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Abstract 

Current demands placed on primary care offices to manage complex patients create a burdened 

outpatient system. Team-based care (TBC) has potential to reconfigure the primary care team to 

be better equipped at meeting these demands. However, little was known on the patient 

perspective surrounding TBC. When there is interference in patient comfort and trust, the patient 

provider relationship (PPR) suffers. Any break in the PPR has potential to lead to poor patient 

outcomes. The primary objective was to identify and measure the effects that the delivery model 

of TBC has on patient comfort and trust in the patient-provider relationship. The secondary 

objective was to compare the patient perspective of comfort and trust between TBC and 

standard, usual care. Under the framework of the Relational Coordination Theory, a quasi

experimental study of TBC implementation was compared to usual care. Data collection was 

conducted through a one-time survey/questionnaire approach. Tools utilized in this project were 

the Health Care Relationship (HCR) Trust Scale and Patient-Doctor Relationship Questionnaire 

(PDRQ-9). The data collection occurred over a period of 4 weeks. Data was analyzed through an 

Independent Sample T-Test approach after consideration for influences of demographics on 

survey results. Due to the unfortunate small sample size, the results for this project were 

statistically insignificant. Even though results did not reveal a significant difference between the 

groups, comfort and trust was preserved under TBC. The findings from this project provided 

supportive data for TBC in primary care with preservation of patient comfort and trust. 

Keywords: Team Based Care, Primary Care, Comfort, Trust, Patient-Provider 

Relationship 
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When trust in the patient-provider relationship (PPR) is compromised, there is potential 

for poor patient outcomes to result (Murray & McCrone, 2015). Key contributing factors for 

providing high quality patient care and enhancing patient satisfaction are the perceptions of trust 

and comfort within the PPR (Chandra, Mohammadnezhad, & Ward, 2018). In order to create an 

environment in which honest and open communication can ensue, there first has to be some level 

of trust (Chandra, Mohammadnezhad, & Ward, 2018). The concept of TBC is not new to health 

care and has been around for nearly 20 years or more (as cited in Baik, 2016). There is ample 

research to substantiate that TBC allows for a means to provide high quality patient care 

(Hysong, Amspoker, Hughes, Woodard, Oswald, Petersen, & Lester, 2019). However, with the 

research there is vague and inconsistent direction on ways to provide this inter-professional TBC 

(Hysong et al. , 2019). Even more importantly, there is little evidence concerning the impact that 

TBC has on patient comfort and trust within the PPR. 

Primary care offices are tasked with managing chronic diseases and preventing the 

development of diseases all while enhancing patient health and quality of life (Scuderi, Haddad, 

Bilello, Lorbeer, Scuderi, & Shahady, 2017). The multiple requirements placed on these offices 

leads to a fragmented and troubled health care system struggling to satisfy the demands (Scuderi 

et al. , 2017). Some of these demands are enhancing the patient experience, optimizing overall 

patient health, and improving work life satisfaction of staff members (Wagner, Flinter, Hsu, 

Cromp, Austin, Etz, Crabtree, & Ladden 2017; Fisher, Brady, Maier, Gabel, & Windholz, 2019). 

With emphasis placed on the primary care provider to meet the growing population health loads, 

it is necessary to investigate the implementation of TBC in the primary care setting. Furthermore, 

it is important to determine the effects from the patient perspective on trust and comfort. The 

maintenance of high levels of trust and comfort is vital to uphold an efficacious PPR. 
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Background and Significance 

The need to provide high quality care to the costly, complex, and comorbid patients in 

the community pushes primary care offices to reconfigure how quality care is delivered (Hysong 

et al. , 2019). The Affordable Care Act calls for a more robust primary care delivery system in 

which the current practice system organizations are transformed into patient centered models 

(Wagner et al. , 2017). TBC is a care delivery model that is equipped at managing patients with 

complicated co-morbidities in a patient-centered model way (Wen & Shulman, 2014). TBC 

expands the roles of all primary care team members such as providers, nurses, scribes, and 

medical assistants to work at the highest extent of one's skillset (Wagner et al., 2017). The role 

expansion of members in the primary care team has the biggest potential for impact on the 

quality of patient care (Wagner et al. , 2017). 

However, TBC is only a successful care model when there is effective communication 

between provider and patient (Schottenfeld, Petersen, Peikes, Ricciardi, Burak, McNellis, & 

Genevro, 2016). Movement towards patient-centered care requires the active engagement from 

patients in order to ensure healthy outcomes for the patient's wellbeing (Murray & McCrone, 

2015). Creating and maintaining good relationships with patients is a crucial piece to providing 

high quality patient care (Schottenfeld et al. , 2016). Yet, some feel that TBC is just the opposite 

of that and some feel that it is a departure from the patient-centered care that health care is 

moving towards (Schottenfeld et al. , 2016). The potential perspective that TBC causes a break in 

the very foundation of patient care, the PPR, needs further exploration (Schottenfeld et al. , 

2016). The development and maintenance of a good PPR has been shown to be linked to better 

treatment regimen adherence, improve patient follow-up , decrease health care costs, and reduce 
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the need for second opinions (Gopichandran & Chetlapalli, 2015). This project took a closer 

exploration into the effects that the TBC approach has on the comfort and trust within the PPR. 

Primary care providers spend a great deal of time focused on caring for and preventing 

the development of chronic diseases (Scuderi et al. , 2017). The focus in primary care is directed 

at a volume-driven, value-based reimbursement system resulting in the need for care models to 

adjust in order to address all the required demands (Mitchell, Haag, Klavetter, Beldo, Shah, 

Baumbach, ... Stroebel, 2019). The TBC model is a way primary care providers can address 

multifaceted patient and population needs while enabling team members to work at the utmost 

level of one 's abilities (Scuderi et al. , 2017). In addition, focus needs to be turned to how the 

patient perceives the PPR under the TBC model. There is insufficient information on the effects 

on patient's comfort and trust with communication when care is provided with multiple team 

members in the room. This project was directed towards filling the void of information on the 

patient perspective while the TBC model is implemented. Does the patient still feel comfortable 

enough to discuss medical ailments while the provider has a team in the room with them? Does 

TBC preserve the trusting relationship between provider and patient? Throughout the literature 

review, there was a knowledge gap found in regards to these questions. There is evidence to 

support that higher levels of trust in the patient provider relationship result in lower incidences of 

depression, higher likelihood of depression detection, better glycemic control for diabetics, and 

greater levels of adherence to medication regimens (as cited in Bova et al. , 2012). The 

importance of collaborative trust between patient and provider under TBC needs to be 

investigated and measured with the profound impacts that trust has on crucial patient outcomes 

(Bova et al. , 2012). 
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Project Purpose, Aims, and Objectives 

This project implemented a TBC delivery model for the adult patient population at a 

Hamburg NY primary care office. The purpose was to investigate and address the identified 

knowledge gap on TBC from the patient perspective regarding comfort and trust. While 

healthcare is moving to a patient-centered direction, it is natural to investigate how TBC is 

effecting the patient. Project aims or objectives include the following: 1.) The Primary Objective 

is to identify and measure the effects that the delivery model of Team Based Care (TBC) has on 

patient comfort and trust in the patient-provider relationship; 2.) The Secondary Objective is to 

compare the patient perspective of comfort and trust between TBC and standard, usual care 

Project Deliverables 

The first project deliverable is the survey or questionnaire results of measureable levels 

of patient trust and comfort in the TBC group versus standard or usual care group. The second 

project deliverable is information surrounding how patients perceive comfort and trust with 

communication in the PPR among TBC and standard usual care. This project provides both 

quantitative and qualitative measures exploring the PPR with emphasis placed on patient comfort 

and trust. 

APN Contributions to Scholarship and Practice 

This project contributes to scholarship in that it addresses an identified research gap 

surrounding the TBC model. TBC is growing in popularity to meet the population health care 

demands and it is important to ensure it maintains the integrity and therapeutic foundation of the 

PPR. The results of this project provide evidence to fill the knowledge gap on the patient 

perspective of comfort and trust under TBC. Secondly, this project contributes to practice in that 

it has the potential to change how care is provided at one local Hamburg NY primary care office. 
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With evidence to support TBC implementation, the way that patients receive care could evolve 

and the job roles of the primary care team may also change. The primary care team members in 

this study were expected to perform at the highest level of one's abilities. A contribution to the 

roles of the primary care nurse would be to pull the nurse back into direct patient care. When all 

members of a team function at highest level of ability, all members of the team benefit including 

the patient, nursing staff, and providers. 

DNP Essentials 

Essential VI, inter-professional collaboration for improving patient and population health 

outcomes is evidenced in this project with the integration of many primary care team members 

working collaboratively at the maximum level of one's ability. The concept behind the 

collaborative teams in this project was to improve both patient and population outcomes. This 

project met this essential through facilitating the functioning roles of the primary care team to 

meet the complex needs of the patient. With TBC implementation, multiple team members were 

involved in one patient's visit. Through the collaborative efforts, team members worked to 

ensure that the patient received high quality care. 

Another essential that was addressed in this project is Essential II of organizational and 

systems leadership for quality improvement and systems thinking. This essential was addressed 

through the change of delivery care systems to incorporate TBC within a primary care office. 

Previously, primary care was delivered through a one on one provider patient model in which the 

nurses rarely had direct patient contact. Through the leadership of the Advanced Practice Nurse 

(APN) or other practice providers, patients received care through a TBC model with goals of 

enhancement of both patient and population health. Not only would the patient and the 

population' s health be improved through the delivery model change, but there is potential for 
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higher perceived levels of job satisfaction for nurses and providers alike. With research guiding 

the change, the APN's leadership has the potential to change a patient care delivery model, 

improve patient quality of life, and enhance staff roles with improved staff satisfaction. 

Literature Review 

Literature Review Process 

A review of the nursing and health related literature was conducted exploring TBC 

utilizing the following keywords both in combination and singularity: Team-Based Care, Team 

Care, Primary Care, Patient-Provider Relationship, Trust, Communication, Comfort, Patient 

Perspective, and Outpatient. Search engines included CINAHL, ClincalKey, MedLine, and 

Google Scholar. Additionally, secondary hand searches of going through all of the reference lists 

was conducted. The search was limited to articles with full text availability, within the last 5 

years, and written in English. All articles were reviewed through a three step process of, brief 

overview, thorough reading, and secondary read through for information, statistics, and key 

results. Ten articles remained at the end of the literature review. 

Team Based Care Literature 

Within the literature search for TBC, literature supports that TBC implementation 

provides meeting higher levels of quality care measures, a reduced need to utilize acute care 

settings, and a decrease in health care costs (Reiss-Brennan et al. , 2016). In this retrospective 

cohort study, the authors concluded that TBC compared with usual care revealed a significantly 

higher quality measure rate for depression screening among actively depressed patients ( 46.1 % 

TBC vs 24.1 % usual care; OR, 1.91 [95% CI, 1.75 to 2.08] , P < .001) (Reiss-Brennan et al. , 

2016). Study findings indicated that there was improved adherence to the diabetic 5-part bundle 

(24,6% for TBC vs 19.5% for usual care; OR, 1.26 [95% CI, 1.11 to 1.42], P <.001), and higher 
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levels of self-care plans documented (48.4% TBC vs 8.7% usual care; OR, 5.59, [95% CI, 4.27 

to 7.33] , P < .001) (Reiss-Brennan et al. , 2016). 

Another article that reviewed the comparison between TBC and usual care concluded that 

there were no differences between the time that the physician spent with the patient in either 

TBC or usual care, but that the total face-to-face time was significantly higher in TBC (Misra

Hebert, Rabovsky, Yan, Hu, & Rothberg, 2015). A time-motion analysis of primary care 

physicians with direct observation revealed that implementation of TBC with a broadened role of 

the medical assistant did in fact increase the amount of time spent face-to-face for patient and 

provider (Misra-Hebert et al. , 2015). However, there was no significant or measureable level of 

improvement in regards to patient satisfaction (Misra-Hebert et al. , 2015). This study implicated 

the need to have further longitudinal studies to measure the impacts on the physician-patient 

relationship and if TBC has any impact on physician efficiency and communication (Misra

Hebert et al. , 2015). This points directly towards the identified clinical gap that this project has 

addressed. 

Regarding the clinical gap, in all of the articles reviewed only two directly considered the 

patient perspective with multiple participants in the room. One of which is a mixed methods 

study in which the complicated nature of TBC implementation and structuring is noted (Misra

Hebert et al. , 2018). The importance of measuring the response to the model change on all 

relationships and members involved is necessary to investigate (Misra-Hebert et al. , 2018). The 

authors concluded that the staffing and turnover presented a challenge for successful adaption of 

TBC (Misra-Hebert et al. , 2018). Two of the practices that were observed in this study had to 

cease the implementation of TBC due to staffing issues alone (Misra-Hebert et al. , 2018). Of 

particular importance, the patients revealed that they were satisfied with the care they received, 
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did not notice any changes to the care they received, or just overall positive feelings regarding 

the changes (Misra-Hebert et al. , 2018). The patients established value placed on the shorter wait 

times, maintenance of time and continued relationships with the physician, and future primary 

care needs of both convenience and PPR conservation (Misra-Hebert et al. , 2018). Overall, this 

study revealed that the success of TBC relies upon the amount of buy-in and uptake of all the 

team members involved in the application (Misra-Hebert et al. , 2018). The practices that were 

able to have high levels of team buy-in for TBC, proved to have improved levels of performance 

on preventative care and diabetic control (Misra-Hebert et al. , 2018). 

The second article to discuss the patient experience with TBC, is in an article in which 

TBC was conducted at a Mayo Clinic run primary care clinic. The configuration of the TBC 

team, roles of each member, and description of the implementation were reviewed (Mitchell et 

al. , 2019). The patient experience with 2 years post TBC use found that patient satisfaction was 

improved and that there was an increased stable pattern of satisfaction under the TBC model 

(Mitchell et al. , 2019). The authors note that the patients need to be engaged further in 

measurements about TBC for more specified input and feedback on patient viewpoint of TBC 

(Mitchell et al. , 2019). In addition to supporting the clinical and literature gap of patient 

perspective on TBC, the authors demonstrated that staff perceived higher levels of teamwork, job 

satisfaction, safety and work conditions, and better perceptions of one's direct management 

(Mitchell et al. , 2019). The authors revealed that broader exploration into TBC is necessary 

(Mitchell et al. , 2019). 

In an article that performed observations of TBC in the primary care setting, the roles of 

the primary care staff and activities in the practices observed were described in detail (Wagner et 

al. , 2017). This was important since a common theme in the articles reviewed was that there are 
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many team combinations and member roles in TBC. The authors revealed that the medical 

assistants took a more personal and involved role in patient care (Wagner et al. , 2017). This type 

of TBC provided role expansion of the medical assistants and an increased autonomy and role 

expansion with the RNs involved (Wagner et al. , 2017). Through the expansion of member roles, 

"care gaps" are able to be addressed to achieve the goals of providing a comprehensive and high 

quality of care in the primary setting (Wagner et al. , 2017). The article notes that across all the 

practices observed there were different roles and levels of team involvement which makes for 

problematic comparisons and proved challenging to test the effectiveness of TBC (Wagner et al. , 

2017). Overall, the authors were able to conclude that RNs were more involved in face-to-face 

care with the patients and the role expansion with new competencies for the medical assistants 

built higher levels of efficient primary care teams (Wagner et al. , 2017). 

General themes amongst the literature revealed that TBC has the potential to provide high 

levels of quality care. Authors concluded that in the clinics involved in a qualitative analysis of 

TBC, the care teams were motivated by the desire to improve the patient experience with both 

thorough and consistent patient care (Lyson et al. , 2019). Again, the TBC teams were all 

structured differently, but were considered comparable in composition (Lyson et al. , 2019). In 

conclusion, the authors found that TBC is effected by the physical environment and layout of the 

clinic in which it is implemented (Lyson et al. , 2019). In newly constructed clinical layouts, it 

was found to be more conducive to the successful implementation of TBC versus the older 

buildings with narrow hallways and small shared workspaces (Lyson et al. , 2019). Again, the 

problem of staffing arose in this study in that it was difficult to recruit and retain Medical 

Assistants willing to upkeep the high demands resulting from TBC (Lyson et al. , 2019). 

Additionally, the authors concluded there was a significant level of trust found regarding patient 
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care goals among staff but no attention was placed on trust in the PPR (Lyson et al. , 2019). 

Finally, the authors concluded that the shared level of reliance among all on the team to 

accomplish the same goals are limited by staffing shortages and office layout which were found 

to hinder the success of TBC (Lyson et al. , 2019). 

In another article, a systemic review was conducted and the structure and overall process 

of TBC versus usual care was again investigated (Wen & Schulman, 2014). Among the articles 

in the systematic review, authors found that the teams utilized are diverse and who is involved 

with the roles conducted range drastically (Wen & Schulman, 2014). The lack of consistent 

structure and composition of teams, leads to concern in the evaluation and comparison of TBC to 

usual care. In the review, many of the articles did not describe the team care structures for TBC 

or the structure of usual care practices (Wen & Schulman, 2014). Focus was placed on patient 

satisfaction among the articles reviewed, and it was concluded that for the articles (n=7) with a 

continuous measure of patient satisfaction there was no significant difference with TBC 

implementation (Wen & Schulman, 2014). The result of the article was that there is not enough 

data to reliably support TBC on the outcome of patient satisfaction (Wen & Schulman, 2014). 

The quality of the trials included along with different patient satisfaction measurement tools, 

yield a low quality of data in regards to TBC and patient satisfaction (Wen & Schulman, 2014). 

In another article of a meta-analysis for two RCTs, it was concluded that the evidence 

revealed that TBC resulted in healthier control of blood glucose, lipid levels, and blood pressure 

(Levengood et al. , 2019). The articles that were reviewed supported that patients who received 

TBC had higher levels of achievement of goal for levels in lipid panels, blood pressure, and 

blood glucose (Levengood et al. , 2019). This meta-analysis supported superior patient outcomes, 

but supported the evidence gap in noting the team structure and purpose of all members was 
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lacking (Levengood et al. , 2019). Limitation to this study is that it focused the meta-analysis on 

chronic diseases and again paid no attention to the PPR. The flexible composition of teams noted 

through the articles in the literature review, provide a difficult data analysis among comparisons 

and support for TBC. 

Insight into the patient perspective in the TBC research has shown to be lacking. In a 

study investigating the physician self-efficacy for mental illness management and TBC, authors 

demonstrated that TBC and mental illness management was associated with self-efficacy among 

the patient physician communication (Loeb et al. , 2019). The importance of communication in 

the physician patient relationship for management of mental illness was supported, but no 

information regarding the impact of TBC on the patient's level of comfort and trust within the 

PPR was investigated (Loeb et al. , 2019). The results of this article focus minimally on the team 

based care with mental illness management, and no focus was placed on the PPR. 

Much like in Lyson et al. (2017), the utilization and empowerment of non-clinician staff 

to take a more involved role in patient care and advance away from the traditional primary care 

processes is demonstrated in models such as the nurse closer model (Fisher, Brady, Maier, 

Gabel, & Windholz, 2019). The authors describe the work process in detail and describe the 

members involved in the patient care. The model demonstrated increased preventative care 

measures, but revealed a decline in hypertensive management initially (Fisher et al. , 2019). With 

movement of nurses off of phones and increased face-to-face time with patients, patient portal 

use was increased and portal use was made mandatory to all new patients to the practice (Fisher 

et al. , 2019). Nurses reported higher levels of morale, there was a decrease in nurse turnover, and 

nurses reported satisfaction with more face-to-face patient care (Fisher et al. , 2019). Finally, the 
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TBC with a nurse closer model demonstrated a better structure to the patient visits for 

preventative and chronic illnesses management (Fisher et al. , 2019). 

Theoretical Framework 

The theoretical framework for this project is the Relational Coordination Theory (RCT) 

developed by Judy Gittell. RCT consists of human interactions and the social processes that 

contribute to how multifaceted work is coordinated (Gittell, 2013). RCT operates under the 

assumption that coordination occurs through a system of both relationship and communication 

among the participants (Gittell, 2011). Under RCT, there are three important components in the 

work relationship that are necessary to ensure successful coordination (Rundall, Wu, Lewis, 

Schoenherr, & Shortell, 2016). The three components are shared understanding or knowledge, 

shared goals, and mutual respect (Rundall et al. , 2016). Shared knowledge refers to the concept 

that all members involved have the knowledge to know the tasks of each member involved and 

understand that all of the tasks are interrelated for completion of the whole process (Gittell, 

2011 ; Gittell, 2013). When individuals understand how tasks all link together, communication 

can quickly occur and changes to what needs to occur can happen rapidly (Rundall et al. , 2016). 

Shared goals refers to interconnected goals among the participants that surpass each participant's 

own functional goals ( Gittell, 2013). This concept allows for the formation of a strong bond to 

form among the team members (Gittell, 2013). Under these bonds, upon the arrival of 

information, team members will work together to ensure that the mutual goals are met 

successfully (Rundall et al. , 2016). The third and final construct is that of mutual respect and 

under this concept it is that coordination requires all involved to have respect for one another and 

to overcome rank differences (Gittell, 2013 ; Rundall et al. , 2016). Disrespect causes 

communication to breakdown and therefore results in the failure of coordination (Rundall et al. , 
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2016). All three of these concepts are necessary for successful coordination and are strengthened 

through frequent, timely, accurate, and problem-solving communication (Gittell, 2011 ; Gittell, 

2013 ; Rundall et al. , 2016). It is necessary to have frequent and ongoing communication that is 

timely for coordination of any complex work processes (Rundall et al. , 2016). The 

communication needs to be accurate to decrease work mistakes, to resolve problems as they 

arise, and to increase the value of work provided (Rundall et al. , 2016). 

This RCT focuses on relationship ties derived from task-based, not personal ties, and 

eliminates the need of "liking" to work efficiently together (Gittell, 2011). It is under RCT that 

work performance of all members in a team are enhanced through shared knowledge, shared 

goals, mutual respect, and enhanced communication (Gittell, 2011). RCT has been a validated 

framework among settings that necessitate proficient communication. Thus, effective 

interactions among team members and provide quality of care and enhance outcomes may result 

(Noel, Lanham, Palmer, Leykum, & Parchman, 2013). When tasks are seen to be interrelated 

among all of those involved, communication loops are created, and members are able to mutually 

modify actions . These modified actions facilitate achieving the mutual goal of task completion 

(Gittell, 2011). This theory supports TBC in that it changes how work is performed. Usual care 

at the primary care office consists of working in functional silos with disjointed care of weak 

relationship ties and poor handoffs and delivery of care ( Gittell, 2011). Through RCT, everyone 

in the team is expected to function together with strong relationship ties and communicate with 

little room for mistakes or delays in care ( Gittell, 2011 ). Creation of structures that redesign the 

functional silos, creates a strong cross-functional work system that strengthens each participant's 

division of work (Gittell, 2011). 
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This aligns quite well with the concept of TBC. In the concept of TBC, all members are 

working on individual tasks but with shared knowledge, shared goals, and mutual respect in a 

combined effort for the patient. With the care being transformed in a way in which 

communication can occur more frequently, timely, accurately, and with the ability for problem 

solving on the spot, TBC functions under the RCT core dimensions. RCT calls for the redesign 

of the structures in which work processes originate and strengthen the relational coordination 

among the work of the participating members. RCT fits the implementation of TBC since 

evidence supports that with relational coordination comes outcomes such as "increased patient 

trust and confidence in the care provider team" (Gittell, 2013). A few other outcomes important 

to include for consideration of TBC are "increased patient satisfaction with care, strengthened 

decision support, strengthened self-management support, reduced customer complaints, and 

improved patient psychological well-being" (Gittell, 2013). The structuring of improved work 

systems among the different roles under the RCT creates a "clear and logical" link to TBC. This 

theoretical framework it is a sound fit for this project. 

Methodology 

Project Method and Design 

Following an extensive literature review into TBC in the primary care setting, this project 

was designed to explore the patient perspective of TBC. The project followed a quasi

experimental design due to the lack of random assignment. Participants were selected with 

convenience sampling based upon provider appointment schedules on days of data collection. 

There was group comparison through surveys/questionnaires between an interventional group 

and a standard care group. The nonequivalent control group design is followed in that the control 
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group 's providers were chosen based upon similar characteristics in the patient population for 

comparison to the TBC intervention group ' s provider. 

Project Setting 

The project setting was a solitary location at a Western New York (WNY) primary care 

office that is titled Lakeshore Primary Care Associates (LSPCA). This primary care office has a 

Hamburg NY and Depew NY location. For purposes of this project, the Hamburg NY location 

was the project setting. Unfortunately for the timing of this site, the study fell amid the winter 

season which involved harsh weather in the WNY area. 

Participants 

Even though LSPCA, serves both the adult and pediatric population, only the adult 

population was utilized as potential participants for this project. Participants were patients at 

LSPCA who were assigned to Dr. Robillard, Dr. Forehand, and Dr. D ' Angelo on days of data 

collection. The total number of patients that this primary care office serves is about 15,000 adult 

and pediatric patients. Roughly 80 patients were screened in total for the two groups with a 

resulting sample size of 22 with a total of 11 participants in each group. 

Participants were selected based on the following inclusion criteria: adult aged 18 years 

and over, able to read and speak native English, able to give consent, and presenting to the 

primary care office for a scheduled visit. Participants were excluded from the study if they met 

any of the following exclusion criteria: those who are not yet adults such as infants, children, and 

teenagers younger than 18 years of age, and adults who are impaired cognitively and unable to 

give consent. No prisoners presented to the primary care office for a routine visit during the data 

collection time frame , but if one had presented for an appointment and if they met inclusion 

criteria they would of been invited to participate. Any mentally handicap patients such as those 
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with mental impairments including but not limited to dementia, a diagnosis of impaired 

cognition, and mental retardation were excluded considering the inability to accurately complete 

the study tools. Participants who were not native English speaking were excluded due to the 

circumstance that the survey/questionnaire tools were administered in English. It was imperative 

that the participants understood English to safely and adequately participate and complete both 

the consent forms and the data collections tools used in this study. 

Project Tools 

The tools utilized are provided in Appendices B through H. The consent form for the 

TBC group is located in Appendix B that briefly reviews the project, benefits, risks, 

reimbursement and costs to the potential participant. The consent form used for the standard care 

control group is located in Appendix C. The face-to-face recruitment script used for the Team 

Based Care group and the standard care groups prior to collecting the consent forms when 

recruiting potential participants are located in Appendix D and E respectively. The two tools that 

were utilized for data collection are the Health Care Relationship (HCR) Trust Scale in Appendix 

F and the Patient-Doctor Relationship Questionnaire (PDRQ-9) provided in Appendix G. 

Finally, the demographics documented utilized to collect basic demographics for participants can 

be located in Appendix H. 

These tools collected data surrounding trust and other information related to the patient

provider relationship following an office visit. In addition to the standard tools, two questions 

following the same format were added to measure patient comfort. Room for any additional 

feelings and thoughts was provided for participants to write anything in particular that the 

questionnaire may not have covered in open ended question format. Prior to formal data 

collection, a test run of 10 patients was performed by the PI. This ensured understanding of 
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directions and to time for completion of demographics and the two tools. Almost all age 

categories were included in the testing except for the age group of 65-74. All of the test subjects 

completed the study tools in under 10 minutes. 

The HCR trust scale does not appear to be copyrighted and has been utilized in health 

care research. In a study by Bova et al. (2012), researchers concluded that the HCR trust scale 

has both validity and reliability but further research into reliability of different clinical 

populations over time is necessary. There were skewed gender respondents favoring females 

which supports the rationale for including analysis of demographic information. Results from 

this study concluded that the HCR trust scale is an appropriate scale to be used among the adult 

primary care population (Bova et al. , 2012). Secondly, the PDRQ-9 has no copyright inclination 

and the scale has proven to have construct validity. This questionnaire is both a reliable and 

viable option for measuring the patient provider relationship for primary care (Porcerelli, 

Murdoch, Morris, & Fowler, 2014). Both tools have been tested and utilized in the primary care 

setting. As such, they are appropriate to be applied for this project as it takes place in the primary 

care arena and measuring trust and comfort in the PPR. 

Data Collection 

Patients who presented to the primary care office for an appointment with Dr. Kristen 

Robillard on days of data collection were the potential population that were screened for 

recruitment into the TBC group. Patients who presented to the primary care office for an 

appointment with either Dr. Lisa Forehand or Dr. Alexandra D' Angelo on days of data collection 

were the potential population to be screened and recruited for the standard care group. The 

experimental group involved implementation of a TBC group approach consisting of provider, 

scribe, DNP student acting as the Registered Nurse (RN), and patient. This group ' s data was 
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compared to a control group consisting of patients receiving standard, usual care under a 

different provider. The standard care group's appointment continued as the routine arrangement 

for the patient's visit that day. 

In real time, on the day of data collection, the Electronic Medical Record (EMR) was 

reviewed to determine whether or not the patient met inclusion criteria. Next, to ensure that 

patients had control over access to them, first contact with the patient for recruitment into the 

study was done by the medical assistants. Medical assistants asked permission from the patient 

either in the vitals room or the exam room if they would agree to be approached for possible 

participation in a research study. Then, if access was granted the PI entered the room and utilized 

the recruitment script. If given permission, the PI reviewed the consent form with the potential 

participant. In the event that the potential participant declined participation, the PI was 

completely removed from the exam room and no other contact was made. Once consent was 

obtained for both groups, the patient's appointment proceeded as planned. The only difference 

was implemented in the intervention group. The DNP-Student, acting in the role of an RN, 

assisted the provider in any required role. The DNP-Student looked up information in the EMR 

for the provider such as consult recommendations, queued medication refills, compared labs, 

rechecked vital signs, confirmed medication doses, tracked triages, placed referrals or imaging 

orders, and provided additional information/education as directed by the provider. In addition to 

the DNP-Student in the TBC team, there was a scribe in the room who often stood in the comer 

transcribing the office visit into the EMR notes. This allowed the provider to have increased face 

to face time with the patient and to focus solely on the patient. Through the TBC approach tasks 

were relocated to team members and under this coordinated team the tasks of patient care and 
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documentation were still met in real time. In comparison, the control group went on as routine 

with a one on one patient and provider standard care set up in the exam room for the visit. 

After the appointment was over for both groups, the patients completed the survey in the 

private exam room prior to check out. The patient either left the folder in the room which the PI 

promptly picked up or directly handed the folder to the PI. Once the PI came into possession of 

the completed surveys, the survey was immediately placed into the appropriate folder and locked 

in the lock box safely in Dr. Robillard 's office. Data collection occurred on the following dates 

2/7/2020, 2/13/2020, 2/14/2020, 2/20/2020 2/25/2020, 2/28/2020, and split day of collection on 

3/5/2020. In the end there were 11 complete collected surveys for participants for the control 

group and there were 11 complete collected surveys for the TBC intervention group. With the 

impact that weather had on the available potential participants along with Dr. D 'Angelo utilizing 

a scribe, the potential patient population was greatly decreased. Exclusion criteria, in addition to 

these unforeseen circumstances, greatly affected the resulting sample sizes. 

Data Analysis 

This Capstone Project explored the impact that TBC has on patient comfort and trust in 

the PPR compared to standard, usual care. Data analysis for the demographics and two 

questionnaires was performed by Dr. Christopher Barrick and DNP-Student and PI Katherine 

Murphy into IBM SPSS version 25. At first, data was entered by the PI into excel. Data was 

double entered by the PI to ensure no errors occurred in the data entry process. The data was then 

transcribed into SPSS by Dr. Christopher Barrick. Accuracy of the data after being transcribed 

into SPSS was additionally checked by the PI. At any point after a dataset revision, the data was 

checked again by the PI and Dr. Barrick to ensure accuracy. All variables were entered with 

assigned numeric values by the PI for correct data analysis. 
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Originally, considering the demographic variables and the two survey tools, Dr. Barrick 

and the PI chose MANCO VA as the form of data analysis. To check to see if MANCOVA would 

be the appropriate test to run for the analysis of this data set, the data was checked for potential 

covariates with any significant relationships. The only demographic that had statistical 

significance was whether the participant consider themselves spiritual/religious. Investigation 

into this demographic with the items in the PDRQ-9 and the HCR Trust scale found that the 

variable did not skew the results. Therefore, there were no relevant covariates and a 

MANCOV A analysis was not utilized. Given the sample size and looking at the data, an 

Independent Sample T-test for the two questionnaires was run for analysis. 

Results and Discussion 

Sample Characteristics 

To start, the demographics were broken down by category and group. For the TBC group 

81. 8% of participants were female, while the standard care group consisted of 63. 6% female 

participants. The distribution among the age ranges for the TBC group was 18.2% for each 

group of age 35-44, 45-54, 65-74, 75-84 and 27.3% for the age range of 55-64. In comparison, 

the age ranges for the standard care group was 9.1 % for each age range group of 35-44, 45-54, 

45.5% aged 55-64, and 18.2% for each age range group of 65-74 and 75-84. When considering 

marital status in the TBC group, 72.7% were married, 18.2% were single, and 9.1 % were 

widowed. Similarly, in the standard care group, majority were married again with 63.6%. 

Additionally, there were 18.2% single participants, 9 .1 % for both the widowed and separated or 

divorced groups among participants in the standard care group. Of the TBC group, 90.9% of 

respondents considered themselves spiritual or religious, whereas only 45.5% participants in the 

standard care group considered themselves spiritual or religious. 
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Educational status for the TBC group was 36.4% for both high school graduate and 

Associate's degree and 9.1 % for each group of some college, Bachelor's Degree, and Advanced 

degree. When looking at the educational status for standard care group, it was a bit more 

diverse. Educational level for standard care group was as follows: 27.3% advanced degree, 18.2 

% bachelor' s degree and associate's degree, and 9.1 % for some college, vocational or trade 

school, high school graduate, or less than high school graduate. The final point of demographics 

to consider is race and ethnicity. This project was skewed to nearly a complete Caucasian 

sample. Only one participant, 9.1 %, in the TBC group was of Hispanic, Latino, or Spanish 

ethnicity. 

Results 

Unfortunately, data was limited with the smaller than anticipated sample size. Utilizing a 

95% confidence level, the analysis did not yield statistically successful results with an 

Independent Sample T-test. The 11 participants who received TBC (M=46.27, SD=5.08 PDRQ-

9; M=49.1818, SD=4.62 HCR) compared to the 11 participants who received standard care 

(M=47.09, SD=3.45 PDRQ-9; M=49.73 , SD=4.38 HCR) did not demonstrate statistically 

significant results with t= -0.442 ,p= 0.205 for the PDRQ-9 and t= -0.284,p= 0.978 for the HCR 

Trust questionnaires respectively. The overall mean responses for PDRQ-9 questions under TBC 

ranged 4.18-5.00 which indicate answers of 4=mostly appropriate and 5=totally appropriate, 

compared to PDRQ-9 responses under standard care ranging between 4.18-4.91. The overall 

mean responses to questions on the HCR Trust questionnaire among TBC respondents ranged 

3.64-3.91 which indicate answers of 3=most of the time and 4=all of the time, compared to 

responses on the HCR Trust for the standard care group ranging between 3.45-4.00. The similar 

average responses to questions between the two groups is a positive result for this project as it 

http:3.45-4.00
http:4.18-4.91
http:4.18-5.00
http:3.64-3.91
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indicates patients felt just as comfortable and trusting of the provider under TBC delivery model 

as the patients under standard care. 

To place context on the type of questions and what these responses indicate as a result are 

as follows. The average response in the TBC group to the PDRQ-9 question 10 "I feel 

comfortable with my PCP to discuss my health problems with multiple people in the room" was 

4.27 where most responses were 4 mostly appropriate (n=3) or 5 totally appropriate (n=6). 

Comparatively, the average response to PDRQ-9 question 10 in the standard care group was 4.18 

where most responses were 4 mostly appropriate (n=3) or 5 totally appropriate (n=6). The key 

difference between the groups with the responses was that in standard care group there was a 

response of 1 not at all appropriate. The response of not at all appropriate refutes the concept of 

TBC and would support that the respondent would not have been comfortable in the TBC group. 

The average response to question 10 on the HCR Trust scale "I feel comfortable talking to my 

health care provider about my personal issues" was 3.73 for TBC group and 3.64 for the standard 

care group. The responses to question 10 for TBC were "all of the time" (n=8) and "most of the 

time" (n=3) and responses for standard care were "all of the time" (n=8), "most of the time" 

(n=2), and "occasionally or a moderate amount of the time" (n=l). The remaining questions and 

respective mean responses can be found in the charts from SPSS analysis prior to the 

Appendices. The averages for both groups for both questionnaires were similar and 

representative of a comfortable and trusting PPR. 

There were limited responses to run full qualitative descriptive analysis on the open 

ended questions. There were 8 TBC participants who left blanks to the open ended question on 

the PDRQ9 and 7 TBC participants who left the HCR Trust Scale open ended question blank. 

One of the open ended responses is significant to mention in the description of how participants 
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felt with comfort and trust under TBC. The response was "Extra person was helpful. She picked 

up on a question that Dr. R. had missed. I didn't have any concerns today. May have felt 

differently with a new person ifl had." This response supports the inclusion of the TBC in 

primary care in that it allowed all of the participants questions to be addressed during her 

appointment. Another response under the TBC group was, "TBC was fine". Considering the 

study sought to investigate the patient perspective, more open ended responses would have been 

favorable. However, with the response that the extra person in the room was able to pick up on a 

missed question was a favorable finding for TBC implementation. 

All of the open ended responses among the standard care group were relatively positive 

and a few examples are as follows, "I am happy with my care", "Confident+ Comfortable across 

the Board", and "Very easy to talk to. I was very comfortable when addressing my concerns and 

with her responses. Thank you.". There were 6 standard care group participants who left the open 

ended response blank for the PDRQ-9 questionnaire and there were 8 standard care participants 

who left the HCR Trust Scale open ended blank. The positive responses to the PPR within the 

standard care group supports that possibly the patients at LSPCA are in general trusting and 

comfortable with the PPR at a baseline already. 

Discussion 

Results of this project are positive and supportive regarding the PPR under TBC even 

with statistically insignificant results. Considering the lack of significant comparisons and the 

small group sizes, it leads to more questions to be further investigated. Results were positive for 

both the TBC group and standard care with majority of responses exhibiting maintained and high 

levels of comfort and trust. Even though the results were not statistically significant it speaks 

volumes that the patient was still comfortable with multiple people in the room. It could be 
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interpreted as support for TBC in that the patient was still able to trust and speak comfortably 

with the provider. The similar average responses between the two groups answers the question 

regarding the effect that TBC has on the patient comfort and trust. The answer is that the patient 

continued to feel trusting and comfortable within the PPR under TBC. However, another study 

and further exploration into the matter is required to allow for the change to be evidence based. 

Instead of utilizing tools with Likert scales, an intervention with an interview technique 

following the appointment would have been more appropriate. 

Throughout the literature review a research gap was identified surrounding TBC and the 

patient perspective on comfort and trust in TBC. This project relates to the literature in the way 

of filling the knowledge gap. Since the current body of literature was lacking information 

surrounding the patient perspective, this project relates through implementation of a strong 

delivery model with focus placed on the patient's comfort and trust. Additionally, the format of 

the TBC model in this project relates to the literature review in that staffing under TBC in the 

primary care setting was an issue as it was in Misra-Hebert et al. (2018). With the inclusion of 

the DNP-Student in the room acting as the RN, there is potential for influences that could not be 

controlled. However, staffing is limited in the primary care office in which the study was 

conducted and pulling an RN off of triage phones for the project was not possible. This leads to 

full implementation of TBC in the primary setting being limited based on the staffing concerns 

as evidenced in the literature review. 

The project successfully delivered measurable levels of patient trust and comfort among 

the two groups. There was no statistically significant difference between the groups but the 

average responses from both groups indicate high levels of perceived comfort and trust in the 

PPR for TBC and standard usual care. With limited open ended responses by participants, there 
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is limited information on the deliverable of patient perception of quality and level of 

communication under the two groups. However, the responses that were given such as the 

response in which the extra person in the room picked up on a question that the doctor had 

missed are valuable patient input. This deliverable can be translated through the perception that 

TBC was beneficial and valuable to the communication in the PPR. Secondly, another patient 

response was that the doctor is overworked and does not seem to have much time lends support 

to the need for TBC so that patient's do not perceive the provider in that way. Finally, both 

quantitative data and, though limited, qualitative data were provided as a deliverable. 

DNP essentials were supported throughout this project by the inter-professional team 

working under TBC to enhance patient and population health. This DNP Capstone Project 

supports Essential VI through utilization of the RN to the full extent of one's ability through 

direct patient contact. Additionally, through incorporating a scribe into the team to work 

collaboratively with the providers with proper documentation throughout the visit. The 

collaborative team approach allowed the provider to focus on the patient and assessment skills 

throughout the entire visit. Worry and strain regarding documentation and searching the EMR 

was eliminated through both the scribe and the RN (DNP-Student) inclusion in the patient 

appointment. Finally, Essential II regarding organizational and systems leadership for quality 

improvement was supported through this DNP project. With TBC implementation into primary 

care, the APN would lead the team at the patient's bedside. Through uplifting all members to act 

at the highest level of one ' s individual skillset enhances the care that patients receive. With 

maintained levels of comfort and trust under TBC, both patient and population health could be 

improved. Furthermore, additional research and capstone projects can be conducted investigating 
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the system change towards TBC with different clinical measures of patient and population 

health. 

Human Subjects Protection and Ethical Considerations 

IRB approval from the University at Buffalo 's IRB was granted for this project, the 

following steps are in place to protect the human subjects. The anticipated level is of minimal 

risk to the participants involved. Through partaking in this study, participants were not exposed 

to any additional harmful factors that they would not otherwise experience while at a primary 

care office visit. Privacy of the participants is ensured with limited required EMR access and all 

data that is collected is provided at the discretion of the participant. When collecting 

demographic information, additional measures of protection was taken with age selection in 

intervals instead of specific ages. No identifying data was collected to tie the surveys back to the 

participants. The only identifying material collected was the signature and printing of names on 

the consent documents. Consent documents were stored in separate folders aside from the data 

collection items and there were no numbers placed on consent documents. 

Furthermore, a full HIP AA waiver was approved by the University at Buffalo ' s IRB for 

the purpose of this study. Therefore, the EMR was accessed to screen patients and invite only 

those that meet inclusion criteria into the study. EMR access was used only for the purposes of 

checking for inclusion criteria and assisting the provider as a DNP Student in the RN role during 

TBC. All collected data that was utilized for project data analysis is provided voluntarily by the 

participant on the project tools (demographics page, HCR trust scale, and PDRQ-9). Protection 

of the participant's confidentiality was ensured through the collection of anonymous and 

voluntary data. Lastly, only adults 18 and over were included in the study, no infants or 

teenagers or individuals who are unable to give consent independently such as dementia and 
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specials needs individuals. Participation was on a voluntary basis requiring informed consent. 

The full consent process was conducted after a routine face-to-face recruitment strategy 

informing the participant of the project. All participants were informed that participation is 

voluntary and they are free to omit anything they are not comfortable answering. 

Safety of the data was ensured through the anonymity of the data collected. Furthermore, 

all data was handled by the PI and stored in a locked box only accessible by the PI. Without any 

identifiable information collected, risk to participant was controlled. Data was processed by the 

PI and Dr. Christopher Barrick in the data analysis software. The hard copies of the data will be 

taken to a secure office at the school of nursing at 321B Wende Hall and stored in a locked file 

cabinet for safe-keeping at conclusion of analysis process. Final results of the project will be 

provided in writing to the stakeholders at Lakeshore Primary Care Associates and those involved 

for the completion of the Capstone Project at the University at Buffalo. 

Strengths 

A strength of this study is the use of robust data collection tools providing both 

qualitative and quantitative measures. This deliverable is a strength in that it provides insight into 

the patient perspective with TBC. Prior to this project, this area of knowledge was identified as 

lacking after an extensive literature review. Another strength of this project is the generalizability 

that the survey approach allows. This survey/questionnaire based study could be easily replicated 

on a much larger scale. The final strength that is identified through this project is the fact that it 

adds to the body of knowledge of TBC in the primary care setting. As a future APN, it is 

important to consider the evidence behind all decisions surrounding patient care. When caring 

for patients it is important to preserve the integrity in the PPR. This project provides information 

that supports that under TBC the patient's comfort and trust is maintained. 
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Limitations 

One limitation of this project is the inclusion of a DNP student in the room of TBC 

instead of an RN from the primary care practice. Due to staffing limitations, it was not possible 

to utilize one of the RNs working at the practice. With this limitation, the educational level and 

experience of the DNP student might have unforeseen influences on the project. Another 

limitation to this study was the weather at the time of data collection. The weather caused many 

patients to cancel or reschedule appointments and greatly decreased the potential population size. 

This limitation directly contributed to the limitation of small sample size. In addition, a limitation 

for this study is that somewhere between the planning and implementation phase Dr. D 'Angelo 

started using a scribe which eliminated her from continued use as a provider for the standard care 

group. Additionally, the study is limited in that the population is greatly skewed to the 

white/Caucasian population. Finally, the study was limited by the lack of responses to the open 

ended questions by participants in both groups. The lack of responses, created limited qualitative 

analysis into the full perception of communication in the PPR among the two groups. 

Future Implications 

A future implication is to implement TBC with the use of a Primary Care RN. This 

implication would allow one to take this project one step further into completely utilizing the RN 

to full capability as with true TBC implementation in the primary care setting. Additional 

measures of patient satisfaction, staff satisfaction, and knowledge retention could be measured 

with the implementation of TBC. The potential to increase the involvement of the RN at the 

bedside could enhance the communication following a provider's visit with profound impact on 

patient outcomes. This study has a future implication to measure the impact that the RN has on 

the patient visit in more than one way. Another future implication could be a 12-month chart 
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review to analyze the utilization of services for patients who receive TBC and compare it with 

standard care utilization of services. This would be another form of data point worth looking 

into regarding TBC. 

Conclusion 

This research project explored the patient perspective of the TBC delivery model in the 

primary care setting. Without a successful PPR, unfortunate patient outcomes result and create 

an even more overwhelmed and burdened primary care system. The project delivered measurable 

information on how patients perceive TBC in regards to comfort and trust in PPR and 

communication. The results were favorable in both groups for a positive response on comfort 

and trust in the PPR at LSPCA. With maintained levels of comfort and trust in the 11 participants 

under TBC, this project yielded data that supports TBC in the primary care setting with 

continued preservation of the PPR. Maintaining levels of comfort and trust in the PPR creates the 

environment in which healthy patient outcomes can flourish. The project provided invaluable 

deliverables so that if the TBC model is adapted, there is proof to support that patients feel 

comfortable and trusting of the provider under TBC. Even though this Capstone Project did not 

yield significant results, it did yield supportive data for TBC implementation in Primary Care. 

Furthermore, this project leads to guidance for implications of future projects surrounding TBC 

in the primary care setting. A larger scale implementation would be beneficial with providing 

more data to explore the TBC delivery model from the patient perspective. 
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Table 1. 
Means between groups for PDRQ-9 Questionnaire 

TBC Group Standard Care Group 

Question Number Mean Mean 

PDRQ #1 5.00 4.82 

PDRQ #2 4.64 4.82 

PDRQ #3 5.00 4.91 

PDRQ #4 4.82 4.64 

PDRQ #5 4.91 4.82 

PDRQ #6 4.64 4.55 

PDRQ #7 4.73 4.91 

PDRQ #8 4.50 4.91 

PDRQ #9 4.18 4.55 

PDRQ #10 4.27 4.18 
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Table 2. 
Means between groups for HCR Trust Scale Questionnaire 

TBC Group Standard Care Group 

Question Number Mean Mean 

HCR#l 3.64 3.73 

HCR#2 3.91 3.91 

HCR#3 3.91 3.73 

HCR#4 3.73 3.82 

HCR#5 3.73 3.82 

HCR#6 3.91 3.91 

HCR#7 3.82 3.91 

HCR#8 3.82 3.91 

HCR#9 3.73 4.00 

HCR#l0 3.73 3.64 

HCR#ll 3.55 3.45 

HCR#12 3.82 3.45 

HCR#13 3.73 3.73 

HCR#14 3.82 3.64 

Note. HCR question number 12 was reverse coded per the instructions on the questionnaire. 
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IRB Approval Document 
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T~ University at Buffalo 
~ T/1e State U11iversityofNew York 

University at Buffalo Institutional Review Board (UBIRB) 
Office of Research Compliance I Clinical and Translational Research Center Room 5018 

875 Ellicott St. I Buffalo, NY 14203 
UB Federalwide Assurance ID#: FWA00008824 

APPROVAL OF SUBMISSION 

February 6, 2020 

Dear Katherine Murphy: 

On 2/6/2020, the IRB reviewed the following submission: 

Type of Review: Initial Study 

Title of Study: Implementation of Team Based Care and its Effects on Patient 

Comfort and Trust in Primary Care 

Investigator: Katherine Murphy 

IRB ID: STU DY00004106 

Funding: None 

Grant ID: None 

IND, IDE, or HOE: None 

Documents Reviewed: • recruit control, Category: Recruitment Materials; 

• Demographics, Category: Surveys/Questionnaires; 

• Murphy Consent-intervention group, Category: Consent 

Form; 

• Partial Waiver HIPAA, Category: Other; 

• HealthCare Relationship Trust Scale, Category: 

Surveys/Questionnaires; 

• recruit TBC, Category: Recruitment Materials; 

• Murphy Consent- Control Group, Category: Consent Form; 

• MurphyHRP503 UPDATED, Category: IRB Protocol; 

• Patient Doctor Relationship Questionnaire, Category: 

Surveys/Questionnaires; 

Personnel Changes: 
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The IRB approved the study on February 6, 2020. The study materials for the project referenced above 

were reviewed and approved by the SUNY University at Buffalo IRB (UBIRB) by Non-Committee Review. 

The IRB has determined that the study is no greater than minimal risk. 

The UBIRB is requiring a yearly continuing review update submission to Click IRB to monitor the ongoing 

status of the study February 5, 2021 or within 30 days of study closure, whichever is earlier, you are to 

submit a continuing review update with required explanations. It is recommended that you submit your 

continuing review update at least 30 days prior to February 5, 2021. 

You can submit a continuing review update by navigating to the active study in Click IRB and selecting 

'Create Modification/ CR'. Then, please choose 'Modification and Continuing Review' and 'other parts 

of the study' as the Modification Scope. If you are editing study team members, please choose 'study 

team members' as well. 

In conducting this study, you are required to follow the requirements listed in the Investigator Manual 

(HRP-103), which can be found by navigating to the IRB Library within the IRB system. 

UBIRB approval is given with the understanding that the most recently approved procedures will be 

followed and the most recently approved consent documents will be used. If modifications are needed, 

those changes may not be initiated until such modifications have been submitted to the UBIRB for 

review and have been granted approval. 

Based on the information you have provided in the "University at Buffalo Human Research Protections 

Program Request for Full Waiver of Individual Authorization for Use of Individually Identifiable Health 

Information" form (waiver request), the UBIRB has determined a full waiver of the individual 

authorization required by 45 CFR §164.508 for use or disclosure of protected health information is 

warranted based on the following criteria as specified in 45 CFR 164.512(i) (2). Accordingly: 

A) The use or disclosure of protected health information involves no more than a minimal risk to the 

privacy of individuals, based on, at least, the presence of the following elements: 

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

2) 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 

3) Adequate written assurances 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 by this subpart; 

B) The research could not practicably be conducted without the waiver or alteration; and 



44 
PATIENT COMFORT AND TRUST WITH TEAM BASED CARE 

C) The research could not practicably be conducted without access to and use of the protected health 

information. 

A brief description of the Protected Health Information for which this alteration or waiver has been 

granted is provided on the "Request for Waiver of the Authorization for Use of Individually Identifiable 

Health Information" or "Request for Limited Waiver of the Authorization for Use of Individually 

Identifiable Health Information for Study Recruitment" which is part of this approval. If HIV information 

is requested, this waiver is only valid for disclosures consistent with New York Code Public Health Article 

27-F. 

This full waiver has been reviewed and approved for the above referenced study by the UBIRB to permit 

you to receive personal health information as specified in section (1) of the waiver request. 

As principal investigator for this study involving human participants, you have responsibilities to the 

SUNY University at Buffalo IRB (UBIRB) as follows: 

1. Ensuring that no subjects are enrolled prior to the IRB approval date. 

2. Ensuring that the UBIRB is notified of: 

• All reportable information in accordance with the New Information SOP (HRP-024). 

• Project closure/completion by submitting a Continuing Review/Modification 
submission. 

3. Ensuring that the protocol is followed as approved by UBIRB unless a protocol 
amendment is prospectively approved. 

4. Ensuring that changes in research procedures, recruitment or consent processes are not 
initiated without prior UBIRB review and approval, except where necessary to eliminate 
apparent immediate hazards to subjects. 

5. Ensuring that the study is conducted in compliance with all UBIRB decisions, conditions, 
and requirements. 

6. Bearing responsibility for all actions of the staff and sub-investigators with regard to the 
protocol. 

7. Bearing responsibility for securing any other required approvals before research begins. 

If you have any questions, please contact the UBIRB at 716-888-4888 or ub-irb@buffalo.edu. 
Please include the project title and number in all correspondence with the UBIRB. 

mailto:ub-irb@buffalo.edu
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Appendix B 

Consent Document-Team Based Care Group 
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T ~ University at Buffalo 
~ TheStateUniversityofNewYork 

University at Buffalo Institutional Review Board (UBIRB) 
Office of Research Compliance I Clinical and Translational Research Center Room 5018 

875 Ellicott St. I Buffalo, NY 14203 

UB Federal-wide Assurance ID#: FWA00008824 

Adult Consent to Participate in a Research Study 

TEAM BASED CARE- INTERVENTION GROUP 

Title of research study: Implementation of Team Based Care and its Effects on Patient 
Comfort and Trust in Primary Care 

Version Date: 02/04/2020 

Investigator: Katherine Murphy, DNP-S, RN, BSN 

Key Information: This project will place you in one of two groups. You are among the 
Team Based Care Group. In this group, your appointment will have Team Based Care 
implemented into the visit and will continue as scheduled but with a DNP student (acting as an 
RN) and a scribe assisting your provider. If you do not consent to this Research then the 
investigator, Katherine Murphy DNP-S will not be involved in your appointment today. 

Why am I being invited to take part in a research study? 
You are being invited to take part in a research study because your provider has agreed to 
participate in this research. Your input is a valuable part to ensure that the care that you receive 
is the best. Therefore, you have been selected today with your already scheduled appointment. 

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. 
• 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 identified research gap on Team 
Based Care from the patient perspective on comfort and trust. While healthcare is moving in the 
direction of patient-centered, it is important to investigate how TBC is effecting the patient. 
Primary care offices are directed at managing more complex patients with multiple chronic 
diseases while trying to prevent the development of other diseases. Team Based Care is well 
documented in research as a model equipped at managing complex patients. This study is being 
conducted to explore the patient perspective and add to the body of knowledge surrounding 
Team Based Care. This project will investigate the patient perspective of comfort and trust in 
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the patient-provider relationship under Team Based Care delivery model compared to the usual 
one provider and patient appointment style. 

How long will the research last and what will I need to do? 
We expect that you will be in this research study for less than 2 hours. 

You will be asked to complete basic demographics and two surveys here in the office after the conclusion 
of your appointment. 

More detailed information about the study procedures can be found under "What happens if I say yes, I 
want to be in this research?" 

Is there any way being in this study could be bad/or me? 
No, this study does not pose any risks of harm to you. 

More detailed information about the risks of this study can be found under "Is there any way being in 
this study could be bad/or me? (Detailed Risks)" 

Will being in this study help me in any way? 
There are no direct benefits to you from your taking part in this research. We cannot promise any benefits 
to others from your taking part in this research. However, possible benefits to others include an 
enhancement to all primary care team roles with a change in the delivery care model at Lakeshore 
Primary Care Associates with maintenance of an effective patient provider relationship. There is no 
monetary requirement or provision provided for participation. 

What happens if I do not want to be in this research? 
Participation in research is completely voluntary. Your alternative to participating in this research study is 
to decline and not participate. If you chose not to participate, the Principal Investigator, the DNP Student, 
will not be involved in your scheduled appointment in any way. However, Dr. Robillard already uses 
scribes in her practice and it is possible that she might still utilize the scribe during your visit. 

Detailed Information: The following is more detailed information about this study in addition 

to the information listed above. 

Who can I talk to? 
If you have questions, concerns, or complaints, or think the research has hurt you, talk to 
the research team Katherine Murphy at 716-479-1792 or kzippier@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. 

mailto:ub-irb@buffalo.edu
mailto:researchadvocate@buffalo.edu
mailto:kzippier@buffalo.edu
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How many people will be studied? 
We expect about 80 adult people will be in this research study locally. 

What happens if I say yes, I want to be in this research? 
Your scheduled appointment will continue as routine however you will either be in the Team 
Based Care group or standard usual care group. There is no randomization to which group you 
will be placed in as the groups are determined by the provider in which you are scheduled to see 
today. 

For this study, you will be recruited into the Team Based Care group. The appointment will 
proceed as always but with a team caring for you. There will be a scribe who will type the 
providers note for the appointment visit and a DNP-S who will help your provider throughout the 
visit. The total length of your participation will depend on how long your appointment lasts and 
less than 15 minutes to complete the study surveys/questionnaires. The Team Based Care 
delivery model is not expected to take any longer than the standard care delivery model, but 
might differ in time. Your participation is to complete demographics and two 
surveys/questionnaires following your appointment. Your participation ends at the completion 
of the study surveys and with you checking out as usual at the front desk. 

What are my responsibilities if I take part in this research? 
If you take part in this research, you will be responsible to complete a demographics page and 
two surveys after the conclusion of your appointment. 

What happens if I say yes, but I change my mind later? 
You can leave the research at any time it will not be held against you. 

If you decide to leave the research, just inform the provider or the Principal Investigator or 
simply leave the demographics and surveys blank. 

If you decide that you no longer want to participate in the study, the Principal Investigator will 
leave the exam room and no longer participate in your appointment. 

Is there any way being in this study could be bad for me? (Detailed Risks) 
The only possible risk is a risk to your confidentiality. The electronic medical record will be 
accessed to check inclusion criteria and is used by the DNP student to conduct her role in the 
Team Based Care Delivery model. There are safeguards in place to protect your confidentiality. 
The Consent form is the only instrument with identifiable information on it. The study 
demographics and surveys do not require personal information and safeguards have been taken 
such as taking your age in ranges instead of specific age. 

What happens to the information collected for the research? 
Efforts will be made to limit the use and disclosure of your 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. The only collected identifiable information is 
your signature on the consent form. The Principal Investigator does not record, print, or keep 
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any personal information aside from the information provided by your written responses on the 
consent form, demographics and two surveys. 

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

HIPAA: 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? 

✓ Information from your full medical records: 
- Any information requested by the provider during your scheduled appointment such as labs, 

MOLST, vaccination status, medical history, consult reports, imaging results, etc. 
- Medical History to determine meeting inclusion criteria and as directed by your provider during 

your scheduled appointment. 
- No information discussed in your appointment will be collected or kept for the data collection of 

this research study. It is solely utilized to determine eligibility for the study and to 
interact in a Team Based Care way with your provider. 

- Survey data created and collected for this study. 

B. Who is authorized to create or provide this information for research use? 
_::)___ Principal Investigator or designee: This information is utilized through navigating the 

Electronic Medical Record only during your appointment. No log of the information 
is kept for study purposes. 

_::)__ Other(s) (identify):_Lakeshore Primary Care Associates Electronic Medical Record 
System - MedEnt as granted by Dr. Kristen Robillard 

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

✓ Principal Investigator or designee 
Other(s) (identify): 

-----------------

D. With whom may your protected health information be shared? 
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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: 
_::)__ The following: your provider that you are seeing today for your appointment, Principal 

Investigator Katherine Murphy, scribes (if Team Based Care group), and Angelyn 
Brown, DNP-S part of the research team. Consent forms might be reviewed by Dr. 
Carolyn Montgomery research advisor and Dr. Christopher Barrick statistical analysis 
advisor. 

Your information may also be shared with individuals or entities responsible for general 
administration, oversight and compliance of research 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 of New 
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 of Health (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 of your individually identifiable health 
information that may be shared with others as described above. 

Although safeguards are in place to prevent accidental disclosure of your information beyond the 
purposes described above, the information disclosed through this authorization is no longer 
protected by HIP AA. 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? 

✓ 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. If you 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): 

Katherine Murphy, DNP-S, RN, BSN (Principal Investigator) 
c/o Dr. Carolyn Montgomery (Faculty/Project Advisor), UB School of Nursing 
321C Wende Hall 
435 Main St. 
Buffalo, NY 14214 
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If you 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 of benefits to which you are otherwise entitled. 
If you 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 of your 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 

Signature of person obtaining consent Date 

Printed name of person obtaining consent 
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Appendix C 

Consent Document - Control Group 
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T ~ University at Buffalo 
~ TheStateUniversityofNewYork 

University at Buffalo Institutional Review Board (UBIRB) 
Office of Research Compliance I Clinical and Translational Research Center Room 5018 

875 Ellicott St. I Buffalo, NY 14203 

UB Federal-wide Assurance ID#: FWA00008824 

Adult Consent to Participate in a Research Study 

CONTROL GROUP 

Title of research study: Implementation of Team Based Care and its Effects on Patient 
Comfort and Trust in Primary Care 

Version Date: 02/04/2020 

Investigator: Katherine Murphy, DNP-S, RN, BSN 

Key Information: This project will place you in one of two groups. You are among the 
standard care group in which your appointment will proceed as usual with you and your 
identified provider as routine. We are comparing the implementation of Team Based Care on 
Patient Comfort and Trust with the regular standard of care visit. 

Why am I being invited to take part in a research study? 
You are being invited to take part in this research study because your provider has agreed to 
participate in this study. Your input is a valuable part to ensure that the care that you receive is 
the best. Therefore, you have been selected today with your already scheduled appointment. 

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. 
• 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 identified research gap on Team 
Based Care from the patient perspective on comfort and trust. While healthcare is moving in the 
direction of patient-centered, it is important to investigate how TBC is effecting the patient. 
Primary care offices are directed at managing more complex patients with multiple chronic 
diseases while trying to prevent the development of other diseases. Team Based Care is well 
documented in research as a model equipped at managing complex patients. This study is being 
conducted to explore the patient perspective and add to the body of knowledge surrounding 
Team Based Care. This project will investigate the patient perspective of comfort and trust in 
the patient-provider relationship under Team Based Care delivery model compared to the usual 
one provider and patient appointment style. 
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How long will the research last and what will I need to do? 
We expect that you will be in this research study for less than 2 hours. 

You will be asked to complete basic demographics and two surveys here in the office after the conclusion 
of your appointment. 

More detailed information about the study procedures can be found under "What happens if I say yes, I 
want to be in this research?" 

Is there any way being in this study could be bad for me? 
No, this study does not pose any risks of harm to you. 

More detailed information about the risks of this study can be found under "Is there any way being in 
this study could be bad/or me? (Detailed Risks)" 

Will being in this study help me in any way? 
There are no direct benefits to you from your taking part in this research. We cannot promise any benefits 
to others from your taking part in this research. However, possible benefits to others include an 
enhancement to all primary care team roles with a change in the delivery care model at Lakeshore 
Primary Care Associates with maintenance of an effective patient provider relationship. There is no 
monetary requirement or provision provided for participation. 

What happens if I do not want to be in this research? 
Participation in research is completely voluntary. Your alternative to participating in this research study is 
to not participate. 

Detailed Information: The following is more detailed information about this study in addition 
to the information listed above. 

Who can I talk to? 
If you have questions, concerns, or complaints, or think the research has hurt you, talk to 
the research team Katherine Murphy at 716-479-1792 or kzippier@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? 
We expect about 80 adult people will be in this research study locally. 

mailto:ub-irb@buffalo.edu
mailto:researchadvocate@buffalo.edu
mailto:kzippier@buffalo.edu
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What happens if I say yes, I want to be in this research? 
Your scheduled appointment will continue as routine. There is no randomization to which group 
you will be placed in as the groups are determined by the provider in which you are scheduled to 
see today. 

You are involved in the standard care group. Your scheduled appointment will proceed as 
routine with your provider. The total length of your participation will depend on how long your 
appointment lasts and less than 15 minutes to complete the study surveys/questionnaires. Your 
participation is to complete demographics and two surveys/questionnaires following your 
appointment. Your participation ends at the completion of the study surveys and with you 
checking out as usual at the front desk. 

What are my responsibilities if I take part in this research? 
If you take part in this research, you will be responsible to complete a demographics page and 
two surveys after the conclusion of your appointment. 

What happens if I say yes, but I change my mind later? 
You can leave the research at any time it will not be held against you. 

If you decide to leave the research, just inform the provider or the Principal Investigator or 
simply leave the demographics and surveys blank. 

Is there any way being in this study could be bad for me? (Detailed Risks) 
The only possible risk is a risk to your confidentiality. The electronic medical record will be 
accessed to check inclusion criteria only. There are safeguards in place to protect your 
confidentiality. The Consent form is the only instrument with identifiable information on it. The 
study demographics and surveys do not require personal information and safeguards have been 
taken such as taking your age in ranges instead of specific age. 

What happens to the information collected for the research? 
Efforts will be made to limit the use and disclosure of your 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. The only collected identifiable information is 
your signature on the consent form. The Principal Investigator does not record, print, or keep 
any personal information aside from the information provided by your written responses on the 
consent form, demographics and two surveys. 

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

HIPAA: 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 
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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. 

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

_j__ Information from your full medical records: 
- Only information accessed to ensure that you meet inclusion criteria of proficiency in reading 

and writing English, checking to ensure adult participants (age 18 and older), and 
checking medical histories for dementia or any evidence of inability to independently 
consent such as any other mentally handicapping condition. 

B. Who is authorized to create or provide this information for research use? 
_j___ Principal Investigator or designee: This information is utilized through navigating the 

Electronic Medical Record only during your appointment. No log of the information 
is kept for study purposes. 

✓ Other(s) (identify):_Lakeshore Primary Care Associates Electronic Medical Record 
System - MedEnt as granted by Dr. Kristen Robillard 

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

✓ Principal Investigator or designee 
Other(s) (identify): ______________ _ 

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: 
✓ The following: your provider that you are seeing today for your appointment, Principal 

Investigator Katherine Murphy, and Angelyn Brown, DNP-S part of the research team. 
Consent forms might be reviewed by Dr. Carolyn Montgomery research advisor and 
Dr. Christopher Barrick statistical analysis advisor. 

Your information may also be shared with individuals or entities responsible for general 
administration, oversight and compliance ofresearch activities. Examples ofthis 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 of New 
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 of Health (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 
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efforts will be used to protect the confidentiality of your individually identifiable health 
information that may be shared with others as described above. 

Although safeguards are in place to prevent accidental disclosure of your information beyond the 
purposes described above, the information disclosed through this authorization is no longer 
protected by HIP AA. 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? 

_-::)__ 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. If you 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): 

Katherine Murphy, DNP-S, RN, BSN (Principal Investigator) 
c/o Dr. Carolyn Montgomery (Faculty/Project Advisor), UB School of Nursing 
321C Wende Hall 
435 Main St. 
Buffalo, NY 14214 

If you 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 of benefits to which you are otherwise entitled. 
If you 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 of your 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 

Signature of person obtaining consent Date 

Printed name of person obtaining consent 
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Appendix D 

Recruitment Script - TBC Group 
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Recruitment Script: 

Hello, my name is Katherine Murphy and I am a graduate student at the University of Buffalo in 
the Doctor of Nursing Practice program. I am conducting research on Team Based Care in the 
Primary Care Setting, and I am inviting you to participate because you are here for an office visit 
with the provider involved in my research project. 

Due to the provider that you are here to see today, you have been selected to be recruited to 
participate in the Team Based Care group. Your appointment will proceed as planned but your 
provider will be assisted with a scribe and a DNP-S (myself) throughout your scheduled 
appointment today. Participation in this project involves taking two short surveys on your 
comfort and trust in the patient-provider relationship with team based care. This will take 
approximately 15 minutes. Your participation in this project is completely voluntary, would you 
like to participate by completing the survey in this folder immediately following your 
appointment? 
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Appendix E 

Recruitment Script - Control Group 
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Recruitment Script: 

Hello, my name is Katherine Murphy and I am a graduate student at the University of Buffalo in 
the Doctor of Nursing Practice program. I am conducting research on Team Based Care in the 
Primary Care Setting, and I am inviting you to participate because you are here for an office visit 
with the provider involved in my research project. 

Due to the provider that you are here to see today, you have been selected to be recruited to 
participate in the Standard care group. Your appointment will proceed as planned and your 
participation in this project involves taking two short surveys on your comfort and trust in the 
patient-provider relationship following your appointment. The data that you provide will create 
the control data for the research study we are conducting. Your total time of participation for 
this study will take approximately 15 minutes. Your participation in this project is completely 
voluntary, would you like to participate by completing the survey in this folder immediately 
following your appointment? 



64 

PATIENT COMFORT AND TRUST WITH TEAM BASED CARE 

Appendix F 

Health Care Relationship (HCR) Trust Scale 
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HCR Trust Scale Revised 

Directions: Listed below are 14 statements about patient and health care provider trust. Read 
each statement and decide which response best describes how you feel about your health care 
provider (the doctor, nurse practitioner, physician assistant or other primary care provider that 
manages the majority of your health care). Place an [X] in the box that corresponds with your 
response. 

1. How often does your health care provider discuss options and choices with you before 
health care decisions are made? 
[ ] 0 = none of the time 
[ ] 1 = some or a little of the time 
[ ] 2 = occasionally or a moderate amount of the time 
[ ] 3 = most of the time 
[ ] 4 = all of the time 

2. My health care provider is committed to providing the best care possible. 
[ ] 0 = none of the time 
[ ] 1 = some or a little of the time 
[ ] 2 = occasionally or a moderate amount of the time 
[ ] 3 = most of the time 
[ ] 4 = all of the time 

3. My health care provider is sincerely interested in me as a person. 
[ ] 0 = none of the time 
[ ] 1 = some or a little of the time 
[ ] 2 = occasionally or a moderate amount of the time 
[ ] 3 = most of the time 
[ ] 4 = all of the time 

4. My health care provider is an excellent listener. 
[ ] 0 = none of the time 
[ ] 1 = some or a little of the time 
[ ] 2 = occasionally or a moderate amount of the time 
[ ] 3 = most of the time 
[ ]4=allofthetime 

5. My health care provider accepts me for who I am. 
[ ] 0 = none of the time 
[ ] 1 = some or a little of the time 
[ ] 2 = occasionally or a moderate amount of the time 
[ ] 3 = most of the time 
[ ] 4 = all of the time 
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6. My health care provider tells me the complete truth about my health-related problems. 
[ ] 0 = none of the time 
[ ] 1 = some or a little of the time 
[ ] 2 = occasionally or a moderate amount of the time 
[ ] 3 = most of the time 
[ ] 4 = all of the time 

7. My health care provider treats me as an individual. 
[ ] 0 = none of the time 
[ ] 1 = some or a little of the time 
[ ] 2 = occasionally or a moderate amount of the time 
[ ] 3 = most of the time 
[ ] 4 = all of the time 

8. My health care provider makes me feels that I am worthy of his/her time and effort. 
[ ] 0 = none of the time 
[ ] 1 = some or a little of the time 
[ ] 2 = occasionally or a moderate amount of the time 
[ ] 3 = most of the time 
[ ] 4 = all of the time 

9. My health care provider takes the time to listen to me during each appointment. 
[ ] 0 = none of the time 
[ ] 1 = some or a little of the time 
[ ] 2 = occasionally or a moderate amount of the time 
[ ] 3 = most of the time 
[ ] 4 = all of the time 

10. I feel comfortable talking to my health care provider about my personal issues. 
[ ] 0 = none of the time 
[ ] 1 = some or a little of the time 
[ ] 2 = occasionally or a moderate amount of the time 
[ ] 3 = most of the time 
[ ] 4 = all of the time 

11. I feel better after seeing my health care provider. 
[ ] 0 = none of the time 
[ ] 1 = some or a little of the time 
[ ] 2 = occasionally or a moderate amount of the time 
[ ] 3 = most of the time 
[ ] 4 = all of the time 
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12. How often do you think about changing to a new health care provider? 
[ ] 0 = none of the time 
[ ] 1 = some or a little of the time 
[ ] 2 = occasionally or a moderate amount of the time 
[ ] 3 = most of the time 
[ ] 4 = all of the time 

13. How often does your health care provider consider your need for privacy? 
[ ] 0 = none of the time 
[ ] 1 = some or a little of the time 
[ ] 2 = occasionally or a moderate amount of the time 
[ ] 3 = most of the time 
[ ] 4 = all of the time 

14. How often do you feel comfortable enough to discuss all of your medical problems and 
questions with your health care provider? 
[ ] 0 = none of the time 
[ ] 1 = some or a little of the time 
[ ] 2 = occasionally or a moderate amount of the time 
[ ] 3 = most of the time 
[ ] 4 = all of the time 

Please describe any additional thoughts or feelings regarding your comfort in communicating 
medical problems and questions today? 

(Item # 12 must be reverse coded) 

Adapted from: 
Bova, C. , Route, P. S. , Fennie, K. , Ettinger, W. , Manchester, G. W. , & Weinstein, B. (2012). 

Measuring patient-provider trust in a primary care population: Refinement of the health 
care relationship trust scale. Research in Nursing & Health, 35, 397-408. Doi: 
10.1002/nur.21484 
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Appendix G 

Patient Doctor Relationship Questionnaire (PDRQ-9) 
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PDRQ-9 
Instruction: 

You will read ten statements that a person can make about his/her Primary Care Provider 
(PCP). Please choose the appropriateness of each statement for your PCP by marking one 
number per statement. The meaning of the numbers is as follows: 

1 = not at all appropriate 
2 = somewhat appropriate 
3 = appropriate 
4 = mostly appropriate 
5 = totally appropriate 

1. My PCP helps me 1 2 3 4 5 
2. My PCP has enough time for me 1 2 3 4 5 
3. I trust my PCP 1 2 3 4 5 
4. My PCP understands me 1 2 3 4 5 
5. My PCP is dedicated to help me 1 2 3 4 5 
6. My PCP and I agree on the nature of my 1 2 3 4 5 

Medical symptoms 
7. I can talk to my PCP 1 2 3 4 5 
8. I feel content with my PCP's treatment 1 2 3 4 5 
9. I find my PCP easily accessible 1 2 3 4 5 

10. I feel comfortable with my PCP to discuss 1 2 3 4 5 
My health problems with multiple people in 
The room. 

In the space provided, describe any additional feelings or thoughts regarding comfort in the 
patient-provider relationship after today's office visit. 

Adapted from: 
Eveleigh, R. , M. , Muskens, E. , van Ravesteijn, H. , van Dijk, I., van Rijswijk, E. , & Lucassen, P. 

(2012). An overview of 19 instruments assessing the doctor-patient relationship : different 
models or concepts are used. Journal of Clinical Epidemiology, 65, 10-15. Doi: 
10.1016/j.jclinepi.2011.05.011 
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Appendix H 

Demographics 
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Please indicate your gender: 

D Female D Male D Other or Prefer not to answer 

Please select the category that includes your age: 

� 18-24 
25-34 � 
35-44 � 
45-54 � 
55-64 � 
65-74 � 
75-84 � 
85-94 � 

Which best describes your marital status? 

D Single D Married � Widowed D Separated/Divorced 
D Long-term relationship 

Do you consider yourself religious or spiritual? 

OYes 0 No 

What is the highest level of education that you have completed? 

D Less than high school 
D High school graduate 
D Vocational/Trade/Technical School 
D Some college 
D Associate' s Degree 
D Bachelor's Degree 
D Advanced Degree 

What is your race or ethnicity? (Select all that apply): 

D White or Caucasian 
D Hispanic, Latino, or Spanish 
D Black or African American 
D Asian or Asian Indian 
D American Indian or Alaska Native 
D Native Hawaiian or Other Pacific Islander 
D Mixed Races/ethnicities 
D Some other race or ethnicity (please specify) _______ _ 
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Background & Significance 
The stress from the demands put on primary care offices 
creates a fragmented and burdened health care system 
(Scwerietal.,2017) 

The push to deliver high quality care to the costly, 
complex, and comorbid patients forces Primary Care 
offices to change how care is provided. ,_,, ___ """""'· 
Woodard,Oswald,Peterson,&Lester,2019) 

With growing demands to improve health outcomes in the 
primary care setting, it is necessary to investigate TBC 
and patient's comfort and trust. (Wagner,Flinter,Hsu,Cromp,Auslin, Etz, 

Crablree, & Ladden, 2017; Fisher, Brady, Maier, Gabel,& Wirxflolz, 2019) 

Introduction 
Primary care offices are tasked with managing many complex 
patients while ensuring high quality care. (Sruden, Haddad,B<"'b· L""""". 
Scuderi, & Shahady, 2017) 

TBC is not a new delivery care model. 

Current research substantiates that TBC provides high quality 
care (Hysong. Amspoker, Hughes, Woodard. Qs,,-.akl. Petefsofl. & Lester. 2019). 

It is important to preserve the Patient Provider Relationship 
(PPR). When trust is compromised , poor patient outcomes may 
result. (M.Jrray & McCrone, 201sJ. 

Background & Significance 
• There is little information surrounding the patient's perspective on TBC 

in the primary care setting. Especially regarding comfort and trust. 

• Evidence supports higher levels of trust in the PPR results in improved 
clinical outcomes. Maintenance of the PPR is integral to ensure 
healthy outcomes for the patient's wellbeing. (-,,~•··'°"' 

• TBC is only a successful care model if there is effective communication 
between provider and patient. 

• However some believe that TBC moves away from a patient-centered 
model and is the exact opposite of preserving the PPR (SctoO~,...~•··'°"' 
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Research questions and Purpose: 
RESEARCH QUESTION: 

Does the implementation of TBC effect patient comfort and 
trust in the PPR among the adult population at a WNY Primary 
Care Office? 

PURPOSE: 

Investigate identified research gap on patient perspective of 
comfort and trust under TBC in the Primary Care Setting 

Project objectives and deliverables: 
The Primary Objective was to identify and measure the effects 
that the delivery model of TBC has on patient comfort and trust in 
the PPR. 

The Secondary Objective was to compare the patient perspective 
of comfort and trust between TBC and standard, usual care. 

DELIVERABLES: 
Measurable levels of patient comfort and trust between groups 

How patients perceive the quality and level of communication in 
the PPR between groups 

DNP Essentials met 

• Essential I: Scientific Underpinnings for Practice 

• Essential II: organizational and systems leadership for 
quality improvement and systems thinking 

• Essential VI: inter-professional collaboration for 
improving patient and population health outcomes 
- integration of team members working together at 

highest level of skillset collaboratively 

APN Contributions to Scholarship & Practice: 
This project contributes to scholarship in that it 
provides measurable information that fills the 
research gap surrounding TBC from the patient 
perspective on comfort and trust. 

This project contributes to practice in that it has 
the potential to change the model in which 
primary care is delivered. 
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Theoretical Framework: Relational Coordination Theory (RCT) 

THREE IMPORTANT COMPONENTS, 
Shared Understanding or Knowledge 

Shared Goals 

Mutual Respect 

COMMUNICATION 

Communication must be: 
- Frequent, timely, accurate, and problem-solving 

(Gittell, 2002; Gittell, 2011; Noel, Lanham, Palmer, Leykum, & Parchman, 2013; Rundall , 
Wu, Lewis, Schoenherr, & Shortell, 2016; Retrieved from: httpsJ/rcanalytic_com/rctheo~) 

Literature Review Process: 
A review of nursing and health related literature. 

Search Engines: CINAHL, ClincalKey, Medline, Google Scholar 

Articles within last 5 years, full text availability, written in English 

Keyvvords both in combination and singularity: 
Team-Based Care, Team Care, Primary Care, Patient-Provider 
Relationship , Trust, Communication , Comfort , Patient Perspective, and 
Outpatient. 

3-step process: brief overview, thorough reading, and secondary read through 

10 

Literature Review: 
TBC is associated with higher levels of quality care measures, a 
reduced need to utilize acute care settings and a decrease in health 
care costs. (Reiss-Brennan et al., 2016) 

Length of patient visit did not differ, but the direct face to face time 
was increased in TBC. (Misra-Hebert et al., 2015) 

Patient satisfaction was increased under TBC in a 2 year post 
implementation study. (Mitchell et al., 2019) 

Through the expansion of team member roles under TBC, "care 
gaps" were addressed to achieve goals of comprehensive, high 
quality patient care. (Wagner et al., 2017). 

11 

Literature Review, continued: 
The literature investigated different measure of 
patient or clinical outcomes. (Levengocxl et al., 2019). 

In two studies, TBC was highlighted under the move 
to utilize and empower all staff especially the non
clinical staff to take a more involved role in patient 
care. (Lyson et al.,2017; Fisher et al., 2019). 

12 
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Methods and Design: 
DESIGN: 

• Quasi-Experimental 

• Experimental Group: Implementation of TBC with Provider, 
Scribe, DNP-Student (as RN) and Patient 

• Standard/Usual care Group: Provider and Patient 

TOOLS: 

• Demographics (Gender, age, marital status, 
religious/spiritual , educational level, race/ethnicity) 

• Survey/Questionnaires: HCR Trust Scale and PDRQ-9 
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Population and Setting: 
Western New York Primary Care Office 

Titled Lakeshore Primary Care Associates 

For this project: All adults aged 18 years and older 

Sample Size: 
Screened approximately 40 patients per group. 
N= 11 for TBC and n= 11 for standard care in the end 
Inclusion and Exclusion criteria 

14 

Inclusion and Exclusion Criteria: 
INCLUSION EXCLUSION 

Adult (18+) Infants, children, and 
teenagers younger than Able to read and speak 
18 years of age native English 
Cognitive or mental Able to give consent 
impainnent 

Presenting to the primary 
care office for an 
appointment on the day of 

data collection 

15 

Data Collection (1 of 2): 
Seven days of data collection 

Dr. Kristen Robillard for TBC group 

Dr. Lisa Forehand and Dr. Alexandra D'Angelo for standard 
care 

Consent process, patient visit, survey questionnaire, end of 
visit 

Typical data collection for one patient 

16 
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Data Collection (2 of 2): 
• The MA first approached the patient which allowed the 

participant to control access. 

• Recruitment script and consent process. 

• TBC intervention with the provider, DNP-S as RN , and 
scribe 

• Standard care - 1: 1 with provider and patient as routine 

• Collection of tools 

• Surveys/questionnaires locked in lock box 
17 

Data Analysis: 
Initially plan was to perform a MANCOVA 

No covariates were found that needed to be controlled for 
(spiritual/religious was significant but did not skew either 
questionnaire) 

Independent Sample T-test in SPSS Version 25 

Analysis performed by Dr. Christopher Barrick and 
Katherine Murphy (Pl) remotely on the phone done together 
but in separate locations 
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Results: 
• Statistically insignificant using a 95% Cl 

• The 11 participants under TBC (M=47.27, SD 5.08 PDRQ-
9; M=49.1818, SD=4.62 HCR) compared to 11 participants 
under standard care (M=47.09, SD=3.45 PDRQ-9; 
M=49.73, SD=4.38 HCR). 

• PDRQ-9 (t=-0.442, p=0.205) 

• HCR (t=-0.284, p=0.978) 

19 

Results discussion: 
No statistically significant difference, results still indicate a 
positive finding and supportive of the implementation of TBC. 

Sample characteristics: 
more females than males and skewed to Caucasian sample 

The overall mean responses for PDRQ-9 under TBC ranged 
4.18-5.00 (answers of 4=mostly appropriate and 5=totally 
appropriate), compared to PDRQ-9 for standard care ranged 
4.18-4.91 

The overall mean responses for HCR Trust under TBC ranged 
3.64-3.91 (answers of 3=most of the time and 4=all of the time), 
compared to HCR Trust for standard care ranged 3.45-4.00 

20 
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Mean responses for the PDRQ-9 
T~ble l. 
~ ~ccn groups for PDRQ-9 Questionnaire 

StandardCareGroup 

QuestionNumhc.-

PDRQ#I 5.00 4.82 
PDRQ#2 4.64 4.82 
PDRQ#3 5.00 4.91 
PDRQ#4 4.82 4.64 
PDRQ#S 4.91 4.82 
PDRQ#6 4.64 4.SS 
PDRQ#7 4.73 4.91 
PDRQ/18 4.50 4.91 
PDRQ#9 4.18 4.55 
PDRQ#IO 4.27 4.18 
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Qualitative Results: 
• Majority of respondents left the open ended questions blank 

• "Extra person was helpful. She picked up on a 
question that Dr. R had missed. I didn't have 
any concerns today. May have felt differently 
with a new person 1f I had." - TBC Group 

• "I am happy with my care", "Confident+ Comfortable across 
the Board", and "Very easy to talk to. I was very comfortable 
when addressing my concerns and with her responses. 
Thank you ." - standard care group 
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Mean Responses for the HCR Trust Scale 
T1blt2. 
Meai1S bm1·«u p~ for HCR Trust Seale Qutstiou.naue 

TBCGroup S1andmdCartGrol'1 

HCR III , ... ) .7l 
HCR l/2 J,91 J.9L 
HCR /rl J.91 J .73 
IICR li'~ J.7l 3.12 
IICR lfS J.n l .82 
HCR ii6 J .91 3.91 
HCR /f7 J .12 J.91 
HCR #S J .S? J.91 
IIC'R/1',1 J.H 4.00 
HCR*IO 3.7; 364 
HCR #II u~ J.4~ 
HCR l/12 J .S2 J.4S 
HCR if lJ J.73 J.7l 
HCR Nl4 l.Sl J.64 
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Protection of Human Rights: 
Ethical: Full lRB approval received for this project 

Process of Informed Consent: all information and 
participation is voluntary 

Privacy: implementation and data collection in private 
exam rooms 

Confidentiality: No identifying data collected on data tools 

Full HIPAA waiver for EMR access granted 

Vulnerable Populations: Discussed in Inclusion and 
Exclusion Criteria 
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Strengths: Limitations: 
Robust data collection tools Inclusion of the DNP-S in the room 

Generalizability 
Increment weather 

Adds to body of knowledge ofTBC 
in primary care in which a Small sample size 

know1edge gap is addressed 
Dr. D'Angelo started utilizing a scribe 

Lack of open ended question responses 

25 

Future Implications: 
Implementation with a Primary Care RN 

Retrospective study of utilization of services for patients 
under TBC versus standard care 

A interview format to replace the Likert scale used in this 
study to further investigate the patient perspective under 
TBC 

26 

Conclusions: 
Measurable information surrounding the patient perspective on 
comfort and trust under TBC compared to usual care. 

Even though the data is not statistically significant, the results 
are still favorable in supporting TBC in that the patient's 
responses were indicative of comfort and trust under TBC as it 
was under usual care. 

Many future implications result from this study and more 
investigation into TBC in the Primary Care setting should be 
conducted. 
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