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ABSTRACT 

 

 

By 2032, it is predicted the United States’ (US) need for primary care physicians will 

exceed supply by as much as 55,200 physicians. Nurse practitioners (NPs) are prepared and 

positioned to help fill the primary care provider gap. The co-management model requires 

interprofessional collaboration between a physician and nurse practitioner who share 

responsibility in managing a patient’s healthcare needs. Improving providers’ knowledge and 

attitudes toward interprofessional collaboration has the potential to lessen the primary care 

provider shortage while improving patient access to care. This quality improvement project was 

originally focused on improving physicians’ knowledge and attitudes toward NPs and 

interprofessional collaboration in a virtual, primary care, telehealth clinic. Due to an unexpected 

pandemic, data collected was modified to include changes in NP caseload and changes in NP 

expectations, and roles at the project site as a result of COVID-19. The pandemic provided an 

opportunity to expedite  interprofessional collaboration at the project site. 



 
 

2 

 

Improving Interprofessional Collaboration Between Physicians and Nurse Practitioners in 

Virtual Primary Care Telehealth Through Co-Management Education 

 

Introduction 

By 2032, it is predicted the United States’ (US) need for primary care physicians will 

exceed supply by as much as 55,200 physicians (Association of American Medical Colleges 

[AAMC], 2019). According to Donelan, DesRoches, Dittus and Buerhaus (2013), 72.5% of 

physicians as compared to 90.5% of nurse practitioners (NPs) agreed that NPs help improve 

access to health services.  Physicians generally know NPs can help but may be unsure or 

uncomfortable regarding how much they can help or how best to work with them. It is estimated 

that the primary care physician supply will increase by only 0.5% per year between 2016 and 

2030 (Auerbach et al., 2018), falling short of a solution to the problem. Co-management models 

focused on interprofessional collaboration between physicians and NPs could help alleviate the 

shortage. 

 Co-management models involve an NP and physician strategically sharing responsibility 

in managing a patient’s healthcare needs (Donelan et al., 2013). NPs are prepared and positioned 

to help fill the primary care provider gap; however, many physicians lack knowledge of the NP’s 

full scope of practice capabilities and may not realize the potential collaborative practice can 

offer to improve both patient outcomes and cost efficiency (Donelan et al., 2013). The co-

management model has shown success in improving quality of care, reducing healthcare 

utilization and improving interprofessional collaboration, all of which could help to improve the 

primary care provider shortage (Jones et al., 2017). Physicians and NPs often do not maximize 

their ability to collaborate interprofessionally. Improving providers’ knowledge and attitudes 

toward interprofessional collaboration has the potential to decrease the primary care provider 

shortage, enhance patient access to care, and improve health outcomes. This quality 
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improvement project was focused on improving physicians’ knowledge and attitudes toward NPs 

and interprofessional collaboration in a virtual primary care telehealth clinic. 

Background 

A growing shortage of primary care providers comes at a time when the healthcare needs 

of the US population are also growing. Roughly 10,000 Americans turn 65 each day, and the 

over-65 population will increase by 50% by 2030 (AAMC, 2018). More primary care providers 

are needed to ensure necessary healthcare access to our aging population. The underlying 

problem, ironically, may be that primary care physicians are also getting older, and very little 

growth has been seen within the primary care residency selection program (Pohl, Thomas, 

Bigley, & Kopanos, 2018). Chronic disease in older-aged people and others may lead to several 

debilitating and costly complications, including loss of life. For example, complications from 

uncontrolled diabetes complications include amputations, kidney disease, blindness, and 

increased risk for cardiovascular disease (Hu et al., 2014). According to the American Diabetes 

Association (2018), the costs of diabetes in the United States in 2017 were estimated to be $327 

billion. NPs practicing to their full scope, especially when collaborating with physicians, can 

increase access to healthcare, improve health outcomes, and decrease costs. 

Given the significant shortage of primary care physicians; it is unrealistic to think, that 

US patient care needs can be met by physicians acting alone (Norful et al., 2018). Advanced 

practice registered nurses (APRNs) can deliver advanced nursing services to patients from birth 

throughout the lifespan. APRNs include certified nurse midwives, nurse practitioners, clinical 

nurse specialists and certified registered nurse anesthetists (Bureau of Labor Statistics, 2019). 

NPs can assess, diagnose, manage disease processes, interpret diagnostic tests, prescribe 
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medication and laboratory results, carry out select medical procedures, and guide health 

promotion behaviors (Bureau of Labor Statistics, 2019).  

It is important to understand the barriers associated with physician/NP collaboration. 

Currently, only about one-third of the states in the US have implemented full practice authority 

for NPs (Hain & Fleck, 2014). Many physicians working in telehealth or primary care may not 

understand the added benefit of NPs, as they may feel NPs lack the appropriate education and 

experience to practice independently and are not as proficient as physicians. The lack of 

understanding by NPs and physicians regarding co-management principles and benefits is also a 

barrier to collaboration. Interprofessional collaboration is defined as a partnership between a 

group of healthcare professionals and a patient that includes shared decision-making on health-

related issues (Bridges et al., 2011).  

This quality improvement project focused on introducing the principles and benefits of 

co-management between physicians and NPs to all providers to improve knowledge and attitudes 

toward interprofessional collaboration and increase physician awareness of NP educational 

preparation, scope of practice and ability to collaborate with physicians in a co-management 

model of care. As the healthcare community continues to try to meet the increasing demand for 

primary care, it is important to provide solutions to existing barriers blocking NPs from 

providing needed primary care, and co-management may be the best model of care to help fill 

this need.  

Problem Statement 

The U.S. Census Bureau estimates that the nation’s population will grow by more than 

10% by 2032, creating an urgent need to solve the primary care provider shortage, especially 

given the complexities of our growing aging population (AAMC, 2019), and the often 
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underestimated and under-utilized capability of the NP to help alleviate the problem. Perryman 

(2012) argued that increased utilization of NPs could lead to over $16 billion in savings, thus it is 

imperative that physicians and NPs become more knowledgeable and willing to work together, 

using an evidence-based interprofessional collaborative model to provide needed primary care to 

our nation.  

Review of the Literature  

Some physicians’ reluctant attitudes toward collaborating with NPs, fully utilizing their 

capabilities, may be due to a lack of knowledge regarding NP education, scope of practice, and 

an evidence-based model for collaboration. In a study utilizing a web-based questionnaire to 

assess the level of confidence in NPs, NP educational preparation, and scope of practice among 

physicians, researchers found that faculty physician knowledge of NP practice was inadequate 

(Soine  et al., 2013).  Interprofessional collaboration improved when different professions 

understood the NP’s scope of practice and had knowledge of the profession (Soine et al., 2013). 

A qualitative study conducted with 15 physicians and 15 NPs in primary care found that both 

professions agreed NPs could practice at high levels of independence with physicians feeling 

NPs needed some physician association for safe practice and NPs voicing that easy access to 

physicians was a preferable way to practice (Kraus et al., 2017).  An overarching theme from this 

study was that lack of physician knowledge regarding NP capability can lead to misinformed 

biases regarding NPs (Kraus et al., 2017). Running, Hoffman, and Mercer (2008), conducted a 

survey to measure perceived incentives physicians have for working with NPs by having NPs 

distribute a questionnaire to their collaborating physicians. The results favored physicians 

supporting collaborating with NPs as it improves healthcare accessibility and quality of care. 

Donelan et al. (2013) conducted a national postal-mail survey, which revealed that physicians 
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and NPs are not in agreement when it comes to physicians providing higher quality care: 66% of 

physicians agreed and 75% of NPs disagreed. It is important to first understand what barriers 

exist when it comes to changing the culture to increase NP utilization.  An understanding of 

physician knowledge of NP scope of practice, NP education, and interprofessional collaboration 

is imperative to inform change (Soine et al., 2013). 

Physicians’ attitudes may become more supportive of NPs in primary care through 

educational modules focused on co-management. A retrospective pre–post analysis study 

compared a redesigned primary care team that included physician–NP co-management to a 

physician only team (Landrey et al., 2018). The overall finding of the study was that patient 

access to primary care improved with physician and NP collaboration. Access to care was 

measured by the increased access for new patient visits (Landrey et al., 2018). In a study where 

NPs were utilized in a home-based primary care setting, researchers found that NP use through 

co-management decreased hospitalization rates by 11% (Jones et al., 2017). Reuben et al. (2013) 

presented a case study of two primary care clinics measuring how NP co-management in 

geriatrics improved the quality of care. Quality of care scores with NP co-management were 

higher for dementia, falls, and urinary incontinence when compared to usual care (Reuben et al., 

2013). Reeves, Perrier, Goldman, Freeth, and Zwarenstein’s (2013) review of literature identified 

15 studies that utilized interprofessional education (IPE) with the aim to assess effectiveness of 

IPE in comparison to the control group that received no interprofessional education. The sample 

included health and social care professionals with various interventions such as education, 

training, and interactive learning. Seven out of 15 studies reported positive outcomes with 

interprofessional collaboration (Reeves et al., 2013).  Co-management and education of 

physicians on NP scope of practice has been tested in several studies and shown to result in 
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positive improvements quality of care, access to care, and improvements in healthcare provider 

attitudes toward collaboration.   

Description of the problem 

Currently, the DNP project location employs physicians, but has only recently initiated 

the hiring of NPs. The project site lacked the understanding of how to fully integrate NPs 

efficiently into practice operations and were not utilizing NPs to the fullest scope of practice. 

There were patient satisfaction issues, prescription delays, and duplicate tracking entries. The 

trigger to change included delayed pharmacy clarifications, delayed patient follow-up, long wait 

times, delays in scheduling, increased need of access to care and lack of communication within 

the organization. The planned intervention, an education module for physician integration of a 

co-management model was feasible and showed promise in being the catalyst to successful 

interprofessional collaboration.  This educational module can potentially be utilized in 

onboarding procedures leading to new policies and protocols for physicians and NPs, arming 

them with knowledge on how to successfully co-manage. Another benefit of enhanced 

interprofessional collaboration is the implementation of a multidisciplinary care team which 

includes NPs, physicians, a registered dietician, medical assistants, a registered nurse, and a 

pharmacist. The goal was to move from a medical model to a more cohesive interprofessional 

collaborative health care delivery care model (Soine et al., 2013). This educational module can 

help facilitate care team use beyond the NP/physician relationship where the care team can 

holistically care for a patient, while improving patient outcomes. 

Purpose and Aims of the Project 

The purpose of this quality improvement (QI) project was to determine if a physician 

education module using a pre-test, post-test design improved physician knowledge and attitudes 
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toward NPs and increased interprofessional collaboration between physicians and NPs in a 

virtual primary care telehealth setting. The clinical question guiding this quality improvement 

project was: In physicians working at a virtual primary care telehealth clinic, does completion of 

an educational module on NP scope of practice and a co-management model of care improve 

physician knowledge/attitude toward NPs and increase interprofessional collaboration in the 

clinic, compared to pre-intervention?  

Project Aims 

The purpose of this QI initiative was to improve physician knowledge and attitudes 

toward NPs and interprofessional collaboration at the project site. Specific project aims included: 

Aim #1: Improve knowledge and attitudes of interprofessional collaboration in the 

project site through an educational intervention focused on introducing the principles and 

benefits of co-management between physicians and NPs to all providers. A survey tool, 

the Soine Interprofessional Collaboration Survey (Soine et al., 2013) was modified to 

measure physicians’ knowledge and attitudes toward interprofessional collaboration at 

the project site pre-intervention and post-intervention. The specific goal was to increase 

the mean survey score by 10 points from pre-test to post-test by the end of the three-

month project.  

Aim #2: Increase interprofessional collaboration between physicians and NPs as 

evidenced by increased access to care for patients in the organization. The specific goal 

was to increase cases handled by NPs by 15 cases a month. This would be measured by 

tracking the referrals to the care team or NP team, biweekly over the three-month project 

and assessing any change in the volume of cases handled by the NP.  
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The project exemplified DNP Essential VI, Interprofessional Collaboration for Improving 

Patient and Population Health Outcomes (AACN, 2006). The project introduced an 

interprofessional collaboration model of care including education on NP scope of practice in an 

attempt to improve interprofessional collaboration, patient access to care, and patient outcomes 

in a virtual primary care clinic.  

Methods 

Conceptual and Theoretical Frameworks 

 The overarching framework used in this QI initiative was the Plan Do Study Act (PDSA) 

framework. The PDSA was written by Demming and Shewhart (Moran, Burson, & Conrad, 

2017). The framework creates an improvement process, where small changes are evaluated and 

analyzed while focused on the implemented change;  the process can be repeated and reevaluated 

for goal attainment/improvement on an ongoing basis (Moran et al., 2017). The Donabedian 

Model was also used as a more detailed conceptual framework that examines health services and 

evaluates the quality of health care (Moran et al., 2017). The major concepts of the Donabedian 

Model consist of three categories: structure, process, and outcomes (Moran et al., 2017). 

Providing education on co-management has the desired outcome of impacting attitudes and 

knowledge, which may increase utilization of NPs and improve quality of care falls under 

process.  

The Transtheoretical Model was developed by Prochaska and DiClemente and served as the 

theoretical framework for this project. The Transtheoretical Model describes six stages of 

change: precontemplation, contemplation, preparation, action, maintenance, and termination 

(LaMorte, 2019). A major assumption is that behavior change is not quick, rather it is an ongoing 

process (LaMorte, 2019). The process of culture change will not happen overnight; it will take 
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time and will be cyclical as some physicians may be on board with co-management sooner, while 

others may accept it later. The pretest/posttest design enabled real-time assessment of the 

physicians’ current stage readiness to engage in co-management with NPs. 

Ethics Considerations  

This project plan was reviewed by the Texas A&M University-Corpus Christi 

Institutional Review Board (IRB) for project/study classification and received a determination of 

“Not Human Subjects Research” and permission to proceed as a Quality Improvement project 

(See Appendix 1). Personal Health Information (PHI) was not collected in this project. In order 

to award CME credit for the educational module, physician names were to be collected and 

submitted to the CME agency but would not be used in any project reports.  Results were to be 

presented in aggregate and all information treated as confidential. A letter was provided by the 

Chief Medical Officer of the project site, agreeing to fully support the project (See Appendix 2).  

Project Design 

 This project was a quality improvement (QI) initiative, which used a physician education 

module on co-management and NP scope of practice and a pre-test/ post-test design to improve 

interprofessional collaboration and integration of NPs in the primary care, telehealth setting. This 

QI project was conducted in a national telehealth organization, which provides 24/7 virtual 

primary care, urgent care, and behavioral health management. Virtual primary care enables a 

provider to assess, examine by use of a patient guided exam, and diagnose. This project focused 

on primary care and urgent care. The clinic provides healthcare access to an array of people of 

differing  socioeconomic statuses, and a diverse patient population. 

An electronic platform was used for the module as physicians are used to electronic 

delivery and the ease of use. Electronic learning is any type of educational media that is 
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delivered in an electronic format (Vaona et al., 2018). Literature suggests benefits of e-learning 

such as increased accessibility to education, improved self-efficacy, knowledge generation, cost, 

and flexibility (Sinclair, Kable, Levett-Jones, & Booth, 2016). The quality improvement 

initiative offered the opportunity for the participant to earn 0.5 Continuing Medical Education 

(CME) contact hours. Additionally, electronic CME allows physicians to participate in activities 

on their own time and setting of choice. Studies show that internet-based CME can be equivalent 

to the traditional formations when it comes to providing knowledge and changing physician 

behavior (Sinclair et al., 2016). The objectives for the CME activity were the participant should 

be able to describe the educational requirements and scope of practice of NPs and demonstrate 

their understanding of the co-management model.  

The risks associated with conducting this project in this facility were that physicians may 

not participate in the survey, lack of physician support or buy in, and physicians remaining 

resistant to utilize NPs to their fullest scope post-intervention. Barriers affecting the success of 

this improvement project include poor communication and fear of the unknown by providers 

who are not supportive of co-management. These factors could be mitigated by increasing 

engagement from the organization by including more staff in the project, CME incentive, 

reminder emails, and keeping open communication with frequent dialogue opportunities. 

Another unanticipated barrier has been the Coronavirus Disease 2019 (COVID-19) pandemic.    

Intervention 

  This project used a physician education module to educate physicians on co-management 

practice using a pre-test/post-test design to improve interprofessional collaboration. The project 

aligned with the Donabedian (structure, process, outcome) conceptual framework. The structure 

included physicians, a virtual primary care project site, administration, and nurse practitioners. 
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Use of a co-management process to improve collaboration between the physicians and NPs is a 

key element in the Transtheoretical model, which emphasizes five stages of change, the fourth 

being action. Completing an organizational assessment, reviewing preexisting information on co-

management, and NP scope of practice and education, preparing the PowerPoint presentation, 

securing CME approval, and finalizing the measurement tool were the first steps.  

A questionnaire from Soine et al. (2013) was modified to fit the project site (permission 

for which was obtained). The modified survey questions were used as both the pre-test and post-

test and were incorporated into a Qualtrics survey as follows: pre-test, educational module, 

demographic questions, and post-test. The educational module consisted of a narrated 

PowerPoint presentation focused on physician-NP co-management, NP scope of practice and NP 

education. 

Continuing Medical Education (CME) credit was offered as an incentive for 

participation. The CME application process was extensive, requiring completion of a 9-page 

continuing education application. The application required an activity title, release date and 

expiration date, sponsorship and course management information, planning information and 

objectives. The application required additional documents such as disclosure forms to be 

completed by the DNP project team members, a needs assessment which aligned with the DNP 

project gap analysis, promotional materials such as a recruitment email, an estimated budget and 

course director agreement. Several sources were used to develop the educational module 

including information from the American Association of Nurse Practitioners, Donelan et al., 

2013; Norful, de Jacq, Carlino, & Poghosyan, 2018; Soine et al. The content included an 

audiovisual narrated PowerPoint focusing on the co-management model, NP education and NP 

scope of practice. The educational module was recorded, uploaded to YouTube for additional 
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editing then embedded into Qualtrics for distribution to participants. See Appendix 3 for an 

education module outline. 

A convenience sample strategy was used to recruit interested physicians employed at the 

project site. Participants were included if they: (1) were physicians who had been employed full-

time or part-time at the project site for at least six months; and (2) were interested in 

participating. Approximately 170 physicians met these criteria during the project time period, it 

was estimated that one-third of them may be interested; therefore, a sample size of 55 

participants was expected.  Participants were excluded if they were independent contractors as 

they usually do not work on a consistent basis.   

An email was distributed to all eligible physicians at the project site. The email contained 

a description of the project, a request for voluntary participation, and instructions on how to 

proceed to the Qualtrics survey, as well as requirements to obtain CME credit. The questionnaire 

was open for a two-week period with a reminder being sent to participants on day seven. All 

responses were confidential with any potential identifiers being removed through the Qualtrics 

system. The results were imported into an excel spreadsheet for data extraction using Qualtrics, 

and then transferred into statistical package for the social sciences (SPSS) for statistical analysis. 

See Appendix 4 for a detailed timeline.  

Due to the unforeseen COVID-19 pandemic demands, the QI project was negatively 

impacted as the virtual telemedicine project site had a surge in demand for telehealth services 

with some patients waiting upwards of 6 hours. There was lack of survey response by physicians, 

who were forced to prioritize the global health crisis, stay at home orders, increased workload, 

increased emails and meetings, and mandatory overtime.  Physicians were dealing with increased 

workload plus the added challenge of managing their home life, adapting to homeschooling and 
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working the frontlines in the COVID-19 pandemic. Due to these unforeseen demands, physicians 

were not willing or able to participate in this survey.  The lack of participation resulted in the 

following adjustment to the original intervention: to assess the integration of NPs into the 

organization resulting from the COVID-19 pandemic. The assessment included collecting and 

comparing the number of cases handled by NPs before and after the COVID-19 pandemic as 

well as associated changes in the expectations, responsibilities and job tasks of NPs at the project 

site.    

Data Collection  

The project was led by the project director, a family nurse practitioner currently 

employed at the project site as a clinical care manager. The content expert was a doctorally-

prepared NP (DNP), who is also employed at the project site as a clinical care manager.  Weekly 

data regarding interprofessional collaboration was collected by tracking the number of cases 

closed by NPs and/or referred to NPs using a data collection form. The data collected was a 

review of the number of NP assisted cases 3 months prior to COVID-19 to compare it to the 3 

months after the virus changed practice at the site. Additional data captured included changes in 

NP expectations, responsibilities and what NPs were allowed to do at the project site post-

COVID-19. This was linked to Aim 2 and was the closest way to assess co-management 

implementation during the project time period. 

Measurement Tools 

The tool used to measure physician attitudes and knowledge on co-management was a 

web-based survey questionnaire from Soine et al. (2013), the interprofessional collaboration 

knowledge and attitude survey. The questionnaire has three major sections: (1) NP education and 

scope of practice; (2) perceptions of NP practice and; (3) demographic questions. There was one 
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open-ended question allowing for comments (Soine et al., 2013). Reliability testing was 

previously done by mean inter-item correlations in the three sections, with a correlation between 

0.2 and 0.4 which indicates an ideal level of internal consistency (Soine et al., 2013). The open-

ended comment question was excluded from reliability testing. Each question was evaluated for 

validity by an expert panel that included 5 NPs and 2 nursing faculty members (Soine et al., 

2013). Only questions deemed valid were included in the study after the expert panel confirmed 

the clarity and relevance of all questions (Soine et al., 2013).  The maximum score on the scale is 

15. A  higher score indicates better knowledge and attitudes of and toward NP practice and 

interprofessional collaboration.  

The adjusted data collected after the initial PDSA cycle included the number of cases 

handled by NPs prior to and after COVID-19, and changes in NP expectations, responsibilities 

and functionality of NPs at the project site. These data points were determined in consultation 

with the DNP project committee and the content expert. The chief medical director was aware of 

lack of responses due to COVID-19 and agreed to a delay in implementation date.  

Analysis/Evaluation Plan 

Aim #1, increasing physician knowledge and attitude toward interprofessional 

collaboration, was to be analyzed by comparing the modified interprofessional collaboration 

knowledge and attitude survey mean pretest and posttest scores. Scores were to be analyzed 

using SPSS 25 descriptive analysis to identify if mean post-test scores increased by at least 10 

points from pre-test.  The plan was for paired t-tests to be used to identify any significant 

difference in the two scores.  

There was no survey participation due to COVID-19. Physicians did not participate due 

to the currently global health crisis, stay at home order, increased workload increased emails and 
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meetings, and mandatory overtime.  Aim #2, increased interprofessional collaboration, measured 

by the number of cases handled by NPs per month, was analyzed using a run chart. The data 

collected was changed to reflect utilization rates of NPs, changes in expectations, responsibilities 

and job function at the project site comparing data 3 months prior to COVID-19 to after. 

Results 

The COVID-19 outbreak is a large threat to global health and has forever changed the 

way we view healthcare. This sudden pandemic pushed health care providers across the United 

States to collaborate in hopes of saving lives from an unknown virus impacting the world. Nurse 

practitioners are trained in a vary of areas focused on delivering quality care while educating 

patients on their COVID-19 risks, social distancing, washing hands, cleaning and disinfecting 

and managing anxiety associated with COVID-19 (CDC, 2020). There have been many federal 

and state policy changes related to the nurse practitioner scope of practice due to the increased 

demand for quality care during the COVID-19 pandemic (American Association of Nurse 

Practitioners, 2020).  

The original project and data goals were impacted by this unexpected pandemic. Due to 

COVID-19 there was a surge in the demands at the  virtual telemedicine project site, leading to 

lack of physician participation. Therefore, this quality improvement project refocused on 

collecting data to reflect the practice changes in co-management which can be found in 

comparisons of NP case load, responsibilities and tasks performed at the project site before and 

after COVID-19. 

Outcomes 

On March 11, 2020, the World Health Organization (2020), declared COVID-19 a global 

pandemic. COVID-19 is a respiratory illness caused by novel coronavirus. Symptoms include 
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cough and shortness of breath plus two or more of the following: fever, chills, new loss of taste 

or smell, muscle pain, headache, sore throat (Cennimo, Bergman & Olsen, 2020). The project 

site experienced unprecedented patient volume, which allowed for re-evaluation of how to offer 

the best care while meeting the demands of COVID-19. Our customers were experiencing higher 

wait times, the highest the company had ever seen. The physicians were inundated with emails, 

increased workload, mandatory overtime all while trying to balance a new normal with a stay at 

home order in place. This resulted in email fatigue and increased workload which deterred 

physicians from participating as they were treating patients on the frontline of COVID-19. The 

project site worked diligently, ramping up the number of doctors in the independent contractor 

capacity, developed COVID-19 risk assessment, updated a blog on a weekly basis, and more 

fully utilized NPs, all while tracking CDC guidelines to stay well-informed on reporting and 

treatment guidelines (A. Solawon, personal communication, July 1, 2020). 

The project originally began with the creation of an educational module and survey, but 

when it was deemed unfeasible, Aim #1 was eliminated and Aim #2 was reconfigured to include 

changes to NP case load, job role, expectations and responsibilities within the project site. These 

changes were tracked over 3 months prior to implementation and three months after, which also 

reflects pre-COVID-19 pandemic compared to COVID pandemic. See Appendix 5 for Revised 

Implementation Plan. 

Aim #2 focused on increased interprofessional collaboration, measured by the number of 

cases handled by NPs per month, which was analyzed using a run chart. The original goal was to 

increase cases handled by NPs by 15 cases a month. The month of December had a total of 827 

cases handled by NPs, January had 843 cases and February had a total of 908 cases. December 

2019, January 2020 and February 2020 reflect cold and flu season but not COVID-19. In March, 
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there was a huge influx to cases and changes in NP roles due to COVID-19 pandemic. In March 

2020 NPs handled 2409 cases, In April 2020 NPs handled 2618 cases and lastly, they handled 

2102 cases in May 2020. The goal of increasing cases handled by NPs by 15 cases a month was 

far exceeded. The last three months reflect working 7 days a week and extended hours to help 

keep up with demand during the pandemic. The data collected around NP assisted cases reflected 

an increased utilization rate of NPs. See run chart in Appendix 6. 

Discussion 

The initial PDSA cycle include planning a survey and educational module, implementing 

the survey which did not result in anticipated response rates and then studying the situation to 

make appropriate adjustments. The second PDSA cycle included planning a new way of 

assessing NP utilization by the project site, collecting case and role data, studying the results of 

the data and then acting to hold the gain of increased NP utilization.  

The original purpose of this QI project was to determine if a physician education module 

using a pre-test, post-test design improved physician knowledge and attitudes toward NPs and 

increased interprofessional collaboration between physicians and NPs in a virtual primary care 

telehealth setting. After initiation of an initial PDSA cycle, the initial purpose was not fully met 

due to the pandemic. The goal of Aim #1 included increasing the mean survey post test score by 

10 points but data collection was not feasible. However, Aim #2 was successful in increasing 

cases handled by NPs by at least 15 cases a month. The number of cases handled by NPs tripled 

in the 3 months post COVID-19. The influx in cases related to covid-19 were handled by NPs 

which helped improve clinical outcomes, prescription wait times and review of lab results.  

Due to the increased patient volume related to COVID-19, the project site has taken a 

step closer to integrating NPs into the practice. The conversation of expanding to a more 
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comprehensive multidisciplinary organization delivering primary care which includes NPs, has 

been a recurring topic. In fact, an NP pilot is scheduled to begin July 2020 for further evaluation 

on how to fully integrate NPs into the practice.  

Relation to other Evidence 

The co-management model includes a physician and NP sharing responsibility in 

managing a patient’s healthcare needs (Donelan et al., 2013). Studies have shown that patient 

outcomes are better when providers engage in a collaborative approach (Donelan et al., 2013). 

The findings from this quality improvement project supported this assertion such that access to 

care was improved with the utilization of NPs.  

According to Merriam-Webster (n.d.), crisis is defined as “an unstable or crucial time or 

state of affairs in which a decisive change is impending” (para. 1). During a crisis it forces 

collaboration for the common good and to stabilize the situation. COVID-19 was declared a 

pandemic and unprecedented collaboration occurred globally. Healthcare providers had to work 

together regardless of status to help stabilize the healthcare system and address patient and 

community health. The same happened at the project site, the company had to regroup and 

decide how to best serve patients and provide better access to care. Telehealth has continued to 

provide care while mitigating risk of transmission of COVID-19 for healthcare professionals and 

patients (CDC, 2020b). With no end to the pandemic in site, interprofessional collaboration in 

telehealth organizations will remain an important strategy to provide ongoing care 

Interpretation  

The Donabedian Model was used for the conceptual framework with the structure being 

the virtual primary care project site, nurse practitioners and physicians. See Appendix 7. The 

process was initially the actual educational module which was not feasible due to covid-19 but 
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was then adjusted to assess NP utilization.  The process was thus refocused to include the data 

captured for the number of NP assisted cases, changes in roles and expectations. Lastly, the 

desired outcome remained improving knowledge and attitudes toward interprofessional 

collaboration at project site. The unintended outcomes of changes to practice during the COVID-

19 pandemic were increased utilization of NPs and expanded roles.  The Transtheoretical Model 

guided the theoretical framework for this project (LaMorte, 2019). The model is meant to be 

cyclical until the achieved change is complete. Covid-19 proved to be a catalyst which facilitated 

progression on the stages of change to incorporate NP utilization. See Appendix 8. COVID-19 

has highlighted the inadequacies and opportunities within the current care model and hopefully 

the site will move towards a more comprehensive care model with the expansion of NP roles. 

Extensive time and effort were placed into planning for this project utilizing evidenced 

based research to develop an educational module. Unfortunately, COVID-19 interfered with the 

intended project. There were several other unanticipated results due to COVID-19. Foremost of 

the was these was increased utilization of NPs by expansion of roles and expectations within the 

care team. The number of cases managed by NPs increased exponentially during the pandemic 

compared to the prior 3 months.  For the project site location to keep up with the influx in 

demand, NPs needed to be used in a more efficient manner that included their full scope of 

practice.  The plan is to implement a third round of the PDSA cycle in 6-9 months’ time to help 

solidify positive changes resulting from the pandemic. The hope is that when the pandemic is 

over or at least more stable, more participation in the module and survey will occur. 

Limitations 

This QI project is a good example of the cyclical and iterative nature of the PDSA 

framework. While the failure to secure initially planned survey responses can be seen as a 
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limitation, the revision of the project purpose is a reality of clinical practice and can serve to 

inform future operational decisions at the project site. The changes to NP expectations and duties 

may change as the company moves away from crisis mode back to routine job expectations. 

Future studies may offset these limitations by including both physicians and nurse practitioners 

in future quality initiatives to help strengthen their collaborative relationships.  

Conclusion 

This quality initiative is a good lesson on being prepared for the unexpected, COVID-19 

showed just that. The COVID-19 pandemic has highlighted gaps in the healthcare system and 

provided further evidence of the need for co-management and interprofessional collaboration to 

better serve the community. As COVID-19 ravaged the nation, healthcare workers were in dire 

need to serve the first and hardest hit areas. Since the start of the COVID-19 pandemic, 

numerous states have lifted their restrictions on NP scope of practice laws, which permits 

temporary independent practice to assist with the pandemic (AANP, 2020). Hopefully these 

changes will become permanent.  

A physician shortage is evident, and it will take interdisciplinary collaboration to better 

enable patient access to healthcare (AAMC, 2018). Nurse Practitioners are trained, prepared, and 

willing to practice independently alongside other healthcare professionals to meet common 

goals. Moving to a more collaborative care model will help better serve the needs of patients at 

the project site. NPs are essential to making the transition successful. If physicians are better 

educated on the co-management model, NP scope of practice and NP education, the implications 

could be great. During COVID-19, having NPs on staff would have allowed the company to 

reach more people and better serve patient needs during a new and trying time. More quality 

initiatives are needed on physician/NP co-management model in the telehealth setting.  



 

22 
 

This initiative focused on NPs, but interdisciplinary collaboration can apply to other areas 

such as the entire care team and other health care disciplines. The sustainability of this quality 

improvement initiative relies on the organization’s desire for change, and desire to offer a more 

collaborative care approach to patient access to care. The COVID-19 results demonstrating the 

benefits of NP utilization can be used to support the need for physician/NP co-management.  
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APPENDIX 1: IRB Letter 
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APPENDIX 2: Facility Support Letter 
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APPENDIX 3: Educational Module Outline 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

33 
 

APPENDIX 4: Project Timeline 

Phase Milestone Estimated Month of completion 

  Nov Dec Jan Feb Mar Apr May 

Initiation Project site assessment →       

 Project proposal approved  →       

Planning Planning meeting →       

 Finalizing Tool  →      

 Apply for CE accreditation 
12/15/19 

 →      

 IRB approval   →     

 Educational material 
development 

  → →    

 CE Approval     →   

Implementation Pretest (Data Collection)     →   

 Narrated PowerPoint 
presentation (Educational 
Module) 

    →   

 Posttest (Data Collection)     →   

 Data collection completed     →   

Closing Analyze Data     →  → 

 Project write up        → 

→ indicates the month milestone is estimated for completion  
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APPENDIX 5: Revised Implementation Plan  

 

PRE-COVID-19 AFTER COVID 

5-day work week 7-day work week 

Prescription Clarifications Prescription Clarifications 

Covering provider lab review Covering provider lab review 

Inbound and outbound Pharmacy calls Inbound and outbound Pharmacy calls 

Wellness checks (Patient outbound call) Wellness checks (Patient outbound call) 

Clinical committee Clinical committee 

Primary Care committee  Primary care committee  

Mentor Clinical Support staff Mentor Clinical Support staff 

Care team administrative functions NP Care Team follow up calls 

 Training incoming per diem NPs 

 Chart audits MAs/RN/ NP  

 Care team administrative functions 

 Initiate and manage care plans 

 COVID-19 reporting (Health Dept) 

 COVID-19 lab review/Triaging 

 Created COVID-19 care team protocols and 
processes  

 Care team huddles 

 Primary Care Chart audit 
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APPENDIX 6: Run Chart NP Cases 
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APPENDIX 7: Donabedian Quality of Health Care Model adapted to the Project Site QI Project 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

        Structure             Process              Outcome 

-Physicians 

-Nurse Practitioners 

-Virtual primary care 

project site 

-Administration 

 

-Educational 

intervention focused 

on introducing the 

principles and 

benefits of co-

management between 

physicians and NPs 

to all providers 

-Culture 

-Pretest/Posttest 

 

 

-Improve  knowledge 

and attitudes toward 

interprofessional 

collaboration at project 

site  

-Increased utilization 

of NPs 
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APPENDIX 8: Transtheoretical Model of Behavior Change adapted to the Project Site QI 

Project 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Stage 5 Maintenance 

Physicians and NPs maintain 

long term change deep rooted 

in Co-management 

Stage 4 Action 

Majority of physicians and NPs 

start doing Co-management  

 

Stage 3 Preparation 

Accept change and make 

steps to implement co-

management 

Stage 2 Contemplation 
Physicians introduced to possibilities 

of change and are thinking about it 

Stage 1 

Precontemplation 

No Co-management 


