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ABSTRACT

Individuals adopting health promotion behaviors benefit from improved health and
reduced risk of chronic diseases. Trends in health care include promoting patient engagement
and the development of a partnership between clinicians and patients to improve health and
health outcomes. The purpose of this descriptive, correlational study was to examine the
relationships between patient engagement, the nurse practitioner-patient partnership and health
promotion behaviors among adults in the primary care setting. Pender’s health promotion model
and the recently created interactive care model provided the theoretical framework for this study.
Convenience sampling was used to recruit 85 participants from a nurse practitioner primary care
practice in north New Jersey. Participants were asked to complete questionnaires that measured
health promotion behaviors (Health Promoting Lifestyle Profile 11), the quality of the nurse
practitioner-patient partnership (Patient Reactions Assessment) and a person’s capacity to engage
in their health care (Person Engagement Index). Results showed moderate correlation between
the nurse practitioner-patient partnership and health promotion behaviors (r=.366, p<.001).
There was a strong correlation between the nurse practitioner-patient partnership and patient
engagement (r=.494, p<.001) and a strong correlation between patient engagement and health
promotion behaviors (r=.596, p<.001). In a multiple regression analysis only a person’s capacity
to engage in health care significantly predicted health promotion behaviors (R?= .362, p<.001).
This model explains 36.2% of the variance in health promotion behaviors. Improving health
outcomes is an important goal in today’s health care system. Patient engagement is a significant
predictor of health promotion behaviors. The Interactive Care Model can serve as a framework
for nurse practitioners to build partnerships and support patient engagement.

Keywords: health promotion behaviors, patient engagement, nurse-patient partnership
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Chapter |
Introduction

Health is influenced by one’s social, economic, cultural, and environmental factors
(Murdaugh et al., 2019). Importantly, the greatest predictors of health involve health behaviors
such as healthy diet, exercise, disease prevention, and positive relationships (Department of
Health and Human Services [DHHS], 2020). Individuals engage in various behaviors every day
that influence their health in either a positive or negative way. Certain risky behaviors such as
smoking, alcohol use, overeating and physical inactivity lead to poor health outcomes. One-third
of all deaths in the U.S. are due to cardiovascular disease and stroke (Centers for Disease Control
and Prevention, 2022). The economic burden of unhealthy behaviors is significant. According to
the Centers for Disease Control and Prevention (CDC, 2022), over 16 million Americans have a
smoking related health condition costing $240 billion annually. A lack of physical activity can
contribute to heart disease, diabetes, cancer and obesity, and costs $117 billion every year (CDC,
2022). Healthy behaviors such as a healthy diet and physical activity can prevent cardiovascular
disease, stroke and type 2 diabetes (CDC, 2022).
Health Promotion Behaviors

Staying healthy consists of adopting behaviors that promote, protect, or maintain health
such as a healthy diet, physical activity, vaccinations, use of seat belts, avoiding drugs, and
limiting alcohol intake (Murdaugh et al., 2019). People who engage in health promoting
behaviors improve health, achieve enhanced quality of life (Murdaugh et al, 2019), and prevent
the onset of chronic conditions (Khodaveisi et al., 2017). Even a low frequency of participation
in health promoting behaviors, such as exercising once a week, has been associated with health

benefits (Byrne et al., 2016).



Health promotion is a process of empowering individuals to achieve health goals
(Murdaugh et al., 2019). Health promotion behaviors are aimed at achieving enhanced health,
greater functional health status and improved quality of life for individuals, families, and
communities. Some of the factors that influence health promotion behaviors studied in previous
research include health orientation (Arif & Qayyum, 2019), locus of control (Stephenson-Hunter
& Dardeck, 2019), self-efficacy, perceived health status (Maglione, 2021; Sohng et al., 2002),
compassion fatigue, burnout, compassion satisfaction (Neville & Cole, 2013), health coaching
(Maners et al., 2018), social support, self-efficacy and commitment to a plan (Maglione &
Hayman, 2009), social resources (Webel et al., 2016), patient and caregiver perceived social
support, number of comorbidities, and symptom distress (Ellis et al., 2017), and patient
engagement (Sawesi et al., 2016). The concept of patient engagement has been shown to be a
positive influence on health promotion behaviors such as exercise, overall safety, stress (Harvey
et al., 2012), cancer prevention screenings, avoiding unhealthy behaviors, maintaining proper
weight (Greene & Hibbard, 2011), and eating healthy (Roberts et al., 2016).

Patient Engagement

The concept of patient engagement first appeared in the literature during the 1990s
(Higgins et al., 2017). Patient engagement is based on the principles of respect for autonomy and
the patient’s right to self-determination, thus giving patients power to express their needs and
preferences regarding health care decisions (Graffigna, 2017; Krist et al., 2017). Historically,
patients were viewed as passive participants in health care with little decision-making power
(Will, 2011). The advent of the concept of patient engagement signaled the end of the
paternalistic model of care where authoritarian providers tell patients what to do (Coulter, 2011;

Krist et al., 2017). Today, patients are viewed as experts of their medical history and use their



personal health experiences to participate in the decision-making process (Krist et al., 2017).
Current recommendations from various health care agencies encourage patient
participation and engagement in their health care (Courtemanche et al., 2018; Sofaer &
Schumann, 2013). According to Graffigna and Barello (2018), patient engagement is a promising
strategy that promotes the patient’s active role in the management of their health care. There is
no single agreed upon definition for the concept of patient engagement in the literature. Gruman
et al. (2010) defines patient engagement as “actions individuals must take to obtain the greatest
benefit from the health care services available to them” (p. 351). Patient engagement can be
further described as consisting of two aims: managing health care and managing one’s health.
Behaviors related to managing health care include the patient’s role during the medical visit and
as a consumer of health care services. While these roles are different, engaged patients have the
ability to seek health care and make health-related decisions throughout their health care journey.
Behaviors related to managing one’s health involves a patient’s ability to self-manage chronic
conditions, prevent disease, and adopt healthy behaviors (Gruman et al., 2010). Achieving these
individual aims are vital to receiving the maximum benefit from available health care services.
The primary realms of patient engagement include a patient’s involvement in decision-
making, self-management of care (Krist et al., 2017), and setting goals for healthy behaviors
(Esposito et al., 2016). Patients actively engaged in their health care achieve better outcomes
(Longtin et al., 2010), patient safety, quality of care (Weingart et al., 2011), satisfaction with
their care (Ghane et al., 2014), greater participation in shared decision making and self-
management of their health (Higgins et al., 2017), and report increased frequency of health
promotion behaviors (Greene & Hibbard, 2011; Roberts et al., 2016). Importantly, the degree of

an individual’s level of engagement influences how likely, or less likely someone is to engage in



certain behaviors. For example, higher levels of patient engagement are associated with greater
likelihood of receiving preventive care, lower likelihood of using tobacco and utilizing the
emergency department (Greene & Hibbard, 2011).

Nurse Practitioner-Patient Partnership

An important trend in health care is for patients to partner with their provider and
function as an equal member of the health care team (Pomey et al., 2015). However, patients
need the skills and confidence necessary to manage their care in partnership with their health
care provider (Grady & Gough, 2014). It is through this unique provider-patient partnership that
effective communication, education, and shared decision-making empowers patients to
participate in self-care, health promotion behaviors, and accept responsibility for choices made
(Carollo, 2015; Murdaugh, et al., 2019). The health care provider’s role is to facilitate this
process through sharing knowledge, values, and power with their patient (Murdaugh et al, 2019).
A respectful provider-patient partnership, based on trust, facilitates patients to discuss their
concerns, problems, and needs (Carollo, 2015).

Studies have shown that a quality, trusting relationship between patient and health care
provider fosters patient engagement (Carollo, 2015; Graffigna et al., 2017; Komaromy et al.,
2018; Wood et al., 2018). Research by Sloan and Knowles (2017) demonstrates that patients
desire a partnership with their provider that includes empathy, listening and respect. Establishing
a psychological, emotional, and spiritual bond between patient and provider fosters behavioral
change (Drenkard et al., 2015). Providers who offer emotional support to their patients promote a
partnership based on trust (Sloan & Knowles, 2017). Wood and colleagues (2018) reported that
the patient experience of having a provider display genuine care and concern for them was

necessary in keeping them engaged in their care. Patients report increased patient engagement



and desire to improve health and health behaviors due to a strong relationship with their primary
care provider (Komaromy et al., 2018).

Conversely, Pomey et al. (2015) found that patients experience frustration and anger
when health care providers fail to listen to them and lack empathy. Wood and colleagues (2018)
observed that providers who failed to partner and collaborate with patients were found to be
incompatible, thus leading to a poor patient-provider relationship. Hurley and colleagues (2018)
found that providers who failed to establish a good rapport with their patients resulted in patients
feeling detached from them. In addition, patients reported difficulty openly discussing their
concerns with providers who appeared arrogant or rushed.

The importance of a strong provider-patient partnership and its influence on patient
engagement is not always supported in the literature. A qualitative study by Pomey and
colleagues (2015) involved semi-structured interviews with patients living with at least one
chronic condition and were familiar with the concept of patients as partners. Some patients
reported that their health care providers did not seek a strong partnership with them. Health care
providers failed to listen and collaborate with them as equal partners. Consequently, these
patients experienced dissatisfaction with their health care situation. Despite this, actively
engaged patients reported that they were able to adapt and sought other health care providers that
were able to collaborate with them, meet their needs, and achieve their goals of care. Some
patients were more confrontational and reported feeling comfortable enough to tell their provider
to stop and listen to their needs and concerns. These patients felt that it was important to have an
honest relationship with their provider and to be able to tell them when the relationship was not
meeting their health care needs. The study found that most patients wanted to be treated as a

partner and participate in their plan of care. Overall, their results showed that some patients are



so actively committed to their health care that even if their health care provider fails to actively
support the partnership, some patients were able to directly ask for what they needed from the
provider to improve the partnership, or to take the initiative to seek a different provider.

This study will focus on the relationships among the variables of health promotion
behaviors, patient engagement, and the quality of the health care provider-patient partnership.
The scope of health care provider will be narrowed down to study nurse practitioners (NPs) in
particular.

Nurse Practitioners and Health Promotion Behaviors

Several studies identified in the literature involving nurse practitioner-led programs,
interventions, and strategies to increase health promotion behaviors in adults (Cera et al., 2019;
Ritten et al., 2016). Few studies pertain to NPs practicing in primary care and their influence on
health promotion behaviors. Heale and Fournier (2017) examined the patient experience of
primary care in nurse practitioner-led clinics and the use of advanced access scheduling. Patients
reporting higher levels of satisfaction with clinic services were significantly associated with
healthier lifestyle changes and better control over medical conditions. Rickard and Hamilton
(2020) examined NP practice patterns and the patient experience of nurse practitioner-led
primary health care. Findings demonstrated that patients reported a high satisfaction rate with
NPs due to their ability to listen and provide emotional support, involve patients in decision
making and setting goals, treat patients with respect and dignity, and provide health promotion
strategies.

This study will focus on the relationships among the variables of health promotion
behaviors, patient engagement, and the nurse practitioner-patient partnership. Most of the

literature to date focuses on various forms of patient engagement strategies and their influence on



health promotion behaviors. Little research has been found relating to the level of a patient’s
engagement in their health care and its influence on health promotion behaviors. The desire and
capacity to engage in health care is unique and will vary among individuals (Higgins et al.,
2017). It is unclear how different levels of engagement relate to the quality of the nurse
practitioner-patient partnership and on health promotion behaviors. It is also unclear how the
quality of the nurse practitioner-patient partnership is related to health promotion behaviors in
patients. No studies have been found that examine the quality of the relationship between the
nurse practitioner-patient partnership and a person’s level of health care engagement on their
health promotion behaviors.
Purpose

The purpose of this study is to examine the relationships between patient engagement, the
quality of the nurse practitioner-patient partnership, and their impact on health promotion
behaviors among adults in the primary care setting.
Problem Statement

Important goals of health promotion include reducing health risk, promoting healthy
lifestyles, and promoting a healthy environment (World Health Organization [WHO], 2020). A
better understanding of how to promote patients’ adoption and participation of health promotion
behaviors is necessary to improve the overall health of the country. The concept of patient
engagement in which patients actively participate and are partners in their health care is
associated with increased frequency of health promotion behaviors (Greene & Hibbard, 2011;
Roberts et al., 2016). A caring partnership between provider and patient has been shown to keep
patients engaged in their health and influences patients to improve health and health behaviors

(Komaromy et al., 2018; Wood et al., 2018). There is limited research regarding the relationships



between patient engagement, the quality of the provider-patient partnership, and health
promotion behaviors. Specifically, there is no known study that has examined these variables
within the context of the nurse practitioner-patient partnership in the primary care setting. There
is a need to better understand the relationship between patient engagement and the nurse
practitioner-patient partnership and their influence on health promotion behaviors.

Research Questions

The overarching research question of this study is:

1. What are the relationships between and among the patients’ perceived quality of the
nurse practitioner-patient partnership, patient’s capacity to engage in their health care,
and health promotion behaviors among adults receiving primary care from nurse
practitioners?

Research sub-questions of this study are:

1. What is the relationship between the patients’ perceived quality of the nurse practitioner-
patient partnership and a patient’s capacity to engage in their health care among adults
receiving primary care from nurse practitioners?

2. What is the relationship between the patients’ perceived quality of the nurse practitioner-
patient partnership and health promotion behaviors among adults receiving primary care
from nurse practitioners?

3. What is the relationship between a patient’s capacity to engage in their health care and
health promotion behaviors among adults receiving primary care from nurse

practitioners?



Hypotheses
H1: There is a positive relationship between the patient’s perceived quality of the nurse
practitioner-patient partnership and a patient’s capacity to engage in their health care among
adults receiving primary care from nurse practitioners.
H2: There is a positive relationship between a patient’s perceived quality of the nurse
practitioner-patient partnership and a patient’s health promotion behaviors among adults
receiving primary care from nurse practitioners.
H3: There is a positive relationship between a patient’s capacity to engage in their health care
and a patient’s health promotion behaviors among adults receiving primary care from nurse
practitioners.
H4: There is a positive relationship among a patients’ perceived quality of the nurse practitioner-
patient partnership, a patient’s capacity to engage in their health care and health promotion
behaviors among adults receiving primary care from nurse practitioners.
Definitions of Variables

Nurse practitioner-patient partnership is defined as a unique relationship which allows
nurse practitioners to engage patients as active partners in their health journey towards a
common, shared health goal. Peplau (1991) views the nurse practitioner-patient relationship on a
continuum. At one end of the continuum there is no relationship and at the other end are two
individuals working collaboratively together towards a shared health goal or solve a health
problem. The nurse practitioner-patient partnership is operationally measured using the Patient
Reactions Assessment (PRA) which examines the patient’s view of the quality of the patient-
provider relationship (Galassi et al., 1992).

Patient engagement is defined as “actions individuals must take to obtain the greatest



10

benefit from the health care services available to them” (Gruman et al., 2010, p. 351). A patient’s
capacity to engage in their health care will be measured using the Person Engagement Index
(PEI) (Swartwout et al., 2018).

Health promotion behaviors is defined as “the positive action outcome in the health
promotion model (Murdaugh et al., 2019, p. 44). The action of participating in the targeted health
promotion behavior leads to improved health, function, and quality of life. Health promotion
behaviors are classified into six domains: nutrition, physical activity, stress management, health
responsibility, interpersonal relations, and spiritual growth (Walker et al., 1995). Health
promotion behaviors is operationalized and will be measured using the adult version of the
Health Promoting Lifestyle Profile [HPLP I1] (Walker et al., 1995).

Inclusion and Exclusion Criteria

This study will be limited to patients seen in a nurse practitioner led primary care practice
in New Jersey. Patients must be 18 years or older that are known to and receive their primary
care at the nurse practitioner practice. Participants must have had a previous medical visit with
the nurse practitioner at the time of data collection. Participants must be able to read and speak
English well enough to complete the questionnaires and provide consent for study.

Exclusion criteria consists of adult patients that are unable to read and speak English well
enough to complete questionnaires.

Conceptual Frameworks

Pender’s (2011) health promotion model and the interactive care model (ICM) (Drenkard
et al., 2015) will provide a theoretical basis for this study. Pender’s model provides a theoretical
understanding of the multifactorial components that influence health promotion behaviors. The

ICM provides an understanding of the relationship between the nurse practitioner-patient
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partnership and patient engagement.
Health Promotion Model.

The purpose of health promotion behaviors is to improve one’s health, function, and
quality of life. Nola Pender’s (2011) health promotion model (HPM) describes the factors that
impact health behaviors from a holistic nursing viewpoint. The model first appeared in the
nursing literature in 1982 and is based on social cognitive theory and expectancy-value theory.
The HPM explains the multidimensional nature of individuals as they interact with their social
and physical environment (Murdaugh et al., 2019). Central to the model are three domains of
individual characteristics and experiences, behavior-specific cognitions, and behavioral
outcomes (Pender, 2011). Individual characteristics and experiences include a person’s prior
behavior, which is often considered to be the best predictor of an individual’s future behaviors
(Murdaugh et al., 2019). Personal factors include biological, psychological, and sociocultural
influences, but generally are limited to those that are most applicable to the target behavior.
Individual characteristics and experiences, and behavior-specific cognitions, in conjunction with
a commitment to a plan of action, result in health promotion behaviors. However, immediate
competing demands or competing preferences may interfere and offset the plan of performing a
health-promotion behavior. The behavioral outcome of this model is the positive action of
performing the targeted health promotion behavior.

The concept of patient engagement and the nurse practitioner-patient partnership are
indirectly discussed within the domain of behavior-specific cognitions and affect. Self-efficacy is
a person’s belief in their ability to perform a particular behavior (Murdaugh et al., 2019). An
individual’s perceived self-efficacy or competence is their belief in their skills and ability to

engage in certain health behaviors. The greater self-efficacy in performing a health promoting
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behavior, the more likely an individual will commit to a plan of action and perform that behavior
(Pender, 2011). The concept of patient engagement is also rooted within the core principles of
health promotion. The principles of health promotion include participation of stakeholders, and
empowerment of individuals and communities to have greater control over personal,
socioeconomic, and environmental factors that influence their health (Murdaugh et al., 2019).

Interpersonal influences relate to the behaviors, beliefs, or attitudes from family, peers,
and health care providers (Murdaugh et al., 2019). Interpersonal influences consist of social
norms, social support, and modeling (learning through observation of others). These
interpersonal influences determine a person’s tendency to participate in health promotion
behaviors. Health care providers are an important influence on whether someone engages in
health promotion behaviors (Pender, 2011). While the HPM recognizes the influences of patient
engagement on health promotion behaviors, the model does not emphasize or explicate the
importance of the patient provider partnership and its influence on increasing a patient’s
engagement in their health care. The connection between the concepts of the provider-patient
partnership and patient engagement are central to the ICM, which provides additional theoretical
guidance for examining the relationships between these variables. It is this partnership between
patient and provider that is essential to achieving positive health care outcomes such as health
promotion behaviors (Drenkard et al., 2015).
Interactive Care Model.

The interactive care model (ICM) is a recently developed care delivery process model to
support health care providers and organizations in engaging patients in their health care to
achieve improved outcomes (Drenkard et al., 2015). The model consists of five phases that are

similar to the nursing process: assessing the person’s capacity for engagement, exchanging
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information and communicating choices, planning between the person and clinician, deciding
interventions, and evaluating clinical outcomes and capacity for engagement.

The central feature of this model is the partnership between the provider and patient, and
the partnership roles used to develop strategies to engage patients. Unique to this relationship are
the seven provider-patient/family partnership roles (coaching, collaborating, navigating, whole
presence, caring and trusting relationship, knowledge exchange and intentional presence) that
heighten a person’s engagement while building a true partnership between the provider and
patient (Drenkard et al., 2015; Swartwout et al., 2018). Throughout this process model providers
and patients may utilize their roles in various ways to build and strengthen the partnership and
improve patient engagement (Swartwout et al., 2018). The model is based on open systems
theory and encourages people to participate in their care and create strong clinician-patient-
partnerships leading to improvements in quality of care, safety, and outcomes (Drenkard et al.,
2015).

This study will focus on the first phase of the ICM where individuals are assessed for
their capacity to be engaged in their health care. The knowledge gained from this important
appraisal is used throughout the following phases to discuss choices, plan care, and adapt
interventions specific to that patient (Drenkard et al., 2015). The Person Engagement Index will
be used to measure a person’s capacity to engage in their health care and was developed based
on the ICM (Swartwout et al., 2018). The ICM will be used to explain the variables of the nurse
practitioner-patient partnership and patient engagement in health care.

Significance of Study
Participating in health promotion behaviors is an important way to maintain and improve

health. In a review by Hibbard and Greene (2013) individuals that are more engaged in their
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health care are more likely to adopt health promotion behaviors such as a healthy diet and regular
exercise, and are more likely to avoid risky behaviors such as smoking and drug use. A study
involving a sample of over 33,000 primary care patients from a large health care system in the
U.S. showed that health care costs were 21 percent higher among patients that had a low level of
engagement in their health care compared to patients that had a high level of engagement in their
health care (Hibbard et al., 2013). This study seeks to understand the important variables of
patient engagement and nurse practitioner-patient partnership that may influence the adoption of
health promotion behaviors.

Health care policy and rising costs have led to a paradigm shift where patients are viewed
as active partners in their own health care (Barello et al., 2014; Drenkard et al., 2015). Patient
satisfaction regarding the nurse practitioner in primary care is noted in the literature; however,
there are no known studies regarding the quality of the nurse practitioner-patient partnership on
outcomes. This study hopes to make an important contribution to nursing by testing key
components of the ICM. The ICM proposes that a strong partnership between the NP and patient
will improve patient engagement in their health care and thus lead to improved health outcomes
(Drenkard et al., 2015). Results of this study should provide nurse practitioners with a greater
understanding of their role in facilitating a strong partnership with patients to support patient
engagement in their health care. This study should also clarify the degree to which the nurse
practitioner-patient partnership is associated with health promotion behaviors and the degree to

which patient engagement is associated with health promotion behaviors.
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Chapter 11
Review of the Literature

This chapter offers an overview of the health promotion model (HPM), which provides
an insight into the key determinants of health promotion behaviors, and of the interactive care
model (ICM), developed by researchers as an innovative approach to deliver care and engage
individuals in their health care (Drenkard et al., 2015; Murdaugh et al., 2019). The HPM
provides the overarching theoretical foundation for the association of the independent variables
to the dependent variable specified as health promotion behaviors. The ICM provides additional
theoretical specificity for understanding the independent variables of nurse practitioner-patient
partnership and patient engagement as predicted contributors to health promotion behaviors. The
characteristics and the congruency of aspects of these models that support the theoretical
linkages of this study are explained further in this chapter. What follows is a discussion of the
current literature relevant to the proposed study variables and an explanation of the proposed
linkages as guided by the theoretical premises of the HPM and the ICM. Instruments available to
measure each of the variables will be discussed, compared, and contrasted. The chapter will
conclude with a summary of the current literature related to the study variables of nurse
practitioner-patient partnership, patient engagement in health care, and health promotion
behaviors.

Theoretical Framework

Health Promotion Model

The HPM incorporates both nursing and behavioral sciences to explore the processes that
influence people to participate in health promotion behaviors (Murdaugh et al., 2019). The model

has its theoretical underpinnings from social cognitive theory and expectancy value theory. In
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social cognitive theory, individuals interact in terms of their thoughts, behavior, and the
environment (Pender, 2011). In expectancy value theory, individuals will participate in activities
they believe are possible and will lead to an outcome that they value (Pender, 2011). Health
promotion is viewed as a process that enables a person to achieve their health goals (Murdaugh
et al., 2019). The scope of health promotion ranges from disease prevention to empowering
individuals to make lifestyle changes in the settings of home, workplace, school, hospital, and
community (Murdaugh et al., 2019). The HPM provides a holistic view of individuals as they
interact and alter their physical and interpersonal environments to meet their needs and goals
(Pender, 2011). Viewed as a competence-oriented model, the HPM does not include fear or
threat as the catalyst to motivate a person to adopt healthy behaviors (Murdaugh et al., 2019).
This model is frequently used in nursing practice and in collaboration with patients in promoting
healthy behaviors to achieve a healthy lifestyle across the life span (Pender, 2011).

The HPM provides nursing with a framework for predicting health behaviors (Murdaugh
et al., 2019). The model focuses on three main areas: individual characteristics and experiences,
behavioral-specific cognitions and affect, and behavioral outcomes. Individual characteristics
and experiences influence a person’s action and behavior. Behavior-specific variables can be
manipulated to motivate a person to adopt a positive health behavior. The resulting behavioral
outcome of the HPM is the adoption of health promotion behaviors (See Figure 1).

Individual Characteristics and Experiences

The HPM suggests that individual characteristics and experiences, and behavior-specific
cognitions and affect predict whether an individual will participate in health promotion behaviors
(Murdaugh et al., 2019). Individual characteristics and experiences are unigue to every person

and affect their future behavior. Individual characteristics and experiences consist of prior
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behavior and personal factors (age, race, ethnicity, education, socioeconomic status, perceived
health status and self-motivation). Prior behavior pertains to the frequency of an individual’s
behavior in the past, which is often viewed as a good predictor of their future behavior. The
routine of a previous behavior has a direct influence on the likelihood of participating in that
behavior over time. For example, an individual’s daily routine of exercise in the morning
becomes a habit and its repetition increases the likelihood of continuing that daily exercise
routine. Prior behavior indirectly promotes or hinders participation in health promotion behaviors
through behavior-specific cognitions and affect.
Behavior-Specific Cognitions and Affect

The HPM’s behavior-specific cognitions and affect consist of perceived self-efficacy,
perceived benefits and barriers to action, activity-related affect, interpersonal influences, and
situational influences (Murdaugh et al., 2019). When a person considers engaging in a health
promoting behavior, the behavior-specific cognitions and affect influence whether or not the
health behavior will occur. In short, individuals are more likely to adopt behaviors they think
will benefit and help them (Pender, 2011) while avoiding behaviors they believe to be too
difficult (Murdaugh et al., 2019). Activities that result in more positive feelings are also more
likely to be adopted. An individual’s belief or perception of a particular situation can promote or
hinder a healthy behavior (Murdaugh et al., 2019). Individuals are more likely to perform a
behavior when they believe the behavior is safe and appropriate for the situation. Behavioral
specific cognitions of self-efficacy and interpersonal relations are closely related to patient

engagement and the nurse practitioner-patient partnership.
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Perceived Self-Efficacy. Within the HPM, self-efficacy is an important contributing
factor to the potential for personal change; it can influence whether a person is motivated to take
action and change behavior (Murdaugh et al., 2019). Self-efficacy is a person’s belief in their
ability to perform a certain behavior. Individuals use their judgment to determine if they have the
skills and confidence to manage and carry out a certain health behavior (Pender, 2011).
Individuals with greater perceived self-efficacy are more motivated to participate in the healthy
behaviors they believe are good at (Murdaugh et al., 2019). Higher self-efficacy results in fewer
perceived barriers to participating in a certain health behavior (Pender, 2011).

Interpersonal Influences. In the HPM, interpersonal influences are the beliefs,
behaviors, or attitudes of family, peers, and health care providers regarding an individual’s health
behavior (Murdaugh et al., 2019). Their influence may increase or decrease an individual’s
commitment to participating in a health promoting behavior (Pender, 2011). Close family or
personal relationships may be more influential to an individual compared to neighbors and
coworkers. The social norms, social support, and role modeling from important people in a
person’s life influences the adoption of health promotion behaviors. Nurses play an important
role within the HPM by exerting their interpersonal influence to educate patients on the benefits
of healthy behaviors, assist them to overcome barriers, promote patient self-efficacy, and use
positive reinforcement to encourage health promotion behaviors.

Situational Influences. Situational influences are the personal perceptions and beliefs of
external factors from the environment that may promote or hinder participation in health
promotion behaviors (Murdaugh et al., 2019). Individuals are more likely to commit to
performing a health behavior if they feel safe and comfortable in their environment. For

example, individuals may be deterred from exercising outdoors in bad weather and may explore



20

options of exercising indoors. Situational influences should be considered when developing
strategies to adopt and maintain health promotion behaviors (Murdaugh et al., 2019).

Commitment to a Plan of Action. Behavioral outcomes, such as health promotion
behaviors, require the individual’s commitment to a plan of action. Commitment to a plan of
action is the intention to complete a certain health behavior and includes strategies that are
designed to reinforce the health behavior (Murdaugh et al., 2019). An individual’s commitment
to a plan may not be enough to yield the participation in a certain health behavior. Individuals
that develop strategies to initiate, perform, and reinforce healthy behaviors are more likely to be
successful in their commitment to a plan of action. These strategies are unique to the individual
and should be developed based on their preferences. The greater the commitment to the plan of
action, the more likely a person will perform the health behavior and continue the behavior over
time (Pender, 2011).

Immediate Competing Demands and Preferences. Competing demands and competing
preferences are behavioral influences that occur immediately before participating in a planned
health promotion behavior (Murdaugh et al., 2019). Such factors can interfere with a plan to
participate in a health promotion behavior. Individuals have little control over competing
demands such as work or family obligations. Competing preferences are last minute impulses
that individuals have a high degree of control over through self-regulation and self-control
(Murdaugh et al., 2019). Individuals strongly dedicated to a plan of action may complete a
planned behavior despite competing demands or preferences.

Behavioral Outcome: Health Promotion Behavior.
The positive outcome of the HPM is the adoption of health promotion behavior(s)

(Murdaugh et al., 2019). According to Walker et al. (1995) health promotion behaviors include
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nutrition, physical activity, health responsibility, spiritual growth, interpersonal relations, and
stress management. Health promotion behaviors lead to better health and quality of life
(Murdaugh et al., 2019).
Congruency of Study Variables with the HPM

Health Promotion Behavior. This study will examine the influence of the independent
variables of patient engagement and the nurse practitioner-patient partnership on the dependent
variable of health promotion behavior. The HPM will provide the theoretical framework for
understanding predictors of the behavior outcome, health promotion behaviors (Murdaugh et al.,
2019). Individuals adopt health promotion behaviors with the intention and desire of achieving
positive health outcomes. Health promotion behaviors are important because they lead to
improved health and better quality of life. Health promotion behaviors include physical activity;
nutrition, health responsibility, managing stress, interpersonal relationships, and spiritual growth.

Patient Engagement. Patient engagement is not directly referred to in the HPM;
however, self-efficacy is a similar concept. The HPM includes self-efficacy as one of the
behavior-specific variables that can be modified through nursing intervention towards attaining
health promoting behavior (Murdaugh et al., 2019). Self-efficacy pertains to a person’s
confidence in their ability to perform a certain behavior (Murdaugh et al., 2019). According to
Kimerling and colleagues (2020), for individuals to be engaged in their health care, they must
have a high self-efficacy. Similarly, Yun et al. (2020) found that among postoperative patients’
self-efficacy was a driver of patient engagement. Patients with high self-efficacy were more
engaged in their postoperative care and had better outcomes. Patients with low self-efficacy
exhibited more anxiety about their self-care skills and required more health care resources.

A basic assumption in the HPM is that individuals can assess their own competence and
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modify or change their health behaviors (Pender, 2011). Similarly, patient engagement is a
behavior that enables patients to be involved in their health care and in making informed health
care decisions (Coulter, 2011). Patient engagement and self-efficacy share the commonality of
describing the degree with which a person takes an active role in making choices conducive to
the promotion of one’s own health.

Nurse Practitioner-Patient Partnership. Nurse practitioners represent a part of the
interpersonal environment that influence individuals (Pender, 2011). As mentioned previously,
family, peers, and health care providers serve as a primary source of interpersonal influence on a
person’s health behavior (Murdaugh et al., 2019). The closeness of these relationships may
develop and change over time and over the course of someone’s life span. The HPM does not
directly discuss the partnership between the patient and the nurse practitioner. Instead, the HPM
refers to the influence a nurse practitioner may have on an individual’s adoption of a health
promotion behavior.

The role of the nurse within the HPM is to collaborate with individuals, families, and the
community to promote a positive environment for changing unhealthy behaviors and promoting
healthy behaviors (Pender, 2011). The nurse functions as a catalyst for change, aids in the change
process, and motivates individuals to maintain healthy behaviors (Murdaugh et al., 2019). The
nurse practitioner-patient partnership is a unique relationship which allows nurse practitioners to
engage patients as active partners in their health journey towards a common goal (Peplau, 1991).
While the HPM does not explain the specific attributes of the nurse practitioner-patient
partnership, it can be inferred that the relationship is important based on a health care provider’s
status as a primary source of interpersonal influence on an individual’s health behavior.

Interpersonal influences are one of the behavior-specific variables within the HPM, that
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influence an individual to adopt health promoting behaviors (Murdaugh et al., 2019).
Interactive Care Model

In this study, the interactive care model (ICM) provides additional theoretical specificity
for understanding the independent variables of nurse practitioner-patient partnership and patient
engagement as predictors of health promotion behaviors (Drenkard et al., 2015). The
development of the model involved several phases and processes required to identify and define
the concepts and terms utilized in the model. Experts and researchers from the O’Neil Center
conducted a comprehensive literature review using the databases Cumulative Index for Nursing
and Allied Health Literature (CINAHL) and MEDLINE. Published articles in English with
relevance to patient engagement in clinical practice, health care reform, policy, measurement,
framework, and technology were identified. A gap analysis was conducted, and a draft model
was created. This model was reviewed and validated by content experts from the O’Neill
Center’s Clinical Advisory Council and among nursing leaders from a large health care system.

Currently health care organizations are confronted with the challenge of providing quality
care at a lower cost. Meanwhile patients are being increasingly encouraged to be engaged, better
informed, and participate in health care decisions (Berwick et al., 2008; Swartwout et al., 2018).
Further, health care providers are called upon to transition from a paternalistic patient care
approach to establishing a partnership with their patients (Pomey et al., 2015). Researchers at the
O’Neill Center for Patient Engagement Research created a model that addressed the changing
role of patients and health care providers, as well as provide a framework for engaging patients
in their own health care (Drenkard et al., 2015). The ICM will provide the theoretical framework
for examination of the variables of patient engagement and nurse practitioner-patient partnership

due to the model’s strong focus on these two concepts. While this model includes the evaluation
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of patient outcomes such as health promotion behaviors, the proposed relationship with the
dependent variable of health promotion behaviors is explained using the HPM.

The ICM is a recently developed framework that directs patients to engage in their health
care, encourages them to actively participate in their health care, and build strong partnerships
between providers and patients (Drenkard et al., 2015; Swartwout et al., 2018). The main feature
of this model is the provider-patient partnership roles that are used to build and strengthen the
provider-patient partnership and improve patient engagement (Drenkard et al., 2015). The model
predicts that as provider-patient partnerships strengthen, patients’ engagement in their health care
increases, and subsequently health outcomes improve, with an eventual improvement in overall
population health.

The ICM is designed to support all health care providers, including nurse practitioners,
and in all health care settings (Drenkard et al., 2015). One of the main tenets of this model is the
ethical idea that patients have the right to autonomy. Practice environments and health care
systems that are not conducive to patient autonomy, shared information, and the provision of
care based on patient beliefs, needs, and preferences may result in ineffective patient health
management (Drenkard et al., 2015). Conversely, practice environments that promote patient
participation, exchanging information, and a partnership between patient and provider that is
built on trust puts patients in control (Drenkard et al., 2015). Patients must be in control in order
to manage their chronic health conditions and change health behaviors (Krist et al., 2017).

Summary of the Five Phases of the ICM. The ICM consists of five phases that are
comparable to the nursing process. Phase one begins with the assessment of a patient’s capacity
to be engaged (Drenkard et al., 2015). The second phase involves the exchange of information

between patient and health care provider in a fair and unbiased manner, as each patient brings
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with them their expertise to the relationship. During this phase patients become educated
regarding their health care choices while health care providers develop an understanding of their
patients’ values, beliefs, and preferences regarding their care. This information is necessary in
the third phase in which the patient and health care provider share in decision making to plan and
set goals. In the fourth phase interventions are selected based on a patient’s capacity for health
care engagement and patient needs. The final phase of the ICM entails an ongoing evaluation of
outcomes that will guide clinicians in determining which interventions provide the most benefit
for the patient (Drenkard et al., 2015; Swartwout et al., 2018). The ICM suggests that a person’s
ability to be engaged will likely influence all five phases of the model; however, this study will
focus on the initial phase in which the assessment of a person’s capacity to be engaged takes
place.
Congruency of the Study Variables with the ICM

Health Promotion Behavior. In this study, it is predicted that the independent variables of
patient engagement and the nurse practitioner-patient partnership will be positively associated
with health promotion behaviors. The fifth phase of the ICM, evaluate regularly, examines
effectiveness and outcomes of care (Drenkard et al., 2015) and this theoretically corresponds
with the proposed outcome of this study, health promotion behaviors. Evaluation as with the
other four phases of the ICM are part of an ongoing process (Drenkard et al., 2015). The ICM
provides the framework for the evaluation at the patient, system, and community levels (Deyo et
al., 2016). Evaluation of outcomes may include meeting patient goals, clinical improvement,
increased patient knowledge, and self-care skills (Deyo et al., 2016). While the adoption of
health promotion behaviors is not addressed specifically within the ICM, the ICM does identify

similar person-level outcomes, such as medication adherence, laboratory values, blood pressure
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and weight (Drenkard et al., 2015), demonstrating congruency with several health promotion
outcomes. In addition, these person-level outcomes are comparable to several components of a
health-promoting lifestyle based on the HPM such as health responsibility, physical activity, and
nutrition.

Patient Engagement. Patient engagement has been defined by many authors in various
ways and there is no one agreed upon definition to date. The ICM has adopted Coulter’s (2011)
definition of patient engagement in health care which involves the patient, health care
professionals and health care organizations. Coulter’s (2011) definition provides a broader
perspective on the importance of engagement in health care, referring to engagement as patients
and health care providers working together to promote and support active patient involvement in
health, health care, and decision-making. Gruman and colleagues, (2010) specifically addresses
the initiative of the individual patient in defining patient engagement as "actions individuals must
take to obtain the greatest benefit from the health care services available to them™ p. 351). This
definition takes into consideration the role of the individual in managing their health and health
care. The first phase of the ICM involves the assessment of an individual’s capacity for
engagement.

Phase | of the ICM: Assess a Person’s Capacity for Engagement. The health history
interview is the typical starting point to establish trust and build the nurse-patient relationship to
obtain important information regarding the patient’s health status (Weber & Kelley, 2018). The
ICM expands on this process to include the phase assess the person’s capacity for engagement in
managing their own health care (Drenkard et al., 2015). A person’s capacity to be engaged is
measured during this first phase and therefore lays the groundwork on which the subsequent

phases follow. The knowledge gained from this important assessment can be used to discuss
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choices, plan care, and adapt interventions specific to that person (Drenkard et al., 2015). The
model views this step as the establishment of a person’s baseline capacity for engagement and
for tracking this assessment in future health visits (Swartwout et al., 2018). A person’s
engagement capacity can be reassessed periodically to modify choices and plan new
interventions to meet current needs (Drenkard et al., 2015; Swartwout et al., 2018). While the
phases of the ICM are continuous, identifying a person’s capacity to engage in their health care
is deemed a vital step in the ICM (Drenkard et al., 2015; Swartwout et al., 2018).

Nurse Practitioner-Patient Partnership. The role of the health care provider from an
authoritative expert (Will, 2011) to one that partners equally with patients is a significant change
in health care delivery. The ICM delivers a framework that supports both patient and provider in
making this role transition towards an equal partnership (Deyo et al., 2016). The model
integrates various partnership roles that providers and patients are encouraged to adopt over the
course of a patient’s health care experience. Patients and providers build a strong partnership by
taking on roles that allow them to share information, communicate, collaborate, and build a
caring relationship based on trust. A quality partnership between patient and provider improves a
patient’s engagement in their health care.

The partnership between the provider and patient is dynamic and interconnects with five
phases of the model: assessing a person’s capacity for engagement, exchanging information and
communicating choices, planning between the person and clinicians, setting appropriate
interventions, and evaluating regularly (Drenkard et al., 2015; Swartwout et al., 2018). These
five phases are necessary to bond the patient and provider towards a greater partnership

(Drenkard et al., 2105; Swartwout et al., 2018).
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Congruency between the HPM and ICM

The HPM provides the overarching theoretical predictions for the association of the
independent variables to the dependent variable specified as health promotion behaviors. The
ICM provides the theoretical linkages needed to understand the independent variables of patient
engagement and the nurse practitioner-patient. partnership. The HPM and ICM are similar in
several ways. The HPM and ICM both emphasize the goal of improving the health of
individuals, the community, and overall population. Both models are structured to be used in all
health care settings and among all health care providers throughout a patient’s life span. The
HPM is a competence-oriented model with an end outcome that is specific to the adoption of
health promotion behaviors (Murdaugh et al., 2019). The ICM is a care delivery model created to
promote the patient-health care provider partnership to improve the patient’s capacity to engage
in their health care, thus improving patient outcomes (Drenkard et al., 2015). Patient outcomes
are varied and may include improvements in clinical measures, the acquisition of self-care skills,
or the adoption of a health promotion behavior.

The HPM can be used to identify factors that predict health promotion behaviors
(Murdaugh et al., 2019). An individual’s perceived self-efficacy and interpersonal influences are
two components of this model that are similar to the study variables of patient engagement and
the nurse practitioner-patient partnership. This study aims to determine if a patient’s engagement
in their health care and the nurse practitioner-patient partnership will predict health promotion
behaviors. In addition, the HPM supports the nurse working collaboratively with the patient
towards identifying behaviors they wish to change and develop strategies to achieve that
behavior change. Similarly, the ICM places strong emphasis on the importance of a strong

patient-provider partnership to promote a patient’s capacity to be engaged in their health care
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(Drenkard et al., 2015). The ICM supports that greater patient engagement leads to improved
care and better patient outcomes. Therefore, it is reasonable to expect that patient engagement
and a positive nurse practitioner-patient partnership will be predictive of health promotion
behaviors.
Study Variable: Health Promotion Behaviors

A literature search was conducted of published research articles from the U.S. with
relevance to health promotion behaviors in adults. Database searches were conducted in
CINAHL from 2009 to May 2020. The search was limited to peer-reviewed, full-text, journal
articles in English. The search was limited to studies completed in the U.S. to limit any variance
in health promotion practices among different cultures. The search term ‘“health promoting
behaviors” yielded 180 articles. The Boolean phrase “all adult” narrowed down the search to 103
articles. Subject major heading included “health promotion” which reduced the list to 40 articles.
The search was further narrowed down to “outcomes or benefits or effects” which yielded 22
articles. The articles were reviewed, and ten studies were selected based on topic relevance.
Empirical Studies Study Variable: Health Promotion Behavior

The literature search for peer reviewed, full text, published studies in English from the
U.S. relating to health promotion behaviors in adults resulted in 10 studies. Five of the studies
involved health promotion intervention programs, of which only one was led by a nurse
(Buchholz et al., 2012). An employee wellness program conducted over a 10-year period found
that modifiable health behaviors that included a diet low in fat, aerobic exercise, non-smoking,
and receiving adequate sleep were significantly associated healthy outcomes (Byrne et al., 2016).
Yan et al. (2014) found that a 6-week peer education program improved dietary practices and

smoking cessation was improved by college students. Walker et al. (2009) found that health
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promotion intervention programs among older rural women showed significant improvements in
physical activity and healthy eating over a 6-month period, and improvements in physical
activity over a 12-month period. When the intervention was tailored to the individual based on
Pender’s behavior specific cognitions, participants had significant improvements on daily
moderate physical activity and health eating at 12 months. Ipsen et al. (2014) found that an
online-based health promotion program improved health promoting behaviors and quality of life
among a group of individuals with disabilities in a vocational program. Buchholz et al. (2012)
examined the results of a nurse-led physical activity and nutrition health promotion program
among a group of uninsured, overweight adults from an urban and rural free clinic. Results
showed a significant decrease in BMI from baseline to 6 months. Overall, a significant amount
of past health promotion behaviors’ research focused on various intervention-based programs
among different populations. Most intervention-based programs focused on physical activity and
healthy diet.

Hammerback et al. (2015) examined attitudes towards health promotion programs among
employees in low-wage jobs. This study involved interviews with 42 couples who live together
(married or unmarried) and completion of a health survey. The interviews, which lasted between
60 and 90 minutes, were transcribed, coded, and analyzed. Results from the health survey
showed that most participants perceived themselves to be in good health and physically active.
The data showed that 60% (n= 50) were overweight or obese and 26% (n= 22) smoked. Common
themes from the interviews showed that participants had a favorable level of interest in having a
workplace health promotion program and to expand the program to their partner. Most
participants reported having tried to change health behaviors such as diet, physical activity, and

weight loss within the past year.
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Using a descriptive correlational design, health promotion behaviors have also been
studied among active women in the military (n= 287) and reservists (n= 204) in the military
(Agazio & Buckley, 2010). Personal factors and behavioral specific cognitions from the health
promotion model were selected as predictor variables of health promotion behaviors. The
average age of the sample was 37.2 years (SD = 8.9) and half the group had children. Multiple
regression analyses were conducted to predict health promotion behaviors from personal factors
(demographics, perception of health status, definition of health) and behavior specific cognitions
(perceived self-efficacy and interpersonal influences). Results showed that perceived health
status, self-efficacy and interpersonal influences were significantly predictive of health
promotion behaviors among reservists with children (Adj R? = .617, p=.001). Among active-duty
women with children (Adj R? =.324, p = .001) and active-duty women without children (Adj R?
=.479, p=.001) only perceived self-efficacy and interpersonal influences were significant
predictors of health promotion behaviors. Only interpersonal influences were found to be a
significant predictor or health promotion behaviors among reservists without children (adjusted
R2 =398, p = .001).

Health promotion behaviors and predictors of health promotion behaviors in women with
chest pain have been investigated by Thanavaro and colleagues (2010). Study participants
between the ages of 30 and 65 years were recruited from a chest pain center. The sample
consisted of 39 women with an average age of 48.4 years (SD = 10) and mostly African
American (61.5%; n= 24). Health promotion behaviors were measured using the Health
Promoting Lifestyle Profile (HPLP Il) which assesses nutrition, physical activity, spiritual
growth, interpersonal relations, stress management and health responsibility. Results showed that

the overall sample of women scored low in health promotion behaviors. The mean item score
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(MIS) on the HPLP Il was 2.4 which signifies that the women participated in healthy behaviors
less than often. Interpersonal relations (MIS = 2.9) and spiritual growth (MI1S=2.9) scored the
highest and nutrition (MIS = 2.3) and physical activity (MIS = 1.9) scored the lowest. Multiple
regression showed that education level (5= .34, p =.01), and benefits to coronary heart disease (f
= .33, p =.05) were found to be predictive of health promotion behaviors.

Harding (2012) examined health promotion behaviors among cancer survivors. Data from
the National Health Interview Survey was used to identify the prevalence of smoking, alcohol
use, and healthy behaviors such as exercise. Survey respondents reporting a cancer diagnosis (n
= 1,784) were included in this study. Seventy-eight percent (n=1400) of the sample reported
having either breast, prostate, lung, colorectal, endometrial, cervical or melanoma cancer.
Eighteen percent (n= 316) of the cancer survivors in this survey reported they were current
cigarette smokers. Risky alcohol use was reported in 18% (n= 324) of the sample with the
highest incidence in the 61-80-year age group. Approximately 25% (n=240) of cancer survivors
(n=927; 757 cases unusable and excluded from original sample) were getting their
recommended level of physical activity with prevalence being highest among the 18 to 40 age
group. Cancer survivors who participated in physical activity were more likely not to report
feelings of hopelessness or sadness (p < .01) compared to those who were not physically active.
Current smokers were more likely (p < .01) to report feelings of anxiety, sadness and
hopelessness compared to former smokers or those that never smoked. This study demonstrates
that among cancer survivors, health promotion behaviors such as physical activity and not
smoking may lead to less psychological distress.

Johnson et al. (2015) investigated to see which constructs of the health action and

process approach model predicted physical activity among African Americans living with
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HIV/AIDS. Several constructs including action planning, coping planning, outcome expectancy,
risk perception, intention, perceived barriers, spirituality, and social support were assessed. A
total of 110 patients from three HIV case management agencies in Louisiana were recruited for
this study. A hierarchical regression analysis was conducted to measure the variance accounted
for by each predictor variable on the main dependent variable of physical activity. Results
showed that action planning and coping planning (5 = .44, t(109) = 4.41, p <.001), outcome
expectancy (5 = .20, t(109) =2.10, p < .05), and intention (5 = .21, t(109) = 2.15, p < .05) to
participate in health promotion behaviors were significant predictors of physical activity among
African Americans living with HIV/AIDs. These constructs are similar to Pender’s (2011)
commitment to a plan of action and perceived benefits, important component in the health
promotion model. Individuals that perceive a benefit to participating in a healthy behavior and
commit to a plan are more likely to carry out that healthy behavior.

Summary of Health Promotion Behavior Literature. This literature review of health
promotion behaviors included both qualitative and quantitative research. Several studies
pertained to the implementation and evaluation of health promotion programs. The health
promotion programs in this review mostly focused on improving physical activity and diet.
Health promotion behaviors were examined among specific populations including women in the
military (Agazio & Buckley, 2010), cancer survivors (Harding, 2012), women with chest pain
(Thanavaro et al., 2010), and African Americans living with HIV (Johnson et al., 2015).
Employees were found to be interested in participating in a workplace health promotion
program, and also wanted their partner included in the program (Hammerback et al., 2015).
Self-efficacy and interpersonal influences were identified in the literature review as being

important predictors of health promotion behaviors (Agazio & Buckley, 2010). According to
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Pender’s model, self-efficacy and interpersonal influences are important behavior specific
variables that can be modified towards adopting health promotion behaviors (Murdaugh et al.,
2019). Self-efficacy is a similar concept to the study variable patient engagement. Both concepts
promote an individual’s active role in their own health care. Interpersonal influences involve
family, friends, and health care providers that influence an individual’s participation in a health
promotion behavior. This study will focus on the interpersonal influence that nurse practitioners
have on an individual’s adoption of health promotion behaviors.
Instruments to Measure Health Promotion Behavior

The literature search identified the following health promotion behaviors instruments:
Health Promoting Lifestyle Profile 11, Determinants of Lifestyle Behavior Questionnaire, Health
Enhancement Lifestyle Profile, and the Multidimensional Health Behavior Inventory.

Health Promoting Lifestyle Profile Il. The Health Promoting Lifestyle Profile 11 (HPLP-
I1) is a 52-item measure consisting of six subscales that assess the major dimensions of a health
promoting lifestyle (Murdaugh et al., 2019). The original version by Walker, Sechrist, and
Pender (1987) was developed from a literature review and the Lifestyle and Health Habits
Assessment (LHHA). The LHHA is a 100-item instrument used in nursing to assess for positive
health behaviors. The HPLP uses a 4-point Likert type scale format (1 = never, 2 = sometimes, 3
= often, 4 = routinely). During its development, the HPLP instrument was pilot tested and
analyzed for internal consistency and content validity. This resulted in a 107-item measure that
was further tested among a sample of 952 participants ranging in age from 18 to 88 years. Item
analysis, factor analysis and reliability estimates were conducted. The resulting 48-item HPLP
scale consists of six subscales: Self-actualization, Exercise, Interpersonal Support, Health

Responsibility, Nutrition, and Stress Management. The internal consistency reliability as



35

measured by Cronbach’s alpha was .922 for the total instrument and the six subscales ranged
from .702 to .904. A test-retest stability coefficient was conducted on a sample of adults (N= 63)
where the HPLP was administered two weeks apart. Pearson r = .926 for the total scale and
subscales ranged from .808 to .905. The HPLP was found to have adequate validity and
reliability for use in different populations.

The HPLP was revised to a 52-item Health Promoting Lifestyle Profile Il (HPLP-II)
(Walker et al., 1995). The revised instrument consisted of the same six dimensions, however the
names of three of the dimensions were changed to provide more clarity. The subscales of Self-
actualization, Exercise, and Interpersonal Support were revised to Spiritual Growth, Physical
Activity, and Interpersonal Relations (respectively). The original subscales of Health
Responsibility, Nutrition, and Stress Management were unchanged. The dimensions of a health
promoting lifestyle are defined:

Spiritual growth relates to having a sense of purpose, personal growth, self-awareness
and feelings of harmony (Walker et al., 1995).

Interpersonal Relations involves the use of communication to share thoughts and
feelings to achieve intimacy and closeness in relationships with others.

Nutrition is concerned with making healthy food choices to sustain health.

Physical activity involves the regular participation in physical or leisure activities to
improve fitness and health.

Health responsibility involves being actively responsible for one’s own health and
includes monitoring one’s health, educating oneself about health and knowing when to seek a
health professional.

Stress management involves one’s ability to recognize stress and effectively manage
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stress to control anxiety.

Validity and reliability of the HPLP-11 was tested among 712 adults ranging in age from
18 to 92 years of age (Walker et al. 1995). Construct validity was tested by factor analysis which
supported the six-dimensional construct of a health-promoting lifestyle (r = .678). The internal
consistency reliability for the total scale was .943 and the alphas for the subscales ranged from
.793 to .872. Information obtained from the HPLP-1I can be used to create a health promotion
plan that is tailored to each patient’s specific needs (Murdaugh et al., 2019). The HPLP-II has
been used extensively in research to measure health promotion behaviors in both intervention
and outcome studies.

Empirical Studies using the HPLP-I1. The HPLP Il has been used in numerous research
studies. The literature search for this paper focused on studies with similar variables to this
current study. Pullen and colleagues (2001) examined the relationship between personal
influences, such as perceived health status, contextual influences, such as provider counseling,
and health promoting lifestyle behaviors among older women in rural Nebraska. A sample of 102
community-dwelling women, 65 years of age and older participated. Most of the participants
(93.1%; n=95) had a primary care provider that was either a physician or a physician assistant.
The HPLP Il was used to measure health promotion behaviors with a Cronbach’s alpha of .941
for the total scale and subscales ranging between .792 to .871. Results demonstrated that most
participants (52.9%; n=54) did not receive health promotion counseling. Multiple regression
analyses revealed that provider counseling was a significant predictor of health promotion
behaviors (R? = .465, p = .003). Provider counseling involves giving information to the patient
which is considered an important component of patients understanding their health and adhering

to treatment (Galassi et al., 1992).
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Calvert and Isaac-Savage (2013) examined the motivators and barriers to engaging in
health promotion behaviors among Black men. A total of 107 men from a nonprofit national
organization whose mission is to develop healthy and responsible fathers participated in this
study. Health promotion behaviors was measured using the HPLP II. Cronbach’s alpha for this
study was .83 for the total scale and subscales ranging between .75 and .87. Results
demonstrated that 96% (n= 103) of the sample were motivated to adopt health promotion
behaviors because they wanted to be healthy, and 67.3% (n= 72) reported that someone in their
life was a source of encouragement for them. This is consistent with the Pender’s concept of
interpersonal influences on an individual’s participation in health promotion behaviors
(Murdaugh et al., 2019). Barriers such as having too many things to do and not knowing what to
do were found to be predictive of less participation in health promotion behaviors (Calvert &
Isaac-Savage, 2013). Intentions to participate in health promotion behaviors may be hampered by
barriers that decrease an individuals’ commitment to a plan of action (Murdaugh et al., 2019).

Agtash and Van Servellen (2013) investigated several variables including perceived self-
efficacy, social support, and their relationship with health promotion behaviors among a group of
female Arab immigrants to the U.S. A total of 205 participants completed the HPLP 11 which
was available in Arabic and English versions. In this study, Cronbach’s alphas for the total scale
English version was .95, and Arabic version was .93. The sample was mostly male (58.5%; n=
120) with an average age of 41.84 years (SD = 11.24). Results demonstrated that perceived self-
efficacy and perceived social support were significant determinants of health promotion
behaviors. Self-efficacy and social support play an important role in the adoption of health

promotion behaviors (Murdaugh et al., 2019).
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Determinants of Lifestyle Behavior Questionnaire. The literature search identified
several instruments used to measure health promotion behaviors; however, they do not measure
the construct of a health promoting lifestyle. The Determinants of Lifestyle Behavior
Questionnaire (DLBQ) was developed based on the Theory of Planned Behavior (Lakerveld et
al., 2011). This instrument measures determinants of lifestyle behavioral change intention in
adults at high risk for cardiovascular disease or type 2 diabetes mellitus.

Health Enhancement Lifestyle Profile. The Health Enhancement Lifestyle Profile
(HELP) is a clinical tool developed for occupational therapists to identify and monitor health
promotion activities and risk behaviors within the older adult population (Hwang, 2010). The
HELP is a self-report instrument that assesses health related lifestyles within seven subscales:
Exercise, Diet, Work/Education/Social Participation, Leisure, Activities of Daily Living,
Psychological Well-Being/Spiritual Participation, and Other Health/Risk Behaviors. This
instrument is specific to the older adult receiving treatment from an occupational therapist and
may not adapt to patients receiving care from an NP in the primary care setting.

Multidimensional Health Behavior Inventory. The Multidimensional Health Behavior
Inventory (MHBI) developed by Kulbok and colleagues (1999) is a 57-item questionnaire that
examines the health promotion behaviors of older adolescents and young adults (18-24 years of
age). The MHBI consists of 7 scales that assess diet, substance use, safety, checkup, social, stress
and exercise. The purpose of this instrument is to identify health behaviors and risk avoidance
behaviors that emerge during the college years.

While the DLBQ, HELP and MHBI are related to health promotion or health promotion
intent, they do not capture the construct of the health promoting lifestyle in the adult population.

The DLBQ is specific to individuals with cardiovascular disorders or diabetes population. The
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HELP was designed for use by occupational therapists among the older adult population and the
MHBI assesses health promotion among the younger population. The HPLP-I1 will be used in
this study as it is a valid and reliable instrument to measure an individual’s health promotion
behavior and is used often in research. This instrument is congruent with the conceptual
definition and study variable of health promotion behavior used in this study.

Study Variable: Patient Engagement

Historically, patients were considered passive participants in health care and the
relationship between the health care clinician and patient was viewed as paternalistic (Longtin et
al., 2010, Pomey et al., 2015). The concept of patients taking an active role in their health care
first appeared in the 1960s, a time where social and consumer rights” movements encouraged a
person’s right to safety, right to be informed, right to choose, and the right to be heard (Eldh,
Ekman, & Ehnfors, 2006; Longtin et al., 2010; van der Meide et al., 2014). The term patient
engagement was first introduced in the health sciences literature in the 1990s (Higgins et al.,
2017). Use of the term has increased dramatically over the past decade in part due to evidence
linking patient engagement with improved quality of health care.

A literature search was conducted for published research articles with relevance to patient
engagement and health promotion behaviors in adults. A database search was conducted in
CINAHL from 2009 to May 2020. The search was limited to peer-reviewed, full-text, research
articles in English. Boolean phrase terms included “health promotion behaviors” AND “patient
engagement.” This search resulted in 28 articles, of which four were selected for this review
based on relevance to topic and definition of patient engagement.

Empirical Studies Study Variable: Patient Engagement

Tzeng and Pierson (2017) used an exploratory cross-sectional survey of community-
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dwelling adults to determine what patient engagement behaviors in health care were important to
them. The authors developed a survey tool, Patient Involvement Behaviors in Health Care, to
collect patient preferences on 51 engagement behaviors. These behaviors were classified into ten
categories including health promotion, preventive health care, seeking health knowledge, finding
safe and decent care, communicating with health care professionals, organizing personal health
care, paying for health care, making good treatment decisions, participating in treatment, and
planning for end of life. A total of 92 surveys were included in the analysis. The sample was
mostly women (63%; n= 58) between the ages of 65-74 (37%; n= 34). Results showed that 3 of
the 4 engagement behaviors in the health promotion category and one item from the preventive
health care category were the top four important behaviors identified by the respondents.
Specifically, the patient engagement behaviors included: finding and using services that support
health behaviors, keeping new health behaviors going, following the agreed treatment plan, and
seeking early detection of diseases. Items scoring the lowest level of importance were in the
category of planning for end of life and organizing personal health care. This study highlights
that while many patient engagement behaviors are important to adults, there is a greater
preference towards health promotion. Nurses and clinicians should use this information to
address health promotion in adult patients.

Kimerling and colleagues (2020) conducted a qualitative study to understand an
individual’s patient engagement behaviors, and to better understand how high self-efficacy
enhances patient engagement and low self-efficacy decreases engagement. Twenty-five semi-
structured interviews were conducted with veterans from the VVeterans Health Administration.
The sample was mostly male (88%; n= 22) with a median age of 60 years. Analysis identified

four major domains: Self-management, health information use, health care navigation, and
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collaborative communication. The self-management domain includes health promotion. In this
domain high self-efficacy for engagement behaviors was related to past successful experiences
such as the ability to establish healthy routines. Past successes increased individual’s self-
efficacy for future behaviors. Participants with high self-efficacy for the use of health
information sought health information routinely. High self-efficacy for collaborative
communication enhanced the establishment of a partnership with providers. Finally, high self-
efficacy for health care navigation was successful in coordinating their care among providers,
specialists, and the health care system. Participants with low self-efficacy faced barriers in
achieving successful experiences within the four domains identified. This study emphasizes the
importance of how self-efficacy fosters patient engagement in health promotion, seeking health
information, navigating health care and collaborative communication.

Kaphingst et al. (2014) examined whether patient engagement in the form of bringing
questions to a physician visit was related to making better health choices and increased health
knowledge. The authors developed a survey to measure patient self-reported outcomes of health
knowledge and making better health choices. A statewide telephone (landline and mobile) survey
was conducted. Participants had to be 18 years of age or older and English speaking. The sample
(n = 3,358) consisted of women (52%; n= 1745) with a mean age of 47 years (SD = 17.9) and
having a personal doctor (77%; n= 2564). Results showed that participants who brought
questions to the medical visit were 1.73 times as likely (95% CI; 1.32, 2.28, p < .0001) to report
knowing more after the visit than those who did not bring questions. Participants who brought
questions to the medical visit were 1.66 times as likely (95% CI: 1.29, 2.14, p <.0001) to report
making better health choices than those who did not bring questions. This study highlights how

patient engagement, through the practice of bringing health related questions to the medical visit,
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influences patient outcomes such as patient self-reported increased knowledge and ability to
make better health choices.

Greene et al. (2015) conducted a longitudinal study to examine whether patient
engagement is associated with health-related outcomes and whether changes in patient
engagement influenced health-related outcomes over time. Data was collected from a large
primary care health care system in Minnesota that routinely collects patient engagement scores,
as measured by the Patient Activation Measure (PAM). The Patient Activation Measure assesses
a person’s readiness to engage in their health care (Murali & Deao, 2019). PAM categorizes
patients’ activation into 4 levels with Level 4 indicating the highest level of engagement in
health care and Level 1 indicating that the individual does not engage in their health care.

Thirteen health-related outcomes involving clinical indicators, health behaviors,
preventive screening, and cost utilization were collected from patient records (Greene et al.,
2015). The data was organized into two groups. The first group (n = 32, 060) contained PAM
scores collected at baseline and at a 2-year follow-up. The second group (n = 10,957) contained
PAM scores collected at two time periods over a 2-year period.

Specifically for health behaviors, multivariate analyses examined changes in PAM scores
over a two-year period (Greene et al., 2015). Results showed that there were greater odds of a
positive outcome of healthy behaviors (not smoking and not being obese) when the PAM level
was higher. A person scoring at a Level 1 had lower odds of not smoking (OR = .64, p <.001)
and lower odds of not being obese (OR = .62, p <.001) than a person with a Level 4. Level 4
was the reference group (OR =1.00). While a person scoring at a Level 3 had lower odds of not
being obese (OR =.79, p <.001), Level 2 had lower odds of not smoking (OR = .81, p <.001)

than a person with a Level 4.
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Multivariate analyses examined changes in two PAM scores taken at two points in time
over two consecutive years and health behaviors (Greene et al., 2015). Participants that were at
Level 1 or Level 2 over the one-year period had lower odds of not smoking (OR = .74, p <.05)
and not being obese (OR = .53, p <.001), compared with a person at Level 4 reference group
(OR =1.00). Participants that dropped from a high level (3 or 4) to a low level (1 or 2) had
significantly lower odds of positive health behaviors. Participants that dropped from Level 4 to
Level 3 had lower odds of not being obese (OR = .75, p <.05) and participants that dropped
from Level 3 or 4 to Level 1 or 2 had lower odds of not being obese (OR = .69, p <.05). The
results of this study show that changes in patient engagement over time influences healthy
behaviors (not smoking and not being obese) and that higher levels of patient engagement are
associated with positive healthy behaviors of not smoking and not being obese.

Summary of Patient Engagement Literature. The literature search on patient
engagement yielded only a few studies based on this paper’s definition of patient engagement
and relevance of topic. This review includes four studies involving both qualitative and
quantitative data. Populations included in this review consisted of U.S. veterans, community-
dwelling adults, and adult primary care patients. Findings from these studies showed that adults
valued patient engagement behaviors such as maintaining new healthy behaviors (Tzeng &
Pierson, 2017), and that certain patient engagement behaviors such as bringing in questions to a
doctor’s visit, increased patient knowledge and ability to make healthier choices (Kaphingst et al.
2014). Higher levels of self-efficacy were found to support patient engagement in health
promotion and in seeking health information (Kimerling et al., 2020). Finally, a longitudinal
study found that patients with higher levels of engagement had better clinical health outcomes

(normal HDL and triglyceride levels), and healthier behaviors (not smoking, not being obese),
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and additionally sought preventive cancer screenings (Greene et al., 2015). Based on these
results it is reasonable to conclude that patient engagement and its influence on health promotion
behaviors should be studied further.

Instruments to Measure Patient Engagement

The literature search identified the following patient engagement instruments: Person
Engagement Index, Patient Activation Measure, Altarum Consumer Engagement Measure, and
the Patient Health Engagement Scale.

Person Engagement Index. The Person Engagement Index (PEI) was developed as an
instrument to capture this important construct of engagement capacity (Swartwout et al., 2018).
A literature review conducted as part of the development of the PEI revealed eight elements that
impact a person’s capacity for engagement: 1) patient preferences, values, and needs; 2)
activation/motivation; 3) health literacy; 4) disease burden; 5) preventative measures; 6)
psychosocial components; 7) technology use in health care; and 8) involvement in health care
safety (Swartwout et al., 2017). While many of these elements of patient engagement have
existing measures, the PEI is the first known measure to contain all eight features that can affect
a person’s capacity to be engaged in their health care (Swartwout et al., 2017). The PEI is
intended for use during the assessment of a person’s capacity for engagement phase. Patients and
providers can partner together and utilize the results of the PEI to develop a plan of care and
select interventions specific to the patient’s needs, values, and preferences. As a person’s health
may vary over time, their capacity to be engaged in their health care may change as well
(Swartwout et al., 2018). The PEI is also intended for use in all future health visits as a method to

track one’s capacity for engagement in their health care throughout their lifespan. Providers must
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understand when and how a person’s capacity for engagement changes and adjust plans and
interventions based on that new assessment (Swartwout et al., 2018; Drenkard et al., 2015).

The PEI is an 18-item instrument scored on a 5-point Likert-type response scale of
agreement: 1 = strongly disagree, 2 = disagree, 3 = neither agree nor disagree, 4 = agree, and 5 =
strongly agree (Swartwout et al., 2018). Patients completing the instrument are instructed to self-
report their level of engagement for each item. Higher scores indicate a higher capacity for
engagement. The Likert-type scale scores are converted to a 0 to 100-point score. The instrument
was tested on a total of 338 adult patients on medical-surgical units from two hospital systems on
the East Coast of the U.S. and two hospital systems on the West Coast of the U.S. Participants
had to be at least 18 years of age and read English. The sample ranged in age between 18 — 98
years, with a mean of 56 (SD = 17.7 years). Half of the respondents were male (54%); n= 183),
White (55%; n=186), and married or living with a significant other (45%; n=152). The sample
(n=338) contained high school graduate (33.1%; n=112), vocational (12.1%; n= 41), and four-
year college degree (12.1%; n=41).

Testing of this instrument revealed four subscales that have been found to be valid and
reliable. The internal consistency reliability of the four subscales as measured by Cronbach’s
alpha were: (1) engagement in health care, 0=.885, (2) technology use in health care, a = .854,
(3) proactive approach to health care, a =.728, and (4) psychological support for health care, o =
.88, and for the overall scale, o. = .896. The item-total correlations for every item within the
subscales are as follows: Engagement in Health Care (.398-.591), Technology Use in Health
Care (.656-.685), Proactive Approach to Health Care (.339-.524), and Psychosocial Support for
Health Care (.786). Item correlations for the total scale were above the .40 threshold and ranged

from .431 to .625. Testing shows that each subscale is psychometrically sound.
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Empirical Studies using the Person Engagement Index. A study by Sun et al. (2019)
examined the sociodemographic factors that are associated with an individual’s capacity to be
engaged in their health care as measured by the PEI. Data from the original study that developed
and validated the PEI was used in this observational, cross-sectional study (Swartwout et al.,
2018). PEI scores range from 0 to 100 and results from this sample revealed a mean total PEI
score equaled 77.36 (SD = 9.19). Demographic variables including age, gender, race, ethnicity,
relationship, education, and employment were assessed. Education was the only variable that had
a significant association with the total PEI score (p = 0.013), thus people with college and
advanced education were associated with higher PEI scores than those that lacked a high school
education. Results of a Spearman’s rank-order correlation showed that the PEI subscale
engagement in health care was significantly correlated by age (rs = 0.119, p =.029). In a general
linear regression, education level was significant (Adj R? = .069, p = .049) in predicting the PEI
overall total score after controlling for other demographic variables. Results from this study
show that a higher level of education is a significant predictor of a person’s capacity to be
engaged in their health care among a sample of hospitalized adults.

Patient Activation Measure. The Patient Activation Measure (PAM) measures patients’
belief, knowledge, skill, and confidence in managing their health condition, working with health
care providers, maintaining their health, and accessing appropriate, high-quality care (Hibbard et
al., 2005). According to Murali and Deao (2019), the PAM instrument measures a person’s
readiness for engagement. Reliability test as measured by the Cronbach’s alpha was .81 for the
13 item PAM scale (Prey et al., 2016). The PAM is widely used in health care and in research to

measure a patient’s knowledge, skill, and confidence in the self-management of their health.
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Empirical Studies using the Patient Activation Measure. Cross-sectional (Greene &
Hibbard, 2011) and longitudinal (Greene et al., 2015) studies have used the PAM to examine the
relationship between patient activation in their health care and health related outcomes. Both
studies showed that patients with high patient activation in their health care were more likely to
receive preventive cancer screenings, less likely to smoke, less likely to be obese, and more
likely to have better clinical outcomes such as normal blood pressure and cholesterol levels.
Patients with low activation in their health care were less likely to have better health outcomes.
Another study found that higher patient engagement is associated with healthy behaviors, and
that increases in PAM scores over time are also associated with improved health behaviors such
as aerobic exercise (Harvey et al., 2012). Alexander and colleagues (2012) found that higher
quality patient-provider communication was associated with higher levels of patient activation.

Patient Health Engagement Scale. Graffigna and colleagues (2015) developed the
Patient Health Engagement (PHE) scale to measure the concept of patient engagement. This
scale was developed based on the Patient Health Engagement (PHE) model. The model views
patient engagement as a developmental process and multidimensional experience involving a
patient’s capacity to plan meaningful goals, even if living with disease (Graffigna & Barello,
2018). Internal consistency as measured by the Ordinal Alpha was 0.85. A test-retest reliability
was tested among a sample of 30 participants after 15 days. The intra-class correlation
coefficient (ICC) after 15 days was excellent (ICC = 0.95; CI = 0.90-0.97). Concurrent validity
was assessed and a moderate correlation was found between the PHE and the Patient Activation
Measure (PAM), (r =0.431, p <.001).

Empirical Studies using the Patient Health Engagement Scale. Graffigna and

colleagues (2017) used the PHE-S to examine whether patient engagement and the quality of the
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patient-provider relationship influenced patients’ online health information-seeking behaviors
(OHISB) among a group of patients with chronic disease. The quality of the patient-provider
relationship was significantly correlated with patient engagement in their health care (r = .313, p
<.001). Patient engagement, as measured by the PHE-scale, did not significantly correlate with
patients’ online health information seeking behaviors.

Altarum Consumer Engagement Measure. Duke and colleagues (2015) developed the
Altarum Consumer Engagement (ACE) measure to assess an individual’s engagement in health,
health care decisions, and health consumerism. This instrument attempts to assess health
information-seeking behaviors, online health resources and published ratings of providers.
Criterion validity was measured by comparing ACE measure to the Patient Activation Measure
(PAM). The Commitment subscale correlated the strongest with PAM (rs = .65), and the
informed choice subscale correlated the least (rs = .29). Cronbach’s alpha for the entire scale was
not reported but the subscales ranged from .662 to .852. There were no studies found in the
literature that reported using the Altarem Consumer Engagement measure.

Summary of Instruments to Measure Patient Engagement. There are similarities and
differences among the four patient engagement instruments discussed in this section. Each
instrument assesses patient engagement from a different perspective. The Patient Activation
Measure (PAM) is a widely used instrument that focuses on a person’s activation in their health
care. Patient activation is a similar yet different construct from patient engagement. Activation
does not address the external component of having the ability or willingness to partner with
health care providers and therefore is not congruent with the definition of patient engagement as
defined earlier in this paper. The Patient Health Engagement scale (PHE-S) measures patient

engagement from a more psychological perspective and the Altarem Consumer Engagement
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(ACE) measure assesses patient engagement from a consumer health information-seeking
standpoint.

The Person Engagement Index (PEI) was developed for use during the assessment phase
of the interactive care model and as a measure to regularly evaluate an individual’s capacity to be
engaged in their health care at any point in their health care experience (Drenkard et al., 2015).
The PEI is a psychometrically sound, 18-item measure that is supported by the theoretical
framework and purpose of this study. This study will use the PEI as a measure of the
independent variable patient engagement in health care. The items assess topics such as
willingness to discuss health concerns with their provider, ability to speak up and address their
specific health needs with their provider, view that he/she is part of the health care team, ability
to discuss and set goals with their provider, and understands their health care choices. The
recently developed PEI has been used in one known study (Sun et al., 2019) to date and is
suitable for use in this study.

Study Variable: Nurse Practitioner-Patient Partnership

A literature search was conducted for published research articles with relevance to the
quality of the nurse practitioner-patient partnership and health promotion behaviors. A database
search was conducted in CINAHL from 2009 to May 2020. The search was limited to peer-
reviewed, full-text, research articles in English. Several searches were conducted using Boolean
phrase terms “nurse practitioner-patient partnership” OR “nurse practitioner-patient relationship”
AND “health promotion behaviors” which yielded no results. Boolean phrase terms “quality of
patient-provider relationship” and subject major heading “physician-patient relations” yielded 13
articles after duplicates were removed. Another search included Boolean phrase terms “quality of

relationship” AND “patient and provider” and subject major heading “physician-patient
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relations” yielded 5 more articles. A final search using Boolean phrase terms “provider
partnership with patient” yielded 13 articles. After reviewing articles identified in the database
search a total of 6 articles were found to be relevant and included in this literature review.
Background on Nurse Practitioner-Patient Partnership

The concept of the partnership between the NP and patient is still relatively new and
understudied. There is a lack of published literature on this topic. The term relationship between
a patient and their NP is more commonly seen in the literature. The concept of partnership is
supported to highlight the patient’s active participation in making informed decisions and
accepting greater responsibility for their health (Wilson, 1995). Patients offer their personal
experiences and knowledge of their health condition and providers bring their expertise and
knowledge to the encounter (Courtney et al., 1996; Gallant et al., 2002; Pomey et al., 2015; Slade
et al., 2009; Wiggins, 2008). Important components of this partnership include bi-directional
information exchange between patient and provider and seeking patient input to establish goals
based on their preferences. In the end, patients have greater responsibility for their health when
they are knowledgeable and make informed decisions.

A concept analysis of partnership within the nurse-patient relationship by Gallant et al.,
(2002) determined that the nurse transitions between the roles of educator, facilitator, and helper
as a means of sharing nursing expertise and knowledge with patients. The nurse moves from the
role as expert to becoming a partner with the patient, thus increasing the patient’s capacity to act
on their own behalf. In a more recent analysis by Hook (2006) the concept was expanded to
include the partnership between the patient and health care provider across all health care
disciplines. Hook (2006) identified eight partnership attributes: shared decision making, caring

relationship, professional competence, shared knowledge, autonomy, reciprocal communication,
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patient participation, and shared power.

Concept analyses describe partnership as a process in which patients and health care
providers work together through negotiation, shared power (Gallant et al., 2002; Hook, 2006)
and shared decision-making (Hook, 2006). Antecedents of partnership include provider
expertise, communication skills, consideration, self-awareness, and ability to identify patient
preferences during shared decision-making (Hook, 2006). Both concept analyses by Gallant and
colleagues (2002) and Hook (2006) identified empowerment as the most reported consequence
of partnership. Patient empowerment pertains to the process of becoming more confident and
having the capacity to control one’s life (Hook, 2006). Additionally, consequences of partnership
include increased patient participation in the management of their health, improved utilization of
health care resources and improved health outcomes.

In the concept analysis by Hook (2006); however, none of the studies were designed to
measure whether partnership was present. While partnership was not directly measured,
partnership attributes have been measured in various instruments. Attributes of patient-provider
partnership identified in Hook’s (2006) concept analysis that have been measured include
collaboration, communication and information sharing (Kim et al., 2001), physician trust (Leisen
& Hyman, 2001), therapeutic alliance, shared power, and shared information (Mead et al., 2002).
In summary, important components of partnership include a relationship between provider and
patient that evolves over time where patients participate, communicate, develop autonomy, and
share in health care decisions (Hook, 2006).

Empirical Studies Study Variable: Nurse Practitioner-Patient Partnership
The database search did not identify any articles that related specifically to the quality of

the nurse practitioner-patient partnership. The nurse practitioner-patient partnership is a new and
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evolving concept that is understudied. In pursuit of a greater understanding of the partnerships
that exists between patients and nurse practitioners or health care providers, this review includes
research articles related to health care provider-patient partnerships in general. Six studies were
identified from the database searches.

Partnerships between patients and care-providers have been identified within the
rehabilitation setting. Slade and colleagues (2009) conducted a qualitative study to examine how
participants view the use of an exercise program for chronic low back pain and how this effects
their participation and engagement in exercise. The authors conducted three focus groups, each
consisting of six adults with chronic low back pain who had completed an exercise program.

Findings revealed that participants wanted a partnership with their care providers during
their rehabilitation (Slade et al., 2009). All participants wanted information from their care
provider that they could understand including educational materials and resources. Participants
desired effective communication with a provider that was a good listener. Findings also revealed
that participants viewed partnership with a care provider to include their ability to discuss and
establish mutual goals of care. In addition, all participants believed they developed beneficial
partnerships with their health care providers when participants were free to incorporate their
beliefs, values, preferences, and goals into the program. Participants voiced anger and frustration
when care providers failed to listen to the patient or when information was lacking or unclear.
Participants wanted a partnership that included listening, caring and respect from the care
provider. The importance of maintaining continuity and the ability to follow-up with a care
provider were viewed as important strengths within the partnership. Finally, all participants
expressed the belief that they were experts in their body’s response to activity, exercise, and

treatment, and desired this acknowledgement from the care provider. In terms of outcomes, most
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participants believed that they developed assertiveness skills from the partnership experienced
through the exercise program.

Partnerships have also been examined between health care providers and older patients
with mental illness (Schroeder, 2012). Patients from a mental health recovery social center in the
northeast U.S. were recruited to participate in in-depth interviews. Data saturation was met after
eight adults were interviewed. The sample included four men and four women between the ages
of 57 and 63 years of age. The interviews were audiotaped, transcribed verbatim, and analyzed
for common themes. Main findings demonstrated that the participants had a clear understanding
of what represented a good provider-patient relationship and that sustaining a good relationship
was important. The participants viewed a good provider to be one that displayed empathy and
genuine care. The participants described having a feeling of belonging and connection with the
provider and having the ability to easily communicate with them. Health care providers inspired
hope and confidence in their patients’ ability to succeed in achieving goals. Health care providers
also took time to focus on patients’ unique capabilities. Barriers to a good provider-patient
relationship include lack of trust and providers that were emotionally distant and uncaring.
Results from this study revealed that patients feel empowered to achieve goals of care when they
feel supported by a good relationship with their provider.

Brion (2014) conducted interviews to examine the process of becoming and maintaining
medication adherence among people infected with HIV. Flyers posted at HIV treatment centers
were used to recruit participants. Data saturation was achieved at 23 interviews. The participants
were mostly male (n =15) with an age range between 35 — 57 years. The interviews were audio
recorded, transcribed verbatim, coded and analyzed for common themes and concepts. The main

finding from this analysis was the importance of the provider-patient relationship in addressing
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patients’ needs as they accept, adjust, and succeed in achieving medication adherence behaviors.
This group of highly medication adherent participants expressed the following provider attributes
that facilitated a good relationship: taking time to listen to the patient, educate the patient, see the
patient as a person and treat as a friend, always having access to the provider, and having trust in
the provider. This study describes elements that support a quality provider-patient partnership,
which may influence positive health behaviors such as medication adherence.

Bankoff et al., (2013) used secondary data from a larger study to examine the relationship
between the quality of the provider-patient relationship (PPR) and physical health indicators such
as health related quality of life (HRQOL) and viral load among a group of HI\VV-positive men
who have sex with men (MSM). Participants were recruited from two HIV clinics in Seattle. A
total of 171 HIV-positive men with a mean age of 44 years (SD not reported) participated in this
study. The quality of the PPR was measured using a 9-item self-reported scale that included a
subscale that measured the quality of provider information. Another subscale measured provider
interactional style which assessed the caring, compassion and understanding of the provider
towards the patients’ worries and concerns. HRQOL was measured using the Medical Outcomes
Study HIV Health Survey. Results showed that there was a small to moderate positive
correlation between the quality of provider information and HRQOL (r = .23, p =.002, r? = .05)
and interactional style (r = .20, p = 008, r? = .04). In addition, there was a negative correlation
between low ratings of the quality of information offered (r = -.25, p = .012, r> = .03) and greater
patient viral load. The quality of provider information was a significant predictor of viral load
(F(1,160) = 5.27, p =.023). This study supports the importance of a quality PPR in improving
HRQOL and physical health status.

Underhill and Kiviniemi (2012) examined the relationship between patients’ perceived
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quality of the provider-patient communication, quality of provider relationship building
behaviors, and colorectal cancer screening. Selected items from the National Cancer Institute’s
Health Information National Trends Survey 2007 were used in this study. These questions
measured participants’ perception of the quality of provider-patient communication and
providers’ relationship building behaviors (patient concerns, psychological needs, shared
understanding and involved in decisions). This study included a total of 4,675 surveys. The
sample was half female (54.7%; n= 2557), mostly white (79%; n= 3693), and between the ages
of 50 and 64 years (58.4%; n= 2730). Results showed that for participants with higher quality
provider-patient communication, the odds of having a colonoscopy increased by 26% (OR 1.26;
95% ClI: 1.12, 1.40, p < .001). Three of the four components of provider relationship building
behaviors: patient concerns (OR 1.23; 95% CI: 1.10, 1.37, p <.001), psychological needs (OR
1.23; 95% CI: 1.09, 1.40, p <.001), and involved in decisions (OR 1.23; 95% ClI: 1.11, 1.36, p <
.001) were predictive of colonoscopy screening. Results from this study show that high quality
provider-patient communication and high quality of the providers’ relationship building
behaviors were associated with patients getting their colonoscopy.

Muirhead et al., (2014) examined the dentist-patient relationship and oral health-related
quality of life in older adults living in London. The dentist-patient relationship was measured by
five factors related to the patients’ perceived need for treatment, time taken to discuss problem,
patient involvement in decision-making, respect and dignity, and confidence and trust. Using
stratified random sampling a total of 772 individuals aged 65 and older were recruited. At least
half were female (53.7%; n= 415) and the sample was mostly White (80%; n= 618). Results
showed that older individuals with a perceived unmet dental need (PRR = 1.84; 95% CI: 1.32,

2.56, p < 0.001) and those with no confidence and trust in their dentist (PRR= 1.74; 95% ClI.
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1.01, 2.98, p =,04) had poorer oral health-related quality of life. This study highlights the
importance of a quality dentist-patient relationship in oral health-related quality of life.
Summary of Nurse Practitioner-Patient Partnership Empirical Studies. The studies
in this review included both qualitative and quantitative research. Various populations were
studied including adults with HIV, older people with mental iliness, older people that go to the
dentist, rehabilitation patients, and participants from a national survey of U.S. adults. Overall,
these studies showed that individuals want a partnership with their provider based on trust and
respect (Brion, 2014; Schroeder, 2012; Slade et al., 2009). Provider skills in spending time with
the patient, listening, communicating, providing information, (Brion, 2014; Schroeder, 2012;
Slade et al., 2009), and showing empathy and caring were all important attributes of the
provider-patient partnership (Schroeder, 2012; Slade et al., 2009). Individuals also felt that
sustaining the provider-patient partnership was necessary to achieve their health goals
(Schroeder, 2012; Slade et al., 2009). Attributes of a quality provider-patient partnership such as
provider-patient communication (Bankoff et al., 2013) was associated with improved health
related quality of life, and colonoscopy cancer screenings (Underhill and Kiviniemi, 2012). The
lack of patient confidence and trust in their dentist was found to be a predictor of poor oral
health-related quality of life (Muirhead et al., 2014). These studies suggest that the provider-
patient partnership is an important relationship that may influence an individual’s quality of life,
goal attainment, and health behaviors (cancer screening). It is therefore reasonable to investigate
whether the nurse practitioner-patient partnership influences an individual’s health promoting
behavior.
Instruments to Measure Nurse Practitioner-Patient Partnership

There are no known instruments available to specifically measure the partnership
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between patient and nurse practitioner. This section will discuss three instruments that were
identified in the literature review that measure the relationship between patient and health care
provider or physician.

Patient Reactions Assessment. Galassi, Schanberg and Ware (1992) developed the
Patient Reactions Assessment (PRA) to measure the quality of the patient-provider relationship.
This instrument consists of three 5-item subscales using a 7-point Likert-style format that is
completed by the patient after the visit. The Patient Information Index (PI1) subscale measures
the patient’s perception of the quality of the information provided about their condition, tests,
treatments, and results. The Patient Affective Index (PAI) subscale measures how much the
patient believes their provider understands, respects, and values them. The Patient
Communication Index (PCI) subscale is the patient’s self-report of their ability or difficulty in
asking questions or initiating communication with their provider regarding their condition,
treatment, and so forth.

To avoid the potential uneasiness of the first provider visit, the authors pilot-tested the
PRA on patients who had two or more appointments with the same provider (Galassi et al.,
1992). Patients were instructed to answer the questions in the PRA based on their most recent
contact with their provider. Therefore, PRA scale is largely considered a visit-specific measure
of the patient-provider relationship. The PRA was developed and tested among cancer patients
but the items are not specific to cancer related issues and the scale has been used among various
patient populations and in a variety of health care settings. In addition, the 15-item PRA measure
is not provider specific and has been used among a variety of health care providers.

The PRA was tested among a sample of 197 patients from a cancer center (Galassi et al.,

1992). The sample consisted of 79 men (40.1%), 116 women (58.9%), 2 unspecified (1%) with
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a mean age of 49.94 years (SD = 14.96). The sample was mostly White (86.3%; n=170), Black
(7.6%; n=15), and Native American (3.6%; n= 7). The PRA was found to have high internal
consistency with a Cronbach’s alpha for the total scale .91. Cronbach’s alphas for the subscales:
PIl = .87, PCI = .91, and PAI =.90. Factor analysis confirmed the PRA to be a three-factor
structure. The PRA confirmed concurrent validity based on a Mann-Whitney test for two
independent samples demonstrating significant between-group differences, (U =0, p <.05).

Empirical Studies Using the PRA. Marelich and Murphy (2003) explored the association
between a patient’s decision-making involvement and the quality of the patient-provider
relationship. Fifty HIV-positive women were recruited to participate in this descriptive
correlational study. The participants received care from physicians (82%; n=41), NPs (14%; n=
7), and other type of provider (4%; n=2). The PRA was used to measure the quality of the
patient-provider relationship. Internal consistency reliability (Cronbach’s alpha) ranged from
0.83 to 0.91 for the sample. Decision-making involvement was assessed based on four questions
to which no reliability or validity was established. Findings from this study showed that HIV-
positive women who are involved in decision-making received more information from their
provider and reported better communication with their provider. The findings support the need
for health care providers to partner with their patients to increase their involvement in decision-
making.

Oetzel et al. (2015), and Archipoli et al. (2016) used data from the same sample of HIV
patients (n= 344) receiving care from providers at a federally funded clinic in New Mexico. The
PRA was used to measure the quality of the patient-provider relationship. Internal consistency
reliability (Cronbach’s alpha) for the three subscales of the PRA ranged from 0.88 to 0.92, with

the overall scale measuring 0.92. One study found that patient-provider relationship was
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associated with greater patient satisfaction and health related quality of life (Oetzel et al., 2015).
Findings from Archiopoli and colleagues (2016) found that the patient-provider relationship was
associated with greater medication self-efficacy and thus improved medication adherence.
Overall, findings from both studies show support that a quality relationship between patient and
provider is associated with patient satisfaction, higher quality of life, greater medication self-
efficacy, and medication adherence.

A study by Zrinyi et al. (2003) used the PRA to examine the patient-staff relationship to
dietary self-efficacy and compliance behaviors among hemodialysis patients (n = 107) at 20
dialysis centers in Hungary. The reported Cronbach’s alpha for instruments used in this study
ranged from 0.84 to 0.92. Results showed a correlation between higher quality staff-patient
relationships with greater dietary self-efficacy and compliance behaviors.

A study by Sikavi and Weseley (2017) used two subscales of the PRA to examine the
degree psychosocial factors in the patient-oncologist relationship are associated with patient
satisfaction with care, medication adherence, and general health among patients diagnosed with
breast cancer. The Patient Information Index subscale was used to measure perceived physician
information giving. The Patient Affective Index subscale was used to measure perceived
physician supportiveness. The Patient Information Index and the Patient Affective Index were
found to be reliable with Cronbach’s alpha measuring 0.86 and 0.81, respectively. Findings from
this study showed that physician supportiveness and physician information giving were
positively associated with trust in the oncologist. This study also found physician supportiveness
to be more strongly linked to satisfaction with care than trust in physician.

Patient-Doctor Relationship Questionnaire. The Patient-Doctor Relationship

Questionnaire (PDRQ-9) is a 9-item instrument that measures the helping attitude of the
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physician from the patient’s perspective (Van der Feltz-Cornelis, 2004). The instrument was
designed for use within the primary care setting to assess how well patients consider their
primary care physician to be effective and helpful. This instrument was developed based on the
Dutch version of Helping Alliance Questionnaire by Van der Linden. The 11-item Helping
Alliance Questionnaire was modified, and pilot tested on 8 healthy participants to examine the
items comprehensibility. The resulting PDRQ was a 15-item instrument with a response scale
ranging from 1 (not at all appropriate) through 5 (totally appropriate). The questionnaire was
handed out in three primary care practices consisting of five primary care physicians and at an
epilepsy center. A total of 165 questionnaires were completed. The sample was mostly
Caucasian, female (64%; n= 106), with a mean age of 41 years (SD not reported). Results of the
factor analysis, reliability testing, and construct validity reduced the PDRQ to a one-factor
structure consisting of 9-items that focus on the empathetic style and availability of the doctor.
Findings showed that the instrument was able to discriminate between patients from the primary
care practice and the epilepsy clinic. Internal consistency reliability as measured by the
Cronbach’s alpha was .94. The PDRQ-9 does not measure the quality of care, technical skills, or
communication skills of the physician. The PDRQ-9 measures the helping attitude of the primary
care physician from the perspective of the patient.

Empirical Studies Using the PDRQ-9. Weng and colleagues (2011) examined the
relationship between surgeon’s emotional intelligence and empathy with the patient-surgeon
relationship and patient satisfaction. The PDRQ-9 was used to measure the patient-surgeon
relationship. A total of 50 surgeons and 549 outpatients participated in this study. The sample of
surgeons was essentially male (97.1%; n= 48) with a mean age of 43.14 years (SD = 8.59). The

sample of patients was 51.9% male (n= 285) with a mean age of 45.4 years (SD = 19.07). In
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addition to the PDRQ-9, patients completed surveys pertaining to satisfaction with surgeon and
self-reported health status before and after surgery. Cronbach’s alpha for the PDRQ-9 was .89.
Results showed that older surgeons (r = .35, p < .001) and surgeons with higher levels of
emotional intelligence (r = .45, p <.001) were more likely to have a positive relationship with
their patients. Patients reported greater satisfaction (r = .95, p <.001) with better-rated patient-
surgeon relationships.

Porcerelli and colleagues (2014) conducted an additional validity study of the PDRQ-9.
A total of 180 adult patients from a primary care clinic participated. The sample was mostly
female (68%; n=122) and Caucasian (63%; n= 113) with a mean age of 37.83 years (SD= 14.4).
Construct validity using factor analysis was conducted and confirmed a single factor structure.
Internal consistency reliability using Cronbach’s alpha was .96. Convergent validity, the degree
to which an instrument correlates with other validated instruments, was tested using the Difficult
Doctor Patient Relationship Questionnaire-10 (DDPRQ-10). The DDPRQ-10 measures the
doctor reported degree of difficulty in the patient encounter. Correlational analyses showed that
the PDRQ-9 was significantly and negatively correlated with the DDPRQ-10 (r = -.22, p = .003).
That is, patients that rated their relationship with their primary care provider more positively, the
less difficult the primary care provider rated their encounter with the patient. Discriminant
validity was assessed by comparing the patient PDRQ-9 ratings of physicians to patient PDRQ-9
ratings of residents using t-test. Results showed that the t-test was significant (p=.01), indicating
that the PDRQ-9 was able to discriminate between groups, that is more favorable ratings were
given to physicians (n=23, M=43.17, SD= 4.42) compared to residents (n=157, M= 40.30, SD =
6.84). Overall, results of this study support the use of the PDRQ-9 as a reliable and valid

instrument to measure the patient’s view of the therapeutic aspects of the patient-physician
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relationship in primary care settings.

Kim Alliance Scale. The Kim Alliance Scale (KAS) is a 30-item instrument that assesses
the quality of the therapeutic relationship between patient and health care provider from the
patient’s perspective (Kim et al., 2001). The KAS measures four dimensions of the patient-
provider relationship which include empowerment (6-items), collaboration (8-items),
communication (11-items), and integration (5-items). This instrument may be used in various
health care domains including medicine, nursing, and psychotherapy. The initial version of the
KAS was tested on a small sample of 68 registered nurses (60 women and 8 men). The sample
was 65% Caucasian (n=44), 13% Asian American (n=9), 7% Mexican American (n=5), and
6% African American (n= 4). Internal consistency reliability using Cronbach’s alpha for the total
KAS was .94. The Cronbach’s alpha for the dimensions ranged from .71 to .87. Generalizability
of the findings were limited due to a high education level of the sample: doctoral degree (7%; n=
5), master’s degree (60%; n=41), baccalaureate degree (22%; n=15), associate’s degree (6%; n=
4), and high school diploma (4%; n= 3). The use of only registered nurses into the sample
represented a potential sampling bias.

The KAS was revised to measure the quality therapeutic alliance between patient and
provider (Kim et al., 2008). The refined KAS (KAS-R) was used to examine the association
between the therapeutic alliance and patient satisfaction with care. A total of 601 patients were
recruited from two outpatient clinics mostly serving retirees and military families. The sample
was mostly female (79%; n= 477), Caucasian (48.8%; n= 293), and a high percentage of
Asian/Pacific Islander (25.6%; n= 154). Both clinics consisted of family practitioners, internists,
pediatricians, combined internist/pediatrician, NPs, and physician assistants. The KAS-R

consists of 16 items and 4 final factors (collaboration integration, empowerment, and
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communication subscales). Internal consistency reliability for the subscales ranged from .75 to
.80 with the total scale measuring .89. Results from this study did find that the quality of the
therapeutic alliance was a significant predictor for patients’ satisfaction with care. In summary,
the KAS-R was found to be a reliable and valid instrument in measuring the therapeutic alliance
between patient and provider in the outpatient clinic setting.

Empirical Studies Using the KAS. No published studies using the KAS or KAS-R were
found in this literature search. However, Alvarez and colleagues (2016) assessed the
psychometric properties of the KAS - Communication subscale (KAS-CM) along with a shared
decision-making scale to evaluate patient-centered outcomes. This study was conducted among
English and Spanish speaking mental health patients receiving treatment from behavioral health
providers. The 11-item KAS-CM subscale measures patient-provider communication from the
patient perspective on a 4-point Likert scale. The KAS-CM was tested on a sample of 239
participants of which 160 were English speaking and 79 were Spanish speaking. Results showed
that on three items there were differences in cultural or language characteristics between the two
groups indicating differences in the patient experience of communication. Internal consistency
reliability for the KAS-CM as measured by the Cronbach’s alpha was adequate (total scale = .66,
English = .61, and Spanish =.78).

Summary of Instruments Measuring the Nurse Practitioner-Patient Partnership.
None of the instruments found within the literature search specifically measured the quality of
the patient-nurse practitioner partnership. The instruments discussed examined various
components of the patient- provider relationship such as communication, affect, information,
helping attitude, empowerment, collaboration, and integration. The literature review identified

bidirectional communication, shared knowledge and information, shared decision-making,
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shared power, trust, respect, and feeling listened to as important components of the partnership
between patient and NP. The KAS-R, PRA, and PDRQ-9 contained 16 items or less, while the
30-item KAS was a much longer questionnaire. All instruments demonstrated acceptable
psychometric properties.

After comparing and contrasting the PRA, KAS, KAS-R and the PDRQ-9, the PRA was
found to be a short questionnaire that measures three important components of the patient-
provider partnership (communication, affect, information) and therefore is suitable for measuring
the nurse practitioner-patient partnership. The PRA has been used in several studies and among
various populations including adults living with HIV, cancer patients, hemodialysis patients, and
patients with a chronic health condition. The measure has been used to examine the patient-
provider partnership with shared decision-making, quality of life, medication self-efficacy,
medication adherence, diet self-efficacy, compliance behavior, patient self-management and
patient satisfaction.

Patient Engagement and the Nurse Practitioner-Patient Partnership Literature Review

This section presents empirical studies with relevance to the unique relationship between
the concepts of patient engagement and the nurse practitioner-patient partnership. A literature
search was conducted for published research articles in CINAHL from 2009 to May 2020. The
search was limited to peer-reviewed, full-text, research articles in English. Searches were
conducted using the following Boolean phrase terms “patient engagement,” “engagement in
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care,” “nurse practitioner-patient partnership,” “doctor-patient relationship,” and “nurse-patient
relationship.” The search yielded 56 articles. Duplicates were removed and articles were

reviewed for relevance to the topic. A total of four articles are included in this section of the

review.
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Three of the articles involved qualitative methods including focus groups and interviews.
Findings from these studies showed that patients believed health care providers promoted patient
engagement by sharing information openly and honestly with them (Sloan & Knowles, 2017). A
relationship built on trust was necessary to promote patients’ active participation (duPon et al.,
2019; Sloan & Knowles, 2017) and in bi-directional communication (duPon et al., 2019; Hurley
et al., 2018). Providers who took the time to establish a rapport with patients and listen to their
needs promoted patient-provider communication (Hurley et al., 2018). Patient-provider
communication was important in sustaining patients’ engagement in their health care (Hurley et
al., 2018). Effective patient-provider communication enabled providers to collaborate with
patients to address health concerns (Hurley et al., 2018).

A guantitative study examined the influence of patient engagement and the quality of the
patient-provider relationship on patients’ online health information seeking behaviors among
patients with chronic health conditions (Graffigna et al., 2017). Results showed that the quality
of the patient-provider relationship was significantly correlated with patient engagement in their
health care (r = 0.313, p <.001). In conclusion these studies lend support for the important role
that the patient-provider relationship may play on a patient’s engagement in their health care.
Further study to investigate the nurse practitioner-patient partnership and whether it influences
patient engagement is of interest.

Conclusion

The CDC estimates the following proportion of deaths in 2014 that were preventable
among individuals under the age of 80 years due to: heart disease (30%), cancer (15%), chronic
lower respiratory disease (36%), and stroke (28%) (Garcia et al., 2016). Promoting healthy

behaviors and a healthy lifestyle is an important and necessary step towards decreasing the high
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incidence of preventable deaths in the U.S. A literature review was conducted to better
understand the dependent variable of health promotion behaviors and the independent variables
of patient engagement, and the nurse practitioner-patient partnership. A review of health
promotion behaviors literature has shown that individuals and their spouses/partners are
interested in workplace health promotion programs (Hammerback et al., 2015). Common health
behaviors that individuals make an effort to change include diet, exercise, and weight loss
(Buchholz et al., 2012; Hammerback et al., 2015; Walker et al., 2009). Several studies involved
specific health promotion intervention programs designed to address diet, physical activity,
smoking, and sleep behaviors among various populations (Buchholz et al., 2012; Byrne et al.,
2016; Walker et al., 2009; Yan et al., 2014). Outcomes from health promotion behavior
interventions include improvements in physical activity (Walker et al., 2009), quality of life
(Ipsen et al., 2014), and weight loss (Buchholz et al., 2012).

Behavior specific cognitions including self-efficacy and interpersonal influences, from
the health promotion model were found to be predictive of health behaviors among active duty
military women (Agazio & Buckley, 2010). Self-efficacy and interpersonal influences are similar
concepts to the independent variables of patient engagement and the nurse practitioner-patient
partnership. Similar with self-efficacy, patient engagement promotes an individual’s active role
in their health care. Patient engagement behaviors such as bringing questions to their health care
provider visit increased patient knowledge and ability to make healthy choices (Kaphingst et al.,
2014). Patients with higher levels of engagement in their health care had better clinical outcomes
(normal HDL), healthier behaviors (not smoking), and obtained preventive cancer screenings
compared to patients with low levels of patient engagement (Greene et al., 2015).

Few patient engagement instruments are noted in the literature. Patient engagement is a
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broad concept and further study is warranted to understand how it relates to the concept of health
promotion behaviors. The Person Engagement Index by Swartwout et al. (2018) will be used to
measure actions taken by a patient to obtain the greatest benefit from health care services
(Gruman et al., 2010). Items in this instrument assess actions such as information seeking, setting
health care goals, and active participation to address health concerns.

The literature search did not uncover any articles pertaining specifically to the quality of
the nurse practitioner-patient partnership as this is a new and evolving concept. This review did
examine providers that deliver HIV care, rehabilitation care, dentists, and health care providers.
These studies support that patients want a partnership with their provider that is based on trust
and respect (Brion, 2014; Schroeder, 2012; Slade et al., 2009). Important provider skills to
achieve partnership include communication, listening, caring/empathy, and providing
information (Brion, 2014; Schroeder, 2012; Slade et al., 2009). A strong provider-patient
partnership was associated with improved health related quality of life, goal attainment, and
health behaviors (Schroeder, 2012; Slade e al., 2009; Muirhead et al., 2014; Underhill &
Kiviniemi, 2012). Since quality provider-patient partnerships are associated with goal attainment
and healthy behaviors it is reasonable to further investigate the nurse practitioner-patient
partnership and its influence on patient health promotion behaviors.

To date the nurse practitioner-patient partnership has been understudied and therefore it is
important to investigate this concept and health promotion behaviors. Nurse practitioners make
up a growing percentage of primary care providers in rural and nonrural settings (Barnes et al.,
2018). In the U.S. nurse practitioners account for 26 percent of primary care providers (Agency
for Healthcare Research and Quality, 2018). It is estimated that 87.1% of newly graduated nurse

practitioners are trained in primary care (McMurrey, 2019). It is important to further understand
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the relationship between the primary care nurse practitioner-patient partnership and its influence
on patient engagement. The linkages between patient engagement, the patient-nurse practitioner
partnership, and health promotion behaviors needs further study. Examining these relationships

has the potential to yield important data that may improve an individual’s adoption of health

promotion behaviors.
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Chapter 111
Methodology

This chapter provides an overview of the research design, setting, sample, sampling
procedures, ethical considerations, research instruments, data collection, and data analysis
methods used in this study.
Research Design

A nonexperimental, descriptive, correlational design was used to examine the
relationships among the study variables of patient engagement in health care, patient-nurse
practitioner partnership, and health promotion behaviors. The cross-sectional nature of this study
design involves data collection and analysis of a phenomena at a given point in time (Polit &
Beck, 2021). Descriptive correlational studies describe the status of a concept and examine
relationships and connections between variables, but do not suggest causality (Polit & Beck,
2021).
Population and Sample

Patients were recruited with permission from one nurse practitioner (NP) primary care
practice setting in northern New Jersey (Appendix A). Convenience sampling was used to recruit
patients until the required sample size was met. The practice consisted of three female, adult
primary care NPs serving a caseload between 2,800 and 3,000 patients. On average the practice
provided care to 90 patients per week. Two of the NPs were in their early 60s each with 27 years
of experience, and the other in her mid-30s with 5 years of experience. Eligible participants had
to be at least 18 years of age, able to read English and complete the study questionnaires, and
have had at least one previous health care encounter with their NP. Patients in this practice select

a primary care NP for routine annual health exams and follow-up care for chronic conditions. In
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the event of an acute illness, care is provided by the any available NP.
Sample Size and Statistical Power

An a priori power analysis using the software program G*Power (Faul et al., 2007) was
conducted to determine the sample size required to detect a medium effect between the
independent variables (engagement in health care and nurse practitioner-patient partnership) and
dependent variable (health promotion behavior) in this study. According to Polit and Beck
(2021) nursing research usually has small to medium effects. Results from the G*power analysis
using F test, linear multiple regression fixed mode, R? deviation from zero, medium effect size
(0.15), and power of 0.80 with an alpha of 0.05 resulted in a necessary sample size of 68.
Setting

This study took place during the Covid-19 pandemic. During this period NPs provided
care either through the traditional face-to-face encounter or via telehealth. To decrease virus
transmission, telehealth was the preferred method of patient care for nurse practitioners during
weeks of high transmission rates. Face-to-face encounters were provided during periods of low
transmissibility. There were two settings for data collection in this study. First, all patients that
visited the patient portal and read the letter of solicitation were prompted to click on the
Qualtrics link to gain access to the consent and study questionnaires. Patients had the option of
using any computer or location of their choosing to access the patient portal.

The second data collection setting took place at the NP primary care center. Patients
receiving face-to-face care from the NPs at the primary care center were provided questionnaires
in a paper format. Patients were given the opportunity to complete the questionnaires while in the
office or outside the office in a location of their choosing. Participants were given the option of

returning the paper formatted questionnaires to the drop box located at the NP practice or
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mailing them to this researcher. Alternately, participants receiving face-to-face care were given
the option to complete the questionnaires online at a computer and location of their choice. The
Qualtrics link was located on the letter of solicitation.

Ethical Considerations

Approval for this study was granted 26 July 2021, from Seton Hall University
Institutional Review Board (Appendix B) to recruit participants for this study through the New
Perspectives Health Care patient portal. An amendment (Appendix C) was approved on 23
March 2022, to allow this researcher to recruit participants from the waiting room of the New
Perspectives Health Care NP practice. This study is confidential. No personal data or personal
identifiers from participants were collected. A letter of solicitation (Appendix D) including a link
to the online informed consent (Appendix E) and surveys were placed onto the NP practice
patient portal by the NPs.

Participants recruited from the waiting room of the NP primary care practice were
provided with a letter of solicitation. Interested participants were asked to provide written
informed consent (Appendix F). Participants were instructed to complete the surveys in paper
format and to refrain from using any personal identifiers such as name or address. Participants
were given the option of mailing the consent and questionnaires back to this researcher. A
stamped prepaid envelope was made available to participants upon request. Participation in this
study was voluntary and no monetary compensation or incentives were provided.

Data Collection Procedures

A link to the letter of solicitation describing the study purpose, consent form,

demographic sheet (Appendix G), and questionnaires was created through Qualtrics, an online

survey management system. Data collection for this study took place during the Covid-19
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pandemic. The NP practice traditionally evaluated patients in face-to-face health care encounters.
However, due to the Covid-19 pandemic the NP practice increased their utilization of telehealth
to reduce the transmission of the virus.

Participants were recruited in three ways. First, a letter of solicitation was posted on the
NP practice patient portal along with a Qualtrics link containing the consent, demographic sheet,
and questionnaires. The second enrollment plan involved recruiting patients that received NP
care during a face-to-face encounter at the NP primary care practice. An 11 x 14” framed
research recruitment sign (see Appendix H) was placed on a 4-foot stand in the waiting room of
the NP practice. The research sign directed interested patients to pick up a letter of solicitation
containing the Qualtrics link to the consent and study questionnaires. Participants were free to
complete the questionnaires on a computer and in a location of their choosing.

The third enrollment plan involved this researcher recruiting potential participants from
the waiting room of the NP primary care practice. A letter of solicitation explaining the study
purpose was provided to potential participants. Participants providing written informed consent
were given a 9” X 12” manila envelope containing a research packet. This research packet
contained the demographic sheet and study questionnaires stapled together. Participants were
free to complete the research packet in a location of their choice. Participants were instructed to
return the completed research packet to the manila envelope, seal, and place in a secure, locked
box located next to the research sign. The manila envelopes were numbered in sequence “001”,
“002”, and so on. The participants were instructed to avoid placing any personal identifiers on
the research packet or manila envelope. This researcher recruited participants twice a week over

an eight-week period. The research packets were removed from the secure locked box at the end
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of each recruitment day. Data was collected at the NP office and via Qualtrics until an adequate
sample was obtained.
Instruments

This section offers a discussion on the demographic data questionnaire and three
instruments used to measure the independent and dependent variables. Health promotion
behaviors were measured using the Health Promoting Lifestyle Profile Il. Patient engagement
was measured using the Engagement in Health Care subscale and the nurse practitioner-patient
partnership was measured using the Patient Reactions Assessment. A demographic data
questionnaire was created to assess various characteristics of the study sample. Time to complete
the demographic sheet and all three questionnaires was recorded at 20 minutes.

Health Promoting Lifestyle Profile 11. The Health Promoting Lifestyle Profile 1l (HPLP-
I1) (Appendix I) is a 52-item instrument that measures the major components of a health
promoting lifestyle (Walker et al., 1995). The HPLP Il uses a 4-point Likert type scale format (1
= never, 2 = sometimes, 3 = often, 4 = routinely). Patients that complete this instrument are
instructed to select the frequency in which they engage in each behavior listed. Higher scores
suggest greater involvement in health promotion behaviors. Examples of questions contained in
this instrument include 1) get enough sleep and 2) follow a planned exercise program. The HPLP
Il achieved a Flesch-Kincaid readability score of 74.2. A score between 70 and 80 is considered
fairly easy to read and indicates a 7" grade reading level (Terblanche & Burgess, 2010). HPLP-I1
is licensed in Creative Commons and available for use (Appendix J).

The original version by Walker, Sechrist, and Pender (1987) was developed from a
literature review and the Lifestyle and Health Habits Assessment (LHHA). The LHHA contains

100 items and is used by nurses to assess patients’ positive health behaviors. The HPLP
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instrument was pilot tested on a sample of 173 nursing students. Internal consistency was high
with Cronbach’s alpha at .919 (Walker et al., 1987). Stability was assessed two weeks later by
administering the HPLP for a second time to 92 students. Test-retest reliability was found to be
stable (r=.854). Content validity was established through a content evaluation by four nursing
experts in the field of health promotion. This resulted in a 107-item measure that was further
tested among a sample of 952 adult participants ranging in age from 18 to 88 years from two
midwestern states. Item analysis, factor analysis and reliability estimates were conducted on the
107-item scale. Corrected item-total correlations were computed for the total scale and subscales.
Items that lowered the scale’s internal consistency, as measured by Cronbach’s alpha, were
deleted and resulted in a 70-item scale. Construct validity was established by conducting a factor
analysis on the remaining 70 items. Principal axis factoring extraction and oblique rotation was
performed. Items that did not strongly load onto a factor were deleted which resulted in a 48-
item scale. A final 6 factor structure was supported which explained 47.1% of the variance of the
48-item scale.

The resulting 48-item HPLP scale consists of six subscales: Self-actualization, Exercise,
Interpersonal Support, Health Responsibility, Nutrition, and Stress Management (Walker et al.,
1987). The internal consistency reliability as measured by Cronbach’s alpha was .922 for the
total instrument and the 6 subscales ranged from .702 to .904. A test-retest reliability coefficient
was conducted on a sample of adults (N= 63) where the HPLP was administered two weeks
apart. Pearson r = .926 for the total scale and subscales ranged from .808 to .905. In summary the
HPLP was found to have adequate validity and reliability for use in different populations.

The HPLP was revised to a 52-item Health Promoting Lifestyle Profile 11 (Walker et al.,

1995). Based on a literature review three subscales were renamed to more accurately reflect their
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content. The HPLP-I1I six subscales include: Spiritual Growth, Interpersonal Relations, Physical
Activity, Health Responsibility, Nutrition, and Stress Management. Validity and reliability were
tested among a sample of 712 adults ranging in age from 18 to 92 years. Construct validity was
tested by factor analysis which supported the six-dimensional construct of a health-promoting
lifestyle. Convergent validity was tested with the Personal Lifestyle Questionnaire. The Personal
Lifestyle questionnaire is an instrument to measure the construct of positive health practices
(Mahon et al., 2002). Convergent validity testing showed a strong correlation between the HPLP-
Il and the Personal Lifestyle Questionnaire (r = .678).

Criterion-related validity was tested concurrently with instruments to measure perceived
health status and quality of life. Pearson’s correlation coefficient showed significant correlations
(r =.269 t0.491). Internal consistency reliability as measured by Cronbach’s alpha was .943 for
the entire scale. Cronbach’s alphas for the subscales range from .793 to .872. Stability of the
HPLP-11 was assessed by a 3-week test-retest reliability coefficient, r = .892. In summary the
HPLP-I1 has been found to be a valid and reliable instrument to measure health promotion
behaviors. The HPLP-I11 is used frequently in nursing research (Murdaugh et al., 2019) and is
suitable for use in this study.

Person Engagement Index. The Person Engagement Index (PEI) is an 18-item
instrument and used to measure the independent variable of patient engagement in health care
(Swartwout et al., 2018). Examples of questions from this subscale include 1) | take actions to
make sure | am the healthiest | can be, and 2) If | have a concern about my health, | take action
to address it. The PEI assesses an individual’s capacity to engage in their health care based on
their needs, values, and preferences (Drenkard et al., 2015). The PEI consists of four subscales:

Engagement in health care, technology use in health care, proactive approach to health care, and
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psychological support for health care (Swartwout et al., 2018). Permission to use the PEI was
granted by GetWellNetwork, Inc. (Appendix K).

The PEI is scored on a Likert-type response scale ranging from 1 to 5, where 1 = strongly
disagree, 2 = disagree, 3 = neither agree nor disagree, 4 = agree, and 5 = strongly agree
(Swartwout et al., 2018). The responses are converted to a 0 to 100-point score using the
following mathematical calculation: (patient score-minimum score)/(maximum score-minimum
score) multiplied by 100 (Drenkard et al., 2017). For example, if a patient scores a five for all 18
items in the PEI: (90-18)/(90-18) = 72/72 = 1 multiplied by 100 equals 100%. Each subscale is
scored individually using the same formula. Higher scores indicate a higher capacity to be
engaged in one’s health care.

Readability of the scale was assessed using the Flesch-Kincaid Reading Ease and the
Flesch-Kincaid Grade Level (Swartwout et al., 2018). The PEI yielded a Flesch-Kincaid Reading
Ease score of 72.3. Scores between 70.0 and 79.0 are fairly easy to read and suggest a 7!" grade
reading level (Terblanche & Burgess, 2010). The Flesch-Kincaid Grade Level for the PEI was
6.9, indicating a 6™ grade reading level (Swartwout et al., 2018). This scale contains questions
that assess whether a person understands their health care choices, ability to take action to be
healthy, ability to discuss health care goals with their provider, and views self as part of the
health care team.

The original 24 item PEI was developed based on the assessment phase of the interactive
care model (ICM) (Swartwout et al., 2018). The purpose of the assessment phase is to measure
an individual’s capacity to be engaged in their health care (Drenkard, et al., 2015). Development
of the PEI involved a literature review and expert consultation to establish item content validity

(Swartwout et al., 2017). Pilot testing was conducted among a sample of 100 older, community
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dwelling adults. Construct validity was examined by conducting an exploratory factor analysis
with principal axis factoring extraction and orthogonal varimax rotation. A five-factor solution
was supported based on the scree plot and percent variance explained. The five factors accounted
for 61.7% of the total variance. Results demonstrated good internal consistency reliability with
Cronbach’s alpha = .882 for the entire scale. Cronbach’s alphas for the subscales are as follows:
Knowledge of Health Care Status =.886, Proactive Approach to Health Care =.780, Motivation
to Manage Health Care =.742, Psychosocial Support for Health Care =.658 and Technology Use
in Health Care =.796. The PEI was found to be a valid and reliable scale to measure a person’s
capacity to engage in their health care, however further testing of the psychometric properties
among other populations and settings was warranted.

Swartwout et al. (2018) conducted further testing on the PEI in two phases. Phase |
consisted of patient interviews involving the PEI. Items were revised based on the feedback
obtained during the patient interviews. Cognitive testing was conducted by trained nurse
educators to examine patient comprehension, interpretation, and general response to the items.
Findings showed that patients had an overall good understanding of the questions and minor
revisions were made.

Phase Il involved testing the PEI among a sample of 338 medical-surgical inpatients from
five health care facilities located on either the East or West Coast of the U.S (Swartwout et al.,
2018). The mean age of the participants was 56 years (SD = 17.7). Exploratory factor analysis
with principle axis factoring extraction and orthogonal varimax rotation was conducted and
resulted in a four-factor solution. The four factors explained 63.9% of the total variance. The first
factor (Engagement in Health Care) accounted for 39.2% of the total variance. Internal

consistency reliability for the entire scale as measured by Cronbach’s alpha =.896. Cronbach’s
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alphas for the subscales are as follows: Engagement in Health Care = .885, Technology
Approach to Health Care =.854, Proactive Approach to Health Care = .728, and Psychological
Support for Health Care = .880. Overall, the PEI has been found to be a valid and reliable
instrument to assess a person’s capacity to be engaged in their health care.

The PEI is a recently developed instrument and at this time only one published study was
identified in the literature. Sun et al. (2019) examined the correlations between
sociodemographic factors and a person’s capacity to be engaged in their health care as measured
by the PEI. Results showed that education was the only socio-demographic factor that was
significantly associated with the total PEI score (p = 0.013). Thus, participants with college or
higher levels of education had higher capacity to be engaged in their health care compared to
those with less than high school education. Age was the only socio-demographic factor that was
significantly associated with the subscale Engagement in Health Care (r =.119, p = 0.029). A
general linear regression analysis was conducted of the PEI, subscales, and patient demographic
factors. After controlling for age, gender, race, ethnicity, employment, and relationship status,
patient education level was statistically significant in predicting the total PEI score (Adj R? =
0.029, p = 0.049). Psychometrics of the PEI and its subscales were not reported in this study.

The PEI measures a person’s capacity to engage in their health care (Swartwout et al.,
2018). Results from this measure are used to design and plan care based on the patient’s needs
and preferences. To date there is a minimum of research using the PEI. Therefore, this study will
use the entire 18-item PEI with particular attention paid to the Patient Engagement in Health
Care subscale based on its specificity in measuring the construct of patient engagement in health
care. This study will examine and report on the internal consistency reliability of the entire PEI,

thus contributing to the psychometrics of this newly developed instrument.
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Patient Reactions Assessment. The Patient Reactions Assessment (PRA) is a 15-item
instrument to measure the perceived quality of the patient-provider relationship (Galassi et al.,
1992). The PRA was designed to be used with any health care provider including the nurse
practitioner (NP). The PRA consists of three subscales: Patient Affective Index (PAI), Patient
Information Index (PII), and the Patient Communication Index (PCI). The PAI measures how
much the patient perceives the NP values, understands, respects, and expresses interest in what
the patient has to say. The PIl measures, from the patient perspective, how well the NP explains
information about the patient’s condition, treatments, tests, and how well patients understand this
information. The PCI measures the patient’s self-report of their ability to initiate a discussion and
communicate their health concerns with the NP. The PRA was used to measure the nurse
practitioner-patient partnership. Permission to use the PRA was obtained from Dr. John P.
Galassi (Appendix L).

The instrument uses a 7-point Likert -style response scale where 1 = very strongly
disagree, 2 = strongly disagree, 3 = disagree, 4 = unsure, 5 = agree, 6 = strongly agree, and 7 =
very strongly agree. Higher scores indicate a greater quality nurse practitioner-patient
partnership. To prevent response bias, seven of the 15 questions in the PRA are negatively
worded and thus the scoring is reversed. Patients completing the PRA should have had one
previous visit with their NP at the time of the survey. Patients completing the PRA are asked to
think about their recent contact with the NP and to answer each question based on how they felt.
Examples of questions from the PRA include 1) Is warm and caring toward me, and 2) treatment
procedure clearly explained. The PRA scored 66.1 on the Flesch-Kincaid reading ease
assessment. Scores ranging from 60 to 69 are considered acceptable and suggests a reading level

between the 8" and 9" grade (Terblanche & Burgess, 2010).
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The initial 56-items in the PRA were developed based on a literature review, modified
items from existing instruments, and feedback from patients, caregivers, and the research team
(Galassi et al., 1992). Face validity was assessed by four oncology nurses and thirteen counseling
students. Poorly worded items were either rewritten or deleted and reassessed by 15 oncology
nurses. This resulted in 51 items which were sorted into three categories: affective, information,
and communication. The 51-item PRA measure was tested on a sample of 220 cancer patients
with a mean age of 51.36 years (SD=13.89). Three separate exploratory factor analyses of the
three factors (affective, information and communication) were conducted to reduce the number
of items to 19. The 19-item scale was further reduced to a final 15-item instrument by removing
items that lowered internal consistency as measured by Cronbach’s alpha.

An initial confirmatory factor analysis was conducted to determine if the three factors are
interrelated, separate, or interrelated to the degree that the measure is a single factor (Galassi et
al., 1992). Results showed that the oblique model fit the data well demonstrating that the factors
were correlated. A second confirmatory factor analysis of the final 15-item PRA was conducted
on a new sample of 197 cancer patients with a mean age of 49.94 years (SD = 14.96). Results
showed that the three-factor oblique model provided the best fit for the data.

Internal consistency reliability as measured by Cronbach’s alpha for the total scale was
.91. Cronbach’s alphas for the subscales: PIl =.87, PCl = .91, and PAI =.90 (Galassi et al.,
1992). Concurrent validity was established by two raters at the cancer clinic independently
sorting the staff (6 physicians, one resident and one nurse) into two groups (more effective
relationship or less effective relationship) based on their overall perception of how well they
related to their patients. The patient-completed PRAs from both groups were compared using a

Mann-Whitney test for two independent samples. Results confirmed a significant difference
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between the two groups (U = 0, p <.05). Concurrent validity was established due to the PRA
being able to discriminate between a group of providers having more effective patient
relationships from a group of providers having less effective patient relationships.

The PRA has been used in other populations to measure the quality of the patient-
provider relationship among the HIV population (Oetzel et al., 2015; Archipoli et al., 2016)
hemodialysis patients (Zrinyi et al., 2003), and a German version PRA-D (Brenk-Franz et al.,
2017) was used among patients in primary care.

The PRA measures the quality of the patient-provider partnership based on three
important components (affect, information, and communication) (Galassi et al., 1992). The PRA
may be used to measure the partnership between any health care provider and their patient. The
PRA has been used in various populations including primary care. Therefore, this instrument is
suitable to measure the study variable of the nurse practitioner-patient partnership.

Patient Demographic Data Sheet. Patient demographics including age, gender, marital
status, race, ethnicity, highest level of education, work status, reason for visit, type of NP visit,
and number of previous visits with nurse practitioner was collected for use in descriptive
statistics (See Appendix G).

Analysis of Data

Data from questionnaires and the demographic sheet were analyzed using the IBM SPSS
Statistics, version 25. The demographic sheet collected the following data: discrete (age),
categorical (gender, marital status, race/ethnicity, education level, work status, income) and
dichotomous variables (telehealth or in-person encounter). Univariate descriptive statistics
examines one variable at a time (Polit & Beck, 2021) and was used to describe the characteristics

of the sample. The sample was described using analyses of frequencies, measures of central
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tendency, variance, standard deviations, range, and percentages. Internal consistency reliability
for all three instruments (Person Engagement Index, Patient Reaction Assessment and Health-
Promoting Lifestyle Profile 11) were calculated using Cronbach’s alpha.

Research questions and hypothesis testing

Prior to statistical analysis, the data was reviewed for accuracy of data entry and for
missing data. A frequency distribution table was constructed to identify outliers by examining
the highest and lower scores. Visual inspection of how the data fell on a scatterplot was used to
confirm the presence of any outliers. The presence of an outlier was carefully examined for
possible data entry mistakes, sampling error, and natural variation.

Various inferential statistical analyses were conducted with the intention of answering the
research questions and for hypotheses testing. Bivariate descriptive statistics such as the
Pearson’s correlation coefficient (r) can be used in correlational analysis to evaluate relationships
between two variables (Polit & Beck, 2021). Pearson’s correlation coefficient provides the
magnitude and direction of the relationship (positive or negative) between two variables (Polit &
Beck, 2021) and assesses whether there is a linear relationship between two variables (Green &
Salkind, 2011). Pearson’s correlation coefficient may be calculated to assess the relationship
among three quantitative variables (Green & Salkind, 2011). The Health Promoting Lifestyle
Profile Il (HPLP-II), Person Engagement Index (PEI), and the Patient Reactions Assessment
(PRA) measured the study variables as a continuous variable using interval data, therefore a
Pearson’s r correlation coefficient was computed to assess the relationship among the main study
variables. The statistical significance was set at p < .05.

A bivariate scatterplot of each predictor variable and the dependent variable was

conducted to assess for a nonlinear relationship and to detect outliers (Green & Salkind, 2011).
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Confidence intervals around the sample mean indicate the possible size of the effect (White &
White, 2015) and was calculated for all bivariate analyses.

Multivariate analysis examines the influence of two or more predictor variables on a
continuous dependent variable (Polit & Beck, 2021). Multiple regressions were calculated to
explain the relative contributions of each of independent variables (patient engagement in health
care and nurse practitioner-patient partnership) on the dependent variable (health promotion
behaviors). Prior to the multiple regression, test assumptions for normality, linearity,
homoscedasticity, and multicollinearity were assessed.

Summary

This study applied a descriptive correlational design to examine the relationship between
and among patient engagement in health care, nurse practitioner-patient partnership and health
promotion behaviors among a sample of adults receiving primary care from nurse practitioners.
The HPLP-II (Walker et al., 1995), the PRA (Galassi et al., 1992) and the Person Engagement
Index (Swartwout et al., 2018) were used to collect data on the main study variables. A
demographic sheet was used to collect data on the characteristics of the sample. All data were

statistically analyzed using the IBM SPSS Statistics, version 25.
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Chapter 1V
Results

Introduction

This chapter describes the results of a descriptive correlational study that analyzed the
variables of the nurse practitioner-patient partnership, a patient’s capacity to engage in their
health care, and health promotion behaviors within the setting of a nurse practitioner primary
care practice. Data was collected from August 18, 2021 until June 24, 2022. Participants were
recruited from the online nurse practitioners’ patient portal of the practice. The patient portal
directed participants to a Qualtrics link containing the study consent, demographic sheet, and
three study questionnaires. Participants were also recruited directly from the nurse practitioners’
office waiting room. This principal researcher provided interested participants with a research
packet containing the consent, demographic sheet, and three study questionnaires. Participants
consenting to this study were asked to complete the following instruments: Health-Promoting
Lifestyle Profile Il (Walker et al., 1995), Person Engagement Index (Swartwout et al., 2018), and
Patient Reactions Assessment (Galassi et al., 1992). All data were analyzed using the IBM SPSS
Statistics, version 25.
Preliminary Data Analysis

Preliminary data analysis included the screening for accuracy, missing data, and outliers.
All items in the Health-Promoting Lifestyle Profile Il (HPLP 1) (Walker et al., 1995) and the
Person Engagement Index (PEI) (Swartwout et al., 2018) contain positively worded questions.
The Patient Reactions Assessment (PRA) (Galassi et al., 1992) contained seven items that were
negatively worded. Those seven items were reverse coded prior to data analysis.

Online data obtained through Qualtrics automatically uploaded into an SPSS data file.
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Data collected in the office waiting room was manually uploaded into the SPSS data file. Several
data checks were conducted by this researcher to ensure the accuracy of data entered into the
SPSS data file. The SPSS data file was examined for missing data in the demographic sheet and
the three study questionnaires. Missing data in the demographic sheet were minimal, appeared to
be nonrandom, and pertained to ethnicity, income, and age. Item missing data for the HPLP II,
PRA, and PEI were minimal and appeared to be random. Mean scores of those missing items
were calculated and used to replace the missing data items prior to data analysis.

The total of 95 participants consented to participate in this study which consisted of
participants from the online patient portal (N=20) and from the nurse practitioners’ office
waiting room (N=75). One participant from the online patient portal completed only 4% of the
survey. This case was not included in the final study analysis due to insufficient data. The final
sample from the online patient portal (N=19) was included in the study analysis.

Data from seven participants recruited from the nurse practitioners’ office waiting room
(N=75) were excluded from data analysis for various reasons. Four participants returned the
research packet with at least one or more questionnaires 100% incomplete. These cases were not
included in the final study analysis. Two participants did not meet inclusion criteria and were
excluded from the final study analysis. One participant did not return the research packet. This
decreased the sample from the nurse practitioners’ office waiting room (N=68).

The data file from the online patient portal (N=19) and from the nurse practitioners’
office waiting room (N=68) were examined for outliers. Outliers were identified using
Mahalanobis distance. The Mahalanobis distance is examined against chi-square (X?) criteria
with degrees of freedom equal to the number of variables in the analysis (Mertler et al., 2022).

The critical criteria for outliers is a value for the Mahalanobis distance that is significant at p >
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.001. The chi square (X?) critical value at p > .001, df = 2 is 13.816. Using this statistical
procedure two outliers had a Mahalanobis distance greater than 13.816. Both cases were
examined closely and found to be free of any data entry errors (Mertler et al., 2022). The cases
were found to contain responses that were extreme and in this researcher’s view found to be
different from the rest of the sample. According to Mertler et al. (2022) cases may be removed
from analysis if the case is believed to be different from the sample. Both outlier cases originated
from the nurse practitioners’ office waiting room sample (N=68). The two outliers were removed
from final data analysis resulting in a nurse practitioners’ office waiting room sample (N=66).
The final sample size (N=85) included participants from an online patient portal (N=19) and
participants from the nurse practitioners’ office waiting room (N=66) was included in this
study’s final data analysis.
Assumptions

The data was assessed for normality, linearity, multicollinearity, and homoscedasticity.
Univariate normality was examined by skewness and kurtosis for both independent and
dependent variables. Values for skewness and kurtosis should be between + 1 and — 1 (Mertler et
al., 2022). Skewness values that fall between -0.5 and 0.5 indicate the distribution is almost
symmetric (Menon, 2022). Values for skewness that fall between +.5 and £ 1.0 are considered
moderate (Menon, 2022). The health promotion behaviors variable was approximately
symmetric with a skewness of .169. The skewness for the patient’s capacity to engage in health
care variable was also fairly symmetric and negative at -.182. The skewness for the nurse
practitioner-patient partnership variable was moderately symmetric and negative at -.532. The
values for skewness all fell between the acceptable range of +1 and -1; no data transformations

were required (Mertler et al., 2022).
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The kurtosis for the distribution of each variable (health promotion behaviors, patient’s
capacity to engage in health care, and the nurse practitioner-patient partnership) all fell within
the acceptable range between +1 and -1; no data transformations were conducted (Mertler et al.,

2022). See Table 1 for a summary of skewness and kurtosis of the study variables.

Table 1

Main Study Variables Skewness and Kurtosis

Variable/ Instrument N Skewness Kurtosis

Health Promotion

Behaviors/HPLP II 85 169 -171
NP-Patient

Partnership/PRA 85 -.532 -.659
Patient

Engagement/PEI 85 -.182 -.567

To assess normality of the dependent variable, health promotion behaviors, the
Kolmogorov-Smirnov statistic, with Lilliefors significance level was assessed to determine if the
data followed a normal distribution (Mertler et al., 2022). The null hypothesis for this test of
normality is that the data is normally distributed. The Kolmogorov-Smirnov statistic resulted in p
=.200, the null hypothesis was retained. The presence of a non-statistically significant result
supports the assumption that the data is normally distributed.

Linearity and homoscedasticity between the independent and dependent variables was
assessed by creating a residual scatterplot of the standardized predicted values along the X-axis
and standardized residuals along the Y-axis (Mertler et al., 2022). Visual inspection of the

scatterplot showed that the residuals were not curved and that the overall shape was similar to a
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rectangle. Points were scattered symmetrically between +2 and -2.5 along the X-axis and Y- axis
with a greater concentration of scores in the center.

Multicollinearity between the independent variables (predictor variables) was examined
using three methods. First, a bivariate correlation using the Pearson correlations coefficient
between the independent variables of patient’s capacity to engage in health care and the nurse
practitioner-patient partnership were calculated (r = .495). This result being less than .70
supports the assumption that multicollinearity between the independent variables does not exist
(Dormann et al., 2013).

Tolerance and the variance inflation factor (VIF) were calculated to assess for
multicollinearity (Mertler et al., 2022). Tolerance ranges from 0 to 1. Multicollinearity is
violated if the tolerance of an independent variable is less than 0.1. In this study, tolerance for
both independent variables were calculated at .756. Thus 75.6% of the variance for each of the
independent variables was not explained by its linear relationship with the other independent
variable. The variance inflation factor (VIF) examines the presence of a strong linear relationship
between the independent variables (Mertler et al., 2022). VIF values greater than 10 suggest
multicollinearity. The VIF for this study was 1.32 therefore no evidence of multicollinearity was
found.

Description of Sample

The sample (N=85) was 74.1% female (N=63) and 25.9% male (N=22). The average age
of the sample was 57 (M= 56.76 years, SD = 13.73) (see Figure 2). The ages range from 20 to 82
years with a median age of 60 years. The average female age was 57 (N=62, M=57.48 years,

SD=13.72). One female did not disclose her age. The average male age was 55 (N=22, M=54.73
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years, SD=13.8). Tables 2 through 4 present demographic data and characteristics of the nurse
practitioner visit. Frequencies, percentages, and the number of missing data items are reported.

Most of the sample was female (74.1%), married (62.4%), non-Hispanic/Latino (97.3%),
and White (96.5%). The sample was highly educated with college graduate (34.1%) and graduate
school (30.6%) making up most of the sample. The sample was mostly employed full time
(57.6%) earning between $50,000 and $74,999 annually (20.3%).

Most patients (89.4%) had an in-person office visit with their nurse practitioner. Most of
the patients received a routine check-up (68.2%). The majority of patients have had 10 or more
encounters with their nurse practitioner (75.3%) and their most recent visit was with their usual

nurse practitioner (80%).

Figure 2

Histogram of Participant Age (N=84)  Missing (N=1)

Histogram

20 Mean = 56.76
Std. Dev. = 13.732
N = 84

AGE2



Table 2
Participant Demographics (N-85)
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Demographics N/Missing Frequency Percentage
Gender 85/0
Female 63 74.1
Male 22 25.9
Other 0 0
Marital Status 85/0
Single 10 11.8
Married 53 62.4
Divorced/Separated 14 16.5
Widowed 6 7.1
Unmarried Partner 2 2.4
Ethnicity 74/11
Hispanic or Latino 2 2.7
Not Hispanic or Latino 72 97.3
Race 84/1
American Indian/Alaska Native 0
Asian 1 1.2
Black/African American 4 4.7
Native Hawaiian/Pacific Islander 1 1.2
White 82 96.5
Highest level of education 85/0
Less than High School 0 0
High School graduate/GED 12 14.1
Some college 15 17.6
College graduate 29 34.1
Graduate school 26 30.6
Vocational school 3 3.5
Work Status 85/0
Full-time 49 57.6
Part-time 9 10.6
Unemployed 16 18.8
Student 3 3.5
Homemaker 5 5.9
Unable to work 3 3.5
Annual Income 79/6
$0 - $24,999 11 13.9
$25,000 — 49,999 12 15.2
$50,000 - $74,999 16 20.3
$75,000 - $99,999 12 15.2
$100,000 - $149,999 12 15.2
$150,000 or more 16 20.3
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Demographic Data Based on Gender (Male, N=22) (Female, N=63)
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Demographic N/Missing  Male: Frequency/ %  N/Missing  Female: Frequency/ %
Marital Status 22/0 63/0
Married 13/59.1 40/63.5
Divorced/Separated 4/18.2 10/15.9
Education 22/0 63/0
College graduate 5/22.7 24/38.1
Graduate school 7/31.8 19/30.2
Work Status 22/0 63/0
Full-time 17/77.3 32/50.8
Part-time 1/ 45 8/12.7
Annual Income 20/2 59/4
$0 - $24,999 1/ 4.5 10/15.9
$25,000 - $49,999 1/ 4.5 11/17.5
$50,000 - $74,999 3/13.6 13/20.6
$75,000 - $99,999 3/13.6 9/14.3
$100,000 — $149,999 5/22.7 7/11.1
$150,000 or more 7/131.8 9/14.3
Table 4
Characteristics of the Nurse Practitioner Visit
Characteristic N/Missing Frequency Percentage
Type of Encounter 85/0
Telehealth 9 10.6
In-person office visit 76 89.4
Reason for Visit 85/0
Routine check-up 58 68.2
New concern 15 17.6
Chronic condition 11 12.9
Worsening condition 1 1.2
Number of times treated by NP 85/0
2 or more, but less than 5 times 13 15.3
5 or more, but less than 10 times 8 94
10 or more times 64 75.3
Visit with usual NP 85/0
Yes 68 80
No 17 20
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Description of Main Study Variables

Table 5 presents the main study variables and instruments used to measure that variable.
The table includes the results for each instrument for mean, standard deviation (SD), minimum
and maximum scores, actual range of scores for this study, and Cronbach’s Alpha. Higher scores
on the HPLP Il indicate a higher degree of health promotion behaviors. Higher scores on the PEI
indicate a greater capacity to engagement in one’s health care. Higher scores on the PRA indicate
a greater quality of the partnership between the patient and nurse practitioner.

The Cronbach’s alpha was calculated for each instrument in this study. The Health
Promotion Lifestyle Profile Il (HPLP Il) demonstrated a Cronbach’s alpha of .944, the Patient
Reactions Assessment (PRA) Cronbach’s alpha was calculated at .918, and the Person

Engagement Index (PEI) Cronbach’s alpha was assessed at .931.

Table 5

Main Study Variables and Instruments

Variable/ N Mean/SD Min/Max Range of Cronbach’s
Instrument Score Scores Alpha

Health Promotion
Behaviors/ 85 142.16/23.22 52-208 82-191 .944
HPLP Il

NP-Patient
Partnership/ 85 00.82/11.37 15-105 63-105 918
PRA

Patient
Engagement/
PEI 85 80.88/12.33 0-100 50-100 931
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Bivariate Correlations

Pearson correlation coefficients between the study variables was conducted. Pearson’s
correlation measures the strength and direction of the relationship (Mertler et al., 2022). A strong
correlation between PRA and PEI was detected (r = .494) with a statistical significance of p <
.001. The results show that there was a moderate correlation between HPLP Il and PRA, r =
.366, with a statistical significance of p <.001. The correlation between HPLP Il and PEI was
found to be strong (r = .596) with a statistical significance of p <.001 (2-tailed). Table 6 outlines

the results of the bivariate correlations.

Table 6

Bivariate Correlations between Health Promotion Behaviors, Patient-Nurse Practitioner
Partnership, and Patient Engagement (N=85)

Variable 1 2 3
1. Health Promotion Behavior (HPLP II) 1.00
2. NP-Patient Partnership (PRA) .366* 1.00
3. Patient Engagement (PEI) .596* 494> 1.00

*p <. 001(2-tailed)

Effect sizes (ES) based on correlation coefficients were computed to provide the strength
of the relationship between variables (Berben et al., 2012). The effect size was calculated by
squaring the correlation coefficient (Berben et al., 2012). Cohen (1988) recommends that effect
sizes in the .20 range are considered small, .50 range are medium, and .80 are large. The effect
size for PEI (ESr = .355) indicates that a moderate portion of the variability in HPLP 11 (35.5%)
was explained for by the level of a patient’s capacity to engage in their health care. The effect

size for PRA (ES = .134) is small and indicates that 13.4% of the variability in HPLP Il was
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explained by the level of the nurse practitioner-patient partnership.

The effect size for the correlation between PRA and PEI was small (ESr = .244) and
indicated that 24.4% of the variability in the nurse practitioner-patient partnership and in a
patient’s capacity to engage in health care was explained by the other variable. Successful
engagement requires a health care provider-patient partnership in which both are actively
engaged (Drenkard et al., 2015).

Confidence intervals were calculated to provide a measure of the possible size of the
effect (Witte & Witte, 2015). The use of confidence intervals in findings that are statistically
significant provides a “precise summary statistic of the effect” in a target population (Berben et
al., 2012, p 1040). SPSS provides confidence intervals in the Coefficients Table of the multiple
regression analysis. These confidence intervals are based on the unstandardized regression
coefficient (B). To calculate confidence intervals based on the standardized regression coefficient
(B), z-scores for HPLP 11, PEI, and PRA were created. Table 7 summarizes the Pearson

correlation coefficients, effect size, and confidence intervals for the study variables.

Table 7

Bivariate Correlations, Effect Size, Standard Error, and Confidence Intervals (N=85)

Variables r ES: Std. Error 95% ClI
Lower limit  Upper limit
HPLP Il and PEI .596* .355 .088 [0.421 0.772]
HPLP Il and PRA .366* 134 102 [0.163 0.569]
PEl and PRA 494* 244 .095 [0.304 0.684]

*p< 0.001
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Multiple Regression

A standard multiple regression analysis was conducted to examine the independent
variables of a patient’s capacity to engage in health care and the nurse practitioner-patient
partnership to determine which variables predicted health promotion behaviors. Data screening
for outliers led to the removal of two cases. Multiple regression results indicate an overall model
of one predictor (patient’s capacity to engage in health care) that significantly predicted health
promotion behaviors [R?= .362, R%gj = .347, F(2,82) = 23.31, p <.001]. The variable patient’s
capacity to engage in health care had a significant influence on health promotion behaviors as
indicated by the standardized beta (B = .550, p < .001) with an effect size of .567 based on
Cohen’s f 2. Cohen’s f 2 was used to calculate the effect size within this multiple regression as
both the independent and dependent variables are continuous (Selya et al., 2012). Effect sizes of
.35 or greater are considered large (Selya et al., 2012). This model explains 36.2% of the
variance in health promotion behaviors. Regression coefficients indicate that a patient’s capacity
to engage in health care positively contributes to the model, while the nurse practitioner-patient
partnership contribution was not statistically significant. See Table 8 for a summary of the

regression model.

Table 8

Regression Analysis Model Predicting Health Promotion Behaviors (N=85)

Variable B R t p Bivariate r Partial r
NP-Partnership 192 .094 928 .356 .366 102
Pt Engagement 1.04 550 5422 <.001 .596 514

DV: Health Promotion Behaviors
R? = .362, R%qj = .347, F(2,82) = 23.31, p < .001
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Research Question and Hypothesis Testing

The overarching question for this study: What are the relationships between and among
the patients’ perceived quality of the nurse practitioner-patient partnership, patients’ capacity to
engage in their health care, and health promotion behaviors among adults receiving primary care
from nurse practitioners? The final regression model indicated that a patient’s capacity to engage
in their health care was a predictor of health promotion behaviors. Hypothesis testing was
conducted to answer the following questions.

H1: There will be a positive relationship between the patient’s perceived quality of the
nurse practitioner-patient partnership and a patient’s capacity to engage in their health care
among adults receiving primary care from nurse practitioners.

The Pearson product-moment correlation coefficient (r) between the quality of the nurse
practitioner-patient partnership and a patient’s capacity to engage in their health care was
calculated. Values for Pearson r range between -1.0 and +1.0. The closer results are to £ 1.0, the
stronger the relationship. In this study, there was a positive strong relationship r =.494, p < .001.
Values for r in the .50 range are considered a strong relationship (Cohen, 1988). Findings from
this study support patients with a greater perceived quality of their partnership with the nurse
practitioner have a greater capacity to engage in their health care. A key component of the
Interactive Care Model is the important clinician-patient partnership that promotes patient
engagement (Drenkard et al., 2015; Swartwout et al., 2018). Hypothesis 1 was supported.

H2: There is a positive relationship between a patient’s perceived quality of the nurse
practitioner-patient partnership and a patient’s health promotion behaviors among adults
receiving primary care from nurse practitioners.

This study demonstrated a positive moderate relationship (r = .366, p < .001) between the
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perceived quality of the nurse practitioner-patient partnership and a patient’s health promotion
behavior. Values for r in the .30 range suggest a moderate relationship (Cohen, 1988). Findings
from this study show that as the perceived quality of the nurse practitioner-patient partnership
increases, the more health promotion behaviors increase. Hypothesis 2 was supported.

H3: There is a positive relationship between a patient’s capacity to engage in their health
care and a patient’s health promotion behaviors among adults receiving primary care from nurse
practitioners.

This study reports a positive strong relationship (r = .596, p <.001) between the patient’s
capacity to engage in their health care and a patient’s health promotion behavior. Findings from
this study demonstrate that as a patient’s capacity to engage in their health care increases, health
promotion behaviors also increase. Hypothesis 3 was supported.

H4: There is a positive relationship among a patients’ perceived quality of the nurse
practitioner-patient partnership, a patient’s capacity to engage in their health care and health
promotion behaviors among adults receiving primary care from nurse practitioners.

This study demonstrated a positive moderate relationship (r = .366, p <.001) between the
perceived quality of the nurse practitioner-patient partnership and a patient’s health promotion
behavior and a positive strong relationship (r =.596, p <.001) between the patient’s capacity to
engage in their health care and a patient’s health promotion behavior. Hypothesis 4 was
supported.

Summary

This descriptive correlational study used a convenience sample of 85 patients receiving

primary care at a nurse practitioners’ office. The main research question sought to understand the

relationships between and among the variables of health promotion behaviors, a person’s
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capacity to engage in their health care, and a patient’s perceived quality of the nurse practitioner-
patient partnership. The data analysis for this study provided support for all four hypotheses. The
multiple regression model found that a patient’s capacity to engage in their health care was
statistically significant, explaining 36.2% of the variance of health promotion behaviors and
showed a large effect size of (.567). The nurse practitioner-patient partnership showed a positive
correlation (r = .366) with health promotion behaviors however in the multiple regression this

variable was not statistically significant and did not contribute to the model.
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Chapter V
Discussion of Findings

This chapter provides a discussion of this study’s findings regarding the relationships
between and among health promotion behaviors, a person’s capacity to engage in their health
care, and the nurse practitioner-patient partnership in a sample of patients receiving primary care
from a nurse practitioners’ practice in New Jersey. To date there have been no known studies
that have examined these study variables together as measured by the Health Promoting Lifestyle
Profile Il (HPLP I1), the Person Engagement Index (PEI), and the Patient Reactions Assessment
(PRA). The findings will be examined against other empirical literature as it relates to the study
variables. Linkages between this study’s findings and Pender’s health promotion model and the
interactive care model will be discussed. Finally, strengths and weaknesses of this study will be
discussed.
Main Study Findings

The main findings of this study show support for all four hypotheses. A strong positive
correlation was found between the quality of the nurse practitioner-patient partnership and a
patient’s capacity to engage in their health care among adults receiving primary care from a
nurse practitioner practice. As the quality of the nurse practitioner-patient partnership increased,
the patient’s capacity to engage in their health care also increased. There was a moderate positive
correlation between the quality of the nurse practitioner-patient partnership and health promotion
behaviors. This suggests that as the quality of the nurse practitioner-patient partnership increased
so did their participation in health promotion behaviors. This study also found a strong positive
relationship between a person’s capacity to engage in their health care and health promotion

behaviors. This indicates that as a patient’s capacity to engage in their health care increased, their
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involvement in health promotion behaviors increased.

In the multiple regression analysis, only patient engagement was found to be a
significant predictor of a patient’s health promotion behaviors. The model revealed that a
patient’s capacity to be engaged in their health care explained 36.2% of the variance in health
promotion behaviors. The nurse practitioner-patient partnership, while moderately correlated
with health promotion behaviors, was not found to be statistically significant in predicting health
promotion behaviors in the multiple regression model.

Demographics and Main Study Variables

A convenience sampling method was used to recruit 85 participants from a single site
nurse practitioner practice in Northern New Jersey. The primary care practice consisted of 3
female nurse practitioners. Participants were recruited from the nurse practitioner online patient
portal (N=19) and from the waiting room at the nurse practitioners’ office (N=66). It is unknown
how many patients logged onto the patient portal during the data collection period from August
18, 2021 till June 24, 2022. It is also unknown how many patients may have read the letter of
solicitation for this research study on the patient portal; therefore, calculating a response rate was
not possible. Estimates can be made based on a U.S. report from the Office of the National
Coordinator for Health Information Technology in which during the year 2020 thirty-eight
percent of patients in the U. S. accessed their patient portal at least once (Johnson et al., 2021).
Since it is unknown how many patients read the letter of solicitation it can be assumed that the
overall response rate from the online patient portal was low.

The sample (75.3%) had a long-term and well-known connection with their nurse
practitioner having had 10 or more visits with them. Only 15.3% of the sample were treated by

their usual nurse practitioner less than five times. Fewer encounters between the nurse
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practitioner and patient would suggest a relationship or partnership that was less established.
Regardless of longevity of care and how well-known the patients and nurse practitioners were to
each other; overall participants in this sample reported a high-quality partnership with their nurse
practitioner.

Continuity of care is also evident in this study’s sample as most of the participants (80%)
had their most recent health care visit with their usual nurse practitioner. O’Loughlin et al.
(2022) found that continuity of care with the same provider facilitated building a relationship
based on trust and allowed for time to meet long-term health goals. Participants in that study
expressed the importance of maintaining a connection and sense of support with their health care
provider (O’Loughlin et al., 2022). Building a partnership requires the participation of both
health care providers and patients (Galassi et al., 1992).

While this study did not directly measure patient satisfaction with nurse practitioner care,
results do suggest that the patients were likely satisfied with the care they received. Related
research by Rickards and Hamilton (2020) found that patients were highly satisfied with the
quality of care received by nurse practitioners in primary care. The nurse practitioners worked to
build partnerships with patients by taking time to listen, provide education, and focus on health
promotion. Patient satisfaction is viewed as an important measure of quality care (Barnett et al.,
2022).

Most participants in this study were married (62.4%), female (74.1%), and White
(96.5%). Agosta (2009) reported statistically significant higher satisfaction scores with nurse
practitioner primary care among married participants compared to participants that were never
married. Participants in this study were also highly educated (college-34.1%, graduate school

30.6%). The group is also well employed (full-time-57.6%, part-time-10.6%) and well-paid with
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half of the participants earning over $75,000 per year (50.7%). Similarly, Cerier et al. (2018)
found that individuals with high income and higher education levels were less likely to report a
poor relationship with their health care provider.

This study found a strong correlation between the quality of the nurse practitioner-patient
partnership and a patient's capacity to engage in their health care. Patients perceived to have a
quality partnership with their nurse practitioner were associated with having the capacity to
engage in their health care, such as setting health care goals, communicating health concerns to
members of their health care team, and using technology to better manage their health
(Swartwout et al., 2018). There is a lack of empirical research on the concepts of nurse
practitioner-patient partnership and patient engagement. However, patient activation, a concept
similar to patient engagement, and the patient-provider relationship have been examined in past
research. A study by Mattingly et al. (2017) examined community-dwelling Medicare
beneficiaries over the age of 65 years. That study demonstrated that the quality of patient-
physician relationship was associated with higher levels of patient activation. Wood et al. (2018)
also found that strong health care provider-patient relationships founded on trust and
collaboration facilitated patient engagement in their health care. A study by Speake et al. (2021)
examined the health care provider-patient relationship, patient activation, and physical activity.
Their findings showed that good health care provider communication and a strong provider-
patient relationship were important facilitators in patient activation and thus physical activity.
Further, poor provider communication was identified as a barrier to patients building confidence
about managing their health.

Results from this study found a strong correlation between a patient’s engagement in

their health care and participation in health promotion behaviors. Patient engagement was found
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to be a statistically significant predictor of health promotion behaviors. The multiple regression
model showed that patient engagement made up 36.2% of the variance in health promotion
behaviors. Related research by Rask et al. (2009) examined the relationship between patient
activation and health promotion behaviors among a sample of diabetic patients. Results showed
that higher patient activation was associated with healthy behaviors such as regular exercise, eye
exams, and weekly foot inspections. Research by Harvey et al. (2012) found that an increase in a
patient’s activation was associated with an increase in aerobic exercise.

A moderate correlation was found between the nurse practitioner-patient partnership and
health promotion behaviors. Patients that perceive to have a high-quality partnership with their
nurse practitioner are associated with participating in healthy behaviors such as exercise, taking
responsibility for one’s health, managing stress, and spiritual growth. O’Loughlin et al. (2022)
found that patients felt that having a strong relationship with their health care provider was
necessary for discussing health promotion behaviors and sensitive health related issues.

Study Findings and the Conceptual Framework

Pender’s health promotion model (HPM) (Murdaugh et al., 2019) and the interactive care
model (ICM) (Drenkard et al., 2015) provided the theoretical framework for this study. Results
from this study add theoretical support for the HPM and the ICM. The HPM has been used
widely in nursing research to guide our knowledge and prediction of health promotion behaviors.
The HPM does not directly reference patient engagement and the nurse practitioner-patient
partnership but does identify similar concepts of self-efficacy and interpersonal influences as
critical components of the model. Self-efficacy is one’s belief that they can perform a certain
behavior. Individuals with self-efficacy are more motivated to carry out healthy behaviors.

Similarly, patient engagement involves the patient’s active participation in health, health
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care, shared decision-making, and health promotion (Coulter, 2011). According to the HPM
interpersonal influences are the relationships patients have with family, peers, and health care
providers regarding their health behaviors (Murdaugh et al., 2019). Similarly, nurse practitioners
are health care providers that may exert their interpersonal influence as they build a partnership
with their patients.

Patient engagement and the partnership between nurse practitioners and patients are not
clearly explained in the HPM. However, the linkage between these two importance concepts is
fundamental to the ICM. The model provides a guide for care delivery in which nurse
practitioners partner with patients to promote their engagement in their health care (Drenkard et
al., 2015). Important components of the ICM such as the nurse practitioner-patient partnership, a
patient’s capacity to engage in their health care, and the outcome of health promotion behaviors
were tested in this study. This study showed a strong positive correlation between the nurse
practitioner-patient partnership and patient engagement and most importantly showed patient
engagement to be a significant predictor of health promotion behaviors. The heart of the ICM is
the partnership between patients and the nurse practitioners (Drenkard et al., 2015). While the
nurse practitioner-patient partnership was moderately correlated with health promotion behaviors
it was not found to be a significant predictor of health promotion behaviors. This finding does
not lessen the theoretical strength of the ICM but does add support for the important role
partnership plays in engaging patients in their health care. Results from this study do suggest that
the nurse practitioners play an important role in partnering with their patients to educate them on
health promotion, promote patient engagement, and set goals to participate in health promotion
behaviors.

Building a partnership requires the exchange of information and bi-directional
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communication between the patient and the nurse practitioner (Drenkard et al., 2015). Further,
both patients and nurse practitioners must recognize each other for the expertise that they bring
to the relationship. Nurse practitioners share their medical knowledge and patients share their
own personal health experiences to form a partnership. Patients and nurse practitioners work
together to set goals based on patient preferences. Goals may include controlling blood pressure,
medication compliance, laboratory results, and the participation in health promotion behaviors.
Once goals are set, patients are educated about their choices and encouraged to participate in a
shared decision-making with the nurse practitioner (Drenkard et al., 2015). The more patients
participate in decision-making, the more responsible and engaged they are regarding their health.
Ultimately, the outcome of the ICM is to improve health and meet patients” health goals based
on their needs, personal preferences, and abilities.

The ICM does not address power imbalances that may exist between patients and nurse
practitioners. There are “inherent relational power imbalances” between patients and health care
clinicians that may interfere with the development of partnership (Tluczek et al., 2022). The ICM
stresses the necessity for health care clinicians to modify their care delivery from paternalistic to
an egalitarian patient centered partnership (Drenkard et al., 2015). While the clinician may be the
health care expert, the clinician is not the decision maker. The ICM does not differentiate
whether or not there are phases in the nurse practitioner-patient partnership. It can be inferred
that patients new to the practice are in the early stages of developing a relationship with the nurse
practitioner and that a partnership based on trust and respect is evolving. How this plays into the
process of engaging patients in their health care and subsequent outcomes such as health

promotion behaviors is not clearly explained.
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Strengths and Limitations

The HPM is a well-known model and has been used significantly in previous nursing
research. Findings from this study provide additional support for this theoretical framework. A
strength in this study is the inclusion of the ICM to provide extra theoretical specificity towards
our understanding of the nurse practitioner-patient partnership and a person’s capacity to engage
in their health care. Finding from this study showed strong support for the ICM as a potentially
important nursing model in health care. The ICM is applicable to all health care clinicians,
practice environments, and health care systems. There is no known prior study that tests elements
of the ICM (patient’s capacity to engage and the nurse practitioner-patient partnership) and the
outcome of health promotion behaviors.

The instruments used to measure the main study variables were found to have sound
psychometrics in this study. Additionally, the Person Engagement Index (PEI) was developed
based on the domains of patient engagement as defined within the ICM (Swartwout et al., 2018).
This study provided additional validation for the use of the PEI. The PEI showed high scale
reliability based on Cronbach’s alpha.

Some limitations should be considered when interpreting the results of these finding. The
cross-sectional nature of this study prevents making any causal inferences based on the findings
(Wang & Cheng, 2020). The data was collected at one point in time and may not represent the
overall health promotion behaviors of this population over time. Future nursing research that is
longitudinal in method may provide a greater understanding of the relationships between these
study variables.

This study used convenience sampling at a single nurse practitioner practice in a rural

area of north New Jersey. The sample was mostly White, female, well-educated, and in a high-
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income level. This sample lacked diversity in race, gender, education, income, and other
socioeconomic factors, thus findings from this study may not be generalizable to the broader
population of adult patients receiving primary care from nurse practitioners. While the sample
size was adequate to detect a medium size effect (0.15) this is considered a limitation as a larger
sample size is preferred to a small sample size in nonprobability sampling (Polit & Beck, 2021).

The Patient Reactions Assessment (PRA) assesses essential components of the health
care clinician-patient relationship including the patient’s: comfort level in communicating with
their nurse practitioner, perceived understanding of the information provided to them by the
clinician (nurse practitioner), and whether the patient felt respected by the clinician (nurse
practitioner) (Galassi et al., 1992). The ICM expands the concept of the clinician-patient
relationship to the concept of clinician-patient partnership. According to the ICM, the clinician-
patient partnership includes collaborating, navigating, coaching, and the ability to provide care
that is not only holistic but with intentional presence. An instrument that captures these
partnership roles may be warranted to fully measure this construct.

The instruments used in this study were all self-report questionnaires and are thus suspect
to various response biases most commonly social desirability response bias (Polit & Beck, 2021).
Demographic data, such as holding health insurance, was not collected but may have added some
additional understanding to the main study variables. Despite these limitations, this study
contributes to our knowledge and understanding of the recently developed ICM, the main study
variables, and adds validation for the use of the PEI as an instrument to measure a person’s

capacity to engage in their health care.



108

Chapter VI
Summary, Implications, Recommendations, and Conclusions

Summary

This study examined a person’s capacity to engage in their health care, the nurse
practitioner-patient partnership, and their relationships with health promotion behaviors. This is
the first known study to examine these concepts together. A descriptive, correlational design was
used to investigate the relationships between and among the main study variables. The
examination of the relationships between these study variables is theoretically supported by a
novel and complimentary combination of the conceptual frameworks of Pender’s health
promotion model (HPM) (Murdaugh et al., 2019) and the recently developed interactive care
model (ICM) (Drenkard et al., 2015). This study tested components of the ICM and the findings
presented provide a significant contribution in support of the model and the unique knowledge of
nursing.

Convenience sampling was used to collect data among patients receiving primary care at
a single nurse practitioner primary care practice in north New Jersey. The practice consists of
three female nurse practitioners providing primary care for approximately 3,000 adults. Health
promotion behaviors were measured using the Health Promotion Lifestyles Profile Il (HPLP 1)
(Pender, 2011). The nurse practitioner-patient partnership was measured using the Patient
Reactions Assessment (PRA) (Galassi et al., 1992), and a person’s capacity to engage in their
health care was measured using the Person Engagement Index (PEI) (Swartwout et al., 2018).
Results from this study provide strong support for the psychometric of the recently developed
PEI.

The sample was mostly female, White, well educated, employed, and financially secure.
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Based on the study instruments the sample scored above average for health promotion behaviors,
patient engagement, and the nurse practitioner-patient partnership. Statistical analyses showed a
strong positive correlation between the nurse practitioner-patient partnership and a person’s
capacity to engage in their health care. A strong positive correlation between a person’s capacity
to engage in their health care and health promotion behaviors was also evident. There was a
moderate correlation between the nurse practitioner-patient partnership and health promotion
behaviors. Finally patient engagement was found to be a significant predictor of health
promotion behaviors. A person’s capacity to engage in one’s health care explained 36.2% of the
variance in health promotion behaviors. The nurse practitioner-patient partnership was not found
to be a significant predictor of health promotion behaviors. In summary, both patient engagement
and the nurse practitioner-patient partnership were correlated with health promotion behaviors
and patient engagement was found to be a significant predictor of health promotion behaviors.
Implications for Nurse Practitioners and Nursing Practice

Results from this study have certain implications for nursing practice. Nurse practitioners
play a crucial role within the health care system as they work directly with patients. They are
trained in many areas and possess important skills in communicating, planning, coordinating
care, educating, and patient advocacy. Some of the goals of the Affordable Care Act include
improving public health, focusing on disease prevention, improving quality, and supporting
patients to communicate their care preferences and take ownership for health care decisions (Lee
& Emanuel, 2013). To achieve this goal nurse practitioners must partner with patients to enhance
patient engagement and support patients as they accept greater responsibility for their health,
health promotion behaviors, prevent disease, and in making health care decisions (Sofaer &

Schumann, 2013). An important component of partnership is for nurse practitioners and patients
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to view each other as experts, each with their own unique knowledge and skill set (Drenkard et
al., 2015). Patients possess expertise in their own personal health experiences, beliefs, and
preferences while nurse practitioners possess knowledge and skills in primary care. Nurse
practitioners should encourage patients to partner with them to discuss, plan, set goals, and select
interventions based on patients’ needs and desires (Drenkard et al., 2017). Some examples of
how nurse practitioners can partner with patients to facilitate patient engagement include being
intentionally present with every health care encounter, listening thoughtfully, providing
emotional support, allowing patients the opportunity to ask questions, coaching patients on self-
management of their chronic conditions, collaborating with patients to set goals, including family
in the care plan when necessary, and providing encouragement and praise as their patients strive
towards their goals (Drenkard et al., 2017).

Nurse practitioners partnering with patients and patients functioning as equal members
of the health care team are still new concepts in health care delivery (Drenkard et al., 2015).
Nurse practitioners are in the unique position to assist patients in reaching this objective;
however, they need education and leadership support to effectively operationalize their changing
role (Deyo et al., 2016; Sofaer & Schumann, 2013).

The interactive care model (ICM) provides a framework for nurse practitioners to build
partnerships with their patients, thus influence the patient’s capacity to engage in their health
care and improve health outcomes (Deyo et al., 2016; Drenkard et al., 2015). Nurse practitioners
and all nurses are encouraged to utilize the core components of the ICM (assessment,
information exchange, communicate choices, planning, interventions, and evaluation) to build an
environment that will foster the nurse practitioner-patient partnership and patient engagement

(Deyo et al., 2016). Competencies can be developed to support nurse practitioners in meeting the
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needs of patients (Deyo et al., 2016). According to Drenkard and colleagues (2015) the ICM is
relevant to nurse practitioners and all health care professionals delivering care to patients.

This study may contribute to how primary care nurse practitioners deliver care and
support patients in their health promotion behaviors. Results from this study should encourage
nurse practitioners to connect with their patient to build strong partnerships that will enhance
patient engagement. Patients are more likely to be engaged and participate in their health care if
the nurse practitioner takes time to communicate, provide information, and show an interest in
the patient (Galassi et al., 1992). The adoption of this new role will require nurse practitioner
education and skill training into the areas of coaching, navigating, teaching, and intentional
presence (Drenkard et al., 2015). Primary care nurse practitioners should acquire training and
competency in skills such as shared decision-making and motivational interviewing that promote
patient engagement (Sofaer & Schumann, 2013).

Restructuring the nurse practitioner-patient encounter may be necessary to optimize how
to best utilize time. It takes time for nurse practitioners to build a partnership with their patients.
Patients need adequate time to express their needs and health concerns. Arranging adequate time
for bidirectional information exchange where the nurse practitioner and patient bring their unique
expertise to discuss, plan, and set goals is needed (Drenkard et al., 2015). Identifying, deferring,
or eliminating unimportant tasks may be necessary to shift valuable time for other important
activities such as communicating and listening (Drenkard et al., 2015). Better patient outcomes
and decreased health care costs occur when nurse practitioners spend more time and have more
contact with their patients (Judge-Ellis & Wilson, 2017).

Instruments are available to measure health promotion behaviors, provider-patient

partnership, and a person’s capacity to engage in their health care. It takes time for nurse
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practitioners to build partnerships with their patients. Since patient engagement is integral to
building partnerships over time, it can be useful to focus on tailored interventions that can
increase patient engagement and build partnership. Interventions may include health coaching,
peer support, technology-based medication reminders, and educational materials (Drenkard et al.,
2017). The PEl is an instrument that can be used daily in any health care environment such as the
inpatient care setting or prior to an appointment with the nurse practitioner (Drenkard et al.,
2017). Results provide nurse practitioners with information so that they can customize
interventions to meet patient goals and improve health outcomes (Drenkard et al., 2017). For
example, a patient scoring low on the engagement as measured by the PEI may need individual
1:1 coaching, frequent review of health information, easy to read educational materials with
pictures and a thorough psychosocial assessment to identify social and cultural needs (Drenkard
et al., 2017). Patients scoring high on patient engagement may benefit from technology-based
interactive educational materials, mobile apps that provide reminders, alerts, and prompts, as
well as nurse practitioner feedback on the patient’s self-care management (Drenkard et al.,
2017). In this situation the nurse practitioner takes on the role of collaborator and advisor to the
patient as the patient transitions to accepting greater responsibility for their health care.

As a person’s health changes over the course of their life, their capacity to be engaged,
ability to manage their care, and social support system may change as well (Drenkard et al.,
2017). Results from the PEI should be used periodically to modify how they interact with
patients to communicate, set goals, and select interventions based on their current capacity to be
engaged (Drenkard et al., 2017). Nurse practitioners can also periodically assess outcomes such

as health promotion behaviors among patients to identify changes over time.
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Implications for Education

Nursing students are educated and trained on the health assessment of a patient. The
nursing health assessment involves data collection on a patient's current health status, beliefs,
and behaviors (Murdaugh et al., 2019). This data provides the framework for building a health
promotion plan (Murdaugh et al., 2019). Pender’s health promotion model is one of the nursing
frameworks that nursing students should be encouraged to apply when addressing their patients’
health promotion behaviors. Using Pender’s model, nursing students can assist patients in
developing a plan for behavior change to increase health and wellness (Murdaugh et al., 2019).
Various instruments exist to measure health promotion behaviors. The Health Promotion
Lifestyle Profile Il (HPLP II) is one of the most widely used instruments to measure healthy
behaviors. Results from the HPLP II are used to identify a person’s lifestyle strengths and areas
for potential improvement (Murdaugh et al., 2019).

Nursing education of prelicensure nursing students, nursing faculty, practicing nurses,
and nurse practitioners, nurse managers and nursing leadership require education that emphasizes
patient engagement (Sofaer & Schumann, 2013) as well as the importance of the development of
partnerships with patients (Drenkard et al., 2015). Competencies need to be developed that
support all nurses in partnering with patients and promoting patient engagement. These
competencies should be developed as they relate to accreditation standards, Baccalaureate,
Masters, DNP, and NCLEX (Sofaer & Schumann, 2013). The nursing education curricula

including simulation activities should be established to support nursing faculty in competency

development (Sofaer & Schumann, 2013).
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Recommendations for Research

Future nursing research should focus on sampling strategies to attain a more diverse and
larger sample. The data for this study was taken from one site. Future research involving
randomized sampling from multiple sites and from different geographical areas across the U.S.
would provide a sample that is representative of the population. Further research should also
examine health promotion behaviors, patient-provider partnerships, and patient engagement
among other health care providers such as physicians, dentists, physician assistants,
pediatricians, and gerontologists. Other health outcomes including medication compliance,
readmission rates, health care costs, resource utilization, safety of care and patient experience
should be further studied as a means of improving health care delivery. The main study variables
should be examined in other health care settings such as hospitals and outpatient clinics.

This study did not assess the nurse practitioner-patient partnership from the nurse
practitioners’ perspective. Future research would benefit from knowledge gained from nurse
practitioners as they build partnerships with their patients. Important research questions that need
to be answered include the facilitators and barriers to building patient partnerships, engaging
patients in their health care and healthy behaviors. Additionally, research should investigate
interventions utilized by nurse practitioners to partner with patients and promote patient
engagement.

Conclusions

Improved quality of health care, lower costs, and better health outcomes are important
goals in today’s health care system (Berwick et al., 2008). Individuals participating in health
promotion behaviors achieve improved health, enhanced quality of life (Murdaugh et al., 2019)

and avoid chronic disease (Khodaveisi et al., 2017). On a broader scale, adults taking part in
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health promotion behaviors have been shown to significantly decrease health care costs and
resource utilization (Maple et al., 2022; Nguyen et al., 2022). Findings from this study show that
a person’s capacity to engage in their health care was found to be a significant predictor of one’s
participation in health promotion behaviors among a group of adults receiving primary care from
nurse practitioners. The nurse practitioner-patient partnership was strongly associated with a
person’s capacity to engage in their health and moderately associated with one’s participation in
health promotion behaviors. Achieving greater quality of care, improved health outcomes, and
cost savings requires rethinking nursing’s care delivery.

The HPM and the recently developed ICM can serve as a framework to support nurses in
partnering with patients to successfully engage patients in their health and achieve improved
health outcomes (Drenkard et al., 2015; Murdaugh et al., 2019). Evidence from this study
support some of the main components of the recently developed interactive care model (ICM)
(Drenkard et al., 2015). Strong clinician-patient partnership leads to greater engagement and
thus leads to improved health outcomes such as health promotion behaviors (Drenkard et al.,
2015). Pender’s health promotion model and the recently developed ICM provided sound
theoretical support for explaining the important associations between and among the main study

variables.
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Permission Letter from New Perspectives Health Care

NEW PERSPECTIVES HEALTH CARE, LLC 13A Main Street
Suite 7

Sparta, New Jersey
07871-1941

e DI T s L

W)973.726.0355
F) 973.726.0255%

May 10, 2021

Sharon St Angelo APN co owner
Sandra Morrison APN co owner
New Perspectives Health Care LLC
13A Main Street Ste 7

Sparta NJ 07871

Dear Seton Hall University Institutional Review Board,

This letter is to grant Irene DeCelie, PHD student from Seton Hall University, permission to
solicit adult patients from our nurse practitioner practice at New Perspectives Health Care
located in Sparta New Jersey for her study titled "Relationships Among Health Promotion

Behaviors, Patient Engagement, and the Nurse Practitioner Partnership.

A link to Irene's letter of solicitation for her study will be placed on the New Perspectives
Health Care patient portal upon Seton Hall University IRB approval.

In the advent that the Covid 19 restrictions are lifted, Irene is given permission to recruit and
conduct her study with patients in the office.

Sincerely,

Sharon St Angelo A
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Seton Hall University IRB Approval Letter
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SETON HALL!l!

07/26/2021

\UNIVERSITY.

8 5

Irene DeCelie
Seton Hall University

Re: 2021-217
Dear Irene,

The Research Ethics Committee of the Seton Hall University Institutional Review Board reviewed and
approved your research proposal entitled, “Understanding the Relationships Among Patient Engagement
and the Nurse Practitioner-Patient Partnership and Health Promoting Behaviors” as resubmitted. This
memo serves as official notice of the aforementioned study’s approval as exempt. If your study has a
consent form or letter of solicitation, they are included in this mailing for your use.

The Institutional Review Board approval of your research is valid for a one-year period from the date of
this letter. During this time, any changes to the research protocol, informed consent form or study team
must be reviewed and approved by the IRB prior to their implementation.

You will receive a communication from the Institutional Review Board at least 1 month prior to your
expiration date requesting that you submit an Annual Progress Report to keep the study active, or a Final
Review of Human Subjects Research form to close the study. In all future correspondence with the
Institutional Review Board, please reference the ID# listed above.

Sincerely,

75 ; /

Mara C. Podvey, PhD, OT Phyllis Hansell, EdD, RN, DNAP, FAAN
Associate Professor Professor
Co-Chair, Institutional Review Board Co-Chair, Institutional Review Board
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Irene DeCelie
Seton Hall University

Re: 2021-217
Dear Irene,

The Research Ethics Committee of the Seton Hall University Institutional Review Board reviewed and
approved the amendment to your research proposal entitled, “Understanding the Relationships Among
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Appendix D
Letter of Solicitation
August 5, 2021
Dear Participant,
Principal Investigator: Irene DeCelie MSN, RN, Doctoral Student
Department Affiliation: College of Nursing, Seton Hall University

Title and Purpose: A research study titled “Understanding the Relationships Among Patient
Engagement and the Nurse Practitioner-Patient Partnership and Health Promoting Behaviors”
is seeking participants. The purpose of this study is to understand what factors are related to
individuals participating in healthy behaviors among patients who receive primary care from
nurse practitioners.

Duration: The survey will take approximately 25 minutes to complete. You will only be asked
to complete this survey once.

What you will be asked to do: The survey contains three questionnaires and one short
demographic sheet. The Health Promoting Lifestyle Profile 1l will ask questions about your
present way of life and personal habits such as: Eat breakfast? The Person Engagement Index
will ask questions about your capacity to engage in your health care such as: | am motivated to
take charge of my health care. The Patient Reactions Assessment will ask questions about the
quality of the partnership between the nurse practitioner and you such as: this person really
respects me. The survey is available through the New Perspectives in Health Care patient portal.
The patient portal contains a Qualtrics link to the survey questionnaires. Qualtrics is a secure
online survey management system. Once you click on the link you will be directed to the
informed consent and if you choose to participate, click on the “I agree” button that will take you
to the survey. You may complete this survey online in a location of your choosing.

Your rights to participate, say no or withdraw: Participation in this study is voluntary. You
can decide to participate or not to participate. You can choose to participate in the research
study now and then decide to leave the research at any time. You may refuse to participate or
withdraw from the study without affecting your care. If you are completing the online survey
you may withdraw from participation at any time prior to completion of all questions. If you are
completing the questionnaires online and you decide not to continue, you may simply exit the
survey.

Potential benefits and risks: There are no known direct benefits to participation in this study.
Potential benefits may include personal satisfaction from knowing that your participation in
research may help others and possibly gaining an understanding of your own health seeking
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behavior. Potential risks of participation are minimal in nature and may include the 25-minutes
it takes to answer the questions.

Anonymity: Your participation in this study will be kept anonymous. You will not be asked to
provide your name, date of birth or other personal identifiers. At no time will the researcher be
able to link the responses to any individual completing the survey.

Confidentiality and privacy: Efforts will be made to limit the use or disclosure of your
personal information. This information may include the research study documents or other
source documents used for the purpose of conducting the study. We cannot promise complete
secrecy. Organizations that oversee research safety may inspect and copy your information. This
includes the Seton Hall University Institutional Review Board who oversees the safe and ethical
conduct of research at this institution.

This survey is being hosted by Qualtrics and involves a secure connection. Terms of service,
addressing confidentiality, may be viewed at https://www.qualtrics.com/privacy-statement/.
Upon receiving results of your survey, any possible identifiers will be deleted by the investigator.
You will be identified only by a unique subject number. Your email address will be stored
separately from your survey data. All information will be kept on a password protected
computer accessible by the research team. The results of the research study may be published,
but your name will not be used.

Consent: If you voluntarily decide to complete the survey please read and follow the
instructions on the informed consent for online surveys located on the Qualtrics link.

Contact Information: If you have questions, concerns, or complaints about this research
project, you can contact the principal investigator, Irene DeCelie, at
irene.decelie@student.shu.edu or the principal investigator’s Dissertation Committee
Chairperson, Dr. Bonnie Sturm at bonnie.sturm@shu.edu or the Seton Hall University
Institutional Review Board (“IRB”) at (973) 761-9334 or irb@shu.edu.

| appreciate your time and consideration in this important research study. The Qualtrics link to
the survey:
https://shu.col.qualtrics.com/surveys/SV_eeq6vuhW7Y6yhhk/edit?SurveylD=SV_eeqbvuhW7Y

6yhhk

Sincerely,

Irene DeCelie MSN, RN-BC
Doctoral Student

College of Nursing

Seton Hall University

400 South Orange Avenue
South Orange, NJ 07079
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Appendix E

Informed Consent - Online

Seton Hall University
Institutional Review Board
Informed Consent Form JuL 23 2021
SETON Approval Date
HALL Expiration Dette
" JUL 23 2022

Title of Research Study: Understanding the Relationships Among Patient Engagement and the Nurse
Practitioner-Patient Partnership and Health Promoting Behaviors

Principal Investigator: Irene DeCelie MSN, RN, Doctoral Student
Department Affiliation: College of Nursing, Seton Hall University
Sponsor: This research is supported by the College of Nursing, Seton Hall University.

Introduction: My name is Irene DeCelie, and I am a doctoral student from the College of Nursing,
Seton Hall University. I am studying factors that may influence whether an individual participates in
healthy behaviors. You are being invited to participate in this research study. It is my hope that after
reading this form you will agree to participate.

Summary about this research study:

The following summary of this research study is to help you decide whether you want to participate in
the study. You have the right to ask questions at any time.

The purpose of this study is to determine the relationships between a person’s capacity to engage in
their health care, the quality of the nurse practitioner-patient partnership, and health promoting
behaviors among adults in the primary care setting.

You will be asked to complete three questionnaires and a short demographic sheet.

We expect that you will be in this research study for approximately 25 minutes.

The primary risk of participation is the involvement of approximately 25 minutes of your time to
complete the survey.

The main benefit of participating is personal satisfaction from helping in a research study that may
benefit others and possibly gaining an understanding of your own health seeking behavior.

Purpose of the research study:

You are being asked to take part in this research study because you are at least 18 years of age and
receive primary care from a nurse practitioner at New Perspectives in Health Care. You must have had
at least two medical visits with the nurse practitioner at the time of you complete the survey. You must
be able to read and speak English well enough to complete the questionnaires, demographic sheet and
provide consent for the study.

Your participation in this research study is expected to be approximately 25 minutes.

You will be one of 68 people who are expected to participate in this research study.

What you will be asked to do:

Your participation in this research study will include providing consent for participation and the
completion of three questionnaires and a demographic sheet. You will not be asked to provide any
personal information such as your name or email address. The survey is available through the New
Perspectives in Health Care patient portal. The patient portal contains a Qualtrics link to the survey
questionnaires. Qualtrics is a secure online survey management system. Once you click on the link
you will be directed to the survey, and you may begin answering the questions. You may complete
this survey online in a location of your choosing.

The first questionnaire titled Health Promoting Lifestyle Profile Il will ask questions about your
personal habits such as “Eat breakfast.” The second questionnaire titled Person Engagement Index

OnlineConsent.v2.2020-2021
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will ask questions about your capacity to engage in your health care such as “I am motivated to take
charge of my health care.” The third questionnaire titled Patient Reactions Assessment will ask
questions about the partnership between you and your nurse practitioner such as “This person really
respects me.” The demographic sheet will ask questions such as your age and marital status.

Completion of the three questionnaires and demographic sheet is estimated at approximately 25
minutes. You will only be asked to complete the questionnaires and demographic sheet one time.
Once the questionnaires and demographic sheet are completed your participation in this study will be
done.

Your rights to participate, say no or withdraw:

Participation in research is voluntary. You can decide to participate or not to participate. You can
choose to participate in the research study now and then decide to leave the research at any time. If
you are completing the online survey and you decide not to continue, you may simply exit the survey.
Your choice will not be held against you, and it will not affect your care.

The person in charge of the research study can remove you from the research study without your
approval. Possible reasons for removal include missing study visits, non-compliance with the study
procedures.

Potential benefit:

There may be no direct benefit to you from this study. You may obtain personal satisfaction from
knowing that you are participating in research that may help others and you may possibly gain an
understanding of your own health seeking behavior.

Potential risks:
The risks associated with this study are minimal in nature and may include the 25 minutes it takes to
answer the questions.

Confidentiality and privacy:

Efforts will be made to limit the use or disclosure of your personal information. This information may
include the research study documents or other source documents used for the purpose of conducting
the study. We cannot promise complete secrecy. Organizations that oversee research safety may
inspect and copy your information. This includes the Seton Hall University Institutional Review
Board who oversees the safe and ethical conduct of research at this institution.

This survey is being hosted by Qualtrics and involves a secure connection. Terms of service,
addressing confidentiality, may be viewed at https://www.qualtrics.com/privacy-statement/. ~ Upon
receiving results of your survey, any possible identifiers will be deleted by the investigator. You will
be identified only by a unique subject number. Your email address will be stored separately from your
survey data. All information will be kept on a password protected computer accessible by the research
team. The results of the research study may be published, but your name will not be used.

Data sharing:

De-identified data from this study may be shared with the research community at large to advance
knowledge. We will remove or code any personal information that could identify you before files are
shared with other researchers to ensure that, by current scientific standards and known methods, no one
will be able to identify you from the information we share. Despite these measures, we cannot
guarantee anonymity of your personal data.

OnlineConsent.v2.2020-2021
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Cost and compensation:
You will not be responsible for any of the costs or expenses associated with your participation in this
study.

There is no payment for your time to participate in this study.

Conflict of interest disclosure:

The principal investigator and members of the study team have no financial conflicts of interest to
report.

Contact information:

If you have questions, concerns, or complaints about this research project, you can contact the Seton
Hall University Institutional Review Board (“IRB”) at (973) 761-9334 or irb@shu.edu.
If you want a copy of this consent for your records, you can print it from the screen.

If you wish to participate, please click the “I Agree” button and you will be taken to the survey.

If you do not wish to participate in this study, please select exit the browser.
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Informed Consent - Written

Seton Hall University
Il Informed Consent Form 'm::;“;;%m
e it
UNIVERSITY £xpiration Date
e JUL 23 202

Title of Research Study: Understanding the Relationships Among Patient Engagement and the Nurse
Practitioner-Patient Partnership and Health Promoting Behaviors

Principal Investigator: Irene DeCelie MSN, RN, Doctoral Student
Department Affiliation: College of Nursing, Seton Hall University
Sponsor: This research is supported by the College of Nursing, Seton Hall University.

Brief summary about this research study:

The following summary of this research study is to help you decide whether you want to participate in
the study. You have the right to ask questions at any time.

The purpose of this study is to determine the relationships among the quality of the nurse practitioner-
patient partnership, a patient’s capacity to engage in their health care, and health promoting behaviors
among adults in the primary care setting.

You will be asked to provide consent for participation and the completion of three paper formatted
questionnaires and a demographic sheet.

We expect that you will be in this research study for 25 minutes.

The primary risk of participation is the time it takes to complete the study documents.

The main benefit of participation is personal satisfaction from knowing that your participation in this
study may benefit others and you may gain an understanding of your own health seeking behavior.

Purpose of the research study:

You are being asked to take part in this research study because you are at least 18 years of age and
receive primary care from a nurse practitioner at New Perspectives Health Care. You must have had at
least two medical visits with the nurse practitioner at the time you complete the survey. You must be
able to read and speak English well enough to complete the questionnaires, demographic sheet, and
provide consent for the study.

Your participation in this research study is expected to last 25 minutes.
You will be one of 68 people who are expected to participate in this research study.

What you will be asked to do:

Your participation in this research study will include providing written informed consent, and the
completion of a short demographic sheet and three questionnaires. The demographic sheet and
questionnaires are on paper and are stapled together as a packet. Please do not print your name or any
personal identifiers on the packet. You may complete the packet in a location of your choosing. It will
take you approximately 25 minutes to complete the packet. Once completed, place the packet into the
provided manilla envelope and seal the top. Then place the sealed manilla envelope into the secured,
locked drop box located in the office waiting room. You will be asked to complete this packet only one
time. Once the questionnaires and demographic sheet are completed your participation in this study will
be done.
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The first questionnaire titled Health Promoting Lifestyle Profile II will ask questions about your
personal habits such as “Eat breakfast.” The second questionnaire titled Person Engagement Index will
ask questions about your capacity to engage in your health care such as “I am motivated to take charge
of my health care.” The third questionnaire titled Patient Reactions Assessment will ask questions about
the partnership between you and your nurse practitioner such as “This person really respects me.” The
demographic sheet will ask questions such as your age and marital status.

Your rights to participate, say no or withdraw:

Participation in research is voluntary. You can decide to participate or not to participate. You can choose
to participate in the research study now and then decide to leave the research at any time. Your choice
will not be held against you.

The person in charge of the research study can remove you from the research study without your
approval. Possible reasons for removal include missing study visits, and non-compliance with the study
procedures.

Potential benefits:

There may be no direct benefit to you from this study. You may obtain personal satisfaction from
knowing that you are participating in a project that contributes to new information.

Potential risks:

The risks associated with this study are minimal in nature. Your participation in this research may
include the 25 minutes it takes to answer the questions.

Confidentiality and privacy:

Efforts will be made to limit the use or disclosure of your personal information. This information may
include the research study documents or other source documents used for the purpose of conducting the
study. We cannot promise complete secrecy. Organizations that oversee research safety may inspect and
copy your information. This includes the Seton Hall University Institutional Review Board who
oversees the safe and ethical conduct of research at this institution.

Data sharing:

De-identified data from this study may be shared with the research community at large to advance
knowledge. We will remove or code any personal information that could identify you before files are
shared with other researchers to ensure that, by current scientific standards and known methods, no one
will be able to identify you from the information we share. Despite these measures, we cannot guarantee
anonymity of your personal data.

Cost and compensation:

You will not be responsible for any of the costs or expenses associated with your participation in this
study.

There is no payment for your time to participate in this study.

Adult Consent.v3.2021-2022
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Conflict of interest disclosure:

The principal investigator and members of the study team have no financial conflicts of interest to
report.

Contact information:

If you have questions, concerns, or complaints about this research project, you can contact the principal
investigator, Irene DeCelie at irene.decelie@student.shu.edu or the principal investigator’s Dissertation
Committee Chairperson, Dr. Bonnie Sturm at bonnie.sturm@shu.edu or office phone: 973-761-9762 or
the Seton Hall University Institutional Review Board (“IRB”) at (973) 761-9334 or irb@shu.edu.

I hereby consent to participate in this research study.

Signature of participant Date
Printed name of participant
Signature of person obtaining consent Date

Printed name of person obtaining consent
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Patient Demographic Sheet

Directions: Mark the response that best describes you.
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Age
years
L1 Male
Gender [0 Female
[1 Other
[1 Telehealth

Describe your most recent
nurse practitioner visit

L1 In-person office visit

Reason for your most recent
nurse practitioner visit

[] Routine check-up
] New concern
] Chronic condition

[] Worsening condition

Approximate number of
times you have been treated
by the nurse practitioners in

this practice

[1 Only once
1 2 or more, but less than 5

1 5 or more, but less than 10

[1 10 or more
Did you see your usual L] Yes
nurse practitioner in your
most recent visit? ] No
[1 Single
[1 Married

Marital Status

[1 Divorced/Separated
[1 Widowed

[0 Unmarried Partner
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[ Hispanic or Latino

Ethnicity
[1 Not Hispanic or Latino
1 American Indian or Alaska Native
Race [0 Asian

Select one or more that
apply

[1 Black or African American
] Native Hawaiian or Other Pacific Islander

1 White

Highest level of education

[1 Less than High School

[1 High School graduate or GED

[] Some college

[ College graduate (AA, AS, BA, BS)
[] Graduate School

] Vocational or Tech school

Work Status

1 Work full-time (37.5 hours per week or more)
[] Work part-time (less than 37.5 hours per week)
] Unemployed

[] Student

[] Homemaker

] Unable to work

Annual Income

L1 $0 - $24,999

[1 $25,000 - $49,999
[1 $50,000 - $74,999
[1 $75,000 - $99,999
[] $100,000 - $149,999
[] $150,000 or more
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Appendix H

Research Recruitment Sign

Nursing PhD. Student----Seeking Participants

Purpose: To understand the factors related to individuals participating in healthy behaviors among patients
who receive primary care from nurse practitioners.
Duration: Approximately 25 minutes to complete the surveys
How to participate: Next to this stand is a research letter that provides a link to an online Qualtrics survey.
Qualtrics involves a secure connection and data will be stored on two encrypted USB memory sticks locked in
afile cabinet located in the locked office of the dissertation committee chairperson.
This study is also available on the Patient Portal where you may click on a link to the Qualtrics survey.
Participation involves answering demographic questions and the following questionnaires:
1. Health Promoting Lifestyles Profile Il will ask you about your present way of life and personal habits.
2. Person Engagement Index will ask you about your capacity to be engaged in your health care.
3. Patient Reactions Assessment will ask you about the quality of the partnership between you and your
nurse practitioner.

Participation is voluntary, confidential, and anonymous. You will NOT be asked to provide your name, date or
birth or any other personal identifiers.
Your participation is important and will help understand how to achieve healthy behaviors in adults.

Irene DeCelie MSN, RN-BC
Seton Hall University, College of Nursing
deceliir@shu.edu
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Health Promotion Lifestyle Profile 11

LIFESTYLE PROFILE Il

DIRECTIONS: This questionnaire contains statements about your present way of life or personal habits.

Please respond to each item as accurately as possible, and try not to skip any item. Indicate the frequency

_with which you engage in each behavior by circling:
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11.
12.
13.
14.
15.
16.

17.
18.
19.
20.
21.
22

24.
25.

N for never, S for sometimes, O for often, or R for routinely

Discuss my problems and concerns with people close to me.

Choose a diet low in fat, saturated fat, and cholesterol.

Report any unusual signs or symptoms to a physician or other health professional.

Follow a planned exercise program.

Get enough sleep.

Feel | am growing and changing in positive ways.
Praise other people easily for their achievements.

Limit use of sugars and food containing sugar (sweets).
Read or watch TV programs about improving health.

Exercise vigorously for 20 or more minutes at least three times a week (such as
brisk walking, bicycling, aerobic dancing, using a stair climber).

Take some time for relaxation each day.

Believe that my life has purpose.

Maintain meaningful and fulfilling relationships with others.

Eat 6-11 servings of bread, cereal, rice and pasta each day.

Question health professionals in order to understand their instructions.

Take part in light to moderate physical activity (such as sustained walking
30-40 minutes 5 or more times a week).

Accept those things in my life which | can not change.

Look forward to the future.

Spend time with close friends.

Eat 2-4 servings of fruit each day.

Get a second opinion when | question my health care provider's advice.

Take part in leisure-time (recreational) physical activities (such as swimming,
dancing, bicycling).

. Concentrate on pleasant thoughts at bedtime.

Feel content and at peace with myself.

Find it easy to show concern, love and warmth to others.
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26.
27.
28.
29.
30.
31.
32.
33.
34.

35.
36.
37.
38.

39.

40.
41.
42.
43.
44.
45.
46.
47.
48.
49.
50.
51.
52.

Eat 3-5 servings of vegetables each day.

Discuss my health concerns with health professionals.

Do stretching exercises at least 3 times per week.

Use specific methods to control my stress.

Work toward long-term goals in my life.

Touch and am touched by people | care about.

Eat 2-3 servings of milk, yogurt or cheese each day.

Inspect my body at least monthly for physical changes/danger signs.

Get exercise during usual daily activities (such as walking during lunch, using
stairs instead of elevators, parking car away from destination and walking).

Balance time between work and play.
Find each day interesting and challenging.
Find ways to meet my needs for intimacy.

Eat only 2-3 servings from the meat, poultry, fish, dried beans, eggs, and
nuts group each day.

Ask for information from health professionals about how to take good care
of myself.

Check my pulse rate when exercising.

Practice relaxation or meditation for 15-20 minutes daily.

Am aware of what is important o me in life.

Get support from a network of caring people.

Read labels to identify nutrients, fats, and sodium content in packaged food.
Attend educational programs on personal health care.

Reach my target heart rate when exercising.

Pace myself to prevent tiredness.

Feel connected with some force greater than myself.

Settle conflicts with others through discussion and compromise.
Eat breakfast.

Seek guidance or counseling when necessary.

Expose myself to new experiences and challenges.

S.N. Walker, K. Sechrist, N. Pender, 1995. Reproduction without the author's express written consent is not permitted. Permission to use this scale

Z Z2 Z2 Z2 Z2 Z2 Z Z Z NEVER

Zz Z2 Z Z

=

Z2 Z 2 Z2 Z Z2 Z Z Z2 Z2 Z Z2 Z

may be obtained from: Susan Noble Walker, College of Nursing, University of Nebraska Medical Center, Omaha, NE 68198-5330.
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Appendix J

Permission Letter —- HPLP 11

UNIVERSITY J OF
Ne Yas COLLEGE OF NURSING

T = Community-Based Health Department
Medical Cente)

985330 Nebraska Medical Center
Omaha, NE 68198-5330
402/559-6382

Fax: 402/559-6379

Dear Colleague:

Thank you for your interest in the Health-Promoting Lifestyle Profile il. The original Health-Promoting Lifestyle
Profile became available in 1987 and has been used extensively since that time. Based on our own experience
and feedback from multiple users, it was revised to more accurately reflect current literature and practice and to
achieve balance among the subscales. The Health-Promoting Lifestyle Profile Il continues to measure health-
promoting behavior, conceptualized as a multidimensional pattern of self-initiated actions and perceptions that
serve to maintain or enhance the level of wellness, self-actualization and fulfillment of the individual. The 52-item
summated behavior rating scale employs a 4-point response format to measure the frequency of self-reported
health-promoting behaviors in the domains of health responsibility, physical activity, nutrition, spiritual growth,
interpersonal relations and stress management. It is appropriate for use in research within the framework of the
Health Promotion Model (Pender, 1987), as well as for a variety of other purposes.

The development and psychometric evaluation of the English and Spanish language versions of the original
instrument have been reported in:

Walker, S. N., Sechrist, K. R., & Pender, N. J. (1987). The Health-Promoting Lifestyle Profile: Development and
psychometric characteristics. Nursing Research, 36(2), 76-81.

Walker, S. N., Volkan, K., Sechrist, K. R, & Pender, N. J. (1988). Health-promoting lifestyles of older adults:
Comparisons with young and middle-aged adults, correlates and patterns. Advances in Nursing Science,
11(1), 76-90.

Walker, S. N., Kerr, M. J., Pender, N. J., & Sechrist, K. R. (1990). A Spanish language version of the Health-
Promoting Lifestyle Profile. Nursing Research, 39(5), 268-273.

Copyright of all versions of the instrument is held by Susan Noble Walker, EdD, RN, FAAN, Karen R. Sechrist,
PhD, RN, FAAN and Nola J. Pender, PhD, RN, FAAN. The original Health-Promoting Lifestyle Profile is no longer
available. You have permission to download and use the HPLPII for non-commercial data collection purposes
such as research or evaluation projects provided that content is not altered in any way and the copyright/
permission statement at the end is retained. The instrument may be reproduced in the appendix of a thesis,
dissertation or research grant proposal. Reproduction for any other purpose, including the publication of study
results, is prohibited.

A copy of the instrument (English and Spanish versions), scoring instructions, an abstract of the psychometric
findings, and a list of publications reporting research using all versions of the instrument are available for
download.

Sincerely,

M

Susan Noble Walker, EdD, RN, FAAN
Professor Emeritus
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Permission Letter from GetWellNetwork

O,N E | I_ C E N ‘I’ E RTM Advancing the science

of patient and family
getwell:)network engagement

March 18, 2021

Dear Irene DeCelie,

This letter grants you permission solely for your dissertation study being conducted at
Seton Hall University to use the following GetWellNetwork proprietary items:

1. The Interactive Care Model image (properly noted as GetWellNetwork proprietary
image and properly referenced from the Journal of Nursing Administration 2015
publication)

2. The use of the Person Engagement Index and scoring methodology (properly
noted as GetWellNetwork proprietary instrument and scoring methodology and
properly referenced from the Journal of Nursing Measurement 2018 publication).

Sincerely,

Carrie Hallock

Vice President, Clinical Consulting
GetWellNetwork

153



154

Appendix L

Permission Letter/Email from Dr. John P. Galassi

From: Galassi, John P

Sent: Wednesday, February 13, 2019 2:49 PM
To: Irene Decelie

Subject: RE: Patient Reactions Assessment

Hello Irene,

Attached is a copy of the PRA and scoring instructions. Please feel free to use it.,
I hope you find it helpful.

John

Subject: Patient Reactions Assessment
Dear Mr. Galassi,

I am currently in a Nursing PhD. program at Seton Hall University in South Orange, New
Jersey. My area of interest is in patient engagement and the patient-nurse relationship. I came
across one of your articles, which listed your contact information at the University of North
Carolina at Chapel Hill.

The article discussed the development and psychometric testing of your instrument the Patient
Reactions Assessment. I believe this instrument will provide me with a valid and reliable means
to measure the quality of the patient-nurse relationship.

With your permission, I would like to use the Patient Reactions Assessment in my dissertation at
Seton Hall University. I appreciate your time and consideration in this matter.

You may contact me at my email deceliir@shu.edu
or cell 732-995-5152.

Sincerely,

Irene DeCelie
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