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Abstract: This article describes the association of COVID-19 on organizational attributes in pri-
mary care among 2 academic-practice partnership interprofessional collaborative practice (IPCP)
clinics. Our team used a concurrent, triangulation repeated-measures study design to examine
responses to the Survey of Organizational Attitudes of Primary Care (SOAP-C) instrument be-
tween January and December 2020. Analysis revealed statistically nonsignificant change over 12
months across all 4 subscales. Study results suggest that IPCP teams can function effectively
through adversity. The IPCP model seemed to bolster resilience making it a viable model for
ambulatory practices caring for vulnerable populations. Key words: behavioral health inte-
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THE CORONAVIRUS DISEASE-2019
(COVID-19) pandemic demanded ex-

traordinary changes to health care in a short
span of time. In early 2020, ambulatory care
across the United States adapted an in-person
to virtual care model seemingly overnight
(Al-Tawfiq et al., 2020; Oseran et al., 2021;
Reza et al., 2020). In Alabama, this transition
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happened in February of 2020 when our
health system announced the first COVID-19-
positive case (Alabama Public Health, 2021).
By March 2020, many of our outpatient
care delivery models drastically changed,
transitioning to mostly telehealth (video
or phone) ambulatory visits. Within our
health system, there are 2 academic-practice
partnership interprofessional collaborative
practice (IPCP) clinics. These clinics house
multiple disciplines that work together to
care for vulnerable patient populations: the
Providing Access to Health Care (PATH)
Clinic and Heart FailuRe Transitional Care
Services for Adults (HRTSA) Clinic, which
care for underserved patients with diabetes
and heart failure, respectively. Caring for un-
derserved patients creates unique challenges
for teams during a crisis. Thus, the purpose
of this study was to describe the association
of COVID-19 on interprofessional teams in
primary care clinics caring for vulnerable
populations.

Beginning in March 2020, the PATH Clinic
transitioned from its 2 days a week in-
person care to phone visits. During this
time, the clinic delivered essential medica-
tions, supplies (including masks), and food
to patient homes and eventually established
a drive-through service for patients to ob-
tain their blood work along with medications,
supplies, and food. The HRTSA Clinic con-
tinued its 5 days a week in-person visits
adjusting appointment times and socially dis-
tancing patients and staff within the clinic.
The HRTSA Clinic also delivered essential
medications and food to patient homes and
provided masks to patients (White-Williams
et al., 2020). The behavioral health integra-
tion (BHI) team that works in both clinics also
transitioned to virtual visits. Throughout the
pandemic, teams continued to provide care
for their vulnerable patients.

Both clinics and the BHI team prepared
staff for the change in care via Zoom meet-
ings and email communication. Even with
preparation, this change in care delivery was
stressful. Health care mandates were chang-
ing daily, schools were moving to virtual
learning, and daycare facilities were closing,

causing staffing difficulties and concerns for
employee safety (Hillson, 2020; Ness et al.,
2021). The change in the model of care
provisions required a change in operational
procedures. There was a learning curve for
devices used in virtual visits, and education
was needed on the proper use of personal
protective equipment for in-person visits.
While there has been a flurry of health
care workers leaving their professions in
the United States (Shahrour & Dardas, 2020;
Søvold et al., 2021), both clinic teams re-
mained stable throughout the pandemic with
low turnover.

As of December 2020, vaccinations were
made available to health care workers, and by
April 2021, both IPCP clinics were once again
providing in-person visits. However, with the
numbers of COVID-19 cases beginning to rise,
concern is heightened, yet again, if there
will be upcoming changes on how care is
delivered. Throughout the past 22 months,
both clinics continued to function as a team.
Yet, little is known about the impact of
the COVID-19 pandemic on interprofessional
teams.

METHODS

Study design

Our team used a concurrent, triangula-
tion repeated-measures study design to better
understand the phenomenon of interest
(McBride et al., 2019). Quantitative data were
collected using a valid and reliable survey
instrument, and qualitative data were col-
lected through key informant interviews. We
collected quantitative and qualitative data
separately but simultaneously to corroborate
findings. The question that guided this in-
vestigation was: What is the association of
COVID-19 on organizational attributes in pri-
mary care among IPCP clinics caring for
vulnerable populations?

Ethical considerations

Initial and ongoing approval from the Insti-
tutional Review Board at UAB was received
(IRB-130729005).
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Sample

The sample for this study included all inter-
professional health care providers and staff
from all disciplines in the PATH and HRTSA
Clinics and included an interprofessional BHI
team that provides care in both clinics. Em-
ployees from PATH and HRTSA Clinics as well
as BHI providers were invited to participate
in this study. Due to the small sample size, de-
mographic data are not presented to protect
participant confidentiality.

Setting

In 2011, the University of Alabama at
Birmingham School of Nursing launched a
nurse-led clinic to care for uninsured adults
with uncontrolled diabetes that provided care
1 day a week. Through Health Resources
and Services Administration (HRSA) Nurse
Education, Practice, Quality, and Retention
(NEPQR) IPCP grant funding in 2012, the
PATH Clinic was expanded to include an
interprofessional collaborative team and the
hours of operation were expanded. In 2014,
the HRTSA Clinic opened using HRSA NEPQR
IPCP funds to provide heart failure care for
underserved, uninsured, or underinsured pa-
tients with heart failure (Shirey et al., 2021).
Currently, the PATH Clinic operates 2 days a
week while the HRTSA Clinic provides care 5
days a week. Both clinics have been sustained
beyond the initial grant period with UAB
Hospital funding (Shirey et al., 2020). Both
the PATH and HRTSA Clinics provide care to
underserved, uninsured, or underinsured pa-
tients with diabetes and/or heart failure who
do not have another source of ongoing health
care. The clinics provide transitional care for
their patients with an overall goal of prevent-
ing unnecessary emergency department and
inpatient visits through care coordination.

Both clinics employ an IPCP model using
the STAND-UP model (Shirey et al., 2021),
a nurse-led, team-based approach, that in-
volves an interprofessional team of providers
working together to care for high-need, high-
cost patients. Care is patient-centered but
allows deference to expertise based on the pa-
tient’s needs at the time of visit, whereby the

discipline who is the expert for the patient’s
need assumes the lead role.

The PATH Clinic’s team includes social
work, nutrition, optometry, medicine, pub-
lic health, patient care technician, physical
therapy, informatics, nursing administration
in addition to nurse care coordinators, and
board-certified nurse practitioners (NPs). At
the HRTSA Clinic, the team includes NPs, a
clinical nurse leader, medicine, social work,
pharmacy, public health, health professions,
certified medical assistant, and health ser-
vices administration. The team of providers
represents faculty or staff from the school
of nursing, hospital, or other health-related
schools on the UAB campus. Collaboratively,
the interprofessional team of providers cares
for patients and their families and facili-
tates experiential learning opportunities at
the clinics for students, interns, and resi-
dents who will eventually enter the health
care workforce and care for underserved
populations.

In 2016, another HRSA NEPQR IPCP grant
was received to integrate behavioral health,
as patients seen at both clinics are medi-
cally complex and suffer from a variety of
social determinants as well as mental and be-
havioral health conditions, which negatively
impact their health. The integration of behav-
ioral health (BHI) services works to improve
mental health access and care by expanding
the IPCP model while incorporating students
into the IPCP to transform the workforce.
To aid integration of behavioral health into
these clinics, a behavioral health care coor-
dinator, licensed independent clinical social
worker, psychiatric-mental health NP, and a
psychiatrist were added. These behavioral
health experts have incorporated screening
tools to identify behavioral and mental health
disorders.

Further, the team has developed algorithms
for the treatment of depression, anxiety, sui-
cidality, and substance use. The first 4 years
of integrated behavioral health focused on
the screening, identification, and initiation
of treatment for depression, anxiety, suicidal-
ity, and substance use by the primary care
provider followed by handoff management by
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the behavioral health experts. In 2020, the
focus shifted toward a consultative method
for behavioral health whereby the behavioral
health experts aided in the treatment and
management of the patient through consul-
tative means. Behavioral health experts only
provided direct care to patients who were
resistant to treatment or who had serious
mental health disorders. This consultative ap-
proach continues to be the prevailing BHI
model of care used today.

DATA COLLECTION AND ANALYSIS

Quantitative data

SOAP-C

Our team collected quantitative data using
a validated survey instrument: the Sur-
vey of Organizational Attitudes of Primary
Care ([SOAP-C]; Ohman-Strickland et al.,
2007). The SOAP-C is a 21-item tool
used to assess health care professionals’
perceptions of organizational attributes re-
quired in primary care settings. The tool
has 4 subscales—communication, decision-
making, stress/chaos, and history of change—
and uses a 5-point Likert scale. The SOAP-C
showed excellent reliability and validity test
results. Cronbach’s α ranged from 0.904 to
0.917 for the subscales, and all item-subscale
correlations were significant at P < .001 level.

The SOAP-C was administered via Qualtrics,
an online survey development platform. Web
links to the surveys were distributed to
providers and staff members on a monthly
basis. Subscale scores were calculated by av-
eraging scores across individual items that
comprise each subscale. Nine items of the
SOAP-C were negatively phrased and reverse
coded before analysis. Subscale scores were
then aggregated separately as well as com-
bined across clinic sites. Monthly scores were
gathered across the 4 subscales of the SOAP-
C for calendar year 2020 across all providers
and staff at PATH and HRTSA Clinics as well as
the BHI team (mean = 13, SD = 5.07), with a
monthly sample size ranging from 5 to 22.

Considering this was a repeated-measures
study, a generalized estimating equation
(GEE) model with random effects was used

to examine outcome changes over time. The
time lag between each follow-up assessment
and the baseline assessment was set as the
between-subject predictor, and a natural log
transformation was applied to this predictor.
The random effects specified in the model
accounted for the randomness of the time
since the baseline assessment. All statistics
and graphs were generated in Tableau version
2020.1 and SPSS version 28.

Qualitative data

We collected qualitative data from key in-
formant interviews with providers and clinic
staff. Key informant interviews were con-
ducted one-on-one via Zoom by 2 trained
evaluation staff members using a standard-
ized interview protocol developed by the
research team (see the Supplemental Digital
Content, available at: http://links.lww.com/
JACM/A107). Interviews lasted between 20
and 45 minutes, and staff members took
notes by hand. Notes were stored on a
shared drive, and evaluation staff members
discussed completed interviews to ensure
accuracy and completeness of note taking.
Zoom recordings were also available for re-
play to capture participant quotes verbatim.
Evaluation staff members used the inter-
view protocol to explore provider roles,
interactions, understanding of IPCP, and
lessons learned. Interviews were conducted
in both September 2020 (n = 13) and
May 2021 (n = 19).

Evaluation staff members used NVivo 12
to code, arrange, sort, and manage sections
of text (QSR International Pty. Ltd, Version
12). Coding followed procedures outlined by
Ivankova (2014) and allowed the research
team to extrapolate recurring words and
ideas from providers. The major themes of
the study were derived from the 4 SOAP-C
subscales: communication, decision-making,
stress/chaos, and history of change. All codes
were reviewed by the coauthors, and dis-
agreements were discussed until consensus
was reached. Consistent with best practices
in qualitative design, we used multiple meth-
ods of verification to ensure qualitative rigor
including peer debriefing, internal memoing,
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Figure 1. Monthly results of SOAP-C for providers and staff at PATH and HRTSA Clinics and BHI team
(January 2020 to December 2020). BHI indicates behavioral health integration; HRTSA, Heart FailuRe Tran-
sitional Care Services for Adults; PATH, Providing Access to Health Care; SOAP-C, Survey of Organizational
Attitudes of Primary Care.

and the use of an audit trail (Morse et al.,
2002).

RESULTS

Quantitative results

Across the 4 organizational subscales on the
SOAP-C, scores were relatively high and con-
sistent over time (see Figure 1). As noted
in instrument guidance, higher scores in-
dicated greater alignment with IPCP. GEE
analysis revealed statistically nonsignificant
change over the 12 months across all 4 sub-
scales: communication, χ2(1) = 0.75, P =
.388; decision-making, χ2(1) = 1.85, P =
.174; stress/chaos, χ2(1) = 0.01, P = .909;
history of change, χ2(1) = 1.70, P = .192. No-
tably, participant scores across all 4 subscales
were lowest in March and April 2020, which
is consistent with the transition to telehealth
at the PATH Clinic due to COVID-19. The 2
lowest scores, stress/chaos (3.3) and history
of change (3.2) occurred in March 2020.

Evaluators for the NEPQR-BHI program
have collected SOAP-C data from PATH and
HRTSA providers and staff members since

2017. Longitudinal, composite scores for the
4 SOAP-C subscales are presented in Figure 2.

Qualitative results

Using key informant interviews, our team
used deductive coding to further explore
the 4 SOAP-C subscales: communication,
decision-making, stress/chaos, and history of
change. For each theme, we provide context
and representative quotes. Qualitative re-
sponses are intended to expand quantitative
findings.

Communication

Prior to the pandemic, discussions of pa-
tient care occurred through team huddles in a
shared clinic space. However, due to COVID-
19, meeting in person was limited between
March and September 2020 in the PATH
Clinic. Nevertheless, 3 interviewees noted
that team huddles still occurred throughout
the pandemic via Zoom to discuss patients,
develop treatment plans, and divide work
among team members.

In addition to huddles in Zoom, providers
also mentioned their increased use of the
electronic medical record (EMR) system for
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Figure 2. Longitudinal, composite SOAP-C for providers and staff at PATH and HRTSA Clinics (2017-
2021). HRTSA indicates Heart FailuRe Transitional Care Services for Adults; PATH, Providing Access to
Health Care; SOAP-C, Survey of Organizational Attitudes of Primary Care.

communicating and collaborating with other
team members. Messages shared in the EMR
conveyed important patient information with
other clinic providers and proved to be a “life-
saver” in the rapid transition to telehealth.
Interviewees agreed that team members were
“very available to each other via phone and
telehealth.”

One individual stated, “Clinic staff commu-
nicated more (during the pandemic), though
communication may have been less efficient
(via Zoom).” Despite potential inefficiencies
of remote interactions, there was consensus
among team members that communication
was critical to serving this patient population,
and the pandemic only increased the need for
intentional communication among providers
and staff members.

Decision-making

According to team members, the PATH
and HRTSA Clinics use a shared decision-
making model based on the tenets of IPCP.
Respondents suggested that this collective
approach to patient care allows them to ad-
dress medical, social, and emotional issues

simultaneously, which is important due to the
overlapping nature of physical and mental
health. Several team members noted that the
clinical team rotates leadership responsibili-
ties based on patient needs. One respondent
stated:

IPCP allows all of the providers to work together
to serve the patient and what their most important
need is that day, so we kind of let who’s most im-
portant take the role for that day, and we all kind
of work together to collaborate and include the
patient in their plan of care.

Team members suggested that the patient-
centeredness of IPCP allows providers to be
responsive to a patient’s most pressing needs,
which further underscores the connections
between behavioral and physical health. Fur-
thermore, interviewees observed that this
shared decision-making approach to patient
care disrupts the hierarchical structure that is
frequently present in health care settings.

Stress/chaos

As previously noted, the PATH Clinic tran-
sitioned to telehealth appointments in March

Copyright © 2022 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.



The Association of COVID-19 on Organizational Attitudes in Primary Care 101

2020 due to COVID-19. The HRTSA Clinic re-
mained open for in-person visits throughout
the pandemic but implemented significant
changes in protocols including the use of
masks and face shields; strict hand hygiene;
staggered patient appointments; socially dis-
tanced chairs in the waiting room; floor
signage, and temperature checks upon pa-
tient arrival.

In addition to procedural changes, team
members observed that their patient pop-
ulation was at an increased risk of severe
complications from COVID-19 and faced
increased financial insecurity due to the pan-
demic. Many patients lost their jobs and had
difficulty affording food, housing, medica-
tion, and necessary medical supplies. One
provider stated:

Sometimes we have to prioritize what medications
they (patients) should buy because they only have
so much money to purchase medications . . . Some
people have run out of strips or pen needles, and
they couldn’t afford more.

In response to patient needs, team mem-
bers implemented a system for ensuring
medical adherence. One team member
stated:

We’ve done a lot of adapting . . . Our patients used
to come to clinic to get their insulin and our team
has done home delivery, neighborhood delivery,
and now, patients are coming to the parking lot
to get their insulin and they can do some labs at
the same time. Just making sure that patients are
getting what they need.

More than half of interviewees specifically
stated that they were proud of how providers
and staff worked together during the pan-
demic to meet the needs of the patient
population. One interviewee noted that team
members “made the main thing the main
thing” by prioritizing the aspects of patient
care that were most important during this
extremely chaotic time.

History of change

History of change refers to how mem-
bers of an organization manage patient care
and operations. Team members cited BHI as

an innovative and collaborative approach to
improving patient care. Providers and staff
agreed that BHI helps patients build coping
skills that lead to significant behavioral health
improvement, such as medication adherence.

Despite general agreement among team
members that BHI plays an important role in
improving patient care, several interviewees
suggested that more could be done to inte-
grate physical and mental health services to
“use [the BHI team] to [its] fullest potential.”
Collaboration with BHI providers proved to
be challenging at times during the pandemic.
One provider stated:

I think sometimes, with telehealth, there’s this
thought that [patients will] talk to the medical
provider, then the social worker will pick up and
call, and the BHI specialist will call, and then the
dietician will call, but I don’t think this works
seamlessly. Either one person (provider) can’t get
them (patients) on the phone or you’re sort of
tripping over each other on the phone.

Nevertheless, team members expressed the
belief that BHI allowed providers and staff
to offer the most comprehensive care possi-
ble during the pandemic when the focus on
mental health was especially acute. Addition-
ally, several providers expressed appreciation
for the ability to refer patients for behav-
ioral health treatment within the same clinic
suggesting, “[it] makes a big difference to
the patients that the various members of
their health team work together and trust
each other.” One staff member described the
evaluation of patients for mental health as
an “ingrained” clinic process, which leads
to more comprehensive, holistic care for
patients.

DISCUSSION

The COVID-19 pandemic compelled clinics
to manage health care for vulnerable patients
differently and intensified plans to ensure a
healthy workforce while doing so (Al-Tawfiq
et al., 2020). The intense need to meet these
demands affected the provision of care at
both the PATH and HRTSA Clinics. Strategies
similar to those described by Al-Tawfiq and
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colleagues (2020) were initiated slightly be-
fore the state’s Safer at Home order issued
on April 30, 2020 (Alabama Public Health,
2021). Nevertheless, between January 2020
and December 2020, team members at the
PATH and HRTSA Clinics consistently rated
the 4 organizational attributes within the
SOAP-C subscales high even in the midst of a
global pandemic. Moreover, scores showed
little variation over the 12-month period
and aligned with composite SOAP-C subscale
scores since 2017.

According to leadership team members,
and consistent with findings by Ness et al.
(2021), the lowest SOAP-C scores likely re-
flected challenges associated with the anxiety
in providing care to chronically ill patients
at the beginning of a global pandemic and
rapidly changed health care practices asso-
ciated with shifting models of care delivery
(in-person to telehealth). For the HRTSA
Clinic, it was a time of daily changes to clinic
workflow, which included social distancing,
wearing proper personal protective equip-
ment, and screening patients for COVID-19
symptoms.

Team members suggested that the team-
based, interprofessional nature of patient care
was one of the primary reasons the clinics
continued to function at a high level dur-
ing the pandemic. Within IPCP, providers
across multiple disciplines share responsibil-
ity for patient care, and the team leader
varies depending on the greatest needs of
the patient. This collaborative model neces-
sitates clear and consistent communication
as well as shared decision-making to en-
sure warm handoffs between team members.
Moreover, it spreads responsibility for patient
care across a health care team, rather than a
single provider. Despite the urgency of tran-
sitioning to telehealth visits with patients,
team members noted that longstanding and
trusted relationships between administrative
staff members, providers, and patients led to
greater continuity of care.

Team members observed that the means
of service delivery, telehealth versus in-
person visits, was not as efficient as they
would have preferred. Nevertheless, team

members, especially providers, used the tools
at their disposal for communicating with one
another, such as phone calls and patient
notes in the EMR. Furthermore, the patient-
centered design of care teams, irrespective
of delivery model, changed the way team
members thought about patient care, which
translated into consistently high scores for
communication, decision-making, and history
of change.

Similarly, the integration of behavioral
health into the overall model of care, insti-
tuted before the pandemic, provided a much-
needed resource to providers and patients
throughout the crisis. Challenges associated
with COVID-19 for patients, including finan-
cial instability, medical uncertainty, and fear
of the unknown, increased the need for men-
tal and emotional support (Ness et al., 2021).
Consultative and direct care by trained BHI
providers, as well as tools and training to ad-
dress behavioral health needs, provided all
team members the confidence to provide the
highest quality of care to their patients. The
inclusion of BHI speaks directly to how team
members prioritized patient needs, especially
in time of high stress and chaos.

Team members concluded that the PATH
and HRTSA Clinics were willing and able
to adapt to the pandemic due to their
commitments to one another and their pa-
tients. Unlike traditional health care models,
the shared decision-making model of IPCP
values expertise over job titles, which al-
lows team members to work collaboratively
and interdependently to address the great-
est needs of patients. Recognizing that access
to and affordability of medications would
pose significant challenges to their patient
population, providers, and staff members or-
ganized home and site-based deliveries to
ensure continuity of care. Once again, this
patient-centered focus shifted attention away
from the physical clinics to meeting pa-
tients “where they are,” both literally and
figuratively.

Limitations

The total number of SOAP-C scores var-
ied month-to-month based on participant
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responses. The steep drop in participation
in February 2020 was most likely due to
the pandemic since all scores were col-
lected the month following the posted
date (ie, February scores were collected in
March). Managing the complex issues re-
lated to COVID-19 and clinic operations may
also be responsible for lower participation
rates in April and May 2020. Finally, sur-
veys were not administered in February,
August, and September 2020 at the HRTSA
Clinic because HRTSA leadership wanted
to reduce staff burden while dealing with
COVID-19 cases. The absence of participant
scores during these months may have artifi-
cially inflated scores. Additionally, the total
number of interviewees varied from Septem-
ber 2020 to May 2021. These may all be
considered limitations of the study; there-
fore, caution should be used in interpreting
results.

Findings were based on self-reported scores
on the SOAP-C and explanatory data from
a small yet purposeful set of providers and
staff at these 2 IPCP clinics; therefore, results
cannot be generalized beyond program par-
ticipants. Furthermore, data were collected
during a period of great upheaval due to the
COVID-19 pandemic. Finally, there may have
been factors other than IPCP and BHI that in-
fluenced the stability of SOAP-C scores over
time.

Lessons learned

Key points that we learned from the pan-
demic and would apply to any crisis:

1. During a crisis, effective communication
is crucial to team functioning.

2. Allowing the team to be part of the rapid
change decisions aids to decrease stress
and chaos.

3. Offering support and flexibility during a
crisis fosters resilience.

4. Effective teams have little variation even
in the face of adversity and change.

CONCLUSION

The purpose of this article was to describe
the association of COVID-19 on organiza-
tional attributes in primary care among 2
academic-practice partnership IPCP clinics.
Based on study findings, we suggest that
IPCP teams can function through adversity
and uphold the standards of the IPCP model
throughout a stressful pandemic. COVID-19
evoked anxiety and necessitated rapidly
evolving provisions of care to ensure patient
and health care safety and well-being. How-
ever, little knowledge exists related to quanti-
tative evaluation methods during a pandemic.

Undeniably, the IPCP model was success-
ful during the COVID-19 pandemic. Our
study further supports that IPCP is a vi-
able model for ambulatory practice caring
for underserved and vulnerable populations.
Despite the anxiety and rapidly changing sit-
uation, our teams rose to the occasion and
improved in deference to expertise, commu-
nication, and a true investment in health care
well-being. Implications for future research
include a more in-depth examination of the
IPCP model itself. Further research is needed
to explore whether any of the individual com-
ponents of the IPCP model better facilitate
team functioning during a crisis.
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