked office at Lakeshore Primary Care 
Associates until the end ofthe four weeks. All data will be uploaded onto a locked file on a 
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password protected computer weekly. At the end of the four weeks, the paper documentation will 
be collected and delivered to Wende Hall at the University at Buffalo. Here the papers will be 
stored in a locked file cabinet in a locked room with swipe access only for authorized personal. 
Electronic data will be stored on a locked and password-protected folder on a locked password
protected computer. All documentation will be maintained for three years after the study has 
been closed, then destroyed. 

Your information or questionnaires that are collected as part of this research will not be used or 
distributed for future research studies, even if all ofyour identifiers are removed. 

Federal law provides additional protections ofyour medical records and related health 
information. These are described in the HIP AA section of this document. 

Can I be removed from the research without my OK? 

The person in charge of the research study can remove you from the research study without your 
approval. Possible reasons for removal include incomplete questionnaires and inability to contact 
participant at the time of the follow up telephone survey. 

What else do I need to know? 

There are no additional medical costs for participating in this study. The consent, questionnaires, 
and care is only provided in English. Ifparticipant is unable to read of right the research staffor 
primary investigator will read the information as needed. Taking part in this research study may 
lead to added costs ofphone data rates to you. 

What medical costs am I responsible for paying? 

The tests or procedures that would be provided to any patient with your condition, regardless of 
whether he/she was participating in the research study, are considered standard care and will be 
billed to you or your private or public health insurance company. You will still be responsible for 
the cost ofyour usual ongoing medical care, including deductibles and co-payments. Ifyou have 
any questions about what expenses are covered by the sponsor and what expenses are the 
responsibility ofyou or your health insurance provider, please contact a member of the study 
staffand/or your health insurance provider. 

Will I get paid for my participation in this research 

You will not be paid for participating in this study. 

What will happen to my information and questionnaires? 

Your information and questionnaires (both identifiable and de-identified) will be used for the 
research study to determine the best method ofcare to improve patient knowledge and self
confidence in chronic disease management. 
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What will I be told about clinically relevant research results? 

Participants will not be notified ofresearch results. 

IDPAA: Authorization for the Use and Disclosure of Identifiable Health 
Information for Research Purposes 

This section describes information about you and about your health that will be obtained by the 
researchers when you participate in the research study. By signing this form you are agreeing to 
permit the researchers and/or other parties ( described in detail below) to have access to this 
information and to use or disclose it for the purposes of the research described in this document. 
If there are any parts of this form that you do not understand, please be sure to ask us for further 
clarification. 

A. What individually identifiable health information will be collected about you as part of 
this research study? 

_ X_ Information from your full medical records: Your medical records will be reviewed to 
determine ifyou meet criteria to participate in this study. This information will include chronic 
diseases and age. 

_X_ New Health Information created from study related tests, procedures, visits, and/or 
questionnaires as described in this consent form. 

B. Who is authorized to create or provide this information for research use? 

_X_ Principal Investigator or designee 
_ X_ Other(s) (identify):_ Lakesbore Primary Care Associates_ 

C. Who is authorized to receive the information from the information providers identified 
in (B)? 

_X_ Principal Investigator or designee 
_X_ Other(s) (identify):_Research staff including Kathrine Murphy, DNP-S, BSN, RN_ 

D. With whom may your protected health information be shared? 

Your health information may be shared with others outside of the research group for purposes 
directly related to the conduct of this research study or as required by law, including but not 
limited to: 
_ X_ The following the primary investigator Angelyn Brown DNP-S, BSN, RN, research 

staff including Kathrine Murphy DNP-S, BSN, RN, Providers at Lakeshore Primary Care 
Associates, and Christopher Barrick the statistician and clinical facility involved in this study 
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Your information may also be shared with individuals or entities responsible for general 
administration, oversight and compliance ofresearch activities. Examples of this include the 
institution's Privacy and Security Officers or other internal oversight staff, Safety Monitoring 
Boards, an Institutional Review Board, The Research Foundation of the State University ofNew 
York, University at Buffalo Foundation Services, and accrediting bodies, or with certain 
government oversight agencies that have authority over the research including the Department of 
Health and Human Services (HHS), the Food and Drug Administration (FDA), the National 
Institutes ofHealth (NIH), and the Office of Human Research Protections (OHRP). Your 
information may also be shared with other entities as permitted or required by law. All 
reasonable efforts will be used to protect the confidentiality ofyour individually identifiable 
health information that may be shared with others as described above. 

Although safeguards are in place to prevent accidental disclosure ofyour information beyond the 
purposes described above, the information disclosed through this authorization is no longer 
protected by HIPAA. There is the potential for this information to be re-disclosed by the 
recipient(s). After such a disclosure, the information may no longer be protected by the terms of 
this authorization against further re-disclosure. 

E. How long are the information providers listed in (B) authorized to provide your 
information for this research project? 

_X_ b. This authorization will expire at the end of the research study. After that time, this 
authorization may not be used to acquire additional infonnation about you. 

F. What are your rights after signing this authorization? 

You have the right to revoke this authorization at any time. Ifyou withdraw your authorization, 
no additional efforts to collect individually identifiable health information about you will be 
made. You should know, however, that protected health information acquired using this 
authorization prior to its withdrawal may continue to be used to the extent that the investigator(s) 
have already relied on your permission to conduct the research. If you chose to withdraw this 
authorization, you must do so in writing to the following individual(s): 

Angelyn Brown DNP-S, BSN, RN (Primary Investigator) 11966 Westwood Rd. 
Alden, NY 14004 

Ifyou send us a request to withdraw your authorization, we will forward that request to the 
institutions we have shared it with in order to collect your individually identifiable health 
information. 

G. What will happen if you decide not to sign this authorization? 

Refusing to sign this authorization will not affect the present or future care you receive at this 
institution and will not cause any penalty or loss ofbenefits to which you are otherwise entitled. 
Ifyou decide not to sign this authorization, you will not be able to participate in the research 
study. 
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Signature Block for Capable Adult 

Your signature documents your permission to take part in this research. By signing this form you 
are not waiving any ofyour legal rights, including the right to seek compensation for injury 
related to negligence or misconduct of those involved in the research. 

Signature of subject Date 

Printed name of subject Date 

Signature of person obtaining consent Date 

Printed name person obtaining consent Date 

Please note the best time to be reached for the follow up telephone 
survey:___________ 

Telephone number: -----------

I RB Approval Period: 2/13/2020 - 2/3/2021 
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Appendix J: 

UNIVERSITY AT BUFFALO 
HUMAN RESEARCH PROTECTIONS PROGRAM 

Request for Limited Waiver of the Authorization for 
Use of Individually Identifiable Health Information for Study Recruitment 

INSTRUCTIONS 

In most situations Federal regulations require that an individual's signed HIPAA 
authorization be obtained before their Individually Identifiable Health Information can be 
used or disclosed for research purposes in situations where HIPAA applies. A limited 
waiver of this authorization requirement can be sought for research subject recruitment 
that will allow you acquire, use or disclose such health information for the specific 
purpose of study recruitment. The requirement to determine whether additional HIPAA 
information release mechanisms are needed to obtain, use or disclose health 
information for any research purpose other than study recruitment remains in effect. 

You may apply to the IRB for a limited waiver if several regulatory criteria can be 
fulfilled. One criterion is key: the research subject recruitment activity could not 
practicably1 be conducted without the waiver. In other words the waiver addressed with 
this application is only appropriate if acquiring Individually Identifiable Health Information 
is prerequisite to identifying candidates who might participate in your study. An 
example of where a request to the IRB for a limited waiver of authorization for study 
recruitment is appropriate would be where you need information from preexisting health 
information, e.g., medical records, to identify a candidate pool based on specific criteria 
applied to those records. 

The criteria that must be satisfied for such a waiver of authorization are: 

• The research recruitment activity could not practicably be conducted without the 
waiver, i.e. , there is no other mechanism available that would permit you to 
obtain the information needed for study recruitment under HIPAA. 

• The research recruitment activity could not practicably be conducted without 
access to and use of the health information sought in the waiver 

• A brief description of the health information for which use or access has been 
determined to be necessary. The waiver will permit the researcher to access 
only this information 

• The use or disclosure of health information involves no more than a minimal risk 
to the privacy of individuals, based on, at least, the presence of the following 
elements; 

o An adequate plan to protect the identifiers from improper use and 
disclosure; 

1 HIPAA does not define this tenn and leaves its meaning to the discretion of the 1RB 
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o An adequate plan to destroy the identifiers at the earliest opportunity 
consistent with conduct of the research, unless there is a health or 
research justification for retaining the identifiers or such retention is 
otherwise required by law; and 

o Adequate written assurances are provided that the protected health 
information will not be reused or disclosed to any other person or entity, 
except as required by law, for authorized oversight of the research study, 
or for other research for which the use or disclosure of protected health 
information would be permitted 

NB when using a limited waiver of authorization for recruitment purposes, initial subject 
contact must occur through the subject's primary care provider unless the care provider 
has granted permission for an alternate contact route. This reflects generally policy 
requirements of primary care providers and is not a HIPAA requirement. 

You can address all of the above criteria by completing and signing the Limited Waiver 
of Authorization form and submitting it to the IRB for review. 
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Appendix J: IDPPA waiver 

UNIVERSITY AT BUFFALO 
HUMAN RESEARCH PROTECTIONS PROGRAM 

Request for Limited Waiver ofthe 
Authorization for Use ofIndividually Identifiable Health Information 

for Subject Recruitment 

Investigator: _ Angelyn Brown DNP-S, BSN, RN ______________ 

Project Title: _____ Improving Patient Knowledge and Self-confidence in Chronic 
Disease Management Through Team-based Care ________ 

1. Describe the specific types of Individually Identifiable health information (e.g., name, 
address, elements of medical record) to be used for purposes of subject recruitment to this 
study and where this information will be accessed: 

The only identifiable health information used for the purpose of subject recruitment is the 
elements of the electronic medical record. The research team will be reviewing the medical 
record for the patient chronic diseases, age, and other inclusion criteria to participate in this 
study. 

2. Explain why the recruitment phase of this research project cannot be carried out 
without use of individually identifiable health information (why is seeking a signed 
authorization prior to recruitment not practicable?). 

The recruitment phase of this research project cannot be carried out without use of individually 
identifiable health information because the primary investigator must determine if the patient 
meets inclusion criteria to participate in the study prior to being recruited for this study. 

3. Describe the protections that will be put in place to protect the privacy of individually 
identifiable health information acquired with a limited waiver. What steps will be taken to 
help prevent accidental use or disclosure of the information? This includes information 
maintained or communicated in electronic, written and oral form. 

Participants will be asked to participate in this study in private patient rooms and are made aware 
of their right to decline. The collected data will be seen by only the PI and research staff. Once 
collected all paper documentation will be kept in a locked box in a locked office at Lakeshore 
Primary Care Associates until the end of the study. All data will be uploaded onto a locked file 
on a password protected computer weekly. At the end of the study, the paper documentation will 
be collected and delivered to Wende Hall at the University at Buffalo. Here the papers will be 
stored in a locked file cabinet in a locked room with swipe access only for authorized personal. 
Electronic data will be stored on a locked and password-protected folder on a locked password-
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protected computer. All recruitment materials will be immediately destroyed after the person has 
been asked to participate. 

4. Describe your plan to assure that the individually identifiable health information 
acquired with a limited waiver will not be re-used or disclosed for any purpose other than 
subject recruitment in this study. 

Individually identifiable health information acquired with a limited waiver will not be re-used or 
disclosed for any purpose other than subject recruitment, as it will only be used to obtain data 
regarding age and chronic diseases. After the recruitment is completed all identifiable 
information will be accessed by the primary investigator and kept in a locked box in a locked 
room until destroyed three years after the completion of the study. Thus ensuring that the data 
will be re-used or used for any other purpose. All recruitment materials will be immediately 
destroyed after the person has been asked to participate. 

5. Describe your plan to destroy the personal identifiers acquired with a limited waiver at 
the earliest opportunity or your justification for the need to retain personal identifiers. Be 
sure to address this for subjects that decline to participate as well as for subjects that agree 
to participate in the study. 

No personal identifiers will be retained on participants who decline to participate. All 
recruitment materials will be immediately destroyed after the person bas been asked to 
participate. 

PRINCIPAL INVESTIGATOR: I attest that the use or disclosure of individually 
identifiable health information will involve no more than a minimal risk to the 
privacy of the research subjects involved in this study and that the information will 
not be reused or disclosed to third parties unless required by law or for authorized 
oversight of the research study. 
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Appendix L: Frequencies 

Statistics 

Group age gender ethnicity martial status work status 

N Valid 23 23 23 23 23 23 

Missing 0 0 0 0 0 0 

Mean 1.48 5.91 1.30 2.96 3 .13 3.52 

Median 1.00 6.00 1.00 3.00 3.00 4.00 

Mode 6 3 2 4 

Minimum 4 2 2 

Maximum 2 7 2 3 5 5 

Statistics 

education 

N Valid 23 

Missing 0 

Mean 3 .17 

Median 3 .00 

Mode 2 

Minimum 2 

Maximum 7 

Frequency Table 

Group 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Standard 12 52.2 52.2 52.2 

TBC 11 47.8 47.8 100.0 

Total 23 100.0 100.0 



77 

age 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid 45-54 4.3 4.3 4 .3 

55-64 6 26.1 26.1 30.4 

65-74 10 43.5 43.5 73.9 

75-84 6 26.1 26.1 100.0 

Total 23 100.0 100.0 

gender 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid female 16 69.6 69.6 69.6 

male 7 30.4 30.4 100.0 

Total 23 100.0 100.0 

ethnicity 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid African-American/Black 4.3 4 .3 4.3 

While/Caucasian 22 95.7 95.7 100.0 

Total 23 100.0 100.0 

work status 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Full-time 5 21.7 21 .7 21 .7 

Part-time 3 13.0 13.0 34.8 

Retired 13 56.5 56.5 91 .3 

Not employeed 2 8 .7 8 .7 100 .0 

Total 23 100.0 100.0 

education 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid High School 11 47.8 47.8 47.8 

Associate's Degree 7 30.4 30.4 78.3 

Master's Degree 2 8 .7 8.7 87.0 

Graduate Degree 4.3 4.3 91.3 

Other 2 8 .7 8.7 100.0 

Total 23 100.0 100.0 
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Standard Care Group 

Statlstics8 

Group age gender ethnicity martial status work status 

N Valid 12 12 12 12 12 12 

Missing 0 0 0 0 0 0 

Mean 1.00 5.83 1.25 3.00 3.08 3.33 

Median 1.00 6.00 1.00 3.00 2.50 4.00 

Mode 1 6 3 2 4 

Minimum 1 4 3 2 

Maximum 1 7 2 3 5 5 

Statistics8 

education 

N Valid 12 

Mean 

Median 

Missing 0 

3.33 

2.00 

Mode 

Minimum 

2 

2 

Maximum 7 

a. Group =Standard 

Frequency Table 

8 age 

Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid 45-54 8.3 8.3 8.3 

55-64 3 25.0 25.0 33.3 

65-74 5 41 .7 41 .7 75.0 

75-84 3 25.0 25.0 100.0 

T otal 12' 100.0 100.0 

a. Group =Standard 
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gender8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid female 9 75.0 75.0 75.0 

male 3 25.0 25.0 100.0 

Total 12 100.0 100.0 

a. Group = Standard 

ethnicity8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid While/Caucasian 12 100.0 100.0 100.0 

a. Group = Standard 

martial status 
8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Single (Never Married) 8.3 8.3 8.3 

Married 5 41 .7 41 .7 50.0 

Divorced 2 16.7 16.7 66.7 

Widowed 4 33.3 33.3 100.0 

Total 12 100.0 100.0 

a. Group = Standard 

work status8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Full-time 4 33.3 33.3 33.3 

Part-time 8.3 8.3 41 .7 

Retired 6 50.0 50.0 91 .7 

Not employeed 8.3 8.3 100.0 

Total 12 100.0 100.0 

a. Group = Standard 
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education8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid High School 7 58.3 58.3 58.3 

Associate's Degree 2 16.7 16.7 75.0 

Graduate Degree 8.3 8.3 83.3 

Other 2 16.7 16.7 100.0 

Total 12 100.0 100.0 

a. Group = Standard 

Group=TBC 

Statistics8 

Group age gender ethnicity martial status work staltUs 

N Valid 11 11 11 11 11 11 

Missing 0 0 0 0 0 0 

Mean 2.00 6.00 1.36 2.91 3.18 3.73 

Median 2.00 6.00 1.00 3.00 3.00 4.00 

Mode 2 6 3 2b 4 

Minimum 2 5 2 2 

Maximum 2 7 2 3 5 5 

Statistics8 

education 

N Valid 11 

Missing 0 

Mean 3.00 

Median 3.00 

Mode 3 

Minimum 2 

Maximum 5 

a. Group = TBC 

b. Multiple modes exist. The smallest value is shown 
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8 
age 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid 55-64 3 27.3 27.3 27.3 

65-74 5 45.5 45.5 72.7 

75-84 3 27.3 27.3 100.0 

Total 11 100.0 100.0 

a. Group =TBC 

gender8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid female 7 63.6 63.6 63.6 

male 4 36.4 36.4 100.0 

Total 11 100.0 100.0 

a. Group =TBC 

ethnicity
8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid African-American/Black 9.1 9.1 9.1 

White/Caucasian 10 90.9 90.9 100.0 

Total 11 100.0 100.0 

a. Group =TBC 

martial status8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Single (Never Married) 9.1 9.1 9.1 

Married 4 36.4 36.4 45.5 

Divorced 2 18.2 18.2 63.6 

Widowed 4 36.4 36.4 100.0 

Total 11 100.0 100.0 

a. Group =TBC 
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work status
8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Full-time 9.1 9.1 9.1 

Part-time 2 18.2 18.2 27.3 

Retired 7 63.6 63.6 90.9 

Not employeed 9.1 9.1 100.0 

Total 11 100.0 100.0 

a. Group = TBC 

education8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid High School 4 36.4 36.4 36.4 

Associate's Degree 5 45.5 45.5 81.8 

Master's Degree 2 18.2 18.2 100.0 

Total 11 100.0 100.0 

Statistics 

SC1-pre SC2-pre SC3-pre SC4-pre SC5-pre SC6-pre SC7-pre 

N Valid 23 23 23 23 23 23 22 

Missing 0 0 0 0 0 0 

Mean 4.43 1.04 4.43 4.00 4.04 4.17 3.77 

Median 4.00 1.00 4.00 4.00 4.00 4.00 4.00 

Mode 4 4a 4 4 4 4 

Std. Deviation .788 .209 .843 .953 .878 .834 .813 

Range 3 3 4 4 3 3 

Minimum 3 3 2 2 

Maximum 6 2 6 5 5 5 5 

Statistics 

SC8-pre HTN pre-1 HTN pre-2 HTN pre-3 HTN pre-4 HTN pre-5 

N Valid 22 21 21 21 21 21 

Missing 2 2 2 2 2 

Mean 4.09 1.95 1.90 5.00 1 .43 3.57 

Median 4.00 1.00 2.00 5.00 1 .00 4.00 

Mode 4 2 5 4 

Std. Deviation .750 1.071 .301 .000 .746 1.121 

Range 3 3 0 2 4 

Minimum 2 5 

Maximum 5 4 2 5 3 5 
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gender8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid female 9 75.0 75.0 75.0 

male 3 25.0 25.0 100.0 

Total 12 100.0 100.0 

a. Group = Standard 

ethnicity8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid White/Caucasian 12 100.0 100.0 100.0 

a. Group = Standard 

martial status8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Single (Never Married) 8.3 8.3 8 .3 

Married 5 41 .7 41 .7 50.0 

Divorced 2 16.7 16.7 66.7 

Widowed 4 33.3 33.3 100 .0 

Total 12 100.0 100.0 

a. Group = Standard 

work status8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Full-time 4 33.3 33.3 33.3 

Part-time 8.3 8.3 41 .7 

Retired 6 50.0 50.0 91.7 

Not employeed 8.3 8.3 100.0 

Total 12 100.0 100.0 

a. Group = Standard 
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education• 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid High School 7 58.3 .58.3 58.3 

Associate's Degree 2 16.7 16.7 75.0 

Graduate Degree 8.3 8.3 83.3 

Other 2 16.7 16.7 100.0 

Total 12 100.0 100.0 

a. Group = Standard 

Group=TBC 

Statistics• 

Group age gender ethnicity martial status work status 

N Valid 11 11 11 11 11 11 

Missing 0 0 0 0 0 0 

Mean 2.00 6.00 1.36 2.91 3 .18 3.73 

Median 2.00 6.00 1.00 3.00 3 .00 4.00 

Mode 2 6 3 2b 4 

Minimum 2 5 2 2 

Maximum 2 7 2 3 5 5 

Statistics8 

education 

N Valid 11 

Missing 0 

Mean 3.00 

Median 3 .00 

Mode 3 

Minimum 2 

Maximum 5 

a. Group = TBC 

b. Multiple modes exist. The smallest value is shown 
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8 
age 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid 55-64 3 27.3 27.3 27.3 

65-74 5 45.5 45.5 72.7 

75-84 3 27.3 27.3 100.0 

Total 11 100.0 100.0 

a. Group = TBC 

gender
8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid female 7 63.6 63.6 63.6 

male 4 36.4 36.4 100.0 

Total 11 100.0 100.0 

a. Group = TBC 

8
ethnicity

Cumulative 
Frequency Percent Valid Percent Percen.t 

Valid African-American/Black 9.1 9.1 9.1 

White/Caucasian 10 90.9 90.9 100.0 

Total 11 100.0 100.0 

a. Group = TBC 

martial status 8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Single (Never Married) 9.1 9.1 9.1 

Married 4 36.4 36.4 45.5 

Divorced 2 18.2 18.2 63.6 

Widowed 4 36.4 36.4 100.0 

Total 11 100.0 100.0 

a. Group = TBC 
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work status8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Full-time 9.1 9.1 9.1 

Part- time 2 18.2 18.2 27.3 

Retired 7 63.6 63.6 90.9 

Not employeed 9.1 9.1 100.0 

Total 11 100.0 100.0 

a. Group = TBC 

education8 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid High School 4 36.4 36.4 36.4 

Associate's Degree 5 45.5 45.5 81 .8 

Master's Degree 2 18.2 18.2 100.0 

Total 11 100.0 100.0 

a. Group = TBC 

Statistics 

SC1-pre SC2-pre SC3-pre SC4-pre SC5-pre SC6-pre SC7-pre 

N Valid 23 23 23 23 23 23 22 

Missing 0 0 0 0 0 0 

Mean 4.43 1.04 4.43 4.00 4.04 4.17 3.n 

Median 4.00 1.00 4.00 4.00 4.00 4.00 4.00 

Mode 4 48 4 4 4 4 

Std. Deviation .788 .209 .843 .953 .878 .834 .813 

Range 3 3 4 4 3 3 

Minimum 3 3 2 2 

Maximum 6 2 6 5 5 5 5 

Statistics 

sea-pre HTN pre-1 HTN pre-2 HTN pre-3 HTN pre-4 HTN pre-5 

N Valid 2.2 21 21 21 21 21 

Missing 2 2 2 2 2 

Mean 4.09 1.95 1.90 5.00 1.43 3.57 

Median 4.00 1.00 2.00 5.00 1.00 4.00 

Mode 4 2 5 4 

Std. Deviation .750 1.071 .301 .000 .746 1.121 

Range 3 3 0 2 4 

Minimum 2 5 

Maximum 5 4 2 5 3 5 
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Statistics 

HTN pre-6 HTN pre-7 OM pre 1 OM pre 2 OM pre3 OM pre 4 OM pre 5 

N Valid 21 21 2 2 2 2 2 

Missing 2 2 21 21 21 21 21 

Mean 5.00 2.90 1.50 2.00 3.00 2.00 4.00 

Median 5.00 3.00 1.50 2.00 3.00 2.00 4.00 

Mode 5 3 1a 1a 3 18 4 

Std. Deviation .000 .436 .707 1.414 .000 1.414 .000 

Range 0 2 2 0 2 0 

Minimum 5 3 4 

Maximum 5 3 2 3 3 3 4 

Statistics 

OM pre 6 OM pre7 SC1 post SC2 [POSt SC3 post SC4 post SC 5 post 

N Valid 2 2 13 13 13 13 13 

Missing 21 21 10 10 10 10 10 

Mean 4.00 1.00 4.38 1.15 4.46 4.00 4.23 

Median 4.00 1.00 4.00 1.00 4.00 4.00 4.00 

Mode 4 48 4 4 4 

Std. Deviation .000 .000 .650 .555 .n6 .707 .725 

Range 0 0 2 2 3 2 2 

Minimum 4 3 3 3 3 

Maximum 4 5 3 6 5 5 

Statistics 

SC 6 post SC 7 post sea post HTN post 1 HTN post 2 HTN post 3 

N Valid 13 13 13 11 11 11 

Missing 10 10 10 12 12 12 

Mean 4.23 4.23 4.23 1.73 1.82 5.00 

Median 4.00 4.00 4.00 1.00 2.00 5.00 

Mode 5 4 5 2 5 

Std. Deviation .927 .725 .927 1.009 .405 .000 

Range 3 2 3 2 0 

Minimum 2 3 2 5 

Maximum 5 5 5 3 2 5 
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Statistics 

HTN post 4 HTN post 5 HTN post6 HTN post 7 OM post 1 OM post 2 

N Valid 11 11 11 11 2 2 

Missing 12 12 12 12 21 21 

Mean 1.18 3.82 4.64 3.00 1.50 4.00 

Median 1.00 4.00 5.00 3.00 1.50 4.00 

Mode 4 5 3 1a 4 

Std. Deviation .603 1.079 1.206 .000 .707 .000 

Range 2 4 4 0 0 

Minimum 3 4 

Maximum 3 5 5 3 2 4 

Statistics 

OM post3 OM post 4 OM post 5 OM posl6 OM post 7 SCpre HTNpre 

N Valid 2 2 2 2 2 23 21 

Missing 21 21 21 21 21 0 2 

Mean 2.00 1.00 4.00 4.00 1.00 29.6522 21.7619 

Median 2.00 1.00 4.00 4.00 1.00 29.0000 21.0000 

Mode 1a 4 4 28.00 21 .00 

Std. Deviation 1.414 .000 .000 .000 .000 3.96127 1.22085 

Range 2 0 0 0 0 18.00 4.00 

Minimum 4 4 20.00 20.00 

Maximum 3 4 4 38.00 24.00 

Statistics 

OMpre SCpost HTNpost OMpost 

N Valid 2 13 11 2 

Missing 21 10 12 21 

Mean 17.5000 30.9231 21.1818 17.5000 

Median 17.5000 31.0000 21.0000 17.5000 

Mode 16.008 29.008 21.00 16.008 

Std. Deviation 2.12132 4.05096 1.83402 2.12132 

Range 3.00 12.00 7.00 3.00 

Minimum 16.00 25.00 18.00 16.00 

Maximum 19.00 37.00 25.00 19.00 

a. Multiple modes exist. The smallest value is shown 
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Frequency Table 

SC1-pre 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Fair 2 8.7 8.7 8.7 

Good 11 47.8 47.8 56.5 

Very good 8 34.8 34.8 91 .3 

Excellent 2 8.7 8.7 100.0 

Total 23 100.0 100.0 

SC2-pre 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Yes 22 95.7 95.7 95.7 

No, I need more education 
regarding chronic disease 
management 

4.3 4.3 100.0 

Total 23 100.0 100.0 

SC3-pre 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Fair 3 13.0 13.0 13.0 

Good 9 39.1 39.1 52.2 

Very good 9 39.1 39.1 91.3 

Excellent 2 8.7 8.7 100.0 

Total 23 100.0 100.0 

SC4-pre 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Strongly disagree 4.3 4.3 4.3 

Neutral 4 17.4 17 .4 21 .7 

Agree 11 47.8 47.8 69.6 

Strongly agree 7 30.4 30.4 100.0 

Total 23 100.0 100.0 
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SCS-pre 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Strongly disagree 4.3 4.3 4.3 

Neutral 2 8.7 8.7 '13.0 

Agree 14 60.9 60.9 73.9 

Strongly agree 6 26.1 26.1 100.0 

Total 23 100.0 100.0 

SC6-pre 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Somewhat confident 4.3 4.3 4.3 

Neutral 3 13.0 13.0 17.4 

Confident 10 43.5 43.5 60.9 

Very confident 9 39.1 39.1 100.0 

Total 23 100.0 100.0 

SC7-pre 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Somewhat confident 2 8.7 9.1 9.1 

Neutral 4 17.4 18.2 27.3 

Confident 13 56.5 59.1 86.4 

Very confident 3 13.0 13.6 100.0 

Total 22 95.7 100.0 

Missing System 4.3 

Total 23 100.0 
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SCS-pre 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Somewhat confident 4.3 4.5 4.5 

Neutral 2 8.7 9.1 13.6 

Confident 13 56.5 59.1 72.7 

Very confident 6 26.1 27.3 100.0 

Total 22 95.7 100.0 

Missing System 4.3 

Total 23 100.0 

HTN pre-1 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid When the force of the blood 11 47.8 52.4 52.4 
pushing against the walls of 
your blood vessels is 
consistently too high. 

When the heart rate Is 4.3 4.8 57.1 
consistently too fast 

The force of the blood 8 34.8 38.1 95.2 
circulating around the body 
is too high. 

There is too much blood 4.3 4.8 100.0 
circulating in the body. 

Total 21 91.3 100.0 

Missing System 2 8.7 

Total 23 100.0 

HTN pre-2 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Exactly at 160/80 mmHg 2 8.7 9.5 9.5 

Less than 120/80 mmHg 19 82.6 90.5 100.0 

Total 21 91 .3 100.0 

Missing System 2 8.7 

Total 23 100.0 
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HTN pre--3 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid All of the above 21 91 .3 100.0 100.0 

Missing System 2 8 .7 

Total 23 100.0 

HTN pre-4 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Yes 15 65.2 71.4 71.4 

No 3 13.0 14.3 85.7 

Depends on the severity 3 13 .0 14.3 100.0 

Total 21 91 .3 100.0 

Missing System 2 8.7 

Total 23 100.0 

HTN pre-5 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Stroke 3 13.0 14.3 14.3 

Kidney Problems 4 .3 4 .8 19.0 

Urinary Incontinence 16 69.6 76.2 95.2 

Vision loss 4 .3 4.8 100.0 

T otal 21 91 .3 100.0 

Missing System 2 8 .7 

Total 23 100.0 

li-lTN pre-6 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Diarrhea 21 91 .3 100.0 100.0 

Missing System 2 8.7 

Total 23 100.0 

HTN pre-7 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Reducing sodium intake 4.3 4.8 4.8 

Increasing alcohol 20 87.0 95.2 100.0 
consumption to 3 glasses of 
red wine per day 

Total 21 91 .3 100.0 

Missing System 2 8.7 

Total 23 100.0 
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SC1 post 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Fair 4.3 7.7 7.7 

Good 6 26.1 46.2 53.8 

Very good 6 26.1 46.2 100.0 

Total 13 56.5 100.0 

Missing System 10 43.5 

Total 23 100.0 

SC2 post 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Yes 12 52.2 92.3 92.3 

Undecided/Neutral 

Total 13 

4.3 

56.5 

7.7 

100.0 

100.0 

Missing System 10 43.5 

Total 23 100.0 

SC3 post 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Fair 4.3 7.7 7 .7 

Good 6 26.1 46.2 53.8 

Very good 5 21 .7 38.5 92.3 

Excellent 4.3 7.7 100.0 

Total 13 56.5 100.0 

Missing System 10 43.5 

Total 23 100.0 
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SC4 post 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Neutral 3 13.0 23.1 23.1 

Agree 7 30.4 53.8 76.9 

Strongly agree 3 13.0 23.1 100.0 

Total 13 56.5 100.0 

Missing System 10 43.5 

Total 23 100.0 

SC 5 post 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Neutral 2 8.7 15.4 15.4 

Agree 6 26.1 46.2 61 .. 5 

Strongly agree 5 21.7 38.5 100.0 

Total 13 56.5 100.0 

Missing System 10 43.5 

Total 23 100.0 

SC 6 post 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Somewhat confident 4.3 7.7 7.7 

Neutral 4.3 7.7 15.4 

Confident 5 21.7 38.5 53.8 

Very confident 6 26.1 46.2 100.0 

Total 13 56.5 100.0 

Missing System 10 43.5 

Total 23 100.0 
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SC 7 post 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Neutral 2 8.7 15.4 15.4 

Confident 6 26.1 46.2 61.5 

Very confident 5 21.7 38.5 100.0 

Total 13 56.5 100.0 

Missing System 10 43.5 

Tolal 23 100.0 

SC 8 post 

Cumulative 
Frequency Percent Valid Percenl Percent 

Valid Somewhat confident 4.3 7.7 7.7 

Neutral 4.3 7.7 15.4 

Confident 5 21.7 38.5 53.8 

Very confident 6 26.1 46.2 100.0 

Total 13 56.5 100.0 

Missing System 10 43.5 

Total 23 100.0 

HTN post 1 

Cumulative 
Frequency Percent Valid Percent Percent 

Valld When the force of the blood 7 30.4 63.6 63.6 
pushing against the walls of 
your blood vessels is 
consistently too high. 

The force of the blood 4 17.4 36.4 100.0 
circulating around the body 
is too high. 

Total 11 47.8 100.0 

Missing System 12 52.2 

Total 23 100.0 
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HTN post 2 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Exactly at 160/80 mmHg 2 8.7 18.2 18.2 

Less than 120/80 mmHg 9 39.1 81.8 100.0 

Total 11 47.8 100.0 

Missing System 12 52.2 

Total 23 100.0 

HTN post3 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid All of the above 11 47.8 100.0 100.0 

Missing System 12 52.2 

Total 23 100.0 

HTN post4 

Frequency Percent Valid Percent 
Cumulative 

Percent 

Valid Yes 10 43.5 90.9 90.9 

Depends on the severity 

Total 11 

4.3 

47.8 

9.1 

100.0 

100.0 

Missing 

Total 

System 12 

23 

52.2 

100.0 
.. 

HTN posts 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Stroke 4.3 9.1 9.1 

Kldney problems 4.3 9.1 18.2 

Urinary incontinence 7 30.4 63.6 81.8 

Vision loss 2 8.7 18.2 100.0 

Total 11 47.8 100.0 

Missing System 12 52.2 

Total 23 100.0 
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HTN post6 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Severe headache 4.3 9.1 9.1 

Diarrhea 10 43.5 90.9 100.0 

Total 11 47.8 rno.o 
Missing System 12 52.2 

Total 23 100.0 

HTN post7 

Cumulative 
Frequency Percent Valid Percent Percent 

Valid Increasing alcohol 11 47.8 100.0 100.0 
consumption to 3 glasses of 
red wine per day 

Missing System 12 52.2 

Total 23 100.0 
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Appendix M: T-tests 

Group Statistics 

Group N Mean Std. Deviation Std. Error Mean 

SCpre Standard 12 30.2500 3.59608 1.03810 

TBC 11 29.6364 3.35478 1.01150 

SCpost Standard 7 28.8571 3.71612 1.40456 

TBC 6 33.3333 3.14113 1.28236 

Independent Samples Test 

Levene's Test for Equality of I-lest for Equality of 
Variances Means 

F Sig. di 

SCpre Equal variances assumed .102 .752 .422 21 

SCpost 

Equal variances not 
assumed 

Equal variances assumed .001 .980 

.423 

-2.321 

20.990 

11 

Equal variances not 
assumed 

-2.354 11 .000 

Independent Samples Test 

I-test tor Equality of Means 

95% 

Mean Std. Error Confidence ... 

Sig. (2-tailed) Difference Difference Lower 

SCpre Equal variances assumed .677 .61364 1.45400 -2.41011 

SCpost 

Equal variances not 
assumed 

Equal variances assumed 

.676 

.041 

.61364 

-4.47619 

1.44941 

1.92864 

-2.40067 

-8.72109 

Equal variances not 
assumed 

.038 -4.47619 1.90190 -8.66225 
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Indepe ndent Samples T est 

t-test for Equality 
of Means 

95% Confidence 
Interval of the ... 

Upper 

SCpre Equal variances assumed 3 .63739 

Equal variances not 
assumed 

3 .62794 

SCpost Equal variances assumed -.23129 

Equal variances not 
assumed 

-.29013 

Independent Samples Test 

Levene's Test for Equality of I-test for Equality of 
Variances Means 

F Sig. di 

HTNpre Equal variances assumed 1.775 .199 -.846 19 

Equal variances not 
assumed 

-.833 16.406 

HTNpost Equal variances assumed .003 .960 2.352 9 

Equal variances not 
assumed 

2.381 8.946 

Independent Samples Test 

I-test for Equality of Means 

95% 

Mean Std. Error 
Confidence ... 

Sig. (2-tailed) Difference Difference Lower 

HTNpre Equal variances assumed .408 -.45455 .53726 -1 .57904 

Equal variances not 
assumed 

.417 -.45455 .54545 -1 .60854 

HTNpost Equal variances assumed .043 2.16667 .92128 .08258 

Equal variances not 
assumed 

.041 2.16667 .90982 .10659 

Independent Samples Test 

I-test for Equality 
of Means 

95% Confidence 
Interval of the ... 

Upper 

HTNpre Equal variances assumed .66995 

Equal variances not 
assumed 

.69944 

HTNpost Equal variances assumed 4.25076 

Equal variances not 
assumed 

4.22674 
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Independent Samples Test 

Levene's Test tor Equality of I-test for Equality o f 
Variances Means 

F Sig. di 

HTNpre Equal variances assumed 1.775 .199 -.846 19 

Equal variances not 
assumed 

-.833 16.406 

HTNpost Equal variances assumed .003 .960 2.352 9 

Equal variances not 
assumed 

2.381 8.946 

Independent Samples Test 

Mesi for Equality of Means 

95% 

Mean Std. Error 
Confidence ... 

Sig. (2-tailed) Difference Difference Lower 

HTNpre Equal variances assumed .408 -.45455 .53726 -1 .57904 

Equal variances not 
assumed 

.417 -.45455 .54545 -1 .60854 

HTNpost Equal variances assumed .043 2.16667 .92128 .08258 

Equal variances not 
assumed 

.041 2.16667 .90982 .10659 

Independent Samples Test 

I-test for Equality 
of Means 

95% Confidence 
Interval of the ... 

Upper 

HTNpre Equal variances assumed .66995 

Equal variances not 
assumed 

.69944 

HTNpost Equal variances assumed 4.25076 

Equal variances not 
assumed 

4.22674 
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Group = Standal!'d 

Paired Samples Statistics8 

Mean N Std. Deviation Std. Error Mean 

Pair 1 SCpre 29.7143 7 2.21467 .83707 

SCpost 28.8571 7 3 .71612 1.40456 

a. Group = Standard 

Paired Samples Correlations8 

N Correlation Sig. 

Pair 1 SCpre & SCpost 7 .581 .171 

81. Group = Standard 

Paired Samples Testa 

Paired Differences 

95% Confidence Interval of the 
Difference 

Mean Std. Deviation Sid. Error Mean Lower Upper 

Pair 1 SCpre • SCpost .85714 3 .02372 1 .14286 -1 .93933 3 .65361 

Paired Samples Testa 

di S ig . (2 -talled) 

Pair 1 SCpre • SCpost .750 6 .482 

81. Group = Standard 

Group=TBC 

Paired Samples Statistlcs8 

Mean N S td . Deviation Std. Error Mean 

Pair 1 SCpre 30.0000 6 2 .36643 . 96609 

SCpost 33.3333 6 3 .14113 1 .28236 

81. Group =TBC 

Paired Samples Correla tions8 

N Correlation S ig . 

Pair 1 SCpre & SCpost 6 .269 .606 

ai. Group = TBC 
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Paired Samples Test
8 

Paired Differences 

95% Confidence Interval of the 
Difference 

Mean Std. Deviation Std. Error Mean Lower Upper 

Pair 1 SCpre - SCpost -3.33333 3.38625 1.38243 -6.88698 .22031 

Paired Samples Test8 

df Sig. (2-tailed) 

Pair 1 SCpre - SCpost -2.411 5 .061 

a. Group = TBC 

Group = Standard 

Paired Samples Statistics8 

Mean N Std. Deviation Std. Error Mean 

Pair 1 HTNpre 21 .8333 6 .98319 .40139 

HTNpost 22.1667 6 1.60208 .65405 

a. Group = Standard 
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Paired Samples Correlations• 

N Correlation Sig. 

Pair 1 HTNpre & HTNpost 6 .021 .968 

a. Group = Standard 

Paired Samples Test8 

Mean 

Paired Differences 

Std. Deviation Std. Error Mean 

95% 
Confidence ... 

Lower 

Pair 1 HTNpre - HTNpost -.33333 1.86190 .76012 -2.28728 

Paired Samples Test8 

Paired ... 

95% Confidence 
Interval of the ... 

Upper di Sig. (2-talled) 

Pair 1 HTNpre - HTNpost 1.62061 -.439 5 .679 

a. Group = Standard 

Group=TBC 

Paired Samples Statistics• 

Mean N Std. Deviation Std. Error Mean 

Pair 1 HTNpre 21 .8000 5 1.64317 .73485 

HTNpost 20.0000 5 1.41421 .63246 

a. Group = TBC 

Paired Samples Correlations• 

N Correlation Sig. 

Pair 1 HTNpre & HTNpost 5 .323 .596 

a. Group = TBC 
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Paired Samples Test
8 

Paired Differences 

95% 
Confidence ... 

Mean Std. Deviation Std. Error Mean Lower 

Pair 1 HTNpre - HTNpost 1.80000 1.78885 .80000 -.42116 

Paired Samples Test8 

Paired ... 

95% Confidence 
Interval of the ... 

Upper di Sig. {2-tailed) 

Pair 1 HTNpre - HTNpost 4.02116 2.250 4 .088 

a. Group = TBC 
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