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Increasing Patient Engagement in the Pre-operative Patient Population at Franciscan                 

St. Francis Health - Indianapolis 

 Chapter One 

 Introduction and Problem Overview 

The United States (U.S.) spends more revenue than any other industrialized nation on 

healthcare yet research indicates this does not equate to delivering the safest or most efficient 

quality patient care (Riehle & Hyrkas, 2012).  Patients within the U.S. healthcare system have 

been the beneficiaries of cumbersome processes riddled with redundancy, waste, and discordant 

care (Institute of Medicine [IOM], 2001).  Because of this data, healthcare reform to improve the 

quality and efficiency of patient care delivery has been the topic of debate over the past several 

decades, on both a national and global scale.  Several organizations, coalitions, and groups have 

indicated the need for healthcare redesign; two of the most prominent are referenced here.  The 

IOM, (2001) report that advocated for healthcare transformation and identified six important key 

elements to improve healthcare referred to as the Six Aims for Improvement: safe, efficient, 

effective, timely, patient-centered, and equitable care.  Several years later, the Institute for 

Healthcare Improvement ([IHI], 2018) introduced three critical objectives known as the Triple 

Aim that focused on improving the individual experience of care, improving population health, 

and the reduction of cost associated with health care (Coyne et al., 2014). 

In traditional patient education where patients simply receive medical care from 

providers rather than being directly involved with their care is often described in the literature as 

hierarchical, paternalistic or physician-reliant (Betbeze, 2016; Butler, 2014; Hain & Sandy, 

2013; Hall, Bernhardt, & Dodd, 2015; Natale & Gross 2013; Pulvirenti, McMillan, & Lawn, 

2011; Ross, Ohlsson, Blomberg, & Gustafsson, 2015).  Reforming this type of practice has 

involved policy transitions that have morphed various health care delivery models over time.  
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The evolving health care environment in the U.S. has transitioned from a managed care system 

to a fee for service model into what is now considered an evolving and emerging pay for 

performance, value-based patient care system (Betbeze, 2016; Butler, 2014; Hain & Sandy, 

2013; Pulvirenti et al., 2011).  Financially, the capitated value-based patient care model will shift 

institutional focus from volume of intervention procedures provided to the patient to a more 

holistic, preventative focus where incentives to engage patients are valued and even mandated.  

This paradigm shift from paternalistic medical practice to a more humanistic perspective; a shift 

from passive to active patient participation is an eminent change on the horizon.  Accompanying 

this change is a pressing goal for healthcare leaders across the country to advance the urgency of 

achieving cost-effective, high quality patient care.  However, the formula required to produce 

such cost-effective, high quality patient care has been illusive for quite some time.   

It may be possible that the solution to this issue resides with the immensely valuable, yet 

often overlooked, variable innate to this problem since the beginning of the provider-patient 

relationship.  Amidst all the paternalistic, bureaucratic, policy-driven initiatives, it could be 

possible that the missing link to this equation resides within the patient.  It is hypothesized that 

the resolution to this illusive problem may be as simple as involving the patient as an active 

participant in their own care. 

One specific patient population of interest is the pre-surgical patient population at 

Franciscan St. Francis Health-Indianapolis (FSFH-I).  These patients are seen in the pre-surgical 

specialty clinic where the online patient education modules are assigned as part of their plan of 

care.  Next, they are routed through the Pre-Anesthesia Testing (PAT) unit to optimize their 

health before undergoing their surgical procedure.  The purpose of this project was to investigate 

barriers to patient engagement with the online education modules and implement best practice 
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recommendations with the intent to increase patient utilization and engagement with the 

program.  Research suggests increased patient engagement is capable of translating into many 

positive dividends for both the organization and the patient (Betbeze, 2016; Hain & Sandy, 2013; 

Hauser et al., 2015; Natale & Gross 2013; Löfgren et al., 2014; Pulvirenti et al., 2011; Ross, et 

al., 2015).           

Background 

Healthcare is rooted in an innate focus on the patient, however in today’s climate the 

business goals and objectives of the organization must be addressed if the organization is to 

remain viable.  As healthcare organizations begin to transition from providing volume-based, fee 

for service care towards instituting and implementing value-based, fee for performance 

initiatives, many hurdles will need to be addressed.  With the new reimbursement model, 

government and private insurers are demanding improved value in the form of an increased 

return on investment (ROI).  Payers are beginning to mandate improved quality of care delivery.  

If organizations fail to comply, they will receive a decrease in payment for provided care.  The 

nation’s largest payer, the Centers for Medicare and Medicaid Services ([CMS], 2015b) is 

leading the way by decreasing or denying payment for Hospital Acquired Conditions (HACs).  

To demonstrate this concept, the CMS Inpatient Prospective Payment System Fiscal Year 2013 

Final Rule included 14 HACs which were characterized by  

“(a) high cost or high volume or both, (b) result in the assignment of a case to a DRG that 

has a higher payment when present as a secondary diagnosis, and (c) could reasonably 

have been prevented through the application of evidence-based guidelines” (2015a, para. 

1).   



PATIENT ENGAGEMENT  5 

A more concise definition of value in healthcare is provided by Riehle and Hyrkas (2012); 

“value in healthcare is defined by patient outcomes over the cost of care” (p. 299).  This 

definition along with the CMS payment reduction parameters begin to help organizations 

understand, shape, and quantify value-based initiatives for improved patient care delivery. 

Value-based care places the onus on the organization to analyze and evaluate current 

methods of care delivery.  As previously mentioned, several organizations, coalitions, and groups 

have recognized the call for healthcare redesign.  Collaboration efforts have produced clinical 

practice guidelines, tool-kits, and an abundance of valuable resources; however, organizations 

are responsible for creating and designing their own individualized roadmap for success.  

Franciscan Alliance, as a health care system, invested in a patient engagement and education 

platform provided by EMMI Solutions® (hereby-referred to as online education modules) as one 

of many measures to achieve higher quality patient care.  The online education modules were 

chosen with the auspice that this vehicle would increase the participation of the patient as an 

active partner in the healthcare delivery process by providing a platform to deliver engaging, 

standardized, quality education.  As a bridge to help facilitate and operationalize the value-based 

method of patient-centered care, EMMI Solutions® partners with organizations to overcome 

hurdles and help encourage the patient to become an active participant in their health by 

engaging in online patient education.   

Launched in 2003 (Boone, 2004), the online modules leverage interactive technology to 

standardize, enhance, and facilitate specific elements of patient education.  Patient interaction 

and engagement with the modules are reported to produce a multitude of patient and hospital 

benefits.  Through online education delivery, the program can facilitate higher rates of patient 

satisfaction, stronger provider-patient relationships, better-informed patients, flexibility and ease 
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of access to information, and a more precise method to document the patient learning experience 

(EMMI, 2016a).  The online format provides the patient several luxuries over the traditional 

method of patient education.  Patients can access the content at their leisure; they have the ability 

to start and stop modules on demand, review the modules for clarity, and share the modules with 

any member in their support circle.   

Pre-surgical patients are referred to surgical specialty clinics at FSFH-I by their primary 

care provider to follow-up on abnormal test results or findings.  During the patient’s first visit a 

vast amount of information is exchanged between the patient and provider as a new relationship 

is established.  Quite often, it is during this appointment that the patient receives their definitive 

diagnosis, such as a life-altering cancer diagnosis, for the very first time.  As the patient attempts 

to processes the information, treatment options are reviewed, their surgical procedure is 

scheduled, and they are scheduled for their PAT appointment.  In addition to other pertinent 

information, they are asked to provide their email address at the point of surgery scheduling.  

This is important because this serves as a critical access point to connect the patient to specific, 

patient-centered education.  It is this step in the process that allows the online education modules 

to be sent automatically to the patient via their email address.  The initial email with an 

activation link is sent within approximately 24 hours.  This is followed up by an auto-generated 

reminder phone call and additional email within 3-5 days to help facilitate interaction and 

engagement with the modules.  From this point, patients are expected to initiate, view, and 

complete the series of educational modules prior to their PAT appointment and before the 

surgical event.  Figure 1 demonstrates the ideal patient engagement period with respect to the 

patient entry and progress through the FSFH-I system.  
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Figure 1. Ideal Patient Engagement Period 

 

Figure 1. The ideal patient engagement period starts at the point of patient entry into the  

system, with this study patient population it is typically the Specialty Surgery Clinic, and  

persists until the end of the treatment period.   

 

The FSFH-I PAT clinic is staffed Monday through Friday from 8:00 AM to 4:00 PM 

with a nurse practitioner (NP) and four to five registered nurses (RNs).  The daily clinic 

appointment structure consists of 22 appointment slots, each with a 60-minute duration.  Weekly 

clinic volume equates to approximately 110 patients per week or 440 patients per month.  

Typically, the patient appointment occurs within three weeks of the scheduled surgical event.  

Ideally, FSFH-I strives to funnel 100% of preadmission surgical patient volume through this 

clinic. To facilitate clinic scheduling, healthy patients without comorbidities are streamlined 

through the PAT process in a virtual manner.  The American Society of Anesthesiologists (ASA) 

physical status classification system is utilized to rank the health of individual patients.  The 

ASA classification system stratifies patient risk relative to individual health status relying on 

clear definitions and corresponding examples.  The system provides a hierarchy of six 

classification levels (ASA I to VI; along with an “E” modifier to indicate emergent situations) 

(ASA, 2014).  Approximately 20% of the FSFH-I pre-admit surgical patient volume is classified 
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as an ASA I: a healthy patient without significant medical considerations.  These patients receive 

the same individualized information, education, and attention as in-person appointments but via a 

phone call conducted by a PAT clinic nurse (referred to as virtual PAT visit). 

Strong administrative support for the clinic is necessary, as the PAT is not a revenue-

generating clinic.  However, benefits generated by the PAT clinic are numerous and ROI for this 

clinic nets great value to the organization.  Preventative in nature, the PAT clinic serves as an 

opportunity to tune-up or optimize the patient’s current health status prior to the surgical event.  

Since the clinic works in a preventative manner the information shared during this visit can avert 

post-surgical complications.  The fundamental intent and purpose of the visit is to improve 

patient outcomes and enhance patient safety.  Prior to conducting the appointment, a RN reviews 

patient specific lab and test results and completes a comprehensive three-year retrospective 

review of the patient’s history. 

Pre-Anesthesia Testing clinic nurses are responsible for accomplishing and compressing 

multiple tasks into a brief 60-minute patient visit.  The PAT nurse communicates with the patient 

to establish rapport in addition to the following tasks:    

▪ reviews and assesses the patient’s physical, mental, surgical, and medication 

histories; 

▪ implements a screening tool for obstructive sleep apnea  

▪ inquires if the patient has initiated the online education modules 

▪ provides education and instruction regarding: incentive spirometry, chlorhexidine 

gluconate pre-surgical wash, pain scale utilization, constipation related to surgery 

and pain meds, day of surgery directions and instructions;  
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▪ coordinates laboratory blood draws, electrocardiogram and methicillin resistant 

staphylococcus aureus testing, if warranted;  

▪ documents all care provided in EPIC, the hospital’s electronic healthcare record 

system (M. Yu, personal communication, September 26, 2016). 

While completing these tasks the nurse relies on keen assessment skills and the nursing process 

to identify additional opportunities for patient education as well as intersect problematic issues 

that may interfere with the surgical event. 

Numerous benefits generated by the detailed work accomplished during the PAT visit are 

noted at the system and patient levels.  System specific ROI benefits include increased operating 

room efficiency and decreased first case delays.  Additionally, both categories of constituents 

benefit from decreased mortality, reduced readmission risk and length of stay (LOS), decreased 

cancellation rates, improved patient satisfaction, decreased patient anxiety, and decreased 

unnecessary testing (W. Wrightson, personal communication, September 9, 2016).  Analytic 

benefits include tracking surgery cancellations and the ability to review and investigate 

preventable cancellations in real time.  Recent FSFH-I cancellation rates improved by 8%, 

decreasing to 1.5-1.7% because of these improvements (W. Wrightson, personal communication, 

September 9, 2016). 

Most of the previously mentioned initiatives have directly improved patient care and 

averted unnecessary costs to the organization.  Streamlining and standardizing patient care 

through the PAT has decreased inessential preoperative patient testing which is estimated to have 

saved FSFH-I approximately $500,000 annually (W. Wrightson, personal communication, 

September 9, 2016).  Patient specific ROI benefits generated by the PAT visit for qualifying 

patients include nutritional supplements, free smoking cessation education and smoking 



PATIENT ENGAGEMENT  10 

cessation medications (M. Yu, September 9, 2016).  In light of the demonstrated PAT clinic 

success, FSFH-I intends to add obesity, weight loss before surgery, and multimodal pain 

management initiatives in the future.  The implementation of anesthesia directed, nurse led risk 

based assessments would become part of the preoperative testing workflow and require minimal 

additional expense. 

Significance 

 Successful healthcare reform will take a concerted effort.  The bureaucratic and financial 

changes responsible for shifting the focus of healthcare reimbursement have already been 

discussed.  Providers and patients alike will need to adapt and transform the traditional patient-

provider relationship.  Hain and Sandy (2013) suggest this transformation begins with the 

education and training of healthcare providers to improve their patient education techniques and 

enhance their communication skills.  Patient-provider conversations investigating the resources 

available to the patient are essential, Keleher’s (2007) eleven principles of empowerment-based 

health teaching for well-being suggest the most important elements for the nurse to investigate 

concern the social context in which patients self-manage and the structural barriers which affect 

their self-management.  In a broad sense, Keleher’s principles refer to three important patient-

specific elements the nurse must assess: (a) the patient’s milieu in which they self-manage their 

disease or condition, (b) the value and experience derived from their health and illness, and (c) 

the structural barriers that affect the individual’s ability to self-manage.   

Expanding on these concepts, Pulvirenti et al., (2011) suggest the barriers need to be 

identified and included so they can be dealt with in an explicit manner.  Once barriers are 

identified, the focus can be averted to structural forces which “affect the conditions of health and 

an individual’s skills in caring for themselves” (Pulvirenti et al., 2011, p. 309).  The nurse can 
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apply these concepts within the perioperative area to expand upon the brochure-model of giving 

patient direction to a more inclusive patient-centered model of connecting the patient to purpose.  

By extrapolating Keleher’s three important patient-specific elements, the nurse can intentionally 

investigate the patient’s intent to engage with the online education modules by assessing (a) their 

access to information technology (IT) resources and support circle (their milieu), (b) if they 

value the IT mode of education delivery (value), and (c) barriers to knowledge transfer such as 

IT literacy (barriers). 

Hauser et al. (2015) and Betbeze (2016) promote implementing the fundamentals of 

Shared Decision-Making (SDM), as part of the normal, everyday patient education process, in 

effort to hardwire this behavior.  Essentially, the intervention is rooted in behavior modification 

with the provider or nurse coaching the patient on how to accept more responsibility as an active 

participant in their care (Löfgren et al., 2014).  Hauser et al. (2015) acknowledge that an 

accepted consensus for SDM in literature does not exist and encourage a list of criteria to guide 

SDM with patients.  The four criteria for SDM are “at least two parties (patient and doctor) 

involved in the process, they share the information, both parties undertake steps to achieve a 

consensus regarding treatment preferences, and they agree on a form of treatment, which is 

initiated” (2015, p. 666).   The collaborative structure helps the patient retain a preserved sense 

of autonomy while the provider actively listens to the patient’s needs, preferences, and values 

(Hain & Sandy, 2013; Pulvirenti et al., 2011).   

Shared Decision-Making is considered the gold standard for the cooperation between the 

patient and provider (Hauser et al., 2015).  The ultimate goal is to foster a sense of cooperation 

between the patient and the healthcare team persisting from the pre-treatment phase until the end 

of patient treatment.  Research indicates behavioral change can be difficult and the change is 
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more often sustained when the patient is motivated by intrinsic rewards (Hain & Sandy, 2013).  

Ross et al. (2015) utilized a mixed-method study to evaluate the effectiveness of individualized 

patient education methods at a nurse-led heart failure clinic in Sweden.  Findings from this study 

support individualized education as a method of patient engagement.  The control group received 

standard European Society of Cardiology (ESC) congestive heart failure (CHF) guideline 

education whereas patients in the intervention group were encouraged to write down a list of 

questions before the clinic visit, and the nurse addressed their specific questions during the visit, 

in addition to receiving the same standard ESC CHF education.  Patients in the intervention 

group were more satisfied with their personalized education than the control group (Ross et al., 

2015).  A review by Fredericks et al. (as cited in Ross et al., 2015, p. 1599), claims 

individualized patient education to be “the most effective means for extending self-care 

knowledge and improving self-care behaviour”.  Relationships based on trust, honesty, and open 

dialogue help the team avoid reducing “the person to a patient” (Ross et al., 2015, p. 1600) and 

encourages an atmosphere of reciprocity and empathy.  The nurse has an important challenge in 

trying to encourage patients to take an active role in their care and become invested through 

intrinsic methods of motivation (Hain & Sandy, 2013; Ross et al., 2015). 

One method to measure and track an organization’s performance is the Hospital 

Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey.  This is a 

standardized survey instrument developed by CMS and the Agency for Healthcare Research and 

Quality in 2002 and was approved for national implementation in December 2005 (CMS, 

2015b).  It is the first standardized, national, publicly reported survey to measure patient 

perception of their hospital experience (CMS, 2015b).  The survey has evolved to include 32 

standardized items; 15 of which directly relate to the communication, education, and 
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collaborative relationship between the medical staff and the patient during the patient’s hospital 

stay (HCAHPS, 2016).   

Hospital CMS reimbursement rates are directly related to the institution’s HCAHPS 

scores; consequently, hospitals are interested in improving this data.  In 2013, Natale and Gross 

predicted organizations, which are most likely to thrive in the evolving healthcare environment, 

are those who focus their business strategy on patient engagement initiatives.  “Research has 

shown that communication is the key driver of patient satisfaction, as measured by HCAHPS” 

(Natale & Gross, 2013, p. 90).  Techniques to improve patient engagement are not difficult but 

they do involve time.  Even simple interventions require time, energy, and flexibility.  In theory, 

effective, streamlined online education modules should provide a mode of delivery to address 

these challenges. 

EMMI Solutions® (2016a) markets their product as a platform that can deliver superior 

patient engagement strategies to empower people, improve relationships, and encourage healthier 

populations.  Standardized content helps the patient establish expectations through easy-to-

understand, pre-assigned, procedure-specific online educational modules.  Modules are available 

in English and Spanish and the content can be translated into 96 different languages.  Patient 

interaction with the modules has been shown to decrease patient questioning and improve patient 

anxiety (EMMI, 2016a).  Additionally, EMMI Solutions® advertises the platform as a powerful 

risk management tool that can augment the challenging medical-legal environment thereby 

contributing to improved outcomes for the organization (Boone, 2004; EMMI, 2016a).  As the 

patient navigates and engages within the online education module, background data is recorded.  

Each click of the mouse is captured and the data creates a permanent record detailing the 

education elements viewed by the patient: 
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In fact, a memorandum from the law offices of Bell, Boyd & Lloyd stated that EMMI is 

admissible in a court of law to demonstrate that: (1) a patient was advised of certain risks, 

and (2) the patient gave his or her informed consent for a physician to perform a 

procedure (Boone, 2004).   

Through data aggregation, EMMI Solutions® essentially becomes a virtual member of the 

healthcare team. 

Patient navigation and flow from the pre-surgical clinic through to the surgical event has 

been discussed.  Patients are assigned several pre-operative online education modules via an 

automated email system with instructions to complete the modules prior to their surgery.  Patient 

utilization at the Indianapolis campus is low in comparison to national utilization rates and other 

Franciscan sites.  Table 1 lists Franciscan site-specific fourth quarter 2016 statistics for the 

month of October (EMMI, 2016b).  The 90-day by Patient Start Rate indicates the percentage of 

patients who initiated the modules within 90 days of assignment and the Percent Issued with 

Email indicates the percentage of patients who received the online education modules via their 

email address.  The Indianapolis location performs the most surgical cases in the Franciscan 

system (1466 cases in October 2016).  Another local site, Carmel, and Crown Point, one of the 

next highest surgical volume sites in the network, were selected for comparison.     

Table 1 

Franciscan Alliance EMMI® Dashboard: October 2016 

Franciscan Site 90-day by Patient 

Start Rate 

% Issued with Email 

Indianapolis  33 % 63% 

Carmel 35% 26% 

Crown Point 29% 58% 
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This evidence-based practice project sought to identify appropriate interventions to 

increase patient engagement with the pre-operative online education modules in order to enhance 

participation and utilization of the product, encourage patients to become active, engaged 

participants in their own care, and ultimately improve patient outcomes. 

Question Guiding Inquiry (PICO) 

Similar to the impetus of evidence-based practice (EBP), the nursing process is rooted in 

the spirit of inquiry.  Observation, assessment, and critical evaluation skills are fundamentally 

grounded in an inquisitive nature to validate or challenge norms.  Melnyk and Fineout-Overholt 

(2015) refer to this as developing a “consistently questioning attitude towards practice” (p. 10).  

The authors further define five “components of an answerable, searchable question”: patients or 

population (P), intervention or issue of interest (I), comparison intervention or issue of interest 

(C), outcome (O) and time (T); otherwise known as a PICOT question (2015, p.28).  The 

structure provided by this framework promotes a standardized tool to assist the nurse scientist in 

formulating a defined, researchable clinical question.  As major elements of the PICOT 

scaffolding take shape, clinical inquiry is leveraged to pursue relevant best evidence in the spirit 

of scientific inquiry.  Following the aforementioned steps, the subsequent PICOT question was 

developed: In the pre-operative patient population at FSFH-I, does utilization of a standardized 

Pre-Operative Decision Aid (POE-DA) by the clinic and PAT nursing staff  increase patient and 

nursing staff engagement with the online education modules as evidenced by increases in module 

initiation and completion rates during a two-month time frame? (see Appendix A for the POE-

DA visual aid) 
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Problem of Interest 

The online education module initiation rate for FSFH-I pre-admit surgical patients 

averaged 33% in the month of October 2016.  EMMI Solutions® data indicates the engagement 

rate for clients across the nation for the same period averaged 41% (H. Wilson, personal 

communication, December 6, 2016).  Franciscan Alliance has been engaged with EMMI 

Solutions®; collecting patient emails at the point of surgery scheduling, pushing the online 

educational modules out to the patients, and educating physicians and office staff for almost a 

full year.  The problem of interest is to investigate the reasoning behind the lack of patient 

engagement and interaction with the online educational modules.   

Population (P). Population focus for this EBP project includes nursing staff responsible 

for providing education to pre-surgical patients in the Breast, Colon Rectal, and Gynecology 

Oncology surgical clinics and the PAT nursing staff to help increase patient engagement with the 

online education modules.  Non-nursing surgical clinic staffs that have contact with pre-surgical 

patients were excluded from the research as duties of patient education are outside their scope of 

practice. 

 Intervention (I). The intervention was the implementation of a standardized POE-DA to 

actively engage and empower patients to access the online pre-operative educational modules at 

FSFH-I.  Feedback, gained from background questions, and best evidence, derived from current 

research regarding patient engagement and SDM, was utilized to create the POE-DA tool.  

Appropriate measures were designed to provide education, explanation, and encouragement to 

help staff engage patients with the online educational modules.  

 Comparison (C). Current practice involves patients receiving an email notifying them of 

the online educational content.  Patient emails are entered into EPIC, the institution’s electronic 
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medical record system (EMR), in the surgery clinic at the point of surgery scheduling.  A code to 

access the automatically generated online education modules correlating with the patient’s 

scheduled surgical procedure is emailed directly to the patient within approximately 24 hours.  

The email is branded as FSFH-I material so the patient is aware of its significance.  This current 

practice prior to project implementation was utilized as the control or comparison group.  

Additionally, module initiation and utilization rates of the groups were analyzed in comparison 

to other surgical specialties to detect differences in the new and current patient engagement rates 

with the online education modules.    

 Outcome (O). The outcome measures included (a) 90-day by Patient Start Rates (b) 

percentage of modules issued with email data, (c) perceptions of clinic nursing staff and PAT 

nurses acquired through a short online survey to investigate their experience and opinions with 

implementing the POE-DA tool.  Additionally, patient comments submitted through the online 

education portal and outcome data across groups were measured. 

Conclusion 

 The rapid reduction in healthcare reimbursement attributed to the value-based care 

movement has healthcare organizations searching for evidence-based methods to offset the 

responsibility of improving patient outcomes.  A likely partner to help distribute this 

responsibility is the actual patient.  Involving the patient as a key component in their care is 

mentioned in both the IOM’s Six Aims for Improvement (2001) and the IHI’s Triple Aim (Coyne 

et al., 2014).  Leveraging technology to create a more patient-centered care environment should 

increase patient satisfaction and patient engagement in their own healthcare. 
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Chapter Two 

Review of Literature 

 Over the past two decades, many reports have detailed the escalating costs associated 

with healthcare while several initiatives have echoed the critical importance of improving the 

quality and delivery of patient care in a complex healthcare environment.  Efforts to reform the 

quality and efficiency of patient care have accelerated on both the national and global scale.  A 

growing body of knowledge to support a shift from healthcare delivery to the patient via a 

hierarchical, paternalistic or physician-reliant manner towards involving the patient as an active, 

influential member of the healthcare team is emerging.  Policy initiatives are beginning to value 

the patient perspective by linking healthcare reimbursement to outcomes in place including, 

Patient Reported Outcome Measures in the United Kingdom (UK) and the HCAHPS survey in 

the U.S. (McAllister, Dunn, Payne, Davies & Todd, 2012).  Challenges accompanying this 

transition include the absence of a universal term to help track patient involvement and lack of a 

validated tool to quantify patient outcomes related to patient engagement.  The varied list of 

terms and concepts that attempt to capture the essence of an active patient include patient 

empowerment, patient engagement, patient centered care (PCC), and SDM.  Not only is a unified 

term illusive, there is a pressing need for a standardized, reliable and valid tool to measure the 

outcome of patient participation across different healthcare conditions (Bravo et al., 2015; Diouf, 

Menaer, Robitaille, Guerard & Legare, 2016).   

Evidence suggests that active participation of patients in their own healthcare decisions 

relates to positive clinical, psychosocial, and psychological outcomes (Hauser et al., 2015; 

Jerofke, Weiss & Yakusheva, 2013; Löfgren et al., 2014).  Research supporting the use of 

educational tools or Decision Aids (DAs) to enhance patient engagement is prevalent, but 

infiltration into standard practice is lacking.  However, limited health literacy and numeracy 
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skills as well as gaps in the access to and use of technology (also known as digital divide) are 

patient characteristics that can intensify health disparities (Cutrona et al., 2016; Renahy, Parizot, 

& Chauvin, 2008).  Thus far, the majority of research on patient empowerment among the pre-

operative patient population involves SDM and informed choice (Ankunda et al., 2014; Boss et 

al., 2016; Gainer et al., 2016; Löfgren et al., 2014).  

Purpose 

The aim of this research was to investigate if implementation of a standardized POE-DA 

tool would influence patient interaction with an online educational program.  The specific PICO 

statement focused on patient and nursing staff engagement: In the pre-operative patient 

population at FSFH-I, does utilization of a standardized Pre-Operative Decision Aid by the clinic 

and PAT nursing staff  increase patient and nursing staff engagement with the online education 

modules as evidenced by increases in module initiation and completion rates during a two-month 

time frame? 

Search Methodology 

A systematic review of the relevant literature was conducted to identify studies relating to 

pre-operative patients with the intent to gauge patient empowerment and patient interaction with 

online education.  The following databases were searched to identify studies for inclusion: 

Cumulative Index to Nursing and Allied Health Literature (CINAHL), MEDLINE via 

EBSCOhost, MEDLINEplus, and the Cochrane Library.  Medical subject heading (MeSH) terms 

included empowerment, engagement, pre-operative, surgical patient, education, online education, 

SDM, surgery, and operation.  To widen the search and hopefully net more applicable research 

articles, the following Boolean searches were utilized: patient and empowerment; patient and 

engagement; online education and pre-operative and patient; online and patient and education; 
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SDM and empowerment.  Search results were limited to English language articles published 

within the past five to six years; only recent publications from 2011 – 2017 were evaluated for 

inclusion.   

The levels of evidence pyramid was used to ensure the highest quality evidence was 

retained for inclusion.  Due to the lack of available randomized controlled trials related to this 

topic and the lack of published studies evaluating the emotional aspects of patient empowerment, 

three systematic reviews were selected for analysis.  Commentaries and editorials were 

eliminated, while six quantitative, three qualitative, and two mixed-method studies were retained 

for the literature review.  Four articles were specific to pre-operative care; the majority of articles 

addressed the overall concept in various patient care areas (see Appendix B).     

Synthesis of Literature 

Terminology  

A literature search of peer-reviewed journal articles relating to patient empowerment or 

engagement reveal that these terms are not well defined (Boss et al., 2016; Bravo et al., 2015; 

Löfgren et al., 2014) and the terms are generally referred to as either a process or patient 

outcome involving physical, emotional, spiritual, and cognitive needs (McAllister et al., 2012).  

Additionally, literature suggests empowerment could be specific to the context and population of 

the individual patient, which makes a standardized, universal definition nearly impossible.  

Attempts to quantify meaning for patient empowerment or engagement relegates the terms 

virtually synonymous with studies seeking to explain and evaluate the principles of SDM.  

Likewise, literature does not provide an agreed upon consensus of meaning for SDM.  

Collectively, the term represents an interaction between the patient and clinician in which they 
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collaborate and review options grounded in the best medical evidence, in conjunction with the 

patient’s values and preferences, to arrive at a mutually agreed-upon treatment plan (Boss et al., 

2016; Hauser et al., 2015; Veroff, Marr, & Wennberg, 2013).  In this context, the process of 

SDM indicates the patient has obtained an understanding of the risks and implications of the 

available treatment options and, with the clinician’s input, the partnership or team has reached a 

joint decision.  In fact, patient engagement and participation in SDM has been indicated to infer 

informed consent with some legislative backing (Veroff et al., 2013).   

While the philosophies of patient empowerment and SDM seem fluid, it is important to 

acknowledge other common terms associated with patients actively participating in their care 

such as informed consent, decision coaching (DC), PCC, and patient activation (Altin & Stock, 

2016; Ankuda et al., 2014; Gainer et al., 2016; Lewis, Stacey, Squires, & Carroll, 2016).  The 

commonality shared by these terms involves the patients accepting an explicit, active role in both 

the decision making process and the direction of their own healthcare journey versus remaining a 

passive recipient of care delegated by the provider-dominated dyad (Boss et al., 2016; McAllister 

et al., 2012).  Several themes emerge when contemplating how to encourage, thread, and 

hardwire patient empowerment or SDM into the complex, interwoven fabric of patient care.  

First, and perhaps most important, the organization must support the implementation of SDM in 

practice (Lewis et al., 2016); clinicians must understand SDM, receive SDM training, value 

SDM concepts; and, ultimately, clinicians must inquire about information choice with each 

individual patient, taking into consideration the digital divide and the resulting impact this can 

have on health disparities. 
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Shared Decision Making as an Intervention 

The majority of SDM research suggests that the process as an intervention could improve 

healthcare outcomes by empowering patients to become an active member of their healthcare 

team.  Across the three systematic reviews evaluated, the communication and dialogue involved 

in the practice of SDM reveal its potential for improving the quality of patient care to the extent 

that SDM is referred to as the gold standard for cooperation between the provider and patient 

(Boss et al., 2016; Hauser et al., 2015).  In these studies, when implementing SDM as an 

intervention, patient reported benefits included increased patient knowledge, preparation, 

decision satisfaction and decision quality with a respective decrease in decision conflict (Boss et 

al., 2016).   

Financial advantages related to the implementation of SDM as an intervention to decrease 

healthcare costs were documented in two of the qualitative studies reviewed (Löfgren et al., 

2014; Veroff et al., 2013).  After training the nursing staff on how to empower patients in a study 

involving 503 hip fracture cases, Löfgren and colleagues (2014), demonstrated a decreased LOS 

in patients receiving the empowerment intervention (four days earlier than the control group, p = 

0.04) and patients in the intervention group returned to their previous living arrangement 90% of 

the time compared to 80% in the control group.  Similarly, Veroff et al. (2013) reported reduced 

total medical expenditures compared to the control group when a support program enhanced by 

DCs and SDM implementation was utilized as an intervention in a large randomized trial.  Total 

medical expenditures for the intervention group benefited from a $23.27 per person/per month 

reduction (5.3% decrease; p < 0.05) as well as reduced inpatient and outpatient expenditures 

compared to costs for an individual in the control group.  The intervention group also reported 

9.9% fewer preference-sensitive surgeries (Veroff et al., 2013).  These are situations where the 
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patient’s preferences and values have the opportunity to dictate the course of treatment due to the 

lack of clear scientific evidence to guide provider recommendations (Boss et al., 2016; Hauser et 

al., 2015).   

Shared Decision Making has attracted the attention of national and international policy 

makers.  Shared Decision Making training programs are gaining credibility and traversing 

boundaries.   In fact, an international environmental scan of SDM training programs conducted 

by Diouf et al. (2016) identified 119 new programs from 2011 to 2015 equating to a 174% 

increase in just over four years.  The total number of programs has grown to 148 (produced from 

1996 – 2015), spans 18 countries, and is inclusive of 12 different languages.  Additionally, 

training program trends have transitioned from specific to more generic inclusion criteria both in 

the focus area of healthcare and training methods (Diouf et al., 2016).  The rapid increase and 

urgency to develop SDM programs is likely due to its potential to help minimize practice 

variation in the absence of clinical practice guidelines or justified evidence to support a superior 

method of treatment.  Communicating with patients to investigate what matters to them can be a 

benefit of SDM in situations involving preference-sensitive treatment decisions.   

Elements of Shared Decision Making 

Decision Coaches and DAs are methods utilized in SDM to help facilitate discussion 

between patients and providers. Decision coaches, sometimes referred to as health coaches, are 

trained healthcare professionals who share knowledge of the disease condition, engage patients 

in conversation about their preferences and treatment options, and encourage patients to share 

personal preferences when communicating with healthcare providers (Veroff et al., 2013).  

Among the empirical research studies reviewed that utilized a DC, the results revealed DCs help 

facilitate an intentional relationship between the patient and provider, generate meaningful 
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rapport, and advocate in engaging patients (Gainer et al., 2016; Lewis et al., 2016; Veroff et al., 

2013).   

Decision Aids are tangible tools utilized to inform, educate, and help patients 

comprehend the evidence relating to their condition, as well as understand the potential risks and 

benefits of treatment (Boss et al., 2016; Hauser et al., 2015; Lewis et al., 2016).  Decision Aids 

are available in a variety of methods: pamphlet, video, online, or written and are intended to 

explore the patient’s values, differentiating them from typical patient education.  Serpico et al. 

(2016) and others found DAs consistently improved patient knowledge of their medical choices, 

decreased stress, and improved communication between the patient and provider.  In a 

prospective observational study implementing an educational DA video with 176 breast cancer 

patients 98% of the patients, [95% confidence interval (CI) 91.9-99.7%] reported the DA “at 

least somewhat stimulated thoughts and questions” (Serpico et al., 2016, p. 261).  Education 

provided via the DA video facilitated better time utilization during the clinic visit, allowing the 

focus to shift to patient values and preferences.  Across the qualitative studies evaluated for this 

review, research advocates for the integration of DAs to assist, and even standardize, the process 

of SDM (Boss et al., 2016; Serpico et al., 2016).  “SDM is considered to be a potential solution 

for improving quality of care and guideline-based practice in surgical care” (Boss et al., 2016, p. 

406).   

Implications for Nursing 

Guiding theory.  The science of unitary things, conceived by nursing theorist Martha 

Rogers, posits the foundation of nursing’s purpose is to promote health and wellness for all 

persons, wherever they may be (Nursing Theory, 2016).  In Roger’s theory, the patient coexists 

as one with the environment; therefore, when addressing health and treatment, the two cannot be 
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separated.  Two integral dimensions, science and art, provide the foundational structure for 

translating this theory into nursing practice.  First, the science of nursing is grounded in 

knowledge, specific to the field of nursing, derived from evidence-based research; while the art 

of nursing involves application of nursing science in a creative manner to help enhance the 

patient as a whole being.  Tenets of Roger’s model applicable to SDM include a comprehensive 

assessment of both the human and environmental fields and confidence that patients have the 

capacity to participate in the process of change.  Rogers believed nurses participate in mutual 

patterning of human and environmental fields by sharing knowledge, offering choices, 

empowering the patient, and providing evaluation.  These principles of knowledge and creativity 

provide an excellent conduit for nurses to begin intentionally engaging patients in the process of 

their care. 

The human and environmental fields.  For the nurse to promote health and wellness for 

patients wherever they are, the nurse must first rely on foundational nursing assessment skills.  

With respect to the pre-operative specialty and helping the patient prepare for surgery, the nurse 

must investigate the patient’s ability to understand health information (health literacy) and the 

healthcare choices available to them as well as assess their readiness to learn.  Analysis across 

studies evaluated for this review suggest that nurses assess the patient’s knowledge, skills, and 

confidence to help engage and empower the patient as a partner to improve healthcare quality 

and safety (Boss et al., 2016; Bravo et al., 2015; Jerofke et al., 2013; McAllister et al., 2012).  

The rationale supporting this proposal is similar to the overall goal for the Quality and Safety 

Education for Nurses (QSEN) project of preparing future nurses with the knowledge, skills, and 

attitudes (KSAs) necessary to improve the quality and safety of the institutions in which they 

work (QSEN, 2014).   
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Since the patient and environment cannot be separated, it is essential for the nurse to 

assess the environment in which the patient resides to investigate if the patient has the necessary 

resources to initiate and engage with the online modules.  Bravo et al. (2015) conducted a 

scoping literature review and qualitative study to better conceptualize patient empowerment.  

Thematic analysis from this study and supporting literature indicate three levels of supporting 

values integral to patient empowerment: patient level, provider level, and system level (Bravo et 

al., 2015; Lewis et al., 2016).  In line with SDM principles, at the patient level, the patient has 

the responsibility and must take advantage of the opportunity to participate in their medical 

decisions.  Research supports the act of providing choices shifts the control back to the patient 

and therefore can promote true empowerment (Löfgren et al., 2014; McAllister et al., 2012).  

When operationalizing patient empowerment, providers must engage with the patient and family 

in a mutually respectful, partnership-style relationship, while the healthcare system must support 

both the patient and the providers in the delivery of SDM (Bravo et al., 2015; Hauser et al., 2015; 

Lewis et al., 2016).  A thorough assessment of the human and environmental fields can help the 

nurse identify and provide suggestions to help mitigate potential barriers for patient engagement 

with the online learning modules.  

Sharing knowledge and offering choices.  The majority of literature illuminates the 

pressing need for all healthcare team members to realize the importance of patient 

empowerment, intentionally engage the patient in decision-making behaviors, and the need to 

hardwire these skills into daily practice (Altin & Stock, 2016; Boss et al., 2016; Hauser et al., 

2015; Lewis et al., 2016).  Literature suggests nurses are well positioned to act as nurse 

champions, DCs, and implement DAs into practice (Gainer et al., 2016; Jerofke et al., 2013; 

Lewis et al., 2016; Ross et al., 2015).  Nurses have the greatest amount of time to spend with the 
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patient and literature suggests that the quality and quantity of time are critical elements of SDM 

(Gainer et al., 2016; Boss et al., 2016; Serpico et al., 2016).  Thus far, institutional support 

encouraging the nurse to spend additional time with patients and facilitate the hardwiring of the 

behavior into everyday practice is lacking despite the push for SDM implementation from policy 

makers and reform advocates (Oshima & Emanuel, 2013).   

In the pre-operative specialty, one example of deficits in patient decision-making 

involves the consent for surgery.  Research suggests the majority of patients seem to identify the 

signing of a surgical consent, giving informed consent for a surgical procedure, as a liturgical 

process and ironically seem to bypass the importance (Ankunda et al., 2014; Gainer et al., 2016).  

In fact, Ankunda and others (2014) found in a qualitative study to measure patient understanding, 

support, and satisfaction with surgical decisions that 55% of patients reported some SDM with 

the surgeon; however, 37% of the patients had at least one deficit in surgical decision-making 

including 13% who did not meet the standards for informed consent.   

Empowering the patient.  Providers need to understand the multiple patient 

characteristics that can drive the pre-surgical conversation.  A theme emerging from qualitative 

reviews suggests the process of SDM may be more meaningful than the actual outcome (Bravo 

et al., 2015; Gainer et al., 2016).  The importance of developing a trusting relationship with 

members of the healthcare team and the open discussion of patient values appear to encourage 

patient reflection.  The nurse can assist in this role by engaging the patient early in the course of 

treatment and reinforcing the education over multiple times, two important intentional actions 

discussed in recent literature (Gainer et al., 2016; Ross et al., 2015; Serpico et al., 2016).  

Empirical studies reviewed showed remarkable results in favor of institutions providing specially 

trained nurse staff (Jerofke et al., 2013; Löfgren et al., 2014; McAllister et al., 2012).  Jerofke 
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and colleagues (2013) reported surgical patients were receptive of empowering nurse behaviors, 

and patients exhibited high levels of activation six weeks post discharge. A significant 

association was noted utilizing the Patient Perceptions of Patient-Empowering Nurse Behaviors 

Scale (PPPNBS) with 113 patients; “patients reported high perceptions of patient-empowering 

nurse behaviors, with a mean PPPNBS score of 381.5 (SD 59.6, range 134-450) and item mean 

of 8.5 (SD 2.0) out of 10” (Jerofke et al., 2013, p. 1316).   

Providing evaluation.  Several barriers preventing effective SDM integration into 

practice exist.  Throughout literature, the importance of sharing knowledge is well documented; 

however, theory suggests interactions with medical professionals in which patients do not have 

the requisite knowledge to understand elements of the conversation may inadvertently 

disempower patients (Bravo et al., 2015).  At the patient level, the nurse must assess the patient’s 

health and information literacy as well as their readiness to learn.  Logically, the patient must be 

able to access and understand the information presented to them in order to convert the 

information to knowledge.  These are included as elements of patient empowerment due to the 

suggested association between increased health literacy and improved patient satisfaction (Altin 

& Stock, 2016; Bravo et al., 2015).  When studying subjective health literacy skills, PCC, SDM, 

and the associated effects on patient satisfaction, all three were found to be significant 

independent predictors of patient satisfaction (Altin & Stock, 2016).  A qualitative study 

involving 1125 general practice patients noted respondents who perceived that their general 

practitioner (GP) involved them in decisions about treatment were 4.02 times likely (95% CI 

[1.849-8.744] p < 0.001) to report higher satisfaction with care received, while respondents with 

adequate health literacy skills were 2.06 times as likely (95% CI [1.002-4.264] p < 0.05) to 

report high satisfaction with care received from their GP (Altin & Stock, 2016).  
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Limited healthcare literacy may increase the risk of health disparities in vulnerable 

populations.  According to a recent study analyzing Health Information National Trends Survey 

(HINTS) data, internet usage among adults in the U.S. has continued to increase since 2003, with 

78% reporting access to the Internet (Cutrona et al., 2016; Prestin, Vieux, & Chou, 2015).  

Prestin and colleagues (2015) documented a significant increase in internet users accessing the 

web as the first source of health information from HINTS data collected in 2008 to the 2012 

HINTS data. These researchers found a number of sociodemographic factors were significant in 

predicting internet use as a first source of health information such as younger age (p < 0.001), 

higher education (p < 0.001), and non-Hispanic, Caucasian race/ethnicity (p < 0.001) (Prestin et 

al., 2015, p. 793).  Importantly, this was not the case for non-Hispanic, Black respondents (OR = 

0.61, 95% CI [0.39, 0.96]) and non-Hispanic, other racial/ethnic respondents (OR = 0.50, 95% CI 

[0.28, 0.90]).  Language and education levels were noted as two social determinants of health 

that can place patients at higher risk for decision-making deficits and disparities in healthcare 

quality (Altin & Stock, 2016; Ankunda et al., 2014; Prestin, et al., 2015). 

With respect to the environment, a common theme among empirical research included in 

this review was the importance of timing.  Timing and frequency of the education as well as 

spending an adequate amount of time with the patient can cultivate an empowering relationship 

and promote deeper, more meaningful conversations with the patient about healthcare 

preferences.  Nurses need an environmental structure where individualized patient education is 

valued and supported, along with time for the nurse to complete an intentional assessment of 

patient learning needs.    
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Interprofessional Shared Decision Making 

While SDM interventions may improve patient-relevant, disease-related outcomes 

directed towards the patient, measures involving both patients and health professionals were 

noted to be more effective (Hauser et al., 2015; Lewis et al., 2016).  As efforts to reform the 

quality and efficiency of healthcare accelerates, interprofessional methods of healthcare delivery 

are changing the way services are provided.  As a result, the practice of SDM is expanding from 

the traditional physician/provider-patient dyad to incorporate an interprofessional prospective 

(Lewis et al., 2016).  However, a synthesis of studies reveals the specific role of the patient 

within the interprofessional team has yet to be defined, and research merging the two concepts of 

SDM and interprofessional practice is an identified gap in literature (Dogba, Menear, Stacey, 

Briere, & Legare, 2016; Lewis et al., 2016). 

Summary 

    Irrespective of the identified term, the potential for patient activation to influence the 

trajectory of healthcare expenditures and healthcare reform in a positive manner was the 

underlying sentiment in all the studies reviewed.  However, the challenge seems to reside in how 

to evaluate the intervention measures to quantify the effects that are still yet to be determined.  

The paucity of appropriate research studies along with the need for standardized measures to 

evaluate outcomes was a common theme as well (Bravo et al., 2016; Hauser et al., 2015).   

Conclusion 

 The paradigm of patient care is shifting.  Delivering high quality, safe patient care 

involves increased levels of collaboration within the healthcare team of which the patient is an 

informed, active participant.  Consequently, active patient engagement in their healthcare is an 

essential element of the emerging paradigm.  Nurses acquire interpersonal skills during the 
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course of their education and career path, which may help facilitate patient engagement efforts.  

By nature of their role, nurses are best positioned to initiate a standardized, empowering dialogue 

to engage the patient as an active participant in their care.  A standardized POE-DA tool 

deployed across multiple departments in the pre-operative arena could facilitate consistent 

messaging and signal the institution’s commitment to purpose.  As research has noted, the timing 

and frequency of the intervention is important.  Institutional support and buy-in to ensure the 

necessary resources are provided to educate staff and provide the additional time to implement 

the intervention is critical to success.      
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Chapter Three 

Pre-admission surgical patients are assigned generated online patient education modules 

when the patients’ email address is obtained at the physicians’ office at the time surgery is 

scheduled.  A patient education platform, EMMI Solutions®, automatically sends education 

modules correlated to the patient’s specific surgical procedure to their email within five days of 

scheduling the procedure.  Patients are expected to view the modules prior to their PAT clinic 

appointment and bring questions or concerns to discuss with the nurse to that appointment.  The 

EMMI Solutions® program captures a rich amount of data during the process of delivering the 

online education modules to the patient.  Data measures are monitored and benchmarked 

nationally as well as between different Franciscan Alliance network locations for comparison.  

Two key measures of interest to this study are included in the quarterly Franciscan Alliance 

Dashboard report: the 90-day by Patient Start Rate and the Percent Issued with Email Rate.  

Daily patient activity and progress with the modules is monitored via the Patient Roll-up report. 

Nearly 80% of surgical patients will visit the PAT clinic prior to surgery with the goal of 

receiving education and optimizing their health in preparation for the surgical event.  However, 

most patients are not adherent in activating or reviewing the education modules prior to their 

PAT appointment or their scheduled surgery.  Current data for pre-surgery patients at the 

Franciscan–Indianapolis location reveals 33% of patients are initiating their modules, also known 

as the 90-day by Patient Start Rate.  This rate is below the 41% national average.  The high 

volume of pre-surgical patients filtering through the PAT clinic suggests this would be an ideal 

location to implement an intervention to encourage patient engagement with the online education 

modules. 
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Research suggests, increased patient engagement has the potential to improve both 

patient and system outcomes (Betbeze, 2016; Hain & Sandy, 2013; Hauser et al., 2015; Natale & 

Gross 2013; Löfgren et al., 2014; Pulvirenti et al., 2011; Ross et al., 2015).  One method aimed 

at increasing patient engagement is the concept of SDM and the use of DAs to help inform and 

engage patients.  Decision Aids are tools utilized in SDM to help strengthen communication 

between the patient and provider by increasing the quality of the conversations within the clinical 

relationship.  These tangible visual aids aim to inform, educate, and help the patient comprehend 

the evidence relating to their condition, as well as understand the potential risks and benefits of 

treatment.  Despite the positive correlation of SDM to improved clinical, psychosocial, and 

psychological outcomes for the patient, proliferation into standard practice is less than ideal due 

to its limited use in current practice (Hauser et al., 2015; Jerofke et al., 2013; Löfgren et al., 

2014).  Additionally, while evidence to support the implementation of SDM into daily practice is 

well documented, research suggests the ability of the nurse to hardwire the behavior is limited 

due to the lack of institutional support (Betbeze, 2016; Hauser et al., 2015; Lewis et al., 2016).  

Hardwiring the process of SDM into everyday practice requires intention, time, and 

administrative support.  

Shared Decision Making as a process seeks to facilitate a heuristic or hands-on method of 

decision making where the patient engages and collaborates with the healthcare team, instead of 

the traditional receptive or prescriptive method of the patient receiving care from the physician.  

Decision Aids have been in use for over twenty-five years with success and progress noted in 

primary care medicine (Sepucha et al., 2016).  Examples of DAs in this patient population 

include guiding the patient through decisions that include choosing the medication to manage 

their diabetes, deciding between counseling or medications to manage depression, and whether 
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or not to participate in different types of cancer screening procedures such as prostate and colon 

cancer screening.  Published research describing the application of SDM methods and DAs to 

increase collaboration and engagement in the perioperative patient population is sparse.  A 

literature review revealed the majority of articles featuring SDM, DAs, and the surgical patient 

focused on informed consent and the decision to have surgery (Ankunda et al., 2014; Boss et al., 

2016; Gainer et al., 2016; Löfgren et al., 2014).  Implementing a DA prior to receiving online 

education modules as an intervention to increase patient engagement in the surgical patient 

population has not been explored.    

Theoretical Framework.  The profession of nursing is deeply rooted in the art of personal 

relationships, therapeutic communication, and the science of health (Nursing Theory, 2016).  

Nursing staff have the privilege of sharing a variety of emotions and experiences with their 

patients; from the most personal and intimate to the most mundane and superficial.  Therefore, 

Rogers’ nursing theory, The Science of Unitary Things, provided an ideal scaffolding to 

construct the intervention for this study.  Because the patient cannot be separated from their 

environment, Rogers’ theory suggests the nurse acknowledge and incorporate both the patient’s 

human and environmental fields to engage with the patient in an effective manner (Nursing 

Theory, 2016).  This requires the nurse to assess the patient’s surroundings, including the milieu 

where the patient resides, in addition to the patient’s state of mind and readiness to learn.   

As Rogers’ theory suggests, when sharing knowledge, offering choices, empowering the 

patient, and providing evaluation, the nurse must understand that the human and environmental 

fields cannot be separated and must be dealt with in unison.  The nurse must assess the patient’s 

knowledge, skills, and confidence in using the tools available in order for quality learning and 

engagement to occur (Boss et al., 2016; Bravo et al., 2015; Jerofke et al., 2013; McAllister et al., 
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2012).  This includes investigating and discussing their comfort level with IT, the IT resources 

available to them to be able to complete the modules, and their intent to complete the education 

modules.   

The assumption that patients will appreciate the importance of the online education 

content because the modules are assigned to them has proven to be an ineffective method to 

engage patients.  Currently, only 57% of the surgical patient population provides their email 

address when surgery is scheduled, leaving the remaining 43% of this population without 

documented email addresses.  This equates to almost half of all surgical patients missing the 

opportunity to interact with the online education modules, while less than one-third of the pre-

surgical patients who provided their email addresses, 33%, initiated the online modules by the 

90-day benchmark.  It is clear the Franciscan Alliance system values the benefits the EMMI 

Solutions® program can deliver for patients since the administration has invested in the 

program; however, analyzing the patient usage data suggests a clear disconnect is present when 

attempting to translate the importance of these benefits to the patients.   

Nursing staff responsible for delivering patient education are in a prime position to 

convey the importance of these online education modules to the patient.  While incorporating the 

discussion of IT devices into the routine nursing assessment may seem outside the conventional 

nursing process, an IT assessment is warranted and it may contribute to positive results.  

Developing a tool to help the nurse initiate the conversation and quickly assess what types of 

support the patient needs to interact with the online modules could improve patient engagement 

rates.  The tool would also help the nurse assess which types of technological devices, if any; the 

patient has available for their immediate use.  During the patient assessment, the nursing staff 
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must investigate if the patient has an email account, if they have access to a computer with 

internet service, and if the patient can access the content with confidence.   

Project Design 

Study design. The aim of this study was to investigate if implementing a DA as an 

intervention could increase patient engagement and interaction with the online education 

modules within three surgery clinics at FSFH-I.  A mixed methods, quasi-experimental study 

was conducted to determine if the implementation of a standardized POE-DA tool had an effect 

on nursing staff confidence in explaining the modules to the patient and patient engagement with 

the modules.  The non-randomized, pre-post intervention study analyzed quantitative and 

qualitative data from the nursing staff who implemented the POE-DA, in addition to quantitative 

data retrieved from the EMMI Solutions® reporting system.  The POE-DA tool contains 

standardized, intentional questions, which aimed to involve the patient as an active participant of 

their healthcare team.  Based on previous evidence involving DAs in the primary care setting, 

this intervention should have a positive influence on both the 90-day Patient Start Rate and the 

Percent Issued with Email.  This pre-post intervention design included the analysis of the 

following: distribution of staff surveys, quantitative and qualitative staff feedback, and analysis 

of quantitative data retrieved from the EMMI Solutions® Quarterly Dashboard and Patient Roll-

up reports.  Due to the small sample size of 25 nursing staff members and limited time available 

to conduct the study, it was not feasible to randomize the subjects.   

Nursing staff in the Breast, Colon Rectal, and Gynecology Oncology clinics agreed to 

implement the POE-DA as a visual indicator to help facilitate conversation about the education 

modules and increase patient engagement prior to the PAT appointment.  The tool was designed 

to help the nursing staff begin and sustain the conversation of encouraging the patient to become 
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an informed participant.  Prior to implementation, the POE-DA was distributed to five experts to 

check for face and content validity.  Feedback was positive and suggestions for improvement 

were incorporated into the final version.   

Patients were instructed to write their thoughts, concerns, and questions on the back of the POE-

DA while watching the education modules and to bring the POE-DA back to the PAT 

appointment as their admission ticket.  At this appointment, the PAT nurse agreed to ask the 

patient for the ticket and review any questions or thoughts the patient documented on the back of 

the ticket.  This visual indicator was an opportunity to discuss the education content with the 

patient and address any thoughts, questions, or concerns the patient had in a standardized 

manner.  The ultimate goal was to foster a sense of cooperation between the patient and the 

healthcare team persisting from the pre-treatment phase until the end of patient treatment.  

Nursing staff were asked to provide qualitative feedback specific to the POE-OP DA while 

quantitative data was extracted from the 90-day Patient Start Rate and the Percent Issued with 

Email from the EMMI Solutions® reporting system.  To determine if the intervention correlated 

to increased patient engagement with the online education modules, data from the quarterly 

Franciscan Alliance Dashboard report and the Patient Roll-up report was analyzed over a two-

month period.  The Patient Roll-up report is a daily snapshot of each patient’s progress through 

the generated online education modules.   

Project Methodology  

Participants and Setting.  Nursing staff from three surgical clinics and the PAT clinic 

were the focal points within the hospital for this study.  While the Franciscan Alliance Network 

consists of multiple surgical specialties, the nursing staffs in the Breast, Colon Rectal, and 

Gynecological Oncology surgery clinics were selected because they provide education to a high 
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volume of pre-surgical patients each month.  The PAT clinic nursing staff were included as these 

nurses have the opportunity to follow-up and reinforce the education the patients received in the 

pre-surgery clinics.  Inclusion criteria for the qualitative study sample were limited to less than 

30 participants and were comprised of medical assistants , nurse navigators, RNs, and schedulers 

(collectively referred to as nursing staff) who provide patient education.  Non-nursing surgical 

clinic staffs who had contact with pre-surgical patients were excluded from the research because 

duties related to patient education are outside their scope of practice. 

Surgery can be an overwhelming, stressful event for patients.  Hearing a life-changing 

diagnosis and a plan for surgery along with the onslaught of associated information and 

directions, not to mention the foray of emotions the patient must process, can be extremely 

frightening.  Comprehending a wealth of knowledge in a limited amount of time can be difficult.  

Research suggests that not only are the quality and timing of patient education critical elements, 

but early engagement and frequency or reinforcement should be included to enhance learning 

(Gainer et al., 2016; Ross et al., 2015; Serpico et al., 2016).  Nursing staff responsible for 

educating pre-surgical patients have the opportunity and are in a prime position to fill this void.   

Tools and measures.  In the absence of a standardized measure to evaluate and quantify 

patient engagement, the variables of interest were investigated by qualitative and quantitative 

data retrieved from pre- and post-intervention Qualtrics™ surveys, in addition to quantitative 

data retrieved from the EMMI Solutions® reports (Bravo et al., 2016; Hauser et al., 2015).  Self-

efficacy relates to an individual’s perception of their ability to perform a particular task and is 

often used in research to predict an individual’s behavior by assessing their confidence level 

(Bandura, 1997).  Current literature offers studies using self-efficacy measures to predict 

perceived level of involvement with SDM (Altin & Stock, 2016) and perceived confidence with 
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internet use and IT seeking behavior (Cutrona et al., 2016).  However, the literature offers little 

evidence evaluating the relationship between nursing staff confidence in explaining the online 

modules and patient engagement.  To address this gap, insight into the thoughts and opinions of 

nursing staff was gathered via the pre- and post-intervention surveys.   

Validity and reliability of measures.  Survey questions were designed to evaluate (a) 

nursing staff confidence in explaining the benefits associated with the online education modules 

(question 12), (b) elements of patient engagement (questions 13-14), and (c) the staff perception 

of the POE-OP DA tool (questions 16-22).  The pre-intervention survey, comprised of 15 

questions, collected nursing staff characteristics (gender, age, ethnicity, clinic specialty, role in 

clinic, employment status, and self-declared number of years providing patient education) for 

sample description.  The nursing staff familiarity with the online education modules and if they 

currently discuss the modules with patients were assessed (questions 9-11).  Reliance for staff 

confidence in explaining the modules to the patients was measured using a 5-point Likert scale 

(question 12), with 0 meaning ‘definitely yes’- 4 meaning ‘definitely not’, the lower scores 

indicating more positive perspective of staff confidence.  Quantitative data analysis was 

conducted using Statistical Package for the Social Sciences (SPSS®).   

Prior to initiating item analyses, all negatively-keyed questions were recoded to ensure 

the correct level of agreement with the item was represented in the attribute that was measured.  

Often, one cannot define concepts such as perceived confidence, patient engagement, and 

perception of a tool with one question and a multidimensional analysis such as a subscale is 

required to capture the idea.  Elements of nursing staff behaviors and patient engagement were 

assessed with two 3-question subscales (a) nursing staff perception of engaging the patient 

(question 13) and (b) nursing staff perception of the online education modules (question 14).  An 
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open-ended question inquiring how the staff member obtains a feel for the patient’s educational 

needs was included for qualitative analysis (question 15).  

Reliability testing was conducted on all subscales to validate the items were correlated 

enough to consider putting them together into a scale to measure the respective construct 

(internal consistency).  Both 3-question subscales revealed borderline favorable results with final 

Cronbach’s Alpha of .672 & .631 respectively.  Cronbach’s Alpha scores are sensitive to scales 

containing less than 10 items, therefor; the mean item statistic was used to determine 

homogeneity of the group items for each construct.  Pre-intervention item statistics as measured 

by the Mean Inter-Item correlation were acceptable with a value of .2 to .4 or greater (Tables 2 & 

3).  All Inter-Item Correlation Matrix values were positive indicating the items measured the 

same underlying concept.  This measure for the last question in each scale revealed low 

correlation to the total score and the Cronbach’s Alpha if Deleted score was high (.214, .903 & 

.330, .707, respectively) indicating these items do not contribute to the total score and the author 

should consider deleting these questions in the future.  

 

Table 2 

Mean Inter-Item Correlation Matrix for Question 13 Subscale 

Question Corrected Item-Total 

Correlation 

Cronbach’s α if Item 

Deleted 

Q1 ReTell the patient about 

the online modules 

.688 .282 

Q2 ReActively discuss the 

modules 

.625 .391 

Q3 ReTeach the patient to 

be an active member 

.214 .903 
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Table 3 

Mean Inter-Item Correlation Matrix for Question 14 Subscale 

Question Corrected Item-Total 

Correlation 

Cronbach’s α if Item 

Deleted 

Q1 ReTell modules provide 

value for the patient 

.516 .467 

Q2 RePatient engaged with 

the modules 

.516 .467 

Q3 RePatient initiated 

conversation about modules 

.330 .707 

 

The post-intervention survey mimicked the pre-survey with eight additional questions 

designed to measure elements of staff perception about (a) how the tool related to patient 

engagement (question 16) and (b) perception of the tool itself (questions 17-23).  Nursing staffs 

experience with the POE-DA was measured with a 5-question subscale (question 16) and their 

perception of how the tool contributed to the patient relationship was measured with a 3-question 

subscale (question 17).  The nursing staff perception of the tool being easy to incorporate into 

their current practice was measured using a 5-point Likert scale (question 18), with 0 meaning 

‘strongly agree’- 4 meaning ‘strongly disagree’, the lower scores indicating more positive 

perspective of staff confidence.  A dichotomous question to assess if staff encountered barriers or 

difficulties to implementing the tool (question 19) along with an open-ended question to 

elaborate on issues that affected implementation was included for qualitative analysis (question 

20).  

Post-intervention reliability testing conducted on both 3-question subscales (question 13-

14) continued to reveal favorable results with final Cronbach’s Alpha of .921 & .651 

respectively. Again indicating the items measured the same underlying concept with Mean Inter-

Item values of .2 to .4 or greater.  However, post-intervention the Mean Inter-Item correlation 
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values for the last question in each scale indicated the question correlated with the total score at a 

higher level (Tables 4 & 5).  The increased correlation for these items (.214 to .816; .330 to .451) 

suggest discussion about how the patient can become an active part of their healthcare team has 

increased after the intervention or perhaps the nursing staff are more aware of the question. 

Table 4 

Mean Inter-Item Correlation Matrix for Question 13 Subscale Post-Intervention 

Question Corrected Item-Total 

Correlation 

Cronbach’s α if Item 

Deleted 

Q1 ReTell the patient about 

the online modules 

.852 .889 

Q2 ReActively discuss the 

modules 

.884 .859 

Q3 ReTeach the patient to 

be an active member 

.816 .905 

Table 5 

Mean Inter-Item Correlation Matrix for Question 14 Subscale Post-Intervention 

Question Corrected Item-Total 

Correlation 

Cronbach’s α if Item 

Deleted 

Q1 ReTell modules provide 

value for the patient 

.470 .566 

Q2 RePatient engaged with 

the modules 

.544 .476 

Q3 RePatient initiated 

conversation about modules 

.451 .653 

 

Reliability testing for the 5-question subscale to measure nursing staffs experience with 

the POE-DA tool (question 16) revealed favorable results with a final Cronbach’s Alpha of .991.  

The Mean Inter-Item correlations for all items were acceptable (Table 6).  Again, all Inter-Item 

Correlation Matrix values were positive indicating estimates of internal consistency. This finding 

validates the items measure the same underlying concept and they are related enough to be 

combined together in a scale to measure the staffs experience with the DA.   
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Table 6 

Mean Inter-Item Correlation Matrix for Question 16 Subscale Post-Intervention 

Question Corrected Item-Total 

Correlation 

Cronbach’s α if Item 

Deleted 

Q1 ReUnderstand the 

purpose of the POE-DA 

.957 .991 

Q2 ReDA easy to use .961 .991 

Q3 ReDa valuable to help 

explain modules 

Q4 ReDA helped me 

interact & engage 

Q5 ReFind value in the DA 

 

.990 

 

.970 

 

.990 

.986 

 

.990 

 

.986 

 

Reliability testing for the 3-question subscale to measure their perception of how the tool 

contributed to the patient relationship (question 17) revealed favorable results with a final 

Cronbach’s Alpha of .956.  The Mean Inter-Item correlations for all items were acceptable 

(Table 7).  Again, all Inter-Item Correlation Matrix values were positive indicating the items 

measured the same underlying concept.   

Table 7 

Mean Inter-Item Correlation Matrix for Question 17 Subscale Post-Intervention 

Question Corrected Item-Total 

Correlation 

Cronbach’s α if Item 

Deleted 

Q1 ReTrust .915 .942 

Q2 ReHonest .954 .901 

Q3 ReOpen dialogue .884 .966 

 

Ethical considerations.  To ensure the rights and welfare of human subjects were 

adequately protected, the complete study protocol and supporting documents were submitted to 

both the University and the FSFH-I Institutional Review Boards (IRBs) for approval six months 

prior to implementation.  The purpose of this review was to (a) ensure voluntary participation, 
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participant safety, respect for persons, informed consent, and (b) make sure the investigator 

followed ethical standards, institutional policies, and federal regulations governing human 

subjects research.  Data transmission and storage were protected by industry-standard security 

methods.  Survey data were stored only on a password-protected computer in a locked office.   

Intervention and Data Collection Plan 

Rationale and Overview.  The POE-DA was implemented by nursing staff in the Breast, 

Colon Rectal, Gynecology Oncology, and PAT clinics to increase patient engagement with the 

online education modules related to their upcoming surgical procedure.  As a visual indicator, the 

POE-DA was designed to help remind the nursing staff to assess the patient’s comfort level with 

computer technology and facilitate the introduction and explanation of how important the online 

education modules are within the patient’s plan of care.  The nursing staff committed to use this 

tool to foster open conversation and dialogue between the patient and the healthcare team.   

Implementation Plan.  The principle investigator (PI) contacted each clinic manager, 

explained the purpose of the study, and scheduled the educational in-service dates.  Multiple 

education sessions were arranged for the Colon Rectal and PAT clinics due to the larger staff and 

patient volume.  The sessions were conducted over approximately three weeks and the last 

session was completed within one week of the study go-live date.   

First, insight into the nursing staff’s attitudes and feelings about the online education 

modules, the current pre-operative education plan, and their perception of confidence in 

explaining the modules to the patient were collected in an online pre-intervention survey through 

Qualtrics™ (see Appendix C).  To recruit subjects, all nursing staff in the aforementioned clinics 

received an email invitation to participate in the study.  The email explained the study purpose, 

estimated time it would take participants to complete the study requirements, documented 
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implied consent, and contained a link to the Qualtrics™ survey.  To increase the likelihood of 

engaging study subjects, a follow-up email was sent three days after the initial email.  Further 

recruitment efforts were necessary as several participants preferred to complete the survey in 

paper format.  The PI printed paper copies of the Qualtrics™  survey questions and had them on-

hand to distribute at the clinics prior to the educational in-service. 

Next, the PI conducted an in-service meeting to educate the nursing staff about the 

benefits of SDM and increased patient engagement.  Education consisted of a PowerPoint 

presentation, discussion, and POE-DA demonstration.  Evidence-based research to support the 

use of SDM and DAs to help increase patient engagement was discussed and the POE-DA tool 

was introduced to the nursing staff.  The educational session was delivered during a regularly 

scheduled unit meeting, lasted approximately thirty minutes, and included time for questions, 

discussion, and return demonstration by the nursing staff.  Study subjects agreed to utilize the 

POE-DA tool with all pre-surgical patients for the two months following the presentation.  They 

agreed to utilize the tool to initiate discussions with the patient about the online education 

modules, investigate the resources available to the patient, and educate them about the 

importance of active participation in their own care, along with the associated improved patient 

outcomes.  The nursing staff agreed to report on the number of patients who choose to engage 

with the POE-DA; this data was collected in aggregate form and tallied on a printed Excel 

spreadsheet by each member of the nursing staff on a daily basis (see Appendix D).   

After all education sessions were complete, the PI delivered go-live packets to each clinic 

(flyers, supplies, cookies) in preparation for the October 30, 2017 launch date.  Flyers included a 

small color image of the POE-DA and a list of important information such as patient engagement 

benefits and the study duration dates (see Appendix E).  Staff agreed to place these strategically 
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within the clinic to help increase staff awareness.  Supplies included a stack of POE-DAs, the 

IT/email hand-out, aggregate tally sheets, clipboard and pen for each nursing staff, along with a 

tray of sugar cookies cut-out and decorated in the shape of an admission ticket (see Appendix F 

for the IT/email handout).  The intervention was utilized with pre-surgical patients in the clinics 

for a period of two months from October 30, 2017 to December 22, 2017.  The PI rounded on 

each unit at approximately one month to check on the supply status, deliver cupcakes decorated 

with blue admission tickets to help keep the theme and awareness alive, and to collect the one-

month aggregate data sheets.  At the end of the study, the PI visited each clinic to collect the 

aggregate data from month two and all remaining supplies. 

To investigate the nursing staff confidence level in explaining the modules to patients, the 

ease of implementing the POE-DA, and their attitudes and feelings toward the POE-DA tool, the 

nursing staff were invited to complete a post-intervention survey.  At the conclusion of the two-

month study, an online Qualtrics™ post-intervention survey was sent to all nursing staff via 

email (See Appendix G).  Again, a reminder email was sent three days following the initial email 

and the PI, to accommodate staff who chose not to engage with the online version, distributed 

paper copies of the survey.  In the absence of a validated tool to measure patient engagement, the 

quantitative and qualitative data extracted from the Qualtrics™ surveys and the Franciscan 

Alliance quarterly and Patient Roll-up reports were utilized to quantify a difference in the pre- 

and post-intervention scores.  The PI extracted and analyzed the quantitative and qualitative data 

in Qualtrics™ as well as the quantitative data available via the EMMI Solutions® reports.  The 

PAT clinic nurses agreed to collect and make a copy of the POE-DA that the patient was 

instructed to bring with them to the PAT visit.  Copies of the POE-DAs were placed into a 
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manila envelope housed at the nurses’ station.  The PI also compiled this data in an aggregate 

manner.  

In addition to educating the nursing staff, the study included a retrospective component 

accessing the patient education program, hospital EMR, and EMMI Solutions® reports to extract 

existing data.  Patient feedback was retrieved from the patient education program and the 

following patient demographic data were retrieved from the hospital EMR: gender, age, 

ethnicity, language, employment status, surgical specialty, surgery date, PAT visit date, number 

of surgeries, email address, reason they did not provide an email, zip code, primary and 

secondary insurance types.  Patient education module initiation and engagement rates were 

retrieved from the automated, education module Patient Roll-up report.  To capture a snapshot of 

the study units, the PI accessed the databanks on two different occasions: initially following IRB 

approval to extract the aforementioned data before the intervention was initiated and again after 

the two-month study period had concluded.  The PI also analyzed data from these two points. 

Preliminary Statistical Analysis Plan 

Implementation of a POE-DA was used to determine whether the application of the tool 

was more effective than the status quo that consists of nursing staff not conducting a formal 

conversation to explain the importance of the online education modules.  Pre-surgical patients 

from the Breast, Colon Rectal, and Gynecologic Oncology clinics were given the POE-DA to 

help them decide if they would engage and initiate the online education modules.  The 90-day by 

Patient Start Rates and percentage Issued with Email Rates from the EMMI Solutions® reports 

were compared pre- and post-intervention.  These two data measuring points for each month in 

the fourth quarter (October, November, December) were analyzed in 2016 and then again in 

2017.  Qualitative responses from the EMMI Solutions® Survey Results report for the months of 
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November and December were compared for the same years.  Quantitative and qualitative data 

analysis regarding the nursing staff’s confidence level in explaining the modules to patients and 

the attitudes and feelings of the nursing staff toward the POE-DA tool were retrieved from the 

Qualtrics™ surveys.  Nursing staff’s opinions of the ease of implementation, time the POE-DA 

takes to implement into practice and their feelings regarding how the POE-DA affected their 

conversation with the patient were also retrieved from the Qualtrics™ post-survey and analyzed.   

Significance and Implications 

Research suggests patients who are invested, involved, and engaged in their plan of care 

experience better patient outcomes.  The current healthcare climate is struggling with limited 

resources and dwindling healthcare dollars resulting from decreased government reimbursement.  

The paradigm shift is imminent.  Patients can no longer remain passive entities within the 

healthcare team.  The nursing staff have a prime opportunity to facilitate open conversation and 

begin educating patients about the important role they play within their own healthcare team.  

Potential benefits include increased nursing staff and patient satisfaction, along with increased 

patient education and engagement.  Long-term benefits, which have financial implications for the 

institution, are also speculated.  Creating an engaging environment between patients and the 

nursing staff should be reflected in higher HCAHPS scores. 

Implementation of the POE-DA may provide insight into various barriers that prevent 

patients from interacting with the online education modules.  The percentage of pre-surgical 

patients who are elderly and choose not to engage with computers, referred to as the digital 

divide, has not been explored at FSFH-I prior to this study.  Likewise, the potential for a 

secondary digital divide represented by the percentage of non-English speaking patients (ethnic 

disparities) and patients who cannot afford internet access (economic disparities) has not been 
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explored.  Knowledge about various barriers patients experience will allow administrators to 

brainstorm and investigate opportunities to overcome them.  The possibility of the facility 

purchasing iPads or laptops for patients to view the online education modules while they are 

waiting in the PAT clinic has already been discussed as a method to increase patient interaction 

with the modules.  This is one proposed solution to assist patients who could be categorized as 

falling under the purview of the digital divide or secondary digital divide.    
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Chapter Four 

 The pilot study took place at a 416 bed full-service, acute-care medical center located in 

southern Marion County that performed 23,460 surgical procedures in 2015 (FSFH-I, 2015).  A 

purposive sample (n = 25) was instituted and included nursing staff who were responsible for 

providing education to pre-surgical patients.  For this study, the total population sampling of 

nursing staff from the four previously mentioned clinics, three pre-surgical clinics and the 

hospital PAT unit, was used to recruit participants.  Prior to the education session, participants 

were required to complete the pre-intervention survey.  The survey was distributed electronically 

and on paper with the instruction to only complete one survey.  All staff participated in the 

survey with a favorable 89% completion rate.  While participation was voluntary, affording 

participants the opportunity to complete the survey on paper prior to the education session, free 

of interruption, was perceived to have contributed to the high return rate.   

Twenty-eight surveys were initiated (five electronic, 23 paper), three surveys were 

incomplete (one electronic, two paper) and therefore discarded which left a total sample size of 

25.  Due to the unique structure and workflow of each department, several roles comprise the 

nursing staff who were responsible for providing education to pre-surgical patients: scheduler (n 

= 6, 25%), medical assistant (n = 3; 12.5%), staff nurse (n = 13, 54.2%), and nurse navigator (n = 

2, 8.3%) (Table 8).   
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Table 8   

Nursing staff role differentiation (self-declared)   

Role Frequency % Valid % Cumulative % 

Medical assistant  

Scheduler  

3 

6 

12.0 

24.0 

12.5 

25.0 

12.5 

37.5 

Staff RN 

Nurse navigator  

Total 

Missing 

13 

2 

24 

1 

52.0 

8.0 

96.0 

4.0 

54.2 

8.3 

100.0 

 

91.7 

100.0 

Total 25 100.0   

 

The study sample was homogenous with all 25 participants identifying themselves as 

White in ethnicity or race and female in gender.  The average age of all participants was 55 years 

old with the majority working full-time 65% (n = 15) and 35% (n = 8) declaring a part-time 

employment status.  Most participants declared a significant amount of experience providing 

patient education.  When asked to identify with the number of years they have been providing 

patient education, the majority 86% (n = 3 + 16) self-identified with 15 or more years of 

experience (Table 9).   

Table 9   

Number of years providing patient education (self-declared)   

# years Frequency % Valid % Cumulative % 

3-5 years 

7-10 years 

1 

1 

4.0 

4.0 

4.5 

4.5 

4.5 

9.1 

10-15 years 

15-20 years 

> than 20 years 

Total 

Missing 

1 

3 

16 

22 

3 

4.0 

12.0 

64.0 

88.0 

12.0 

4.5 

13.6 

72.7 

100.0 

 

13.6 

27.3 

100.0 

Total 25 100.0   

 

When asked if they were familiar with the online education modules nearly every 

participant answered yes (n = 22, 96%).  While the sample was predominantly middle-aged 
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White, female staff who have greater than 15 years of experience providing education to patients, 

only 60% of nursing staff reported discussing the online education modules with their patients as 

part of the pre-surgical patient education process.  This finding is significant because it identifies 

an opportunity to improve patient initiation rates by bridging the gap between the staff (40%; n = 

9) who do not currently discuss the importance of the online education modules with their 

patients (Table 10).   

Table 10 

Question 10. Do you currently discuss the online education modules as part of the pre-

surgical patient education? 

 Frequency % Valid %  Cumulative % 

Yes 14 56.0 60.9 60.9 

No 9 36.0 39.1 100.0 

Total 23 92.0 100.0  

Missing 2 8.0   

Total 25 100.0   

 

Many factors drive the amount of time dedicated to specific components of the patient 

appointment.  When asked during what portion of the appointment the participant typically 

discusses the modules with the patient the results indicated a relatively equal distribution pattern: 

35% (n = 5) at the beginning of the appointment, 38% (n = 4) in the middle and 35% (n = 5) at 

the end of the appointment.  It was hypothesized that for staff to include the module education as 

a part of their pre-surgical patient education process the participant needed to feel confident 

explaining those benefits to their patients.  Less than half, about 45% (n = 11), of the sample 

answered they were definitely or probably confident explaining the benefits associated with the 

education modules to the patients leaving 21% (n = 5) who were conditional answering and 32% 

(n = 8) who answered probably or definitely not confident (Table 11).  This data suggests 
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another opportunity to influence patient initiation rates by bridging the confidence gap amongst 

nursing staff who educate patients.   

Table 11 

Question 12. Do you feel confident level explaining the patient benefits associated with the 

online education modules? 

 Frequency % Valid % Cumulative % 

Definitely yes 2 8.0 8.3 8.3 

Probably yes 9 36.0 37.5 45.8 

Might or might not  5 20.0 20.8 66.7 

Probably not 4 16.0 16.7 83.3 

Definitely not 4 16.0 16.7 100.0 

Total 24 96.0 100.0  

Missing 1 4.0   

Total 25 100.0   

 

Pre-intervention, a Mann-Whitney U Test (Table 12) revealed no significant difference in 

the confidence of staff, dependent variable (DV), who discussed the modules with their patients, 

independent variable (IV), (Mdn = 1, n = 14) and the confidence of staff who did not discuss the 

modules with their patients (Mdn = 3, n = 9), U = 38.5, z = -1.61, p = .11, r = .34. 

Table 12 

Pre-Intervention Mann-Whitney U test for differences 

 Currently discuss modules as part 

of the pre-surgical visit 

N Mean 

Rank 

Sum of 

Ranks 

Feel confident explaining 

benefits associated with the 

online modules 

Yes 14 10.25 143.50 

No 9 14.72 132.50 

Total 23   

     

Post-intervention, a Mann-Whitney U Test (Table 13) revealed a statistically significant 

difference after the intervention in the confidence (DV) of staff who discussed the modules (IV) 

with their patients (Mdn = 1, n = 17) and the confidence of those staff who do not discuss the 

modules with their patients (Mdn = 3.5, n = 2), U = .500, z = -2.33, p = .20, r = -.535. 
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Table 13 

Post-Intervention Mann-Whitney U test for differences 

 Currently discuss modules as part 

of the pre-surgical visit 

N Mean 

Rank 

Sum of 

Ranks 

Feel confident explaining 

benefits associated with the 

online modules 

Yes 17 9.03 153.50 

No 2 18.25 36.50 

Total 19   

     

Post-intervention, a Mann-Whitney U Test (Table 14) revealed no significant difference 

after the intervention in the nursing staff’s perception that the modules provide value for the 

patient (DV) and whether or not the nursing staff discuss the modules with the patient (discuss 

Mdn = 1, n = 17 vs. not discuss (Mdn = 1, n = 17), U = 12.0, z = -0.706, p = 0.480, r = -0.162. 

Table 14 

Post-Intervention Mann-Whitney U test for differences 

 Currently discuss modules as part 

of the pre-surgical visit 

N Mean 

Rank 

Sum of 

Ranks 

Perception that the modules 

provide value for the patient 

Yes 17 9.71 165.00 

No 2 12.50 25.00 

Total 19   

     

The normality of the data for pre-intervention responses to questions 12 & 13 was a 

concern that required a Spearman’s correlation analysis.  A Spearman’s correlation was 

performed to determine the relationship between the perceived confidence level of staff 

explaining the modules and each item of Question 13.  This 3-item question asked the staff; over 

the past 4 months when educating your pre-surgical patient, how often do you do the following: 

tell the patient about the online education modules, actively discuss the online education modules 

with the patient, and teach the patient how they can become an active member of their healthcare 
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team (Table 15).  The 5-point Likert response options were always, most of the time, about half 

the time, sometimes, and never.  

A medium, positive monotonic correlation exists between perceived confidence & telling 

the patient about the modules and actively discussing the modules with the patient.  A high, 

positive monotonic correlation was noted between perceived confidence and teaching the patient 

how to be an active member of the healthcare team.  The coefficient of determination was 

calculated for each variable to help explain variance in the respondent scores on this 3-item scale 

relating to nursing staff engagement with the patient. 

Table 15 

Pre-Intervention Spearman’s correlation for Questions 12 & 13 

 

 Rho Strength Variance Sig (2-tailed) 

ReConfidence 1.00 --- --- --- 

ReTell .391  (med +) 15% .059 

ReActively discuss .311  (med +) 10% .140 

ReTeach .604  (large +) 37% .003** 

** Correlation is significant at the 0.01 level (2-tailed) 
 

A Spearman’s correlation was repeated post-intervention to determine the relationship 

between the perceived confidence level of staff explaining the modules and each component of 

the 3-item scale relating to the nursing staff engagement with the patient (Table 16).  There was a 

medium, positive monotonic correlation between perceived confidence & telling the patient 

about the modules.  A high, positive monotonic correlation was noted between perceived 

confidence and both actively discussing the modules with the patient and teaching the patient 

how to be an active member of the healthcare team.  The coefficient of determination was 

calculated for each variable to help explain variance in the respondent scores on this 3-item scale 

relating to nursing staff engagement with the patient. 
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Table 16 

Post-Intervention Spearman’s correlation for Questions 12 & 13 

 

 Rho Strength Variance Sig (2-tailed) 

ReConfidence 1.00 --- --- --- 

ReTell .412  med + 17% .080 

ReActively discuss .537 large + 29% .018* 

ReTeach .638  large + 41% .003** 

* Correlation is significant at the 0.05 level (2-tailed) 

** Correlation is significant at the 0.01 level (2-tailed) 

The normality of the data for responses to questions 16 & 21 on the post-survey was also 

a concern, which required a Spearman’s correlation analysis.  A Spearman’s correlation was 

performed to determine relationships between each item in Question 16 and if staff were likely to 

continue using the tool (Table 17).  This 5-item question asked staff; when reflecting on your 

experience utilizing the Decision Aid for pre-surgical patient education, please answer the 

following questions: I understand the purpose of the Decision Aid, the Decision Aid was easy to 

use, the Decision Aid was valuable in helping me explain the online modules to the patient, the 

Decision Aid helped me interact and engage with the patient, and I find value in the Decision 

Aid.  The 5-point Likert style responses were always, somewhat, uncertain, slightly, and not at 

all.   

A large positive monotonic correlation was noted between the perception that the POE-

DA helped the staff interact and engage with the patient and staff understanding the purpose, 

perceiving the POE-DA was easy to use, the perception that the POE-DA was valuable to help 

explain the modules, and if the staff found value in the POE-DA.  A medium, positive monotonic 

correlation was noted between the perception that the POE-DA helped the staff interact and 

engage with the patient and perceived continued use of the POE-DA tool.  The coefficient of 
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determination was calculated for each variable to help explain variance in the respondent scores 

on the 5-item scale evaluating the POE-DA tool.   

Table 17 

Post-Intervention Spearman’s correlation for Questions 16 & 21 

 

 Rho Strength Variance Sig (2-tailed) 

ReInteract & engage with patient 

ReUnderstand the purpose 

ReDA easy to use  

ReValue to help explain modules  

ReFind value in the DA 

ReContinue to use the DA 

1.00 

.924 

.925 

.976 

.976 

.465 

large + 

large + 

large + 

large + 

large + 

med + 

--- 

85% 

86% 

95% 

95% 

22% 

--- 

.000** 

.000** 

.000** 

.000** 

.060 
* Correlation is significant at the 0.05 level (2-tailed)  

** Correlation is significant at the 0.01 level (2-tailed)  

A Spearman’s correlation analysis was conducted on post-intervention responses to 

questions 17, 18 & 21 due to the data normality concerns.  A Spearman’s correlation was 

performed to determine relationships between each item in Question 17, their perception of how 

easy the tool was to incorporate into their current practice, and the likelihood of continuing to 

use the tool (Table 18).  The 3-item question asked staff; after utilizing the Decision Aid with 

per-surgical patients, how well do you feel the Decision Aid improved the following areas 

between patient and nursing staff: trust, honesty, and open dialogue.  The 5-point Likert 

responses were strongly agree, somewhat agree, neither agree nor disagree, somewhat disagree, 

and strongly disagree.   

A large, positive monotonic correlation was noted between continued use of the POE-DA 

and perceived improved trust, honesty, open dialogue and the ease of incorporating the tool into 

their current practice.  The coefficient of determination was calculated for each variable to help 
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explain variance in the respondent scores on the perceived relationship between the POE-DA and 

patient empowerment questions. 

Table 18 

Post-Intervention Spearman’s correlation for Questions 17, 18 & 21 

 

 Rho Strength Variance Sig (2-tailed) 

ReLikely to continue using the DA 

ReTrust  

ReHonesty 

ReOpen dialogue 

ReEasy to incorporate into current practice 

1.00 

.639 

.622 

.560 

.589 

large + 

large + 

large + 

large + 

large + 

--- 

41% 

39% 

31% 

35% 

--- 

.006** 

.008** 

.019 

.013 
** Correlation is significant at the 0.01 level (2-tailed) 

 
 

 To help understand the phenomenon of how the nursing staff “get a feel for the 

educational needs of their patient” during the appointment, descriptive coding was performed on 

the qualitative data (Question 15).   This question received relatively the same amount of 

responses from staff pre- (14; Table 19) and post-survey (15; Table 20).  Summative content 

analysis revealed four individual themes used to code the responses.  The following themes were 

deducted from the participants’ answers: feedback from the patient, assessment by the nurse, 

nurse providing information, and clinic/office issues.  Instances of the themes were coded into 

single word categories feedback, assessment, nurse, and clinic.   

Table 19 

Pre-Survey Summative Content Analysis  

Theme/   

# responses (14) 

Meaning Evidence from the Data 

Feedback  (7) Feedback from patient “speaking with the patient”, “patient questions” 

Assessment  (2) Nurses assessment “taking history, meds, etc” 

Nurse  (3) Nurse providing info “go over directions verbally”  

Office  (2) Clinic/office issues “I feel that PreOp and the office should try to be 

on the same page. We are having issues at time”  
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Table 20 

Pre-Survey Summative Content Analysis  

Theme/ 

# responses (15) 

Meaning Evidence from the Data 

Feedback  (8) Feedback from patient “they ask questions”, “what they say, act, facial     

expressions”  

Assessment  (4) Nurses assessment “I assess the knowledge base as I am collecting 

the medical history” 

Nurse  (2) Nurse providing info “I feel like our patients really like brochure with 

pictures” 

Unsure (1) 

Office  (0) 

Miscellaneous 

Clinic/office issues 

 “Unsure” 

 

Finally, the 90-day by Patient Start Rates and percentage Issued with Email Rates from 

the EMMI Solutions® reports were compared pre- and post-intervention.  These two data 

measuring points for each month in the fourth quarter (October, November, December) were 

analyzed in 2016 (Table 21) and then again in 2017 (Table 22).   

Table 21 

Indianapolis EMMI® Dashboard: 4th Quarter 2016 

Month 90-day by Patient 

Start Rate 

% Issued with Email 

October  33 % 63% 

November 34% 66% 

December 37% 64% 

 

Table 21 

Indianapolis EMMI® Dashboard: 4th Quarter 201 

Month 90-day by Patient 

Start Rate 

% Issued with Email 

October  35 % 65% 

November 36% 69% 

December 39% 68% 
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Approvals 

Written approval to conduct the study was obtained from the institution.  The study 

protocol and required documents were submitted to both the University and FSFH-I IRBs (see 

Appendices H and I).  Independently, each IRB approved the study and notified the PI that the 

research qualified for exemption.  A waiver of the requirement to obtain informed consent was 

granted as the research involved retrospective patient data analysis and did not involve any 

procedures for which written consent is normally required.  

  



PATIENT ENGAGEMENT  61 

Chapter 5 

 

Discussion of Results of Data Analysis 

Discussion of Results 

 

Findings from this study indicate that implementing the POE-DA with patients may have 

increased nursing staff and patient engagement with the online education modules.  A 

statistically significant difference was noted post-intervention in both the number of nursing staff 

who answered they felt confident in explaining the benefits associated with the online modules 

and whether they currently discuss the modules with their patients during the clinic visit.  These 

results suggest that there is a positive correlation between staff confidence in discussing the 

benefits of the online modules and actively discussing the modules with their patient during the 

pre-surgical visit (Tables 12 & 13).   

Statistically significant differences in the Mean Inter-Item Correlation scores post-

intervention were found when assessing staff confidence in discussing the benefits of the online 

education modules and elements of patient engagement (Tables 15 & 16).  For nursing staff who 

answered these questions, the data suggest that discussion about how the patient can become an 

active participant in their healthcare team increased after the intervention.  This correlation could 

have resulted from influences such as the visual presence of the POE-DA, the education the staff 

received explaining the importance of patient engagement, or a heightened awareness of the 

online education modules related to the presence and promotion of the research project.  

However, these results reinforce that the intervention correlated with increased staff confidence 

in discussing the benefits of the online modules indicating the intervention had a positive effect 

on helping nursing staff interact and engage with patients.   

To further support the value of implementing the POE-DA, nursing staff perceptions of 

the tool were analyzed.  Large monotonic relationships exist between their perception that the 
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POE-DA helped them to interact and engage with the patient and if they understood the purpose 

of the tool, thought the tool was easy to use, and found value in the tool.  These findings indicate 

a strong relationship exists between the variables and the relationship is positive because the 

variables increase concurrently.  However, a less powerful, medium relationship was noted 

between this variable and if the staff were likely to continue to use the tool (Table 17) which may 

suggest that if use of the tool continued, some staff may not use it with their patients.  

The current state of evidence confirms the lack of a standard measure to evaluate and 

quantify patient outcomes related to patient engagement.  Contributions to nursing science from 

this study include favorable reliability testing of the subscales used in the Qualtrics™ survey.  

Study results indicate very good internal consistency for the two 3-question subscales (nursing 

staff engagement, patient engagement) and one 5-question subscale (DA evaluation) items.  

Reliability testing conducted on each subscale validates the items measure the same underlying 

concept and they are related enough to be combined together in a scale to measure the respective 

construct.  Reliability testing on these subscales may be of use to future researchers or surveys 

when attempting to measure nursing staff engagement, patient engagement, or DA evaluation.   

Qualitative analysis of responses to how nursing staff understand the educational needs of 

their patients (Tables 19 & 20) suggest the nursing staff spend quality time talking to their 

patients.  The majority of the responses mentioned taking cues from patient interaction, feedback 

received from the patient, and direction from questions the patients ask the staff.  These 

responses reinforce findings from research that suggest nurses are in a prime position to facilitate 

patient engagement activities due to the high quality touch-time they spend with patients.  

Finally, raw data comparison of the 90-day by Patient Start Rates and percentage Issued 

with Email Rates from the EMMI Solutions® reports were compared for the same months pre- 
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and post-intervention.  Consistently, both data points are at minimum two percentage points 

higher for each month of the fourth quarter in 2017 with December 2017 closing in on the 41% 

national average benchmark.  While confounding factors which could have affected this increase 

cannot be ruled out, it is conceivable that the increased awareness caused by the POE-DA 

contributed to the increase in both data points. 

Post-Implementation Insights 

Barriers Several institutional or staff-facing barriers were encountered throughout the 

process of constructing and implementing this intervention.  The PI was affiliated with FSFH-I 

as a clinical instructor but was not an employee of the institution.  This was a barrier in that the 

PI could not be physically onsite in a consistent manner.  The ability to be located onsite, in the 

clinic to encourage staff, or ensure the new process was followed would have been extremely 

helpful.  In rounding on the clinics, the PI observed the staff were not consistently implementing 

the POE-DA tool as they had committed.  For nursing staff, this was likely due to multiple 

interlacing factors such as the fast-paced nature of the clinics, busy appointment structure and 

time constraints on the nursing staff that prevent intentional patient empowering activities, along 

with the difficulty of implementing a new process into their current routine.  Additionally, some 

staff may have been out on leave when the education sessions took place.  Barriers to data 

analysis include the overwhelming abundance of electronic data available from the EMR and the 

proprietary resource. 

Many barriers were noted from the patient view as speculated by the nursing staff.  

Through nursing staff interviews and qualitative questions, nursing staff report that often during 

the clinic appointment the patient is not mentally or emotionally available due to being 

overwhelmed by their diagnosis, the volume of information, their social determinants of health 
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or unaddressed deficits in IT and health literacy.  Nursing staff report that often times patients do 

not have an email address to provide or they are reluctant to provide an email address to avoid 

unnecessary emails or solicitations.  Another reported barrier was the patients’ preference of not 

wanting to engage with the online education modules.  However, the most frequently 

encountered barrier was the inability of the PAT clinic nurse to quickly investigate and provide 

the patient with their access code during the very busy PAT appointment. 

Facilitators This initiative received strong administrative support from the inception.  

The PI was welcomed into the FSFH-I organization and included in meetings, correspondence 

and received the necessary IT access all of which facilitated networking and data collection.  The 

clinic staff was receptive, supportive, and cooperative.  Providing admission ticket themed cutout 

cookies at go-live and cupcakes at the 1 month benchmark appeared to help encourage awareness 

and enthusiasm of the project.  The PI was able to utilize prior IT systems implementation 

experience to facilitate EMR location of the online education module access code and help the 

PAT staff research the access code within the EPIC system.  This intervention increased 

communication between the clinic, FSFH-I informatics team, and nursing staff to identify and 

solve a problem.  Because of inquiry related to this project it was identified that the email sent to 

patients might be better received if it were branded in a more forthright manner to indicate the 

affiliation with FSFH-I.  Consequently, the branding of both the email and voice mail messaging 

delivered to the patient has been augmented to include a FSFH-I specific identification. 

Implications for Practice and Future Recommendations 

Results of this study suggest the POE-DA had a positive effect on helping nursing staff 

engage with their patients. However, it is important to note that the presence of increased 

education could have been a confounding variable.  While Chism (2016) states it is critical to 



PATIENT ENGAGEMENT  65 

access knowledge, one must remember that knowledge alone does not drive clinical practice.  

With administrative support and a collaborative team, successful patient care practices can be 

designed and improved.  This research has helped to create an awareness for the education 

resource but more time and institutional support may be needed to cultivate engagement from all 

staff members.  The Quadruple Aim (Valentine, 2018) proposes addressing the negative effects 

associated with employee burnout is an important concept to consider when an institution is 

striving to provide patient-centered care.  This upstream focus could help improve the employee 

outlook and enable nursing staff to focus on patient-engaging behaviors such as taking the time 

to use the POE-DA as a social contract to engage patients.  

Butler and colleagues (2016) reinforce the need to assist patients in navigating the health 

system and patient-provider relationships in a competent manner.  Given the high touch-time 

nurses have with patients, this process can be hindered if nurses do not comprehend the need or 

do not possess the skills to do so.  When investigating interventions related to SDM as a method 

to reduce health disparities, the authors indicated “A prior systematic review of 

disparities interventions (1979-2011) found that most interventions target patients (50%) and 

community members (32%), whereas 7 percent target providers, 9 percent target the care team, 3 

percent target the organization, and 0.1 percent target policy” (2016, p. 63).  This suggests that in 

addition to putting the onus upon patients, a meaningful solution for changing the healthcare 

landscape will require a multi-facet re-tooling which incorporates patients, providers, care teams, 

and organizations. 

Recommendations for future practice include evaluating the typical clinic visit, 

investigating nursing staff burnout, providing an electronic device for patient use while waiting 

in the clinic (computer, laptop, iPad, etc.), and conducting patient interviews.  Evaluation of the 
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clinic visit would provide insight into the flow of the visit and how this might be restructured to 

ensure nursing staff have adequate time to intentionally initiate patient engagement activities.  

Inquiring and investigating staff burnout would provide the institution with insight into 

opportunities to improve the work life of its healthcare providers.  Providing an electronic device 

for patient use in the clinic waiting room, with appropriate instructions to active the online 

education modules, or dedicating a staff member to ensure each patient was able to access the 

modules in the clinic could facilitate the patient engagement with the modules.  Lastly, to 

understand why patients choose not to engage with the modules, it is recommended to ask the 

patients themselves, identify common themes, and develop an action plan to address the patient 

barriers. 

Conclusions 

 

 Five years ago, Natale and Gross (2013) predicted organizations that are most likely to 

thrive would be those whose business strategies focus on patient engagement initiatives.  The 

urgency to achieve cost-effective, high quality healthcare redesign is no longer imminent; it has 

encroached the threshold.  Evidence suggests that active participation of patients in their own 

healthcare relates to positive clinical, psychosocial, and psychological outcomes.  Shared 

decision-making is an evidence-based method that helps connect patients to purpose and has 

been shown to decrease healthcare costs.  Critical elements of SDM include DCs, DAs, early 

patient engagement and reinforcing the education over multiple times.  These critical elements 

require strong, persistent institutional support. 

According to HCAHPS scores (2016), communication is the key driver to patient 

satisfaction and research indicates nurses have the highest impact and touch-time with patients.  

Shared decision-making is considered the gold standard for hardwiring cooperation between the 
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patient and provider (Hauser et al., 2015).  Healthcare team members need to realize the 

importance of patient empowerment, intentionally engage the patient in SDM behaviors, and 

hardwire these skills into everyday practice.  Relationships based on trust, honesty, and open 

dialogue help the patient retain autonomy and encourage patients to participate in their 

healthcare.  The POE-DA is designed to help the nurse intentionally discuss the online education 

modules with the patient and engage them in a social contract.  This research suggests that 

application of a POE-DA was more effective than the status quo of nursing staff not conducting a 

formal conversation to explain the importance of the online education modules. 
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Qualitative 

– 

prospective 

observation

al study 

self-report 

baseline 

knowledge r/t 

diagnosis & 

perceived 

distress 

168 Breast 

CA patients  

Survey – 

knowledge 

scale 

D.A.s – consistently 

improved patient 

knowledge of their 

medical choices 

(educational BC video).  

Nearly all patients 

reported positive effects 

from watching the video.  

Advantage of pre-visit 

video: arrive with 

common baseline 

knowledge to help 

provider engage in 

conversation.  Group 2 – 

seek info. More than 1 

setting, 90% sought info 

from support system.  

After video – clinic focus 

changed to preferences & 

decision making 

conversations.   
Veroff, 

Marr, & 

Wennberg. 

(2013) 

large 

randomized 

trial 

Comparative 

effectiveness 

study assessing 

the marginal 

benefit of an 

enhanced 

support 

program. 

Health 

coaching – 

comparing the 

effect 2 levels 

of care 

management 

services 

including 

support for 

SDM on 

medical costs 

and use of 

health care 

resources.   

Subset of 

60,185 from 

original 

population 

of 174,120 

people with 

health 

insurance 

through one 

of seven 

employers. 

Health 

insurance 

claims data 

Total medical 

costs/expenditures 

decreased in the 

enhanced support group 

vs. traditional support.  

The enhanced support 

group noted decreased 

inpatient visits and 

decrease outpatient 

expenditures when 

compared to the control 

group.  The enhanced 

support group also had 

fewer preference-

sensitive surgeries than 

the control group. 

Appendix C 

Qualtrics™ Pre-Intervention Survey  
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Pre-operative Education Optimization Project - 
Pre 

 
Q1 Nursing Staff Survey 

  You are invited to participate in a research study to determine if the use of a pre-operative education 

decision aid would have a positive influence on the rate of pre-surgical patient engagement with online 

education modules.  The study is being conducted by Toni Morris MSN, RN who is a candidate for a 

Doctorate of Nursing Practice (DNP) degree from the Department of Advanced Practice Nursing at 

Indiana State University.  Dr.  Jill Moore is supervising the study.  This study will be conducted as part of 

the DNP scholarly project. Your participation in this project is completely voluntary.  You were selected 

for this study because you are an active employee engaging with pre-surgical patients at St. 

Francis.  Please read the information below and ask questions if you are unable to understand an area 

before participating. 

  There is no greater than minimal risk for participating in this study. The risks are minimal for loss of 

confidentiality. To protect against this risk, each participant will answer the questionnaires 

anonymously. There are no costs to you for participating in the study. The information you provide may 

not benefit you directly but will assist in giving background to the influence of utilizing a decision aid 

with pre-surgical patients and how it affects patient engagement with online education 

modules.  Responses will be entered and collected from an online survey (Qualtrics) on a secure server 

which is password protected.  Data collected during the study will be stored securely in a locked cabinet 

behind a closed door.  The survey will be accessible and viewed by the PI and the faculty mentor 

only.  No data that can identify you personally such as your name, address, or phone number will be 

collected on study forms. The study will adhere to regulations established by the Institutional Review 

Board to protect and prevent unauthorized disclosure of the study data.       If you agree to participate in 

the study, you will be asked to complete two online surveys, attend an educational in-service on the 

Decision Aid tool and utilize the Decision Aid when engaging with pre-surgical patients.   Estimated time 

to complete each survey is approximately 2 minutes.  The Decision Aid educational in-service is 

scheduled for 30 minutes.  Implementing the tool when educating pre-surgical patients has the potential 

to add approximately 3 minutes to each patient visit.  The total time estimation for this project over the 

next 3 months is less than 12 hours.   

This is the pre-survey and should take approximately 2 minutes to complete.  You can remove yourself 

from the survey, skip any question, or withdraw from the survey all together at free will by exiting from 

the survey.     There is no compensation for participation in this study other than personal satisfaction of 

knowing your opinion is being heard.  Expected benefits to the participants include improved 

management of patients related to engagement in pre-operative education modules and an increase in 

percentage of patients who complete the computer generated pre-operative education modules, and 

improved patient outcomes.     This survey is anonymous. Do not write your name on the survey. This 

anonymous online study is being conducted with the assistance of Qualtrics software via Indiana State 

University.   Qualtrics software uses industry-standard security methods to protect data transmission 

and storage. Survey data will be stored only on a password protected computer in a locked 
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office.   Absolute anonymity cannot be guaranteed over the internet. No one will be able to identify you 

or your answers, and no one will know whether or not you participated in the study. Individuals from 

Indiana State University Institutional Review Board may inspect these records. Should the data be 

published, no individual information will be disclosed.     Your participation in this study is voluntary. By 

completing the survey, you are voluntarily agreeing to participate. You are free to decline to answer any 

particular question you do not wish to answer for any reason.      If you have any questions about the 

study, please contact Toni Morris at or   You may also contact the 

faculty sponsor at Dr. Jill Moore at u or .     If you have any 

questions about your rights as a research subject or if you feel you’ve been placed at risk, you may 

contact the Indiana State University Institutional Review Board (IRB) by mail at Indiana State University, 

Office of Sponsored Programs, Terre Haute, IN, 47809, by phone at , or by e-mail at 

.      Consent to Participate: Clicking the “Yes” entry below means:   I understand the 

information on this form and all questions about this study have been answered.  I am eligible and 

voluntarily agree to participate.  Clicking the “No” entry below means:  You are not willing to participate 

in this survey or you are not eligible for the study.  You will be directed to exit the survey.  You can also 

exit the survey at any time by exiting the browser. 

o Yes  (1)  

o No  (2)  

Skip To: End of Survey If Nursing Staff Survey You are invited to participate in a research study to determine if the 
use o... = No 

 

Start of Block: Demographic Questions 

Q2 Gender 

o Female  (1)  

o Male  (2)  
 

 

Q3 Age (in years - round down to a whole number): 

________________________________________________________________ 
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Q4 Ethnicity 

o White  (1)  

o Black or African American  (2)  

o Hispanic  (7)  

o American Indian or Alaska Native  (3)  

o Asian  (4)  

o Native Hawaiian or Pacific Islander  (5)  

o Other  (6)  

 

Q5 Clinic (if you float, please select the clinic where you spend the majority of your time providing pre-

surgical patient education): 

o Breast Clinic  (1)  

o Colon Rectal Clinic  (4)  

o Gynecology/Oncology Clinic  (2)  

o Pre-Anesthesia Testing (PAT) Unit  (3)  
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Q6 Role in the clinic: 

o Medical Assistant (MA)  (1)  

o Scheduler  (7)  

o Licensed Practice Nurse (LPN)  (2)  

o Staff Registered Nurse (RN)  (5)  

o Nurse Navigator  (3)  

o Nurse Practitioner (NP)  (4)  

o Other  (6)  

 

Q7 Employment status: 

o Part-time  (1)  

o Full-time  (2)  

 

Q8 Number of years experience providing patient education: 

o 1-3 years  (1)  

o 3-5 years  (2)  

o 5-7 years  (3)  

o 7-10 years  (4)  

o 10-15 years  (5)  

o 15-20 years  (6)  

o greater than 20 years  (7)  
 

End of Block: Demographic Questions 
 



PATIENT ENGAGEMENT  87 

Start of Block: Pre-Intervention 

 

Q9 Are you familiar with the Emmi on-line patient education modules? 

o Yes  (1)  

o No  (2)  

o Unsure  (3)  
 

 

 

Q10 Do you currently discuss the Emmi on-line education modules as part of the pre-surgical patient 

education? 

o Yes  (1)  

o No  (2)  
 

 

Display This Question: 

If Do you currently discuss the Emmi on-line education modules as part of the pre-surgical patient e... = Yes 

 

Q11 At which point during the appointment is the Emmi on-line education module discussed? 

o Beginning of the appointment  (1)  

o Middle of the appointment  (2)  

o End of the appointment  (3)  
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Q12 Do you feel confident explaining the patient benefits associated with using the Emmi on-line 

patient education modules? 

o Definitely yes  (1)  

o Probably yes  (2)  

o Might or might not  (3)  

o Probably not  (4)  

o Definitely not  (5)  
 

 

 

Q13 Over the past 4 months when educating your pre-surgical patient, how often do you do the 

following? Please select one answer for each question. 

 Never (1) Sometimes (2) 
About half the 

time (3) 
Most of the 

time (4) 
Always (5) 

Tell the 
patient about 
the Emmi on-
line education 

modules (1)  

o  o  o  o  o  

Actively 
discuss the 

Emmi on-line 
education 

modules (2)  

o  o  o  o  o  

Teach the 
patient how 

they can 
become an 

active 
member of 
their health 

care team (3)  

o  o  o  o  o  
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Q14 Reflecting on patients you have taken care of over the past 4 months, how strongly would you 

agree with the following statements: 

 Not at all (1) Slightly (2) Uncertain (3) Somewhat (4) Always (5) 

The Emmi on-
line education 

modules 
provided value 
for the patient 

(1)  

o  o  o  o  o  

The patient 
engaged with 
the Emmi on-
line education 

modules (2)  

o  o  o  o  o  

The patient 
initiated 

conversation 
about Emmi 
during the 

office visit (3)  

o  o  o  o  o  

 

 

 
 

Q15 When providing patient education, how do you get a feel for the educational needs of your patient? 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
 

End of Block: Pre-Intervention 
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Appendix H 

Qualtrics™ Post-Intervention Survey  

Post Survey: Pre-operative Education 
Optimization Project 
 
Q1 Nursing Staff Survey 

  You are invited to participate in a research study to determine if the use of a pre-operative education 

decision aid would have a positive influence on the rate of pre-surgical patient engagement with online 

education modules.  The study is being conducted by Toni Morris MSN, RN who is a candidate for a 

Doctorate of Nursing Practice (DNP) degree from the Department of Advanced Practice Nursing at 

Indiana State University.  Dr.  Jill Moore is supervising the study.  This study will be conducted as part of 

the DNP scholarly project. Your participation in this project is completely voluntary.  You were selected 

for this study because you are an active employee engaging with pre-surgical patients at St. 

Francis.  Please read the information below and ask questions if you are unable to understand an area 

before participating. 

  There is no greater than minimal risk for participating in this study. The risks are minimal for loss of 

confidentiality. To protect against this risk, each participant will answer the questionnaires 

anonymously. There are no costs to you for participating in the study. The information you provide may 

not benefit you directly but will assist in giving background to the influence of utilizing a decision aid 

with pre-surgical patients and how it affects patient engagement with online education 

modules.  Responses will be entered and collected from an online survey (Qualtrics) on a secure server 

which is password protected.  Data collected during the study will be stored securely in a locked cabinet 

behind a closed door.  The survey will be accessible and viewed by the PI and the faculty mentor 

only.  No data that can identify you personally such as your name, address, or phone number will be 

collected on study forms. The study will adhere to regulations established by the Institutional Review 

Board to protect and prevent unauthorized disclosure of the study data.       If you agree to participate in 

this study, you will be asked to complete the last of the two surveys.  Estimated time to complete the 

post-survey is approximately 2 minutes.       You can remove yourself from the survey, skip any question, 

or withdraw from the survey all together at free will by exiting from the survey.     There is no 

compensation for participation in this study other than personal satisfaction of knowing your opinion is 

being heard.  Expected benefits to the participants include improved management of patients related to 

engagement in pre-operative education modules and an increase in percentage of patients who 

complete the computer generated pre-operative education modules, and improved patient 

outcomes.     This survey is anonymous. Do not write your name on the survey. This anonymous online 

study is being conducted with the assistance of Qualtrics software via Indiana State 

University.   Qualtrics software uses industry-standard security methods to protect data transmission 

and storage. Survey data will be stored only on a password protected computer in a locked 

office.   Absolute anonymity cannot be guaranteed over the internet. No one will be able to identify you 
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or your answers, and no one will know whether or not you participated in the study. Individuals from 

Indiana State University Institutional Review Board may inspect these records. Should the data be 

published, no individual information will be disclosed.     Your participation in this study is voluntary. By 

completing the survey, you are voluntarily agreeing to participate. You are free to decline to answer any 

particular question you do not wish to answer for any reason.      If you have any questions about the 

study, please contact Toni Morris at  or ( .  You may also contact the 

faculty sponsor at Dr. Jill Moore at  or .     If you have any 

questions about your rights as a research subject or if you feel you’ve been placed at risk, you may 

contact the Indiana State University Institutional Review Board (IRB) by mail at Indiana State University, 

Office of Sponsored Programs, Terre Haute, IN, 47809, by phone at , or by e-mail at 

      Consent to Participate: Clicking the “Yes” entry below means:   I understand the 

information on this form and all questions about this study have been answered.  I am eligible and 

voluntarily agree to participate.  Clicking the “No” entry below means:  You are not willing to participate 

in this survey or you are not eligible for the study.  You will be directed to exit the survey.  You can also 

exit the survey at any time by exiting the browser. 

o Yes  (1)  

o No  (2)  
 

Skip To: End of Survey If Nursing Staff Survey You are invited to participate in a research study to determine if the 
use o... = No 

 

Start of Block: Demographic Questions 

Q2 Gender 

o Female  (1)  

o Male  (2)  
 

 

Q3 Age (in years - round down to a whole number): 

________________________________________________________________ 
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Q4 Ethnicity 

o White  (1)  

o Black or African American  (2)  

o Hispanic  (3)  

o American Indian or Alaska Native  (4)  

o Asian  (5)  

o Native Hawaiian or Pacific Islander  (6)  

o Other  (7)  
 

 

 

Q5 Clinic (if you float, please select the clinic where you spend the majority of your time providing pre-

surgical patient education): 

o Breast Clinic  (1)  

o Colon Rectal  (2)  

o Gynecology/Oncology Clinic  (3)  

o Pre-Anesthesia Testing (PAT) Unit  (4)  
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Q6 Role in the clinic: 

o Medical Assistant (MA)  (1)  

o Scheduler  (2)  

o Licensed Practice Nurse (LPN)  (3)  

o Staff Registered Nurse (RN)  (4)  

o Nurse Navigator  (5)  

o Nurse Practitioner (NP)  (6)  

o Other  (7)  

 

Q7 Employment status: 

o Part-time  (1)  

o Full-time  (2)  

 

Q8 Number of years experience providing patient education: 

o 1-3 years  (1)  

o 3-5 years  (2)  

o 5-7 years  (3)  

o 7-10 years  (4)  

o 10-15 years  (5)  

o 15-20 years  (6)  

o greater than 20 years  (7)  
 

End of Block: Demographic Questions 
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Q17 Are you familiar with the Emmi on-line patient education modules? 

o Yes  (1)  

o No  (2)  

o Unsure  (3)  

 

Q18 Do you currently discuss the Emmi on-line education modules as part of the pre-surgical patient 

education? 

o Yes  (1)  

o No  (2)  

 

Display This Question: 

If Do you currently discuss the Emmi on-line education modules as part of the pre-surgical patient e... = Yes 

Q19 At which point during the appointment is the Emmi on-line education module discussed? 

o Beginning of the appointment  (1)  

o Middle of the appointment  (2)  

o End of the appointment  (3)  

 

Q20 Do you feel confident explaining the patient benefits associated with using the Emmi on-line 

education modules 

o Definitely yes  (1)  

o Probably yes  (2)  

o Might or might not  (3)  

o Probably not  (4)  

o Definitely not  (5)  
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Q21 Over the past 4 months when educating your pre-surgical patient, how often do you do the 

following? 

 

Please select one answer for each question.  

 Always (1) 
Most of the 

time (2) 
About half the 

time (3) 
Sometimes (4) Never (5) 

Tell the 
patient about 
the Emmi on-
line education 

modules (1)  

o  o  o  o  o  

Actively 
discuss the 

Emmi on-line 
education 

modules (2)  

o  o  o  o  o  

Teach the 
patient how 

they can 
become an 

active 
member of 
their health 

care team (3)  

o  o  o  o  o  
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Q22 Reflecting on patients you have taken care of over the past 4 months, how strongly would you 

agree with the following statements: 

 Always (1) Somewhat (2) Uncertain (3) Slightly (4) Not at all (5) 

The Emmi on-
line education 

modules 
provide value 
for the patient 

(1)  

o  o  o  o  o  

The patient 
engaged with 
the Emmi on-
line education 

modules (2)  

o  o  o  o  o  

The patient 
initiated 

conversation 
about Emmi 
during the 

office visit (3)  

o  o  o  o  o  

 

 

 

Q23 When providing patient education, how do you get a feel for the educational needs of your patient? 

________________________________________________________________ 
 

End of Block: Block 3 
 

Start of Block: Post-Intervention 
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Q9 When reflecting on your experience utilizing the Decision Aid for pre-surgical patient education, 

please answer the following questions: 

 
Strongly agree 

(1) 
Somewhat 
agree (2) 

Neither agree 
nor disagree 

(3) 

Somewhat 
disagree (4) 

Strongly 
disagree (5) 

I understand 
the purpose of 

the Decision 
Aid (1)  

o  o  o  o  o  

The Decision 
Aid was easy 

to use (2)  o  o  o  o  o  
The Decision 

Aid was 
valuable in 
helping me 

explain Emmi 
to the patient 

(3)  

o  o  o  o  o  

The Decision 
Aid helped me 

interact and 
engage with 

the patient (4)  

o  o  o  o  o  

I find value in 
the Decision 

Aid (5)  o  o  o  o  o  
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Q10 After utilizing the Decision Aid with pre-surgical patients, how well do you feel the Decision Aid 

improved the following areas between patient and nursing staff: 

 
Strongly agree 

(1) 
Somewhat 
agree (2) 

Neither agree 
nor disagree 

(3) 

Somewhat 
disagree (4) 

Strongly 
disagree (5) 

Trust (1)  o  o  o  o  o  
Honesty (2)  o  o  o  o  o  

Open dialogue 
(3)  o  o  o  o  o  

 

 

Q11 The Decision Aid was easy to incorporate into my current practice 

▢     Strongly agree  (1)  

▢     Somewhat agree  (2)  

▢     Neither agree nor disagree  (3)  

▢     Somewhat disagree  (4)  

▢     Strongly disagree  (5)  
 

 

Q12 Did you experience any barriers or difficulties when implementing the Decision Aid with patients? 

o Yes  (1)  

o No  (2)  
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Display This Question: 

If Did you experience any barriers or difficulties when implementing the Decision Aid with patients? = Yes 

 
 

Q13 Please list the barriers or difficulties you encountered: 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
 

 

Q14 How likely are you to continue utilizing the Decision Aid with pre-surgical patients? 

o Extremely likely  (1)  

o Somewhat likely  (2)  

o Neither likely nor unlikely  (3)  

o Somewhat unlikely  (4)  

o Extremely unlikely  (5)  

 

 

 
Q15 Please list any suggestions for improvement to the design and/or implementation: 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
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Q16 Please list any additional comments or concerns: 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
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Q25 When reflecting on your experience utilizing the Decision Aid for pre-surgical patient education, 

please answer the following questions: 

 
Strongly agree 

(1) 
Somewhat 
agree (2) 

Neither agree 
nor disagree 

(3) 

Somewhat 
disagree (4) 

Strongly 
disagree (5) 

I understand 
the purpose of 

the Decision 
Aid (1)  

o  o  o  o  o  

The Decision 
Aid was easy 

to use (2)  o  o  o  o  o  
The Decision 

Aid was 
valuable in 
helping me 

explain Emmi 
to the patient 

(3)  

o  o  o  o  o  

The Decision 
Aid helped me 

interact and 
engage with 

the patient (4)  

o  o  o  o  o  

I find value in 
the Decision 

Aid (5)  o  o  o  o  o  
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Q26 After utilizing the Decision Aid with pre-surgical patients, how well do you feel the Decision Aid 

improved the following areas between patient and nursing staff: 

 
Strongly agree 

(1) 
Somewhat 
agree (2) 

Neither agree 
nor disagree 

(3) 

Somewhat 
disagree (4) 

Strongly 
disagree (5) 

Trust (1)  o  o  o  o  o  
Honesty (2)  o  o  o  o  o  

Open dialogue 
(3)  o  o  o  o  o  

 

 

Q27 The Decision Aid was easy to incorporate into my current practice 

▢      Strongly agree  (1)  

▢      Somewhat agree  (2)  

▢      Neither agree nor disagree  (3)  

▢      Somewhat disagree  (4)  

▢      Strongly disagree  (5)  
 

 

Q28 Did you experience any barriers or difficulties when implementing the Decision Aid with patients? 

o Yes  (1)  

o No  (2)  
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Display This Question: 

If Did you experience any barriers or difficulties when implementing the Decision Aid with patients? = Yes 

 
Q29 Please list the barriers or difficulties you encountered: 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
 

 

Q30 How likely are you to continue utilizing the Decision Aid with pre-surgical patients? 

o Extremely likely  (1)  

o Somewhat likely  (2)  

o Neither likely nor unlikely  (3)  

o Somewhat unlikely  (4)  

o Extremely unlikely  (5)  
 

 

 
Q31 Please list any suggestions for improvement to the design and/or implementation: 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
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Q32 Please list any additional comments or concerns: 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 




