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Abstract 

The National Hospice and Palliative Care organization has identified that a majority of its 

estimated 1.43 million patients in 2016 were cared for by family members. Studies show that 

these family caregivers often suffer poor health outcomes if they do not receive enough social 

support during the grieving process following their family members’ death. Attending group 

counseling sessions can provide social support if the family caregiver is willing to attend. The 

Transtheoretical Model (TTM) indicates changes in health behavior and can facilitate individuals 

to attend group counseling sessions. The purpose of this evidence-based practice project is to 

identify the level of social support among family caregivers who attend Hospice virtual group 

counseling sessions and to identify facilitators and barriers to attending these sessions. The 

Multidimensional Scale of Perceived Social Support (MSPSS) was developed specifically to 

measure perceived social support and was employed to measure this construct among family 

caregivers during the grieving process following their family members’ death. No significant 

correlation between demographic variables and the measures of social support were measured. 

The qualitative findings indicated that the family caregivers were primarily in the helping 

relationships process of change. 
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Social Support Among Family Caregivers Who Attend Hospice Virtual Group Counseling 

Sessions: Facilitators and Barriers to Attending These Sessions 

Clinical Problem 

According to the National Hospice and Palliative Care Organization (2017), in 2016, an 

estimated 1.43 million patients received services offered by hospice and a family member 

usually served as the primary caregiver of these patients.  Often, the needs of the Hospice patient 

took priority over the needs of the family caregiver and the caregiver’s needs were frequently 

neglected (McNamara and Rosenwax, 2010). Subsequently, the caregivers may suffer poor 

health outcomes and were more likely to experience depression, anxiety, and poor physical 

health if they did not receive enough social support following their family member’s death 

(McNamara and Rosenwax, 2010; Stroebe, Schut, & Stroebe, 2007). Research by Nappa, 

Lundgren, & Axelsson (2016) suggests that group counseling sessions are beneficial as 

preventative interventions to lessen the likelihood of the development of health problems such as 

major depression, anxiety, as well as suicide, and isolation by in part providing social support. 

Milberg and colleagues (2008) found that social support caused the family caregiver to feel 

recognized and valuable and led to effective coping with bereavement, which lead to better-

perceived health for the caregiver. Social support has been defined as an exchange of resources 

between individuals intended to enhance the well-being of the recipient, used primarily as coping 

assistance and can help to reduce the negative effects of stress as well as have positive effects on 

health maintenance (Zimet et al., 1988) 

Lack of resources, the lack of time, family conflict, and too few qualified personnel 

increase the difficulty in providing caregivers with social support (White & Dorman, 2001). 

Consequently, the health outcomes of family caregivers are often compromised. Nappa and 
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colleagues (2016) observed that group counseling sessions are beneficial and participation is 

considered less threatening compared with professional interventions since support staff typically 

leads these groups. These groups are able to provide an easily accessible and cost-effective 

program for caregivers that will increase caregiver social support and may decrease their risk for 

poor health outcomes (Nappa et al., 2016).  

One method for family caregivers to obtain social support is to attend group counseling 

sessions (Allicock et al, 2014). Understanding the level of social support among family 

caregivers who attend Hospice virtual group counseling sessions and identifying the facilitators 

and barriers to attending these is a first step toward developing interventions that encourage 

family caregivers to attend virtual group counseling sessions. The Hospice virtual group 

counseling sessions are run in a similar fashion to their face-to-face group counseling sessions. A 

social worker acts as the facilitator, but the family caregivers are free to discuss any topic or their 

feelings. The Hospice virtual group counseling sessions are conducted via a web-based video 

conferencing tool that can be accessed through a link at a predetermined time on a computer or 

mobile application that allows users to meet online, either with or without video or through a 

telephone call. Users can “meet” in real-time virtual sessions to live chat without having to leave 

their homes. 

White and Dorman (2001) noted many benefits of virtual group counseling sessions, 

including the ease of accessibility, convenience, enhanced quality of life, improved decision 

making, provide a sense of empowerment, offer a holistic approach to healing, and meet cultural 

and social needs. For family caregivers who lack transportation or find that it may be difficult to 

leave their homes to attend face-to-face group counseling sessions, virtual group counseling 

sessions provide convenience and accessibility. Virtual group counseling sessions can also be 
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used as supplemental help between face-to-face meetings (White & Dorman, 2001). Unlike 

traditional face-to-face group counseling sessions, there are fewer space constraints in virtual 

group counseling sessions. Virtual group counseling sessions can have a larger number of 

participants as well as a wide variety of participants, drawing on a range of perspectives, 

experiences, and points of view (Dorman & White, 2001).  

There are some disadvantages to virtual group counseling sessions as well. One of the 

biggest disadvantages is that the family caregiver must have access and knowledge to the 

Internet and a device like a computer or a smartphone. Pfeil, Zaphiris, and Wilson (2008) found 

that older adults were more willing to text in a stressful situation than turn on a computer, so it 

might be more convenient for a virtual group counseling session to take place over a phone 

application than over a computer. Technical issues can become a problem when working with 

electronics. Another barrier to virtual group counseling sessions is the impersonal nature of a 

virtual meeting room when participants may need the face-to-face interaction. Virtual group 

counseling session may be a good adjunct to regularly scheduled face-to-face group counseling 

sessions (White & Dorman, 2001).   

Purpose and Goals of Project 

 The purpose of this evidence-based practice project was to identify the level of social 

support among family caregivers who attend Hospice virtual group counseling sessions and to 

identify facilitators and barriers to attending these sessions. The goal of this project was to 

identify common themes among facilitators and barriers amid family caregivers attending 

Hospice virtual group counseling sessions to assist the Hospice staff in modifying or improving 

their virtual group counseling sessions. This project assessed the social support among family 

caregivers attending Hospice virtual group counseling sessions and identify facilitators and 
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barriers to attending these sessions within the framework of the Transtheoretical Model (TTM). 

By identifying social support, facilitators, and barriers among family caregivers attending 

Hospice virtual group counseling sessions, this evidence can be used to modify the content and 

format of these sessions. These modifications can be expected to increase social support among 

family caregivers through developing Hospice support groups that increase facilitators and 

minimize barriers.  

PICOT Statement 

 The PICOT question is as follows: Among family caregivers of hospice patients who 

have since died and are attending a Hospice virtual group counseling session, what is their 

perceived social support and facilitators and barriers to attending these group counseling 

sessions? 

Theoretical Framework 

Transtheoretical Model 

 The Transtheoretical Model (TTM) has been used to facilitate health behavior change, 

emerging from models of relative analysis and theories of psychotherapy and behavior change 

(Prochaska & Velicer, 1997). TTM uses staging to demonstrate the development of behavior 

change over time, involving a progression through five stages; precontemplation, contemplation, 

preparation, action, and maintenance and has been applied in a broad range of health and mental 

health behaviors (Prochaska & Velicer, 1997). The TTM constructs used in this project to 

classify the responses of the caregivers after receiving their responses from the facilitator and 

barrier survey (Figure 1). The family caregivers participating in the project were surveyed after 

attending at least one Hospice virtual counseling session within the last three months, and their 

responses were staged using six of the processes of change within four of the five stages of TTM. 
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The six process of change defined in the TTM were employed to document the of 

progress individuals along the TTM stages of change in order to engage in the target behavior of 

maintaining contact with Hospice to continue attending the virtual group counseling sessions. 

These processes of change are independent variables that people utilize to move from one stage 

of change to another (Prochaska & Velicer, 1997). Research has shown that about 40% of 

individuals in any specific population are in the precontemplation stage for any health behavior, 

showing no indication to change within the next six months (Melnyk & Finehout-Overholt, 

2015). The contemplation stage of the TTM is when participants are ready to change their 

behavior within the next few months. Only 40% of the population is at this stage and only 20% is 

at the preparation stage, or ready to take action in the immediate future, normally within the next 

thirty days (Melnyk & Finehout-Overholt, 2015; Prochaska & Velicer, 1997). In applying these 

statistics, if 20% of the family caregiver population is in the preparation stage to take action, then 

there may be perceived barriers to implementing the virtual group counseling sessions as 

standard practice in Hospice. The TTM was utilized to stage the responses of the participants as 

well as determine their readiness to continue to attend Hospice virtual group counseling sessions.  

The processes of change are the constructs within the TTM that were used to assist in 

staging the responses from the surveys of the caregivers (Prochaska & Velicer, 1997) (Table 1). 

These are also processes of change associated with each stage of change, and the processes of 

change are the strategies that are deemed effective to motivate participants into progressing 

through each stage of change (Vries, Truong, Zaga, Li & Evers, 2017). To move from 

precontemplative to the contemplative stage, the processes of change used are consciousness 

raising, dramatic relief, and environmental reevaluation (Kong & Ha, 2013). This simply means 

to increase awareness of behavior change. Consciousness raising increases awareness about the 
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causes, consequences, and cures for a particular behavior (Prochaska & Velicer, 1997). Dramatic 

relief uses increased emotional experiences followed by reduced affect if the appropriate action 

is taken, and environmental reevaluation includes the awareness that one can serve as a positive 

or negative role model for others (Prochaska & Velicer, 1997).  

In order to move from the contemplative stage to preparation stage, the caregiver uses the 

process of change called self-reevaluation where the caregiver will view himself or herself as 

either continuing or not continuing to attend the Hospice virtual counseling sessions (Prochaska 

& Velicer, 1997). The goal of self-liberation and social liberation processes of change is to make 

a firm commitment toward continuing the meetings and is the stage where the caregivers move 

from the preparation to action stage (Prochaska & Velicer, 1997). Self-liberation is not only the 

belief that one can change, but also committing and re-committing to that change. Social 

liberation requires an increase in social opportunities or alternatives for people to make those 

changes (Prochaska & Velicer, 1997). There are four processes of change involved in moving to 

the final stage from action to maintenance; contingency management, helping relationships, 

counterconditioning, and stimulus control (Prochaska & Velicer, 1997). Contingency 

management involves providing consequences for taking steps in a particular directions, either 

positive or negative reinforcement. Stimulus control removes cues for unhealthy habits and 

provides prompts for healthier habits, counterconditioning is the learning of healthier behaviors 

that can be substituted for unhealthy behaviors, and helping relationships provide support for 

behavior change, such as therapeutic alliance, rapport building, and counseling sessions 

(Prochaska & Velicer, 1997).   
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Evidence-Based Practice Model Guiding the Project 

Model for Evidence-Based Practice Change 

The Model of Evidence-Based Practice Change was selected to guide the process of this 

proposed EBP project, since it was designed to promote adoption of new practice along with 

promoting patient outcomes (Dang et al., 2015). The Model of Evidence-Based Practice Change 

contains six steps that can be applied to this EBP project. Despite the numbering of the six steps 

of the model, the model is a loop which allows for providing opportunities for feedback, assess 

feasibility, identify needed resources, and evaluate processes to better assess outcomes between 

the steps (Dang et al., 2015). A more detailed description of how the Model of Evidence-Based 

Practice Change was used can be found in the “Methods” section.  

Hospice of Northwest Ohio is the area’s largest provider of hospice care and has served 

the area since 1981. This provider is continually striving for better methods of outreach to the 

community and one of these ways is to provide group counseling to bereaved family caregivers 

through group counseling sessions. After a meeting with the social worker in charge of the group 

counseling sessions, the Director of Communications, and the Director of Business 

Development, the doctoral student discovered there was a need for greater outreach in the 

community to attend group counseling sessions. However, a revised meeting was necessary after 

the SARS-CoV-2 pandemic reached Northwest Ohio and face-to-face group counseling sessions 

were no longer a safe option for family caregivers. Virtual group counseling sessions were then 

implemented at Hospice of Northwest Ohio. The doctoral student noticed that there were no 

other current virtual group counseling sessions available for family caregivers, and believed that 

providing a virtual group counseling session option for family caregivers, even after the 

pandemic was over, could benefit both Hospice of Northwest Ohio as well as the family 
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caregivers, fulfilling step one of the Model of Evidence-Based Practice Change (White & 

Dorman, 2001). Surveying the caregivers about their facilitators and barriers to attending virtual 

group counseling sessions and researching how to gain better virtual social support achieves 

steps two and three of the Model for Evidence-Based Practice Change. Key actions of these steps 

are to locate and critically analyze the best evidence through systematic review and synthesizing 

the evidence. As the literature review has shown, facilitators may outweigh barriers to attending 

virtual group counseling sessions, and will fulfill step four about designing a practice change. 

Step five of the model is implementation and evaluation of the intervention. Key actions of this 

step were performed after IRB approval and with the implementation of the proposed DNP 

project. Step six is the goal for the project where it was determined if Hospice should maintain 

the use of virtual group counseling sessions after current restrictions are lifted. The stakeholders 

may then consider future implementation of a virtual group counseling session to encourage 

attendance to provide social support to family caregivers. 

Review of the Literature 

Search Strategies 

The purpose of the literature review was to identify and appraise the available evidence 

of theory-based text message interventions and then apply those results to attendance to group 

counseling sessions. The literature search included using the CINAHL, EBSCOhost, and 

PubMed databases as well as manual searches and the following keywords in titles and abstracts: 

group counseling, computer, online, internet, web-based, online support, grief support, 

Transtheoretical Model, social support, text, SMS. Databases were searched between August 

2017 and November 2017 and again in February through April of 2019. Inclusion criteria for the 

searches included: peer-reviewed articles, full-text articles, systematic reviews, articles written in 



16 

English, quantitative or qualitative studies, randomized or nonrandomized samples, large or 

small sample sizes, online social support groups, and interventions involving Transtheoretical 

model. Exclusion criteria included: lack of full-text option available, dissertations, books, and 

studies that included the adolescent population. Articles older than five years old were excluded 

for Transtheoretical model based articles but the search was expanded for social support and 

online social support articles to 20 years. The database searches resulted in 346 articles with 

many duplicated studies. A total of 19 articles were kept for critical appraisal, after deleting the 

duplicate studies and reading the abstracts for relevance.  

Critical Appraisal and Evaluation of Evidence 

 A critical appraisal of all nineteen selected articles was done to evaluate strengths, 

limitations, and value to practice as well to establish their applicability to the PICOT question. A 

rapid critical appraisal form was used from Melnyk and Fineout-Overholt (2015) and can be 

found in Figure 2. Following the rapid critical appraisal of the articles, the doctoral student was 

able to further appraise the literature by creating a synthesis table (Table 2). This table evaluated 

each article for a guiding conceptual framework, outcomes, and strengths and limitations. 

 Each article was also evaluated for level of evidence using the hierarchy of evidence 

(Figure 3) as a guiding instrument to evaluate which study designs have the highest level of 

evidence to predict outcomes (Melnyk & Fineout-Overholt, 2015). The levels of evidence range 

from I to VII, with level I considered the top tier, and includes systematic reviews or randomized 

controlled trials and clinical practice guidelines, and level VII makes up the bottom tier and 

includes expert opinions (Melnyk & Fineout-Overholt, 2015). Level I evidence is considered the 

strongest evidence, with the most validity and reliability to guide practice outcomes, with level 

VII evidence considered the least reliable, depending more on opinion. Findings from this 
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appraisal determined: 2 articles were level I evidence, 6 articles were level II evidence, no 

articles met level III criteria, 1 article was level IV evidence, 1 article was level V evidence, 9 

articles met level VI criteria, and no articles were used that met level VII criteria. Table 3 offers 

a more detailed comparison of the levels of the literature. A large number of Level II evidence 

articles were included to show that increased social support leads to better health outcomes. A 

large number of level VI evidence studies are present as well, because the doctoral student 

wanted to address the qualitative properties of perceived social support. 

 While identifying each article’s level of evidence was an important consideration for 

developing the PICOT question and designing the doctoral project, determining the quality and 

strength of evidence was also a significant step in appraising and evaluating the evidence. The 

quality of each article was appraised using the Grading of Recommendations Assessment, 

Development and Evaluation (GRADE) system that can be found in Figure 4. This grading 

system was used separately than grading just the strength of evidence because the GRADE 

system rates the quality of evidence for each outcome, from a rating of “high” to “very low” 

(Ryan & Hill, 2016). The GRADE system starts with a baseline rating of “high” for randomized 

controlled trials and “low” for non-randomized controlled trials. These ratings can then be 

adjusted for risk of bias, inconsistencies, indirectness, imprecision, and publication bias (Ryan & 

Hill, 2016). Following the criteria presented by the GRADE system, there were 8 “low” quality 

evidence articles and 11 “moderate” quality articles. This can be visualized in Table 4 along with 

the strength of recommendations. 

 The Strength of Recommendation Taxonomy (SORT) tool was also used to appraise the 

strength of evidence of each article as well as the body of evidence. Figure 5 shows the algorithm 

that was used to guide the strength of the body of evidence. A rating system of A, B, or C is 
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given to each article and determines whether each body of evidence represents good-quality or 

limited-quality evidence and if that evidence is consistent (Ebell, et al., 2004). Figure 4 displays 

the algorithm used in determining the strength rating of the articles selected for this doctoral 

project. There were a total of 14 level B strength articles and 5 level C strength articles. 

According to Ebell et al. (2004), a level B strength rating has some inconsistent or limited-

quality patient-oriented evidence and a level C rating is a recommendation based on consensus, 

usual practice, or opinion. 

The quality of individual articles are rated 1, 2, or 3. Numbers are used to distinguish 

ratings of individual studies from the letters used to rate bodies of evidence (Ebell, et al., 2004). 

A level 1 rating maintains that the study is good quality, patient-oriented evidence (Ebell, et al., 

2004). During the appraisal processes, 1 article received a level 1 rating. Figure 6 displays the 

algorithm used to grade the strength of each individual study. Level 2 evidence consists of 

articles that have limited-quality patient-oriented evidence and the majority of the appraised 

articles, 11 total, were level 2 evidence (Ebell, et al., 2004). The lowest level of evidence, level 

3, which typically consists of usual practice, consensus, or opinions, did yield a total of 6 

articles. Qualitative studies fall under this category, so this number of level 3 articles is 

anticipated. Table 3 displays the strengths of recommendation of each article separately and 

together using the SORT criteria and the GRADE system.    

Synthesis of Evidence  

 A synthesis of evidence of literature was completed in much the same manner as the 

strength of evidence: each component of the PICOT question was reviewed and articles were 

obtained for literature review. The first area of synthesis found that caregivers may suffer poor 

health outcomes such as depression, anxiety, and poor physical health if they felt they did not 
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receive enough social support to cope with their family member’s death (McNamara and 

Rosenwax, 2010; Stroebe, Schut, & Stroeb, 2007). A number of studies have demonstrated that 

social support decreases depression, decreases loneliness, and increases quality of life. Agyapong 

and colleagues (2013) and Guillory and colleagues (2015) used a text message intervention to 

deliver supportive text messages to participants in their studies and found an increase in social 

support as well as health outcomes among participants (Table 2). Social support has also been 

shown to improve quality of life measures, such as cognitive function, negative emotion, 

depression, physical function, active life, energy, and participation in health care (Allicock, M., 

et al., 2014 and Gustafson, et al., 1999).   

The second area of synthesis of literature explored the idea that group counseling 

sessions increase social support and have a beneficial effect on measures of health. Nappa and 

colleagues (2016) believe that grief-counseling groups are beneficial as preventative 

interventions to lessen the likelihood of the development of health problems by providing social 

support. Harel, Shechtman, and Cutrona, (2011) have recognized that participation in group 

counseling group resulted in an increase in social support. Burke and colleagues (2010) 

established a relationship between attendance at support groups provided participants with social 

support fewer symptoms of complicated grief (Table 2).  

The third area of synthesis of literature review examined how virtual support groups can 

strengthen social support. According to Chung (2013) and Pfeil et al. (2009), most online users 

of virtual social support groups, including older adults, are satisfied with their social interactions. 

In fact, Pfeil et al. (2009) stated that some participants in Group C of their study valued the 

emotional support garnered from online communities as their current carer restrictions do not 

allow them access to meet in a group setting for social support (Table 2). Chung (2013) was also 
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able to determine that individuals who developed relationships among virtual support groups 

would then develop a preference for social interactions in the virtual support groups (Table 2). 

Chung (2013) also noted that that those who were less satisfied with social support they received 

in face-to-face group counseling sessions were more likely to seek social interaction in virtual 

support groups (Table 2).  

The fourth and final area of the synthesis of literature reviewed included how the 

Transtheoretical Model can be used to determine how likely participants are to change behaviors. 

This information may be beneficial in helping to classify which stage family caregivers are 

currently classified and assist in moving them towards continued attendance at virtual group 

counseling sessions. In two randomized control trials that used TTM based text message 

interventions, there were significant improvements or changes in the health behaviors of the 

participants of the study (Table 2) (Agboola et al, 2016; Patridge et al, 2015). In a study by Vries 

and colleagues (2017) where participants received text messages individually tailored to the 

process of change each participant was currently experiencing, TTM based behavior change 

strategies can be more motivating by tailoring them to the personality and gender of the users. 

Sampson and colleagues (2015) reviewed nine articles using text message based intervention for 

smoking cessation and also found that TTM based text message interventions that use 

individually tailored messages had significantly greater results than those that did not, with mean 

cigarettes per day reduced significantly (p<0.003) and Nicotine Dependence Syndrome Scale 

significantly decreased (p<0.0001) (Table 2).  

The evidence presented in the literature indicated that increasing social support positively 

impacts health outcomes, group counseling sessions increase social support, and virtual social 

support groups are beneficial. In the case of this doctoral project, the doctoral student surveyed 
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family caregivers who attended Hospice virtual group counseling sessions and to identify the 

facilitators and barriers they faced from their experiences in attending these sessions. Hospice 

has an average of 430 admissions a month, with the potential to help those family caregivers 

increase their social support and increase their quality of life with convenience and ease of 

accessibility. The use of a virtual group counseling session can increase family caregiver’s 

perceived social support.  

Methods 

Implementation Plan 

The Model for Evidence-Based Practice Change is based on theory and research literature 

and was developed for practitioners and researchers to collaborate among disciplines to enhance 

evidence-based innovations (Rosswurm & Larrabee, 1999).  The steps for the Model for 

Evidence-Based Practice Change are to assess the need for change, locate the best evidence, 

critically analyze the evidence, design practice change, implement and evaluate change in 

practice, and finally, integrate and maintain change in practice (Dang et al., 2015).  

Step 1: Assess the Need for Change in Practice 

 Increased social support can lead to decreased depression and loneliness and grief support 

groups provide participants with increased social support (Burke, Neimeyer, & McDevitt-

Murphy, 2010; Shaw and Grant, 2004). Due to the SARS-Co-V-2 pandemic, Hospice of 

Northwest Ohio could no longer have family caregivers attend face-to-face group counseling 

sessions. Virtual group counseling sessions were implemented in place of the face-to-face group 

counseling sessions. This evidence-based project aimed to investigate the facilitators and barriers 

of virtual group counseling sessions among family caregivers.  
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Step 2: Locate the Best Evidence  

 Locating the best evidence for caregiver attendance at group counseling sessions began 

with a literature search. An extensive literature search was conducted aided by the PICOT 

question: Among family caregivers of hospice patients who have since died and are attending a 

Hospice virtual group counseling session, what was their perceived social support and facilitators 

and barriers to attending these group counseling sessions? During the literature search, 19 

articles were selected for further review. A more detailed account of the literature search process 

can be found in the “Search Strategies” section. 

Step 3: Critically Analyze the Evidence 

  A synthesis table (Table 2) was developed to assess the benefits and feasibility of 

support groups improving health behaviors and staging readiness to progress according to the 

TTM. Studies were also individually evaluated based on the hierarchy of evidence using the 

Hierarchy of Evidence pyramid (Figure 3), quality of evidence using the GRADE system, and 

strength of evidence using the SORT tool (Figures 4, 5, 6, and Tables 3 and 4). The analysis of 

literature was done in a multi-step process due to the lack of studies that evaluated TTM 

attendance at group counseling sessions. The strengths of recommendations were individually 

addressed based on: increased social support leading to increased health outcomes, group 

counseling sessions increase social support, online social support groups are beneficial, and TTM 

based text message interventions. Fourteen of the 19 articles rated a B recommendation which is 

sufficient to support a positive outcome of the PICOT question and further support the 

progression in the project to the implementation plan.   
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Step 4: Design Practice Change 

  After the analyses of the literature, proposing a practice change, identifying a need, 

designing a pilot, or designing an implementation plan was the next step of The Model for 

Evidence-Based Practice Change. In identifying that virtual group counseling sessions may lead 

to increased social support and that Hospice may decide to continue these virtual group 

counseling sessions after facilitators and barriers have been identified is one part of Step Four. 

The writing of this evidence-based practice project and designing an implementation plan 

fulfilled the rest of this step. 

Step 5: Implement and Evaluate Change in Practice 

  Implementing and evaluating change in practice, or evidence-based project, is an 

important step in The Model for Evidence-Based Practice Change. The essential components in 

this step are to implement the pilot study, evaluate processes, outcomes, and costs, and develop 

conclusions and recommendations. In this section, the proposed project intervention will be 

highlighted.   

 Sample. 

 The proposed project participants were family caregivers of patients that have died while 

in the care of the hospice program of Hospice of Northwest Ohio and have attended a virtual 

group counseling session within the last three months. Hospice of Northwest Ohio is a large 

hospice center in Northwest Ohio that serves the terminally ill and provides support and 

education to their family and caregivers (Hospice of Northwest Ohio, 2019). A family caregiver 

was defined as any self-identified family member, friend, spouse, or significant other that 

assisted the hospice patient with self-care tasks and helped with symptom management (Weitzner 

et al., 1999). Participation was voluntary and a convenience sampling method was used. Eligible 
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participation criteria included: 1.) voluntary consent from the family caregiver, 2.) the family 

caregiver must have had a working phone number, 3.) the family caregiver must be willing to 

share their phone number, 4.) the family caregiver must be agreeable to complete one time 

telephone call with three surveys, 5.) the family caregiver must identify English as their primary 

language, 6.) the family caregiver must be at least 18 years of age, 7.) the family caregiver must 

not be enrolled in Hospice themselves, 8.) the family caregiver must not have a history of prior 

or current hospitalization for depression or anxiety, and 9.) the family caregiver must have 

previously attended a Hospice virtual groups counseling session within the last three months 

prior to enrollment in the doctoral student’s project. A flow chart of participant recruitment is 

shown in Figure 7. 

Initial recruitment began by the social worker in charge of the group counseling sessions 

asking family caregivers if they were interested in participating in a research project and 

compiling a list of names and telephone numbers during the virtual group counseling sessions. 

The doctoral student then called the potential participants from the provided list from those 

family caregivers who have attended a virtual group counseling session within the past three 

months.  The doctoral student then provided project information including the purpose of the 

project, length of project, and the process of the project. If the family caregiver was interested, 

then eligibility criteria was assessed. If the family caregiver met eligibility criteria, then the 

doctoral student obtained verbal consent from the family caregiver after reading the IRB 

approved waiver of written consent form over the telephone to the participant. The doctoral 

student had the opportunity to explain the project in detail, answer any questions, obtain phone 

consent, and to collect the demographic data survey (Figure 8), the MSPSS (Figure 9), and the 

facilitator and barrier survey (Figure 1). 
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 Intervention. 

There was no intervention in this evidence-based practice project, however, the project 

consisted of three surveys conducted over one telephone interview. Each survey took 

approximately ten minutes to complete. Following consent and data collection, the family 

caregiver was then mailed a $10 gift card to a coffee shop for participating in the project, a copy 

of the consent, and a list of mental health resources. A proposed sample size for the intervention 

group of the project was 30 participants justified by a power analysis conducted using G*Power. 

This sample size would yield a statistical power of .8 (1-β) with type I error = to .05 when 

conducting a Pearson correlation to determine demographic characteristics relationships with 

social support variables (Faul, Erdfekder, Lang, & Buchner (2007). The anticipated effect size of 

the correlation study on perceived social support were clinically significant at ef= .53 (Faul et al., 

2007).  

 Role Responsibilities.  

  Project implementation required assistance of the Hospice of Northwest Ohio and family 

caregivers (Figure 10). The doctoral student was trained as a volunteer for Hospice but since the 

SARS-CoV-2 pandemic reached Northwest Ohio, volunteers as well as family caregivers were 

not allowed inside the building. The face-to-face group counseling session were moved to virtual 

group counseling sessions. Any family caregiver who was interested in participating in the 

project gave their name and telephone number to the social worker in charge of the virtual group 

counseling sessions. This list was then e-mailed to the doctoral student who assessed eligibility 

over the telephone and established if the family caregiver met the project inclusion criteria and 

set up the project consent and telephone surveys.  
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Barriers. 

 Barriers are an unavoidable part of any project. Identifying these barriers and finding 

possible ways to overcome them can help to limit frustration when implementing the doctoral 

project. This doctoral project had the following barriers: limited sample size and limited time for 

recruitment.  

To assist in recruitment, the social worker in charge of group counseling sessions asked 

the family caregivers after the virtual group counseling sessions who would be interested in 

participating in a research project. The social workers compiled a list of names and phone 

numbers for the doctoral student to contact after IRB approval of the project. Hospice staff were 

not expected to perform any new duties outside of their already assigned duties. The doctoral 

student was in charge of all recruitment processes and answering any questions or concerns the 

family caregiver might have had regarding the evidence-based practice project. 

The proposed number of family caregivers needed to participate in the doctoral project 

was 30. The allotted timeframe for recruitment was restricted due to the SARS-CoV-2 pandemic 

and the end of semester so twelve participants were recruited. An expanded timeframe might 

have yielded more participants. 

Facilitators. 

  Facilitators are an important part of the doctoral project and allows the doctoral student 

to overcome barriers, both anticipated and unforeseen. The desire for community outreach of 

Hospice of Northwest Ohio contributed in the acceptance of the Hospice staff in assisting in the 

proposed evidence-based doctoral project. Other facilitators included increased social support for 

caregivers, intended benefits of caregiver support after the death of their family member, and 
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convenience of virtual group counseling sessions, especially with those with transportation issues 

(White & Dorman, 2001).  

 Approvals from UT and IRB.  

 The University of Toledo’s Institutional Review Board (IRB) must approve the proposed 

evidence-based practice project. The doctoral student was intending to defend the proposed 

project in front of the selected doctoral project committee in Fall of 2020. The proposed project 

included human participants, and therefore the doctoral student completed the Collaborative 

Institutional Training Initiative (Citi Program) Human Research Subject (Figure 11). Institutional 

Review Board approval was obtained from the University of Toledo prior to implementation of 

the project (IRB# 300756-UT).  

  Project implementation timelines. 

 Following the successful defense of the proposed evidence-based project and approval 

from IRB, the recruitment process for the project was to be rolling enrollment until 30 

participants were recruited or the end of October arrived, whichever came first. Hospice has an 

average admission rate of 430 patients per month so the recruitment process was estimated to 

take place over 2 months and to completed once the designated number of participants had been 

recruited. The intervention began immediately following IRB approval. A detailed timeline, 

arranged by the steps of The Model for Evidence-Based Practice Change is referenced in Table 

5.  

Outcomes 

  The outcomes that were measured during the evidence-based project are facilitators and 

barriers to attending Hospice virtual group counseling sessions and family caregiver perceived 

social support. Outcome data was collected after participants had attended at least one virtual 
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group counseling session within the last three months and include the demographic survey 

(Figure 8), The Multidimensional Scale of Perceived Social Support (MSPSS) (Figure 9), and 

the facilitator and barrier survey (Figure 1). All three surveys were conducted via a telephone 

call.  

MSPSS 

The Multidimensional Scale of Perceived Social Support (MSPSS) was developed in 

response to a need for a measurement of perceived social support. This indicator is important 

because perceived social support is a better indicator of psychological status than objectively 

measured social support (Zimet, Dahlem, Zimet, & Farley, 1988). Social support is believed to 

have a positive impact on health maintenance and even enhance self-esteem and positive feelings 

(White and Dorman, 2001). Other scales used to measure social support looked at both 

qualitative and quantitative aspects, but MSPSS was developed to as an addition to existing 

social support scales to measure perceived support. The MSPSS is free for public use. 

The MSPSS quantifies the subjective measurement of social support (Zimet, Dahlem, 

Zimet, & Farley, 1988). The MSPSS was initially constructed as a 24 item, with each response 

being along a 5-point Likert type scale, ranging from strongly disagree (1) to strongly agree (5). 

Items that did not specifically address perceived support and focused more on quantitative 

measures were excluded reducing the final scale down to 12 items (Zimet et al., 1988). The 

remaining items were then grouped into three sources of support including support from-Family, 

Friends, and Significant Other, with each group containing four items. The 5-point Likert scale 

was increased to a 7-point rating system to allow for a range of answers. The response set is 

anchored with very strongly disagree (1) to very strongly agree (7) (Zimet et al., 1988). The 

greater the score, the greater perceived social support.  
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Cronbach’s coefficient alpha was used to determine internal reliability of the MSPSS. 

Using Family and Friends subscale, the Cronbach’s alpha measures were .87 and .85, 

respectively, with the reliability of the total scale being .88  (Zimet et al., 1988). Test and retest 

reliability was also established by Zimet and colleagues in their study. When retested 2 to 3 

months after the initial study, the overall reliability of time for the scale was .85 (Zimet et al., 

1988). Factor analysis was used to determine the validity of differentiating different sources of 

support from one another and the construct validity of the MSPSS scale was addressed by 

examining the relationship between perceived social support and the presence of health outcomes 

such as depression and anxiety (Zimet et al., 1988). Using the MSPSS scale and the Depression 

and Anxiety subscale, perceived support from Family and was significantly inversely related to 

both depression (r = -.24, p <. 01) and anxiety (r = -.18, p <. 01) and the perceived support from 

Friends was related to depression (r = -.24, p <. 01), but not to anxiety (Zimet et al., 1988). 

Facilitator and Barrier Survey 

The facilitator and barrier survey is a qualitative questionnaire used to determine what 

facilitators and barriers family caregivers encounter while attending Hospice virtual group 

counseling sessions. The survey includes four open ended questions that can be analyzed for 

common themes and then categorized to place the family caregivers into processes of change 

within the stages of the TTM. The answers from the survey can also be used to assist the Hospice 

staff in modifying or improving their virtual group counseling sessions.  The demographic 

survey is a nine question survey that gathers discrete variables such as age, gender, and zip code 

as well as open-ended questions asking how long they took care of the care recipient before they 

passed and what illness they passed from. 
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Evaluation 

Statistical Analysis 

The statistical analysis used to address the purpose of the doctoral project were conducted 

in two steps. First, the demographic, facilitators and barriers, and social support data obtained 

with the respective surveys was transcribed from the data collection forms and entered into an 

Excel spread sheet.  Descriptive analysis of the demographic and social support data 

(frequencies, means, SD, skew and normalcy) was calculated to inform the external validity of 

the findings and to determine if the data meet the assumptions of parametric testing. The 

qualitative responses were analyzed for common themes by the doctoral student and the project 

chair and then jointly to arrive at themes in the responses to each of the four questions on the 

qualitative instrument consistent with the TTM. The number of times a particular theme was 

mentioned was documented. These themes were then separately classified by the two reviewers 

according to the processes of change within the five changes of TTM. The reviewers 

collaborated to arrive at a consensus of assigning the themes to the processes of change within 

the five stages of TTM. This yielded the number of times particular themes and process of 

change were mentioned by the sample.  

Once these initial analyses were completed, the second step of the analysis determined 

the correlations between the levels of social support among family caregivers who attend 

Hospice virtual group counseling sessions and the demographic characteristics of the sample. 

Descriptive statistics were calculated to describe the mean and standard deviation of the 

continuous variables (age, years and MSPSS, etc.) and frequencies were calculated to describe 

the discrete variables (gender, qualitative themes, process of change category, etc.). These 

descriptive statistics addressed the primary purpose of the project. The secondary analysis was 
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conducted to determine if any demographic, themes, or process of change categories correlated 

with perceived social support (MSPSS). Correlations that involved discrete variables were 

calculated using point-by-serial (PbS) correlations. Correlations between continuous variables 

were calculated using Pearson or Spearman correlations. The level of statistical significance was 

set a priori at p < .05. 

Results 

 The sample size included twelve family caregivers (n = 12). This sample size was 

comprised of 75% ( n = 9) female and 25% ( n = 3) male. The mean age of the family caregivers 

in years was 66.08 + 12.17 and ranged from 39 to 87 years of age. The mean age of the care 

recipient in years was 65.54 + 25.57 and ranged from 42 years to 92 years. The majority of 

family caregivers did not report previous caregiver experience (n = 8, 66.7%) compared to those 

with previous caregiver experience (n = 4, 33.3%). The mean number of years involved in caring 

for the care recipient was 3.69 + 6.41 and the mean duration in years that the family caregiver 

knew the care recipient was 37.96 + 23.97. Causes of death of the care recipient were unique 

among the twelve participants and included Abdominal Aortic Aneurysm (AAA), bladder 

cancer, cancer, dementia, kidney failure, liver cancer, lung fibrosis, multi-organ failure, 

pancreatic cancer, sepsis, stroke, and vascular issues as shown in Table 6.  

 Table 7 displays the number of counseling sessions attended by the family caregivers 

ranged from two to ten with a mean of  6.67 + 3.42. Also displayed in Table 2 are the mean 

scores for sources of social support including significant other, family, friend, and total social 

support. The mean score for significant other social support was 5.96 + 1.10, the mean score for 

family social support was 5.56 + 0.99, the mean score for friend social support was 5.67 + 1.42, 

and the mean score for total social support was 17.19 + 2.16. Scores for the subscales ranging 
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from 1 to 2.9 can be considered low support; a score of 3 to 5 can be considered moderate 

support; and a score from 5.1 to 7 can be considered high support (Zimet et al, 1988). 

 

Table 6: Description of Discrete Variables of Sample 

 
Discrete Variables 

 
       n, % 

Gender         
                    Female 
                    Male 
 

 
       9, 75% 
       3, 25% 

Previous Caregiver Experience  
                    No 
                    Yes 
 

 
      8, 66.7% 
      4, 33.3% 

Cause of Death   
   Abdominal aortic aneurysm 
(AAA) 
   Bladder cancer 
   Cancer 
   Dementia 
   Kidney failure 
   Liver cancer 
   Lung fibrosis 
   Multi-organ failure 
   Pancreatic cancer 
   Sepsis 
   Stroke 
   Vascular issues 
   Total 

 
       1, 8.3% 
        
       1, 8.3% 
       1, 8.3% 
       1, 8.3% 
       1, 8.3% 
       1, 8.3% 
       1, 8.3% 
       1, 8.3% 
       1, 8.3% 
       1, 8.3% 
       1, 8.3% 
       1, 8.3% 
       12,100.0% 

 

Table 7:  Description of Continuous Variables of Sample 

Continuous Variables M+SD 
 

Age of Caregiver (years) 66.08 + 12.17 
Age of Recipient (years) 65.54 + 25.57 
Number of Years Involved in 
Caregiving of Care Recipient 

3.69 + 6.41 

Duration Known the Care 
Recipient in Years 

37.96 + 23.97 

Number of Counseling 
Sessions 

6.67 + 3.42 

Significant Other Social 
Support 

5.96 + 1.10 

Family Social Support 5.56 + 0.99 
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Friend Social Support 5.67 + 1.42 
Total Social Support 17.19 + 2.16 

 

 Table 8 presents the correlations between the demographic variables and the sources of 

social support. There were no significant relationships found between the sources of social 

support and the age of the caregiver, the age of the care recipient, the number of counseling 

sessions, the duration the caregiver knew the care recipient, the gender of the caregiver, or the 

number of years involved in caregiving. 

Table 8: Correlations Between Demographic Variables and Components of Social Support (MSPSS) 

 
 

Family SS 
r       p 

Friend SS 
r       p 

Significant Other 
SS 

r       p 

Total Social 
Support 
r       p 

Age of Caregiver .15     .64 .27     .39 .29     .36 .17     .61 

Age of Recipient .01     .98 .12     .72 
 

.14     .67 .34     .27 

Number of 
Counseling 
Sessions 

.23     .47 .57     .06 .04     .91 .16     .62 

Duration Known 
the Care 
Recipient in 
Years 

.28     .38 .14     .68 .07     .82 .18     .57 

Number of Years 
Involved in 
Caregiving of 
Care Recipient 

.12     .70 
 

.12     .70 .21     .52 .29     .37 

Gender of 
Caregiver 

.42     .18 
 

.18     .58 
 

.12     .72 
 

.02     .96 
 

 

 Qualitative data can be found in Tables 9, 10, 11, and 12 below. Qualitative data was 

transcribed from phone interviews and recorded by the doctoral student verbatim. The content 

analysis of the responses of the four questions revealed themes each. The text was searched for 

similarities that occurred between the data from the structured survey and interview. The 

doctoral student, assisted by the project chair, analyzed the transcripted responses of each 
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question using a manifest content analysis which examined the surface content and dealt with the 

obvious meaning of the text, although interpretation of the meaning of the text is possible 

(Kleinheksel, Rockich-Winston, Tawfik, & Wyatt, 2020). The responses were then categorized 

according to the processes of change within the TTM. 

Question one results can be found in Table 9. The family caregivers where asked “Tell 

me some facilitators that you have experienced to continuing to participate in future Hospice 

virtual group counseling sessions?”. The results indicated that eight family caregivers were in the 

helping relationship processes of change which indicated that the family caregivers were moving 

from the action to maintenance stage of the TTM, one family caregiver was in the environmental 

reevelauation process of change which indicates that family caregiver was in the 

precontemplation stage, one family caregiver was in the self-reevlauation process of change  

which indicated that family caregiver was in the contemplation stage. One family caregiver was 

in the dramatic relief process of change, or in the precontemplation stage of the TTM. There was 

one family caregiver in the other category in which the family caregiver did not find a reason to 

continue to participate in future virtual group counseling sessions.  

Table 9: Qualitative Responses to Question 1: Tell me some facilitators that you have experienced to continuing to 
participate in future Hospice virtual group counseling sessions? 

 
Subject 
ID 

Response Process of 
Change 

1 Some of my pain and what I am going through can 
help someone else 

helping 
relationships 

2 Gives me the ability to have contact with other 
people and share feelings 

dramatic relief 

3 Some people that have joined the group before are 
still joining the group now during the pandemic 

environmental 
reevaluation 

4 Get to talk to people who are going through the same 
thing you are going through; Make friends; If I can’t 
make it through the computer, I can call in 

helping 
relationships 

5 I enjoy and look forward to the counseling sessions, 
they are great support; They keep me centered 
regardless of whether they are virtual or in person 

helping 
relationships 
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6 We all have a loss in common, I feel like I can share 
with them. We have a bond, it doesn’t matter when 
the loss was, we have a kinship 

helping 
relationships 

7 It is still something that can help me connect with 
my feelings with people who are feeling the same 
thing, especially during COVID, it helps me from 
feeling isolated 

helping 
relationships 

8 Can talk to them on group sessions, there are new 
people you can talk to 

helping 
relationships 

9 Nothing other 

10 I prefer face-to-face but I keep on with virtual 
because I give advice and because everyone feels 
comfortable enough to give advice 

helping 
relationships 

11 Being with people I have been with for the past two 
year and being able to talk with them 

helping 
relationships 

12 I know I need some guidance and I hope I can find 
some comfort in attending. I don’t know what I am 
going to receive so I attend.  

self-
reevaluation 

 

Question two results can be found in Table 10. The family caregivers were asked, “Tell 

me some barriers that you have experienced to continuing to participate in future Hospice virtual 

group counseling sessions?”. Table 5 indicated there were four family caregivers who were 

categorized as a helping relationships process of change and these participants were moving 

from the action to maintenance stage of the TTM. Three family caregivers were in the 

environmental reevlauation process of change and one family caregiver in the dramatic relief 

process of change, meaning all four of the family caregivers were in the precontemplation stage 

of the TTM. Three family caregivers were in the social liberation process of change, or in the 

preparation stage of the TTM. One family caregiver answered that they did not see any barriers 

to continuing future virtual counseling sessions so they were placed in the other category.  

Table 10: Qualitative Responses to Question 2: Tell me some barriers that you have experienced to continuing to 
participate in future Hospice virtual group counseling sessions? 

 
Subject 
ID 

Response Process of 
Change 

1 I prefer face-to-face, I was raised very old school, I 
feel there is a better connection when you can see 

helping 
relationships 
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someone face-to-face and them in the eye and see 
their reaction 

2 The face-to-face, one-on-one, and human touch is 
taken out of it 

helping 
relationships 

3 No physical contact, it is hard when there are a lot 
of people to ask questions or tell stories, someone 
can sometimes dominate the meeting, it can be 
harder to get to know new people 

social 
liberations 

4 At first it was hard because everyone was talking all 
at once so I stopped going for a few weeks, there 
were too many people in the beginning; it was tough 
to figure out; I didn’t want to talk because there 
were way too many people 

social 
liberation 

5 Sessions seem to go the same way and people act 
the same such as those that talk more still do 

social 
liberation 

6 Lack of physical contact, wish it was in person helping 
relationships 

7 Sometimes people turn on their video and 
sometimes they don’t so it feels a little impersonal 
missing out on facial features and there have been 
some technology issues 

environmental 
reevaluation 

8 I’m having technical problems with my computer so 
I have to use my phone and I can’t see people 

environmental 
reevaluation 

9 There are times when I get off the phone with 
everybody and I want to quit because it is not in 
person. Hospice called me, I did not want to do this 

dramatic relief 

10 No, I like it helping 
relationships 

11 Technology-it is distracting because people are 
doing other things while in the meeting 

environmental 
reevaluation 

12 Nothing other 

 
Question three asked, “What are some benefits you have realized from participating in 

Hospice virtual group counseling sessions?” and these results can be found in Table 11. The 

results indicated that six family caregivers responded with answers that fit the social liberation 

process of change or the preparation stage of the TTM. Four family caregivers were categorized 

in the helping relationships process of change, or moving from the action to maintenance stage of 

the TTM. One family caregiver was categorized as a dramatic relief process of change, or in the 

precontemplative stage of TTM. One other family caregiver did not see any benefits to the 

virtual counseling sessions and was categorized as other. 
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Table 11: Qualitative Responses to Question 3: What are some benefits you have realized from participating in 
Hospice virtual group counseling sessions? 

 
Subject 
ID 

Response Process of 
Change 

1 We can continue to have meetings under the 
circumstances 

social liberation 

2 Being able to have contact with other like people 
during the pandemic 

social liberation 

3 No other 

4 I don’t have to get dressed and I don’t have to drive 
but I still like to have face-to-face 

social liberation 

5 I don’t have to worry about being late or 
transportation; I can also see “tells” on peoples’ 
faces and see them clearer than if they were across 
the table. I can also see my own face as well when 
speaking and see emotions that I wouldn’t normally 
be able to see 

social liberation 

6 I feel like I know I am not alone, that makes me feel 
better, it is a no judgment zone 

helping 
relationships 

7 I benefit because I broke my ankle and can still stay 
connected and with COVID can still have meetings; 
people from other groups can mix now and I can 
meet new people 

social liberation 

8 I like the face-to-face better, but I like being able to 
have sessions 

helping 
relationships 

9 A lot of the members have lost their mothers, the 
same as me, we also keep in contact with each other. 
I am still happy there is a way to have a group even 
with COVID 

helping 
relationships 

10 I like that it is offered and people don’t hold back 
information 

helping 
relationships 

11 I don’t see any benefits from virtual, I miss being 
with people 

dramatic relief 

12 The very first one sent me on a downward spiral but 
that re-enforced the fact that I needed to attend. I 
need these sessions because of COVID and isolation 

social liberation 

 

Question four asked the family caregivers, “What are some things you would like to have 

included in Hospice virtual group counseling sessions?” and Table 12 indicated seven family 

caregivers who were categorized as a helping relationships process of change for this question 

and these participants were moving from the action to maintenance stage of the TTM. There 

were four family caregivers who responded with answers that fit the social liberation process of 



38 

change or the preparation stage of the TTM. There was one family caregiver in the self-

reevlauation process of change, which indicated the family caregiver was in the contemplation 

stage.  

Table 12: Qualitative Responses to Question 4: What are some things you would like to have included in Hospice 
virtual group counseling sessions? 

 
Subject 
ID 

Response Process of 
Change 

1 Nothing, not much more we can do helping 
relationships 

2 I think they are being run pretty well, they are 
doing the best they can 

helping 
relationships 

3 I feel that there should be a group for people 
who have just recently lost a loved one because 
sometimes they bring the other people down or 
depress the other people. Then they can 
“graduate” to another group 

social liberation 

4 Maybe a separate group for very new people. 
They could go to a meeting with experienced 
people but then have a separate group after the 
very first meeting 

social liberation 

5 I don’t think so helping 
relationships 

6 Maybe if there is something that someone is 
having a struggle with, maybe the counselor can 
bring it up; the counselor sends a link for the 
meeting a few days before, that would be a great 
time to bring up an issue for the meeting 

Social liberation 

7 I think the social worker has done a phenomenal 
job and runs it like they were in group in person 

helping 
relationships 

8 Nothing helping 
relationships 

9 I would prefer face-to-face over virtual sessions self-reevlauation 

10 No, Beth is a really good facilitator  helping 
relationships 

11 Nothing helping 
relationships 

12 The sessions begin with counseling saying the 
group is not for advice, I would like some sort of 
guidance 

Social liberation 
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Limitations 

 There were a few limitations for this evidence-based practice project. One limitation was 

time allotted for recruitment. Recruitment for this project ran from September 9, 2020 through 

October 22, 2020. Limits on recruitment procedures were placed through Hospice of Northwest 

Ohio and the state of Ohio due to the SARS-CoV-2 pandemic.  

 Another limitation was the small sample size for this evidence-based practice project. 

Normally, there are two groups that meet face-to-face, a spousal or partner loss group and a 

coping with loss group. The spousal or partner loss group is further divided into two separate 

groups, each meeting twice a month. Since the Hospice group counseling sessions have become 

virtual instead of face-to-face, Hospice has combined the separate groups into one group to meet 

twice a month. The coping with loss group is normally divided into four separate groups that 

each meet twice weekly, but since the counseling sessions have gone virtual, these sessions have 

also been combined into fewer sessions. Due to some caregivers having technical problems, they 

have not participated in the virtual counseling sessions, resulting in a smaller population for 

recruitment. The social workers of Hospice of Northwest Ohio asked the caregivers in their 

virtual counseling sessions if they would be interested in being potential participants in the 

doctoral student’s project, and obtained the name and phone numbers of interested caregivers for 

the doctoral student. The doctoral student was in contact with the social workers at HNO weekly 

to give updates to the social workers and to ask about any new potential participants. When a 

potential participant was identified, the doctoral student called them and explained the risks and 

benefits of the evidence-based project using the IRB consent, describe the project, and answering 

any questions the potential participant had. This recruitment strategy was successful because 

potential participants were already identified by the social workers at HNO. 
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Discussion 

  Previous authors report that social support allows family caregivers to feel recognized 

and valuable with virtual group counseling sessions being one way for family caregivers to 

obtain social support (Allicock et al, 2014; Milberg et al., 2008). Family caregivers who attended 

the Hospice virtual counseling sessions were expected to demonstrate increases in social support 

as their attendance in Hospice virtual group counseling sessions increased.  Family caregivers 

who attended the Hospice virtual group counseling sessions were anticipated to demonstrate 

greater social support as a result of their attendance.  Family caregivers who attended the 

Hospice virtual group counseling session were also anticipated to have favorable attitudes of the 

sessions as White and Dorman (2001) had noted many benefits of virtual group counseling 

sessions, including ease of accessibility and convenience. The results are intended to be applied 

to modify the content and format of the Hospice virtual group counseling sessions to increase 

social support among family caregivers and increase facilitators and minimize barriers.  

 This evidence-based practice project demonstrated that there was no correlation between 

the number of virtual group counseling sessions attended by the family caregivers and any of the 

types of perceived social support. The expectation was that the family caregiver social support 

would increase as the number of virtual group counseling sessions attended increased. The 

results did not demonstrate a significant correlation between any of the three types of social 

support or in the amount of virtual group counseling sessions attended. This could be attributed 

to low statistical power resulting from a small sample size. A competing explanation of this 

findings is the sample exhibited a homogenous number of group counseling sessions attended 

and similar high levels of all measures of social support. 
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The qualitative responses indicate that family caregivers that preferred face-to-face group 

counseling sessions over the virtual group counseling sessions. This finding was contrary to the 

reported benefits that White and Dorman (2001) described of virtual group counseling sessions 

of convenience, accessibility, and practicality, especially during the SARS-CoV-2 pandemic. 

This preference for face-to-face over virtual group counseling sessions may be attributed to 

technical issues experienced during the virtual sessions and the family caregiver’s expressed 

desire for physical contact during the counseling sessions. Most of the family caregiver 

responses were categorized in the helping relationship process of change. This construct is found 

in the action stage of TTM. These results are encouraging for the future of continued attendance 

of the Hospice virtual group counseling sessions. The second most frequent process of change 

was social liberation which is found in the preparation stage of TTM. These results indicated that 

the family caregivers were intending to take action in the near future, in this case, make a 

commitment to attending the virtual group counseling sessions. This is important for Hospice of 

NWO and the sustainability of their virtual group counseling session program for family 

caregivers to continue to attend these sessions. Knowing that most family caregivers are in the 

preparation and actions stages of the TTM would indicate to Hospice of NWO that the family 

caregivers are likely going to continue to attend.  

 This evidence-based practice project did not show a correlation between the number of 

virtual group counseling sessions attended and the level of social support. The project also 

showed that family caregivers preferred face-to-face group counseling sessions to virtual group 

counseling sessions. However, most of the family caregivers did not indicate that the virtual 

group counseling sessions could be improved upon or conducted differently exemplified by the 
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response “I think the social worker has done a phenomenal job and runs it like they were in 

group in person”.  

Plan for Sustainability 

 According to the results of the qualitative responses, most of the family caregivers were 

in the action stage of the TTM. This indicated that the family caregivers have changed their 

behavior and intend to maintain this behavior; attending virtual group counseling sessions. There 

were also many family caregivers who were in the preparation stage of the TTM. These family 

caregivers may be intending to change their behavior and commit to the virtual group counseling 

sessions. The results of the qualitative survey are favorable for the sustainability of Hospice 

virtual group counseling sessions.     

Step 6: Integrate and Maintain Change in Practice 

 Upon completion of the evidence-based practice project, the doctoral student developed 

a PowerPoint Presentation of the completed project to disseminate to the social workers at 

Hospice of Northwest Ohio. The doctoral student e-mailed the final defense invitation to the 

social work educator at Hospice of Northwest Ohio and due to social distancing regulations still 

in effect, set up a time to remotely call the educator and discuss the results and any questions the 

social workers may have. This serves as the first step in the delivery of the integrate and maintain 

change in practice of the evidence-based practice project. 

Further Recommendation and Conclusion 

Implications for Future Practice 

Findings from this evidence-based practice project do not support increasing the 

frequency of virtual counseling sessions because the majority of subjects indicated they preferred 

face-to-face group counseling sessions compared to virtual group counseling sessions. However, 
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a small sample size and the homogenous sample of family caregivers may have also contributed 

to this conclusion. Subjects in this project did not have the choice between attending face-to-face 

group counseling sessions versus attending virtual group counseling sessions due to the SARS-

CoV-2 pandemic. Attending a virtual group counseling session did not permit family caregivers 

to share a physical space, but it did allow them to share common feelings and experiences and 

engage in personal and healing relationships during the SARS-CoV-2 pandemic (White & 

Dorman, 2001). Using virtual group counseling sessions has the potential to provide an easily 

accessible and convenient alternative when traditional face-to-face group counseling sessions are 

unavailable. In addition, these virtual group counseling sessions may be used as an adjunct to 

face-to-face group counseling sessions by providing extra support between meetings or to 

caregivers who are unable to attend face-to-face sessions due to illness, limited travel resources, 

or when distance constraints arise to the site where the sessions are held (White & Dorman, 

2001). Enhancing family caregivers’ social support through offering face-to-face or virtual group 

counseling sessions will facilitate their ability to effectively cope with grief  that will support 

their physiological and psychological health.  
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Table 1. Transtheoretical Model 
 

Stages of Change Goal Process of Change 
From precontemplation to 
contemplation stage 

Increase awareness to 
behavior change 

Consciousness raising 
Dramatic relief 
Environmental reevaluation 

From contemplation to 
preparation stage 

Motivate toward attendance to 
virtual group counseling 
session 

Self-reevaluation 

From preparation to 
action stage 

Make a firm commitment 
toward attendance to virtual 
group counseling session 

Self-liberation 
Social Liberation 

From action to 
maintenance stage 

Maintain a commitment to 
attending Hospice virtual 
group counseling sessions 

Contingency management 
Helping relationship 
Counterconditioning 
Stimulus control 
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Table 2. Synthesis Evaluation Table 

 Citation Conceptual 
Framework 

Design/ 
Method 

 
Sample/ Setting 

Major Variables 
Studied 

Data 
Analysis 

 
Study Findings 

Strengths & 
Limitations 

1. Increased Social 
Support leads to 
improved health 
outcomes  

 

Agyapong, V. 
I. O., Milnes, 
J., 
McLoughlin, 
D. M., & 
Farren, C. K. 
(2013). 
Perception of 
patients with 
alcohol use 
disorder and 
comorbid 
depression 
about the 
usefulness of 
supportive text 
messages. 

No Conceptual 
Framework 

Cross sectional 
semi-structured 
survey, 
randomized trial 

24 participants with 
a dual diagnosis of 
alcohol abuse 
disorder and 
depression from a 
250-bed university 
teaching psychiatric 
hospital in a tertiary 
referral center 

Examine the 
perception of patients 
with alcohol use 
disorder and 
comorbid depression 
about the usefulness 
of supportive text 
messages 

t-test 83% reported that 
the messages 
improved their 
mental health, 79% 
of the participants 
reported that the 
messages made 
them feel supported 
by the team 

S: findings suggest 
supportive text 
messages appear to 
provide increased 
support for patients with 
alcohol use disorder and 
comorbid depression 

L: small sample size, 
non-standardizes 
questionnaire 

 Allicock, M., 
Carr, C., 
Johnson, L.-S., 
Smith, R., 
Lawrence, M., 
Kaye, L., . . . 
Manning, M. 
(2014). 
Implementing 
a one-on-one 
peer support 
program for 
cancer 
survivors 
using a 
motivational 
interviewing 
approach: 
results and 
lessons 
learned. 

Motivational 
Interviewing 

Qualitative 
study: interviews 
using the Likert 
scale at baseline 
and 6 months; 
Guides: 
perceived 
efficacy of 
training and 
guide gathering, 
match 
experience, 
benefits and 
challenges of 
participating, 
guide gathering 
evaluation; 
Partners: match 
process, match 
experience, and 
perceived 
efficacy 

15 guides (cancer 
survivors and 
caregivers) and 19 
partners (those 
currently 
experiencing cancer-
related issues 
seeking support) 
from Cornucopia 
Cancer Support 
Center; guides 
received MI training 
that focuses on 
telephone support 
with an average of 5 
phone calls over a 6 
month period 

The effect of a 
Motivational 
Interview support 
model program, the 
effects of peer support 

Qualitative data 
was audiotaped 
and transcribed; 2 
team members 
summarized 
responses and 
conducted 
thematic analyses 
to identify 
recurring themes. 
During data 
coding, team 
members 
compared codes 
and resolved any 
differences 
through 
discussion with 
project team 
members. 
Categorical 
variables from 
interviews and 
guide gathering 
evaluations were 

73% of the partners 
reported that the 
program had a 
positive impact on 
their quality of life 

S: qualitative findings 
show that partners have 
an increase in quality of 
life after receiving 
support from the guides 

L: small sample size, 
use of telephone-based 
support alone, White 
demographic only 
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summarized by 
frequency and 
percentage 

 Guillory, J., 
Chang, P., 
Henderson Jr, 
C. R., 
Shengelia, R., 
Lama, S., 
Warmington, 
M., . . . Gay, 
G. (2015). 
Piloting a text 
message-based 
social support 
intervention 
for patients 
with chronic 
pain: 
establishing 
feasibility and 
preliminary 
efficacy. 

No Conceptual 
Framework 

Randomized 
Control Trial 

68 participants (17 
men, 51 women) 
from two pain clinics 
in New York City to 
received standard 
care or standard care 
along with twice 
daily supportive text 
messages over a 4 
week study period 

Effectiveness of SMS 
text message-based 
social support 
intervention on 
improving affect and 
perception of social 
support; Also: for 
reducing daily pain 
and pain interference 
levels and exploring 
the feasibility of a 
mobile application to 
track pain and pain-
interference 

Logistic 
Regression 

In patients 
receiving social 
support messages, a 
difference emerged 
for pain 
interference with 
general and relation 
pain between 
intervention and 
control from week 
1 to week 4 
(P=.003; P=.010); 
Patients receiving 
social support 
messages reported 
lower visual, 
general, relation 
and sleep pain and 
higher level of 
positive effect 
during the 
intervention period 
compared to 
baseline ratings (P= 
.027; .0001; .004; 
.002) 

S: Study finds suggest 
that increased social 
support can effect health 
outcomes, particularly 
pain 

L: Small sample size, 
localized geographic 
area, pilot study, study 
was unable to 
differentiate between the 
effects of different types 
of supportive text 
messages 

 Gustafson, D. 
H., Hawkins, 
R., Boberg, E., 
Pingree, S., 
Serlin, R. E., 
Graziano, F., 
& Chan, C. L. 
(1999). Impact 
of a patient-
centered, 
computer-
based health 
information/su
pport system. 

No Conceptual 
Framework 

Randomized 
control trial 

183 HIV-positive 
patients from 
Madison, WI split 
into 3 groups; 
control group, 
intervention group 
for 3 months, 
intervention group 
for 6 months 

Self-reported of 
quality of life and 
frequency and 
duration of use of 
medical services 

Analysis of 
Covariance 

After 2 months, 
CHESS users 
reported 
significantly 
improved cognitive 
functioning (P= 
0.053) and 
significantly more 
active life 
(P=0.013) than 
controls who stayed 
steady or got worse 
on each variable. 
CHESS users 
reported 
significantly 
decreased levels of 
negative emotion 
(P= 0.013) and 

S: CHESS’s 
combination of 
information, decision 
support, and social 
support has been shown 
to improve quality of 
life 

L: validity of self-
reported data on number 
of and time spent in 
ambulatory care visits, 
phone calls, and 
inpatient visits 
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better social 
support (P= 0.074) 
than controls, who 
stayed the same. At 
5 months, when the 
experimental group 
of the first cohort 
still had CHESS, 
CHESS users 
reported a 
significantly more 
active life 
(P=0.034), 
significantly 
improved social 
support (P=0.017), 
and significantly 
more active 
participation in 
their own health 
care (P=0.020) 
than controls; 
CHESS 
participants in the 6 
month group 
experienced more 
social support 
(P=0.070) and less 
negative emotion 
(P= 0.104)  than the 
control group 
(P=0.007) 

 

 Shaw, L. H., 
& Gant, L. M. 
(2004). In 
defense of the 
Internet: The 
relationship 
between 
Internet 
communicatio
n and 
depression, 
loneliness, 
self-esteem, 

No Conceptual 
Framework 

Cohort study 40 undergraduate 
students from the 
University of North 
Carolina at Chapel 
Hill who were 
enrolled in an 
introductory 
psychology course, 
separated into 12 
male-female dyads 
and 8 female-female 
dyads for purposes 
of chatting 

A web page was set 
up specifically for the 
study using WebChat 
CT software to 
measure self esteem, 
depression, loneliness, 
and social support; 5 
structured Internet 
chat sessions between 
anonymous 
participant dyads 

Analysis of 
variance 

 

The results showed 
that social support 
(self-esteem 
(p<0.5), appraisal 
(p<0.05), belonging 
p<0.01), and 
tangible (p<0.001) 
increased over the 
5 chat sessions 
while depression 
(P<0.01) and 
loneliness 
(P<0.001) 
decreased 

S: the results showed 
that, over the course of a 
4–8-week study during 
which participants 
chatted anonymously on 
the Internet, loneliness 
and depression de- 
creased markedly. 
Furthermore, 
participants’ perceptions 
of social support 
increased, as did self-
esteem.  
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and perceived 
social support. 

L: study will need to be 
replicated in field 
studies to validate 
scores, small sample 
size 

 

2. Group 
Counseling 
Sessions Increase 
Social Support 

Burke, L. A., 
Neimeyer, R. 
A., & 
McDevitt-
Murphy, M. E. 
(2010). 
African 
American 
Homicide 
Bereavement: 
Aspects of 
Social Support 
that Predict 
Complicated 
Grief, PTSD, 
and 
Depression. 

No Conceptual 
Framework 

Quantitative, 
cross-sectional 
study 

54 homicidally 
bereaved African 
American 
individuals, ages 19-
71, from a large city 
in the Mid-South 
who were within 5 
years post loss 
enrolled in a support 
group for homicide 
survivors 

Self-reported social 
support scales: 
Arizona Social 
Support Interview 
Schedule (ASSIS), 
Multidimensional 
Scale of Perceived 
Social Support 
(MSPSS), Inventory 
of Social Support 
(ISS); secondary 
measures were 
Inventory of 
Complicated Grieg-
Revised (ICG-R), 
Beck Depression 
Inventory II (BDI-II), 
and PTSD Checklist-
Civilian Version 
(PCL-C) 

Cronbach’s α The results showed 
that the support 
group provided 
participants with 
social support and 
they reported fewer 
symptoms of 
complicated grief: 
ASISS: Cronbach’s 
alpha-.79; MSPSS: 
Cronbach’s alpha 
.93; ISS: 
Cronbach’s alpha 
.77; secondary 
measures: ICG-R: 
Cronbach’s alpha 
.95; BDI-II: 
Cronbach’s alpha 
.92; PCL-C: 
Cronbach’s alpha 
.93 

S: study provides a 
detailed relationship of 
social support after 
being involved in 
support group  

L: small sample size, 
cross-sectional study 

 

 Harel, Y., 
Shechtman, Z., 
& Cutrona, C. 
(2011). 
Individual and 
group process 
variables that 
affect social 
support in 
counseling 
groups. 

No Conceptual 
Framework 

Descriptive 
correlational 
study 

 

178 female 
university students 
ages 23-41 years in 
14 separate 
counseling groups of 
supportive-
expressive type 

Social support was 
measured, including 
observed social 
support using the 
Social Support 
Behavior Code 
(SSBC) and perceived 
social support using 
the Social Provisions 
Scale (SPS) 

Hierarchical linear 
method 

Implications that 
participation in the 
group caused 
increased social 
support 

S: relatively large 
population, in terms of 
participants and groups; 
includes process and 
outcome variables based 
on observational data as 
well as self-reported 
questionairres 

L: population scored 
high on perceived 
support, which created a 
ceiling affect that might 
have affected the results;  
sample is all female 
population 
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 Wilsey, S. A., 
& Shear, M. 
K. (2007). 
Descriptions 
of social 
support in 
treatment 
narratives of 
complicated 
grievers. 

No Conceptual 
Framework 

Qualitative study 
of treatment 
narratives 

22 outpatients of a 
subgroup currently 
enrolled in a 
randomized control 
trial at a psychiatric 
clinic in PA who 
were bereaved for at 
least 6 months 
randomly assigned 
to standard 
interpersonal 
psychotherapy or 
complicated grief 
treatment 

Taped narratives were 
transcribed and 
explored qualitatively, 
with social support 
emerging 
predominantly as a 
theme  

The unit of 
analysis was one 
sentence in order 
to allow codes to 
overlap so that 
relationship 
among themes 
could be 
observed; codes 
were generated 
via open coding of 
revising exercises; 
the grounded 
theory method of 
constant 
comparative 
analysis was used; 
data was 
organized using 
QSR NUD*IST 4; 
Coding was done 
by 2 coders, and 
agreement was .80 
for all thematic 
codes using 
Hartman’s prevent 
agreement; 
Cohen’s Kappa 
was used for 
Social Support 
category and was 
.70 

Participants 
described supports 
in three ways: (1) 
being 
available/helpful, 
(2) giving 
affection, (3) 
giving honor 

S: study shows that 
while participants may 
be grieving, they notice 
and appreciate social 
support 

L: use of narratives, 
small sample size, 
participants suffering 
from complicated grief 

3. Virtual Social 
Support Groups are 
Beneficial 

Chung, J.E. 
(2013). Social 
interaction in 
online support 
groups: 
Preference for 
online social 
interaction 
over offline 
social 
interaction 

No Conceptual 
Framework  

Qualitative study 
using online 
survey; cross 
sectional study  

Sample size of 158 
of online users of 
health-related online 
support groups 

A recruitment 
message and link to 
an online survey was 
posted on the 
discussion boards of 
four different online 
support groups and 
using a 5-point Likert 
scale to  measure 11 
items adapted from a 
scale to measure 
preferences for online 
social interaction; 
Quality of 
Relationship 
Inventory was used to 

PASW Statistics 
20.0, Chronbach’s 
α 

Effect size was 
calculated for the 
social interaction 
with the online 
support groups 
(Cronbach’s α = 
.91); Effect size 
was calculated for 
the depth of 
relationships 
(Cronbach’s α = 
.95); and the 
satisfaction effect 
size was also 
calculated for 
offline support 

S: Effect size showed 
that the users that 
responded to the survey 
found satisfactory social 
support with the online 
support groups  

L: Data in the meta-
analysis is limited by the 
small sample size  
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measure how the 
respondents felt to 
those they met in the 
online support groups; 
satisfaction with 
offline support was 
measured with a 
shortened version of 
Social Support 
Questionnaire 

(Cronbach’s α = 
.97); depth of 
relationships in 
OSGs were 
significantly 
positive related to 
preference for 
social interaction in 
OSCs (β=.36, 
p<.001); 
dissatisfaction with 
offline support 
showed a stronger 
preference for 
OSGs (β=-.18, 
p=.13) 

 

 

 

 

 Coulson, N. 
S., & Shaw, 
R., L. (2013). 
Nurturing 
health-related 
online support 
groups: 
Exploring the 
experiences of 
patient 
moderators. 

No Conceptual 
Framework 

Qualitative study 33 online support 
group moderators; 
25 females, 6 males, 
2 who did not report 
their gender. Ages 
ranged from 20-70 
years 

Examine the views of 
moderators across a 
diverse and 
geographically broad 
range of online 
support groups about 
their moderator 
experiences and to 
explore both personal 
benefits as well as 
challenges involved 

Open ended 
questions 
analyzed for 
themes 

There were three 
themes that 
emerged from the 
analyses of  the 
questions using 
inductive thematic 
analysis by the 
study authors; 
emergence, 
empowerment, 
nurturing 

S: Identify several 
important factors in the 
development, 
facilitation, and 
maintenance of health-
related online support 
groups 

L: Retrospective study, 
limited sample size 

 Eysenbach, G., 
Powell, J., 
Englesiak, M., 
Rizo, C., & 
Stern, A.. 
(2004). Health 
related virtual 
communities 
and electronic 
support 
groups: 
Systematic 
Review of the 
effects of 

No Conceptual 
Framework 

45publications 
met inclusion 
criteria 
describing 38 
studies: 20 
randomized 
control trials, 3 
meta-analysis, 3 
non-randomized 
controlled trials, 
1 cohort study, 
11 before and 
after studies  

 6 “pure” peer-to-
peer interventions, 1 
“complex” 
intervention 
allowing to study the 
peer to peer 
component alone, 31 
“complex” 
interventions with a 
peer to peer 
component evaluated 
together with co-
interventions 

To compile and 
evaluate the evidence 
on the effects on 
health and social 
outcomes of computer 
based peer to peer 
communities and 
electronic self-support 
groups used by people 
to discuss health 
related issues 
remotely 

Analysis of 
variance 

Depression and 
social support were 
the most commonly 
used measures and 
3 studies found a 
significant 
improvement in 
depression score 
and 5 studies found 
significant effects 
in social support 
measures   

S: No negative effects or 
harm has been reported 
to users of peer-to-peer 
online interventions   

L: The quality of studies 
was not measured 
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online peer to 
peer 
interactions. 

 Pfeil, U., 
Zaphiris, P., & 
Wilson, S. 
(2009). Older 
adults’ 
perceptions 
and 
experiences of 
online social 
support. 

No Conceptual 
Framework 

Semi-structured 
interviews 

Three groups of 
older adults, 31 
people total; All 
participants were 
60+ years, except for 
one participant who 
was 55 years; There 
were 7 women and 3 
men in each group 
except group C that 
had 7 women and 4 
men 

Analysis of seven 
different aspects of 
online social support: 
self-disclosure, deep 
support, light support, 
community building, 
information/facts, off 
topic, and technical 
issues 

Qualitative data 
analysis software 

MAXqda 

Groups A and B 
were recruited from 
a local Senior 
Center and were 
interviewed face to 
face and Group C 
was recruited 
online and 
interviewed via e-
mail or private 
message; There 
where benefits and 
barriers to each of 
the seven aspects of 
online social 
support 
 

 

 

S: Able to base study off 
of pre-existing set of 
categories that describe 
support in online 
support community 
settings, gain opinions 
from older adults 

L: Qualitative study, 
small sample size 

4. TTM Text 
Messaging Based 
Intervention 

Agboola, S., 
Jethwani, K., 
Lopez, L., 
Searl, M., 
O’Keefe, S., & 
Kvedar, J. 
(2016). Text to 
move: a 
randomized 
controlled trial 
of a text-
messaging 
program to 
improve 
physical 
activity 
behaviors in 
patients with 
type 2 diabetes 
mellitus. 

Transtheoretic
al Model 

Randomized 
Control Trial 

126 participants with 
HbA1c >7 separated 
1:1 into control and 
intervention groups, 
intervention group 
received text 
messages twice daily 
(based on the 
participants stage of 
behavior change) 
and a pedometer, for 
6 months that were 
tailored for the 
participant’s stage of 
behavior change of 
the TTM; control 
group only received 
pedometers 

Examine impact of 
text messages for 
participants in 
intervention program 
Text to Move (TTM) 
on step count and 
HbA1c 

Analysis of 
covariance 

The intervention 
group had 
significantly higher 
monthly step 
counts in the third 
(P=.03) and fourth 
(P=.03) months of 
the study compared 
to the control 
group; HbA1c 
decreased (P=.75) 
in the TTM group 
compared to the 
control group and 
within the groups, 
HbA1c decreased 
from baseline in the 
TTM group 
(P=.01) but not in 
the control group 
(P=.13) 

S: significant 
improvements were 
found using the text 
message intervention, 
low cost and ease of use 
of text messaging, 
participants were 
satisfied with the 
intervention 

L: need for internet 
access, differential rate 
of adherence to activity 
tracker in 4th month, 
differences in baseline 
HbA1c data, use of self-
reported data for stage 
of change ta baseline, so 
some participants might 
not have received 
messages that were 
appropriate for their 
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 stage of behavior of 
change 

 Chahar, P., 
Mohanty, V. 
R., & Aswini, 
Y. B. (2018). 
Designing and 
validation of 
text messages 
for m-Health 
intervention 
for tobacco 
cessation and 
management. 

Transtheoretic
al Model, 
prospect 
theory for 
behavior 
change 

Observational 
study 

Convenience sample 
of 26 patients; 2 
phases of study, first 
involved in 
development of text 
messages using 
TTM and prospect 
theory and second 
with validation of 
development with 
text messages by 
patients and experts 
in tobacco cessation 
field  

Develop and validate 
health promotive text 
messages using TTM 
and prospect theory 
for behavior change 

Descriptive 
statistics using 
SPSS version 17 

Average appeal 
score of text 
messages ranged 
from 6.1 to 9.6 (in 
a Likert 1-10 
scale), 42 messages 
out of 54 were 
found to be 
appropriate after 
validation, 291 
(90%) out of a total 
of 324 
questionnaires 
showed adequate 
understanding of 
message as 
assessed by the 
reviewers 

S: the preventative text 
messages were based on 
theory and followed 
standard validating 
procedure, the text 
messages follow TTM 
tailored to specific 
stages of change then 
the messages were 
guided by prospect 
theory to further 
strengthen development 

L: participants were 
recruited from a tertiary 
care center and may 
already have bias, each 
message was only 
reviewed by six people 

 De Leon, E., 
Fuentes, L. 
W., & Cohen, 
J. E. (2014). 
Characterizing 
periodic 
messaging 
interventions 
across health 
behaviors and 
media: 
systematic 
review. 

Transtheoretic
al Model 

Systematic 
Review of 55 
articles 

Systematic review 
with articles with 
interventions using 
text messages, email, 
mailed 
communication, and 
phone prompts; 
articles reviewed 
included health 
behaviors targeting 
breast self-
examinations, 
diabetes 
management, 
physical activity, 
smoking cessation, 
methamphetamine 
use, sexual health, 
mammography 
adherence, and sun 
protection 

Review literature 
related to periodic 
messaging and 
prompts, identify 
common theoretical 
models 

 42 articles reported 
significant 
differences in 
behavior-related 
outcomes between 
intervention and 
comparison groups 
across all 
behaviors; Of 42 
studies that 
reported significant 
results using 
periodic message 
prompts; 
Interventions with 
both very high 
frequency of 
prompts as well as 
interventions of 
low or irregular 
frequency yielded 
positive results;  13 
studies utilized the 
TTM as the 
foundation for the 
intervention 

S: Systematic Review, 
large number of articles, 
explored many 
dimensions of texting 
interventions 

L: limited evidence for 
frequency and timing of 
messages and 
sustainability of 
outcomes for text 
interventions 
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 Kong, J.-H., & 
Ha, Y. M. 
(2013). Effects 
of a Smoking 
Cessation 
Program 
including 
Telephone 
Counseling 
and Text 
Messaging 
using Stages 
of Change for 
Outpatients 
after a 
Myocardial 
Infarction. 

Transtheoretic
al Model 

Quasi-
experimental 
design with a 
nonequivalent 
control pretest-
posttest  

48 outpatients 
recruited from a 
university hospital 
that were randomly 
assigned to control 
and intervention 
group (24 
intervention group, 
24 control group) 
that had suffered a 
myocardial 
infarction and had 
been smoking 
regularly before 
entering the hospital; 
Intervention group 
with telephone 
counseling once a 
week and text 
messaging 5 times a 
week, control group 
with telephone 
counseling once a 
month;  

Compare the two 
groups on smoking-
related variables at 3 
weeks and 12 weeks; 
smoking cessation 
self-efficacy, nicotine 
dependence, CO 
levels, and smoking 
cessation rates 

ANOVA At 3 week and 12 
week 
measurements, 
there were 
significant 
differences 
between the 
intervention and 
control groups: 
smoking cessation 
self-efficacy 
(p<.001), nicotine 
dependence 
(p<.001), CO levels 
(p<.001), and 
smoking cessation 
rates (p<.001) 

S: there was a 
significant difference in 
the control and 
intervention groups in 
regard to smoking-
related variables 

L: difficult to determine 
if the texting alone was 
effective in behavior 
change, patients were 
hospitalized before the 
study, where they were 
forced to maintain a no-
smoking policy 

 Partridge, S. 
R., 
McGeechan, 
K., Hebden, 
L., Balestracci, 
K., Wong, A. 
T., Denney-
Wilson, E., . . . 
Allman-
Farinelli, M. 
(2015). 
Effectiveness 
of a mHealth 
lifestyle 
program with 
telephone 
support 
(TXT2BFiT) 
to prevent 
unhealthy 
weight gain in 
young adults: 
randomized 

TTM, 
Motivational 
Interview 

Three month 
two-arm parallel-
group 
randomized 
controlled trial 

250 (125 per arm) 
adults age 18 to 35 
from a general 
practice clinic in the 
Sydney area at high 
risk of unhealthy 
weight gain; study 
was over a 12 week 
period, where 8 
weekly motivational 
text messages based 
on TTM, 5 
personalized 
coaching calls, 
weekly e-mails were 
sent to the 
intervention group 
for a total of 8 text 
messages (2 text 
messages per week 
for each of the 4 
TTM behaviors), 
control group 

Examine the effect of 
text message 
intervention on 
improving young 
adult’s dietary habits, 
physical activity, and 
weight management  

Analysis of 
covariance 

The intervention 
group were 2.2 kg 
lighter at 12 weeks 
compared to the 
control group using 
measured body 
weight after 
adjusting for 
baseline-measured 
body weight 
(P=.005), a similar 
pattern was 
observed with 
BMI, which was 
0.5 kg/m2less at 12 
weeks (P=.02) for 
the intervention 
group compared to 
the control group 
using measured 
BMI; For dietary 
habits, Intervention 
participants were 

S: low attrition rate, 
interventions delivered 
per protocol, larger male 
population recruitment 
than is typical for this 
type of study 

L: did not test efficacy 
of individual 
components of 
interventions 
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controlled 
trial. 

received 
introductory call, 4 
text messages (one 
every 3 weeks) 

more likely to 
consume greater 
quantities of 
vegetables after 12 
weeks compared to 
control participants 
(P=.009),  
Intervention 
participants 
consumed sugar-
sweetened 
beverages less 
frequently after 12 
weeks compared 
with the control 
participants 
(P=.002); physical 
activity also 
increased for the 
intervention group 
Total and walking 
physical activity 
days increased 
more in the 
intervention group 
(P=.003) compared 
to the control group 
(P=.02) 

 

 

 

 

 

 Sampson, A., 
Bhochhibhoya
, A., 
Digeralamo, 
D., & 
Branscum, P. 
(2015). The 
use of text 
messaging for 
smoking 
cessation and 
relapse 
prevention: A 

Transtheoretic
al Model 

Systematic 
review of 9 
articles; 4 RCT, 
2 had two group 
pre-test/post-test 
design, 3 had a 
one group pre-
test/post-test 
design 

9 articles; 4 
incorporated theory 
(2 used TTM, 1 used 
self-regulation 
theory, 1 used a 
combination of 
several theories); 
duration of 
interventions varied 
from 6 weeks to 54 
weeks; all 
interventions used 
text messages with 5 

Review the 
effectiveness of 
texting in increasing 
the success rate of 
smoking cessation 
and/or reducing 
relapse 

Analysis of 
covariance 

Of the 2 articles 
that used TTM, one 
intervention was 
over a 3 month 
period and 
participants 
received either 1 or 
3 texts/week, there 
was no difference 
in smoking 
cessation (p=0.47); 
in the second study, 
participants were in 

S: texting appears to be 
an effective method for 
promoting smoking 
cessation and preventing 
relapse 

L: Review of only 9 
articles, inadequate 
description of theories 
used, process 
evaluation, and 
sampling techniques in 
original studies, very 
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systematic 
review of 
evidence. 

using text-only 
interventions; 
sample size ranged 
from 30 participants 
to 1700  

a 6 week study and 
received 
individually tailed 
text messages and 
mean cigarettes per 
day reduced 
significantly 
(p<0.003) and 
Nicotine 
Dependence 
Syndrome Scale 
significantly 
decreased 
(p<0.0001) 

few studies had text-
only interventions 

 Vries, R., 
Truong, K., 
Zaga, C., Li, 
J., & Evers, V. 
(2017). A 
word of 
advice: how to 
tailor 
motivational 
text messages 
based on 
behavior 
change theory 
to personality 
and gender. 

Transtheoretic
al Model 

Cross-sectional 
Design 

350 participants 
between ages 20-71 
years who filled out 
an online survey 
rating 50 text 
messages (5 
messages for each of 
the 10 processes of 
change) on a scale 
from 1 (very 
demotivating) to 5 
(very motivating) 
with 3 as neutral 

Develop text message 
strategies from 
existing behavior 
change theories and 
tailor them to 
preferences based on 
personal 
characteristics like 
personality and 
gender 

Cronbach’s α 
Consciousness 
raising (.76), 
dramatic relief 
(.82), 
environmental 
reevaluation (.88), 
social liberation 
(/73), self-
reevalutaion (.73), 
self-liberation 
(.72), helping 
relationships (.74), 
counter-
conditioning (.68), 
reinforcement 
management (.85), 
and stimulus 
control (.73) 

 

S: Theory-based 
behavior change 
strategies can be more 
motivating by tailoring 
them to personality and 
gender of users of 
behavior change 
systems; internal 
reliability was very 
good 

L: survey gathered 
online, evidence 
provides only for 
correlation, not 
causation, participants 
only can relate how 
motivated they think the 
messages are to them 
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Table 3. 
Comparison of Literature on Level 

Level of Literature 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

Level I:  
Systematic Review or 
Meta-Analysis 

        X       X 

Level II:  
Randomized Control 
Trial 

X X        X X  X X   

Level III:  
Controlled Trial w/o 
Randomization 

                

Level IV:  
Case-Control or Cohort-
Study 

                

Level V:  
Systematic Review of 
Qualitative or Descriptive 
Studies 

       X         

Level VI:  
Qualitative or Descriptive 
Study  

  X X X X X     X   X  

Level VII:  
Expert opinion or 
concensus 

                

Note. 1= Agboola, S., et al.; 2= Agyapong, V. I. O., et al.; 3= Allicock, M., et al..; 4= Burke, L. A., et al.; 5= Chahar, P., et al.; 6= Chung, J. E.; 7= Coulson, N.S., et al.; 8= De Leon, E., et al..; 9= 
Eysenbach, G., et al.; 10= Guillory, J., et al.; 11= Gustafson, D. H., et al; 12= Harel, Y., et al.; 13= Kong, J.-H., et al.; 14= Partridge, S. R., et al.; 15= Pfeil, U., et al.; 16= Sampson, A., et al.; 17= Shaw, 
L. H., et al.; 18= Vries, R., et al.; 19= Wilsey, S. A., et al. 
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 17 18 19            

Level I:  
Systematic Review or 
Meta-Analysis 

              

Level II:  
Randomized Control 
Trial 

              

Level III:  
Controlled Trial w/o 
Randomization 

              

Level IV:  
Case-Control or Cohort-
Study 

X              

Level V:  
Systematic Review of 
Qualitative or 
Descriptive Studies 

              

Level VI:  
Qualitative or 
Descriptive Study  

 X X            

Level VII:  
Expert opinion or 
concensus 

              

Note. 1= Agboola, S., et al.; 2= Agyapong, V. I. O., et al.; 3= Allicock, M., et al..; 4=Burke, L. A., et al.; 5=Chahar, P., et al.; 6=Chung, J. E.; 7=Coulson, N.S., et al.; 8=De Leon, 
E., et al..; 9=Eysenbach, G., et al.; 10=Guillory, J., et al.; 11=Gustafson, D. H., et al; 12=Harel, Y., et al.; 13=Kong, J.-H., et al.; 14=Partridge, S. R., et al.; 15=Pfeil, U., et al.; 
16=Sampson, A., et al.; 17=Shaw, L. H., et al.; 18=Vries, R., et al.; 19=Wilsey, S. A., et al. 
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Table 4. 

Recommendations Derived from Evidence Synthesis 

Recommendation Strength of Evidence for 
Recommendationa 

Reference in Support of 
Recommendation 

Rationale Level of 
Evidencea 

Quality Ratingb 

Increased Social Support leads to 
increased health outcomes  

 

B 

 

                    B 

 

                    B 

 

 

 

 

B 

Agyapong, V. I. O., et al 83% reported that the messages improved their mental 
health, 79% of the participants reported that the 
messages made them feel supported by the team 

2 +++ 

Allicock, M., et al 73% of the partners reported that the program had a 
positive impact on their quality of life 

2 ++ 

Guillory, J., et al In patients receiving social support messages, a 
difference emerged for pain interference with general 
and relation pain between intervention and control 
from week 1 to week 4 (P=.003; P=.010); Patients 
receiving social support messages reported lower 
visual, general, relation and sleep pain and higher level 
of positive effect during the intervention period 
compared to baseline ratings (P= .027; .0001; .004; 
.002)* 

2 +++ 

Gustafson, D. H., et al Intervention users reported significantly decreased 
levels of negative emotion (P= 0.013) and better social 
support (P= 0.074) than controls. At 5 months, 
intervention users showed significantly improved 
social support (P=0.017), and significantly more active 
participation in their own health care (P=0.020) than 
controls; at 6 months, intervention group experienced 
more social support (P=0.070) and less negative 
emotion (P= 0.104) than the control group (P=0.007)* 

2 +++ 

  

                    B 

 

Shaw, L. H., et al 

 

Social support (self-esteem (p<0.5), appraisal (p<0.05), 
belonging p<0.01), and tangible (p<0.001) increased 
over the 5 chat sessions while depression (P<0.01) and 
loneliness (P<0.001) decreased* 

 

2 

 

+++ 

Grief Counseling Sessions Increase 
Social Support 

B 

 

B 

 

B 

Burke, L. A., et al The support group provided participants with social 
support and they reported fewer symptoms of 
complicated grief 

3 +++ 

Harel, Y., et al Participation in the group caused increased social 
support 

3 ++ 

Wilsey, S. A., et al Participants described supports in three ways: (1) being 
available/helpful, (2) giving affection, (3) giving honor 

3 ++ 
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Online Social Support Groups  C 

 

C 

 

                   

                   B 

 

 

                    C 

 

                    

Chung, J. E. 
The effect for preference with social interaction in 
online social groups was (Cronbach’s α = .91)**** 

2 +++ 

Coulson, N. S., et al Themes were able to be identified that benefit through 
interaction and mutual support online; Identify factors 
that can develop, facilitate, and maintain online support 
groups 

3 ++ 

Eysenbach, G., et al Significant improvements found in depression and 
social support studies* 

2 +++ 

 

Pfeil, U., et al 

 
Themes used to identify older adults’ perception of 
different aspects of social support and identify their 
reasons to turn to online support groups and any 
barriers why they would be reluctant to do so 
 

 

3 

 

++ 

TTM Text Messaging Based 
Intervention 

B Agboola, S., et al The intervention group had significantly higher 
monthly step counts (P=.03) compared to the control 
group; HbA1c decreased (P=.75) in the TTM group 
compared to the control group and within the groups, 
HbA1c decreased from baseline in the TTM group* 

 

2 +++ 

                      C Chahar, P., et al Average appeal score of text messages ranged from 6.1 
to 9.6 (in a Likert 1-10 scale), 42 messages out of 54 
were found to be appropriate after validation, 291 
(90%) out of a total of 324 questionnaires showed 
adequate understanding of message as assessed by the 
reviewers 

3 ++ 

                      B De Leon, E., et al 
42 articles reported significant differences in behavior-
related outcomes between intervention and comparison 
groups across all behaviors 

1 +++ 

                      B Kong, J.-H., et al There were significant differences between the 
intervention and control groups: smoking cessation 
self-efficacy (p<.001), nicotine dependence (p<.001), 
CO levels (p<.001), and smoking cessation rates 
(p<.001)** 

2 +++ 

                      B Partridge, S. R., et al 
At 12 weeks, the intervention group were 2.2 kg (95% 
CI 0.8-3.6) lighter than controls (P=.005). Intervention 
participants consumed more vegetables (P=.009), 
fewer sugary soft drinks (P=.002), and fewer energy-
dense takeout meals (P=.001) compared to controls. 
They also increased their total physical activity by 
252.5 MET-minutes (95% CI 1.2-503.8, P=.05) and 

2 +++ 
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total physical activity by 1.3 days (95% CI 0.5-2.2, 
P=.003) compared to controls.* 

                       B Sampson, A., et al Of the 2 articles that used TTM, one intervention was 
over a 3 month period and participants received either 
1 or 3 texts/week, there was no difference in smoking 
cessation (p=0.47) ; in the second study, participants 
were in a 6 week study and received individually tailed 
text messages and mean cigarettes per day reduced 
significantly (p<0.003) and Nicotine Dependence 
Syndrome Scale significantly decreased (p<0.0001)* 

2 ++ 

                       C Vries, R., et al Consciousness raising (.76), dramatic relief (.82), 
environmental reevaluation (.88), social liberation 
(.73), self-reevalutaion (.73), self-liberation (.72), 
helping relationships (.74), counter-conditioning (.68), 
reinforcement management (.85), and stimulus control 
(.73) α 

 

3 ++ 

Note. B = Recommendation based on inconsistent or limited-quality patient-oriented evidence, 1 (Level 1) = Good quality patient-oriented evidence, 2 (Level 2) = Limited-quality patient-oriented 
evidence, 3 (Level 3) = Other evidence, ++++ = High quality, +++ = Moderate quality, ++ = Low quality, + = Very Low quality, Cl = Confidence Level, OR = Odds Ratio 

aUsing Strength of Recommendation Taxonomy (SORT) Criteria  
bUsing Grading of Recommendations Assessment, Development and Evaluation (GRADE) Criteria 
αChronbach’s alpha,  
p < .5,  *p < .05, **p < .01, *** p < .005, ****p < .001  
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Table 5.  
Planning for Implementation Timeline 

Planning for Implementation Timeline 

1. Assess the Need for Change in Practice 
     PICOT 

• Among family caregivers, how does a theory-based text message intervention affect 
attendance at face-to-face group counseling sessions and improve their perceived social 
support? 

 
September 2018 

 

2. Locate the Best Evidence 
    Literature Search 
    Literature Review 

August 2017, November 
2017, February-April 2019 
April 2019 

3. Critically Analyze the Evidence 
    Critical Appraisal of Literature 

• Rapid Critical Appraisal 
• Hierarchy of Evidence 
• Strength of Evidence 
• Strength of Recommendation 

     Literature Synthesis  

 
April 2019 
 
 
 
 
April 2019 

4. Design Practice Change 
     Select outcomes to be measured 
     Design Evidence-Based Practice Project 

• Select chair 
• Select committee members 
• Obtain study site permission 

     Defend proposed Evidenced-Based Practice Project 

 
November 2017 
April 2019 
September 2018 
May 2019 
June 2019 
July 2019 

5. Implement and Evaluate Change in Practice 
    Obtain IRB approval 
     Implement Evidence-Based Practice Project 
     Evaluate Processes and Outcomes 

 
July 2020 
Sept-Oct 2020 
Oct-Nov 2020 

6. Integrate and Maintain Change in Practice  
   Defend Evidenced-Based Practice Project results 
    Present results to Hospice of Northwest Ohio for consideration in practice  

 
November2020 
December 2020 
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Figure 1. Facilitator and Barrier Survey 
 



63 

 

1. Are the results of the study valid?  
a.) Were the subjects randomly assigned to the experimental and control 

groups?  
Yes No Unknown 

b.) Was random assignment concealed from the individuals who were 
first enrolling subjects into the study?  

Yes No Unknown 

c.) Were the subjects and providers blind to the study group?  Yes No Unknown 
d.) Were reasons given to explain why subjects did not complete the 

study?  
Yes No Unknown 

e.) Were the follow-up assessments conducted long enough to fully 
study the effects of the intervention?  

Yes No Unknown 

f.) Were the subjects analyzed in the group to which they were 
randomly assigned?  

Yes No Unknown 

g.) Was the control group appropriate?  Yes No Unknown 
h.) Were the instruments used to measure the outcomes valid and 

reliable?  
Yes No Unknown 

i.) Were the subjects in each of the groups similar on demographic and 
baseline clinical variables?  

Yes No Unknown 

2. What are the results? 
a.) How large is the intervention or treatment effect (NNT, NNH, effect 

size, level of significance? 
 
____________________ 

b.) How precise is the intervention or treatment (CI)?  ____________________ 
3. Will the results help me in caring for my patients?  

a.) Were all clinically important outcomes measured? Yes No Unknown 
b.) What are the risks and benefits of the treatment? ____________________ 
c.) Is the treatment feasible in my clinical setting? Yes No Unknown 
d.) What are my patients/family’s values and expectations for the 

outcome that is trying to be prevented and the treatment itself? 
 
____________________ 

Figure 2. Rapid Critical Appraisal Checklist for a Randomized Clinical Trial (RCT). Adapted from Melnyk, B.M., & 
Fineout-Overholt, E. (2015). Evidence-Based Practice in Nursing and Healthcare: A Guide to Best Practice. (3rd ed.) 
Philadelphia, PA: Lippincott Williams & Wilkins. 
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Figure 3. Hierarchy of Evidence. SR = Systematic Review, CPG = Clinical Practice Guideline, RCT = Randomized Control Trial. Adapted 
from Melnyk, B.M., & Fineout-Overholt, E. (2015). Evidence-Based Practice in Nursing and Healthcare: A Guide to Best Practice. (3rd ed.) 
Philadelphia, PA: Lippincott Williams & Wilkins.  

 

 

 

 

 

 

 

 

 

 

 

 

 

SR of 
RCTs & CPGs

Randomized 
Control Trials 

Control Trials without 
Randomization

Case-Control, Cohort Studies

Systematic Review of Descriptive or Qualitative 
Studies

Descriptive or Qualitative Study

Expert Opinion
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Figure 4. Table used for determining quality of evidenced based on GRADE ratings and their interpretation. Adapted from Ryan, 
R. & Hill, S. (2016). How to GRADE the quality of evidence. Cochrane consumers and communication group. 
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Figure 5. Algorithm used for determining the strength of a recommendation based on a body of evidence as described by 
Strength of Recommendation Taxonomy (SORT). Adapted from Ebell, M. H., Siwek, J., Weiss, B. D., Woolf, S. H., Susman, 
J., Ewigman, B., & Bowman, M. (2004). Strength of recommendation taxonomy (SORT): a patient-centered approach to 
grading evidence in the medical literature. The Journal of the American Board of Family Practice, 17(1), 59-67. 
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Figure 6. Algorithm for determining the level of evidence for an individual study as described by Strength of 
Recommendation Taxonomy (SORT). Adapted from Ebell, M. H., Siwek, J., Weiss, B. D., Woolf, S. H., Susman, J., 
Ewigman, B., & Bowman, M. (2004). Strength of recommendation taxonomy (SORT): a patient-centered approach to grading 
evidence in the medical literature. The Journal of the American Board of Family Practice, 17(1), 59-67. 
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Figure 7. Flow diagram of how eligible participants were identified based on selection criteria.   
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Figure 8. Demographic survey.  
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Figure 9. Multidemensional Scale of Perceived Social Support.  Zimet, G. D., Dahlem, N. W., Zimet, S. G., & Farley, G. K. 
(1988). The multidimensional scale of perceived social support. Journal of Personality Assessment, 52(1), 30-41. 
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Figure 10. Hospice of Northwest Ohio Letter of Support.   
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Figure 11. CitiProgram Human Subject Research Certificate.   
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Figure 11. CitiProgram Human Subject Research Certificate.
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