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Abstract
Background: Patient enablement has been recognised as a goal and therefore a measurable
outcome measure of the quality of consultations in health care. While patient enablement
following consultations with General Practitioners has been studied, little is known about if,
and how, patients are enabled following consultations with Nurse Practitioners (NP). As NPs
are increasingly playing a role in Primary Health Care (PHC), it is important to explore the
part they play in enabling patients.
Aim: To explore patients’ experiences of NP care in the PHC setting, from the perspective of
both the patients and the NPs through the lens of enablement.
Methods: A parallel multi-strand qualitative approach was used to explore NP care from both
the perspective of the patient and the NP. The hermeneutic phenomenological approach was
used for the patient strand and qualitative description for the NP strand. The Patient
Enablement Index (PEI) was used as a theoretical framework to explore the data from both
strands.
Findings: Meta-inferences made from this study suggest that NPs enable patients by creating
opportunities for education and knowledge transference and building on patient strengths and
promoting self efficacy. The three existential themes of temporality (time), relationality
(relationships) and corporality (the body) were also key components of the experience of
enablement within a consultation.
Discussion: The data suggested a complex interplay between the experience of the
consultation and the care provided by NP. Both NPs and patients described bespoke care that
formed a basis for a relationship that assisted with knowledge transference and individual
empowerment.

iii

Conclusion: Enablement is a previously underexplored quality of NP care in this setting.
This study proposes a conceptual framework of how enablement is experienced within a NP
consultation. This framework could be used to develop understanding and praxis of
enablement within the PHC setting.

Brief Abstract
100 word abstract:
Patient enablement following consultations has not yet been adequately investigated among
patients of Nurse Practitioners (NP) in Primary Health Care (PHC). The lens of enablement
and a qualitative parallel-multi-strand approach were used to explore patients’ experiences
and NPs’ perspectives of consultations. Meta-inferences made from this study suggest NPs
enable patients by creating opportunities for education and knowledge transference, and
building on patients’ strengths and promoting self efficacy. Three existential components of
the experience of consultations (relationality, temporality, corporality) also played a role.
These findings were used to develop a conceptual framework of how patient enablement is
experienced within a NP consultation.
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Glossary of Terms
Nurse Practitioner (NP):
In this study, a NP in Australia is defined as “A Nurse Practitioner is a Registered Nurse who
has completed both advanced university study at a Master’s Degree level and extensive
clinical training to expand upon the traditional role of a Registered Nurse. They use extended
skills, knowledge and experience in the assessment, planning, implementation, diagnosis and
evaluation of care required.” (ACNP 2010). Additionally, the NP requires an endorsement on
their registration to use the title, which is protected by law.
Patient Enablement:
In this study patient enablement is defined in line with the work of Howie, Heaney, Maxwell
& Walker (1997) as a patient’s ability to cope, understand and manage their own health. It is
a measurable outcome of the quality of care and has been linked with improved patient health
outcomes.
Primary Health Care:
For the purpose of this study, the PHC setting was defined as services that are holistic and
generalist in nature, as opposed to specialist services provided in the community. Therefore,
secondary care such as emergency departments and outpatients, are not part of a primary
health care setting. It is also worth noting that while the primary care (PC) could have been
used in some cases not all NPs were in a general practice or considered to be in primary care.
Therefore, the term PHC which encompasses PC and the wider community setting was used
in this thesis.

xiii
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1.0 Overview
This first chapter will introduce the thesis, and provide a background to the study. It will
explore the development of NP roles both internationally and in Australia. The aims and
objectives of the study will then be presented. The significance of the thesis will then be
discussed and finally a brief synopsis of the thesis presented.

1.1 Introduction
Investment in Primary Health Care (PHC) is a mounting priority of governments across the
world. The World Health Organisation (WHO) report, Primary Health Care: Now More Than
Ever (Van Lerberghe, 2008), stresses the importance of PHC in addressing global health
inequalities and providing responsive health care that does not focus solely on curative
measures.
In many countries, the PHC systems play a crucial role in preventing disease and helping
people better manage their health. In Australia, an ageing population and an increase in the
burden of chronic disease necessitates change to current health delivery models (MacLellan,
Higgins, & Levett- Jones, 2015). The National Primary Health Care Strategic Framework
(Standing Council for Health, 2013) and the Council of Australian Governments National
Healthcare agreement (2012) recognise PHC as a key part of the Australian health care
system (Standing Council for Health, 2013). The Bettering the Evaluation and Care of Health
(BEACH) study, which monitors activity in PHC in Australia reported in 2015 that over the
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last 10 years the number of health issues managed by GPs in consultations had increased by
68 million. The authors also reported that 10 million additional procedures and 12 million
more clinical treatments were recorded in 2013-14 (Britt & Miller, 2015). This demonstrates
the growing pressure on the PHC system in Australia.
Swerissen and Duckett, (2016) suggest that the most significant burden on the health system
in Australia today is chronic disease. A Grattan Institute report in 2016 into PHC recognises
the difficulties in providing chronic illness prevention and management in PHC and
advocates equitable participatory models of care (Swierisson & Duckett, 2016).
Ensuring that care is of good quality is a key focus for primary care reform in Australia
(Department of Health and Ageing., 2009). Measuring the quality of care is therefore integral
to the reform process. Traditionally, PHC has been the domain of General Practitioners
(GPs), and a wealth of international research has explored enablement as an outcome
measure of quality following GP consultations (Howie, Heaney, & Maxwell, 1997). As other
health care professionals move into this area, it is important that the value of the care they
provide is also explored. Other countries, such as the United States of America (USA) and
the United Kingdom (UK), have embraced the role of the NP in PHC, but this role has been
slow to evolve in Australia and little research has been done into NPs providing care in the
PHC setting. This thesis will use enablement as defined by Howie et al. (1997) to explore the
quality of NP consultations in PHC from the perspectives of both patients and NPs.
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1.2 Background
An international perspective of the development of NP roles
The NP role was first implemented in the USA in response to a shortage of primary care
doctors in disadvantaged areas (Brown & Grimes, 1995). The first NP course of study,
commenced in 1965 in the University of Colorado, USA (American Association of Nurse
Practitioners; Nursing & Midwifery Board of Australia, 2013). In the USA, NPs are
credentialed at a state level (Driscoll, Worrall-Carter, O’Reilly, & Stewart, 2005) which has
led to variation in the qualifications required for the role. Additionally, state licensure has
also placed restrictions on the practice of NPs as only 21 states and one district, grant NPs
full practice authority (American Association of Nurse Practitioners., 2016). The NP role in
the USA was developed as an advanced nursing role in the PHC setting (Driscoll et al.,
2005). At a similar time, the role of Clinical Nurse Specialists (CNSs) was developing in
secondary care. As NP’s have moved to secondary care and CNSs to primary care the
differences in the roles have become blurred. This also means that nomenclature of ‘Nurse
Practitioner’ in the USA is not standardised.
Similarly, in the UK, the role of the NP was developed in the early 1980s in response to a
shortage of doctors and the need to increase access for patients in PHC settings (Horrocks,
Anderson, & Salisbury, 2002). However, the NP title is not protected in the UK where NPs
are neither endorsed or registered as such (Walsh & Crumbie, 2003). This means that the
qualifications of a nurse using the title can vary. For example, universities offer prospective
NPs either an undergraduate honours, or a Master’s degree.
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NP roles have been introduced in a variety of settings including PHC in Australia, Canada,
England, Wales, Ireland, Netherlands, New Zealand, USA and Japan (Sangster-Gormley,
2016). However, the assortment of terms used to describe advanced nursing and NP roles has
caused confusion and debate in the literature (Masso & Thompson, 2014).

An overview of the NP role in Australia
In Australia, the NP role was introduced in New South Wales in 1998 (Driscoll et al., 2005).
The role was implemented for two specific reasons: the shortage of doctors and the low rates
of retention of experienced nursing staff in some areas (Harris & Chaboyer, 2002). The NP
role addressed the latter by creating a career pathway for nurses wishing to stay in the clinical
area.
The role was initially implemented differently in each state and territory in Australia, echoing
the role development in the USA, although in Australia, the title NP is protected by
legislation and is now nationally regulated. The Nursing and Midwifery Board of Australia
(NMBA) define a NP as: ‘A nurse practitioner is an advanced practice nurse endorsed by the
Nursing and Midwifery Board of Australia to practice within their scope under the
legislatively protected title nurse practitioner’ (NMBA, 2013 p.5). Additionally, NPs in
Australia must meet standards for practice. The NP standards for practice include four
criteria: assesses using diagnostic capability; plans care and engages others; prescribes and
implements therapeutic interventions; and evaluates outcomes and improves practice
(NMBA, 2013).

5

Chapter 1: Introduction

In the Australian health care system, free or subsidised health care is provided by a
commonwealth funded health insurance scheme called ‘Medicare’ (Biggs, 2004). NPs could
not apply for provider numbers or access to the Australian universal healthcare insurance
system (Medicare) until 2010. This meant that no rebates or subsidies from Medicare were
available to patients of NPs until 2010, 12 years after the role was introduced. This impacted
the development of NP roles in PHC in Australia and NP roles developed differently to those
seen in the UK and the USA. While NPs were introduced and credentialed at a state level like
in the USA, the NP role in Australia became more specialised, with NPs working in areas
such as emergency, sexual health, aged care and wound care. Working in these areas of
secondary care helped NPs overcome the restrictions on their practice and negated the
monetary implications for patients resulting from the lack of Medicare rebates. In 2010,
legislation gave the NP access to Medicare and the Pharmaceutical Benefit Scheme (PBS)
(Currie, Chiarella, & Buckley, 2016). The change in legislation paved the way for the NP role
in PHC to become sustainable, as it meant that consultation charges could be claimed through
Medicare and NPs could prescribe lower cost medications to patients through the PBS
(Currie et al., 2016). This change in legislation however, did not grant NPs full access to
Medicare and this has restricted NP practice in PHC. Despite these restrictions, Helms,
Crookes, & Bailey, (2015) provide case study evidence that the role can be financially viable.
NPs – international research
Internationally the NP role has been widely researched. Sangster-Gormley, (2016) suggests
that NP is the most researched health care role. Many reviews of the NP literature have been
conducted (Brown & Grimes, 1995; Horrocks et al., 2002; Laurant et al., 2005; Masso &
Thompson, 2014; Sangster-Gormley, 2016; Stanik-Hutt et al., 2013). Sangster-Gormley
6
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(2016) produced a report of NP sensitive outcomes using 73 articles and eight reports. The
articles were all peer reviewed research articles however the quality of the studies was not
assessed. This author found NPs provided quality, cost effective care that had a positive
impact on healthcare, both at patient and organisational levels (Sangster-Gormley, 2016). A
systematic review of USA studies also found that NPs deliver high quality, safe and effective
care to a large number of patient populations in a variety of settings (Stanik-Hutt et al., 2013).
This USA review included Randomised Controlled Trials (RCTs) and observational studies
comparing outcomes for NPs with those of Medical Doctors (MDs). This systematic review
did not specify that the studies were only from a PHC setting, however results made
conclusions about NPs in PHC. This review used 11 patient outcomes to compare NPs and
MDs, these outcomes were the patient satisfaction, patient perceived health status, functional
status, ED visits, hospitalisation, duration of ventilation, length of stay in hospital, blood
pressure, blood glucose, serum lipids and mortality. For all 11 outcomes NPs achieved
comparable or better results than MDs (Stanik-Hutt et al., 2013). Australian authors, Masso
& Thompson (2014), conducted a rapid review of NP literature and found that there was
remarkable consistency in the finding that NPs provided equivalent or improved outcomes
when compared to doctors. Four key reviews that explored the primary care context were
identified (Brown & Grimes, 1995; Horrocks et al., 2002; Laurant et al., 2005; Naylor &
Kurtzman, 2010). These reviews once again confirmed that NPs provided safe and effective
care that was, in some cases, more effective than care provided by medical doctors (Naylor &
Kurtzman, 2010). Studies found in these reviews suggested that NPs in PHC were more
effective in patient satisfaction (Horrocks et al, 2002), treatment advice (Searle et al, 2006)
and lipid control (Stanik-Hutt et al., 2013).
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An early Cochrane review examined the findings of 16 studies into the care provided by NPs
in PHC (Laurant et al., 2005). This review concluded that NPs can provide high quality care
and achieve health care outcomes commensurate with those of medical doctors (Laurant et
al., 2005). The review found that NPs in this setting provided more advice and achieved
higher satisfaction rates than GPs. More recently, a Dutch RCT compared the performance of
NPs and GPs in PHC. This study also confirmed the efficacy of the NP role in PHC
(Dierickvan Daele, Metsemakers, Derckx, Spreeuwenberg, & Vrijhoef, 2009). The evidence
for the effectiveness of the NP role in PHC is strong and consistent (Masso & Thompson,
2014). However, one of the criticisms of the NP role is that consultations are longer (Seale,
Anderson, & Kinnersley, 2005). Although no Australian economic evaluation studies of NP
care can be found (Masso & Thompson, 2014), a systematic review conducted in Canada,
reported that NP cost effectiveness in primary and specialised ambulatory care roles is
promising but limited by the number of available studies (Martin-Misener et al., 2015).
Venning, Durie, Roland, Roberts, and Leese, (2000) controversially suggested that if the
consultation times could be reduced and the benefits of the consultation maintained, that NPs
could be more cost effective than GPs. It has also been argued that the length of NP
consultations is the reason that patients appear more satisfied with their care (Kinnersley et
al., 2000).
Patient satisfaction with NP care was researched in New Zealand specifically in the PHC
setting. The study by Gagan and Maybee, (2011) again supported the evidence from the UK
and USA and suggested that “patients worldwide are satisfied with the care they receive from
Nurse Practitioners” (p. 18).
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Research in to NPs in Australia
As the role of the NP in PHC remains in its infancy, little research has been done with this
group of NPs in Australia. In an online survey conducted nationally by Parker, Forrest,
McCracken, McRae, and Cox (2014) respondents were asked if they would be willing to be
seen by NPs in the PHC setting. The majority (87% of 1784) of respondents agreed that they
would be willing to see a NP for some of their health care needs. A limitation of the study
was that 49% of the participants had not, or were unsure, as to whether the nurses they had
received care from were qualified NPs (Parker et al., 2014).
Other Australian studies have examined the NP role (Allnutt et al., 2010; Gardner et al.,
2010), but few have specifically looked at the role in the PHC setting. The research that has
been conducted with NPs in other settings, reflects the international research findings. Allnutt
et al. (2010) found that 95% of patients were confident about the care they received from a
NP and 97% reported they would see a NP again. An Australian study of 95 Emergency
Department doctors determined their perceptions of the NP role using semi-structured
telephone interviews. The findings of this study suggested that the role of the NP is poorly
understood and that there remains substantial resistance to the NP role in the ED (Weiland,
Mackinlay, & Jelinek, 2010). Medical resistance to NP roles was also documented by
MacLellan et al. (2015) who suggest that medical resistance or lack of acceptance was a
reason for the low numbers of NP in Australia. The resistance to the role documented by
both MacLellan et al. (2015) and Weiland et al. (2010) is a concern for NPs in PHC.
Gardner, Della, Middleton, and Gardner (2009) suggests that it is important to evaluate the
new and emerging NP roles. King et al. (2013) also suggests in specific reference to NPs
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roles in PHC that evaluation is critical when implementing these roles. It is also suggested
that evaluation is a way of ensuring quality and responsiveness (Gardner et al., 2016; King et
al., 2013). It is the concept of quality, coupled with the value of time spent with patients, that
the researcher will address through studying the concept of enablement.

The concept of enablement
Howie, Heaney, Maxwell & Walker (1997) define enablement as a patient’s ability to cope,
understand and manage their own health. However, enablement can also be defined as the
intervention of the health care provider designed to create individual empowerment (Hudon
et al., 2010). Mercer, Neumann, Wirtz, Fitzpatrick, and Vojt, (2008) suggest that enablement
is the outcome of empowerment. According to Lubkin and Larsen (2006) the outcome of
empowerment is self efficacy, mastery and control and a renewed and valued sense of self.
Individual empowerment has been linked to improved health outcomes for patients, in
particular more effective decision making, better handling of complications should they arise
and healthier life choices (Wallerstein, 2006). As Hudon et al. (2010) suggests enablement is
the result of individual empowerment, the links to health outcomes are an important impetus
for this study into NP care.
Enablement links with the WHO report into PHC (Van Lerberghe, 2008) and SangsterGormley, Frisch, and Schreiber (2013) who suggest that patient centred outcomes are needed
to explore the “less easily quantified ‘value-added’ benefit that the NPs nursing background
adds to care” (p 653).
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Hudon, St-Cyr Tribble, Bravo, Poitras (2011) in their concept analysis of enablement suggest
the attributes of enablement in the health care context are “the contribution to the therapeutic
relationship, the consideration of the person as a whole, the facilitation of learning, the
valorisation of the person’s strengths, the implication and support to decision making and the
broadening of possibilities” (p.147)
The improved health outcomes attributable to enablement and described by Wallerstein
(2006) are also demonstrated by Mercer et al. (2008) in a study aimed at linking empathy,
enablement and patient outcomes. In this small study of 323 patients in one area of Scotland,
the authors found that enablement predicted patient-rated positive changes in the main
complaint and overall wellbeing one month later. Another study by Price, Mercer, and
MacPherson (2006) correlated enablement with improved outcomes measured using a patient
centred symptom, wellbeing and activity measure at eight weeks. This was again a small
study and the patient population comprised patients attending an acupuncture clinic, rather
than general practice attendees. Little et al. (2001) examined patient centredness and health
outcomes and purported a link with improved health outcomes. These studies have linked
enablement and improved health outcomes and this link justifies the importance of studying
enablement with NPs in PHC.
Howie et al (1997) suggested that there were two main differences between PHC and
secondary care consultations. These differences were, firstly the self-limiting illness, for
which the patient outcome will be the same, the patient will recover regardless of the
consultation with the GP and secondly consultations that involve multi-dimensional
problems. In response to these differences, Howie et al (1997) developed the Patient
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Enablement Indicator (PEI), a validated instrument that has now been used internationally to
measure patient enablement in the PHC arena (Pawlikowska et al 2002; Lam et al, 2002).
Enablement has been recognised as a more valid measure of the quality of a consultation than
satisfaction as it does not respond purely to the patients’ expectations, rather to how the
consultation assisted them to cope with life and health issues (Mercer et al 2012). Satisfaction
has been linked to enablement (Anden, Andersson, & Rudebeck, 2006; Howie, Heaney,
Maxwell, & Walker, 1998; Hudon et al., 2010) but the relationship is not linear (Weenink,
Braspenning, & Wensing, 2014). An Australian study suggested that satisfaction was poorly
reported and was seen as a personal reflection on the practitioner (Simmons & Winefield,
2002). Enablement on the other hand was suggested to be a better outcome measure as it was
less about the practitioner and more about the patients’ health (Simmons & Winefield, 2002).
Tools such as the Patient Empowerment Scale (PES) and the Empowering Speech Practices
Scale (ESPS) both cited in Hudon et al (2010) in a concept analysis of enablement explore
empowerment rather than enablement, and were not specifically aimed at PHC consultations.
Howie et al’s (1997) work is important for the PHC role being researched in this study, as it
is designed specifically for PHC consultations. Additionally, the widespread use of the PEI as
an outcome measure in GP consultations demonstrates the importance of enablement as a
concept in PHC for medicine. Desborough et al (2013) proposed a tool created from Howie et
al’s (1998) PEI and a satisfaction survey, for nurses working in general practice. While this
tool has been created, and validated for use in Australia, it was not designed for NPs in PHC,
but rather for practice nurses. It is the concept of enablement within PHC consultations that is
the focus of my research not satisfaction. Howie et al (1998) make it clear that satisfaction
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and enablement, while linked, are different concepts. Therefore, the original work of Howie
et al (1998) was used for this study. Furthermore, patient satisfaction with NP care has been
well documented in the literature (Brown & Grimes, 1995; Carter, Owen-Williams, & Della,
2015; Horrocks et al., 2002; Stanik-Hutt et al., 2013), while enablement has not been
explored. The aim of this study is therefore to focus on enablement and enabling behaviours
as separate to satisfaction.
The most common health outcomes used to measure the efficacy of NP care in most
published studies are waiting times, length of stay, adverse events, health status and
satisfaction (Masso & Thompson, 2014). Whether the NP plays a therapeutic role in
facilitating enablement and whether enablement can then be considered to be a NP sensitive
outcome has not yet been explored (Sangster-Gormley, 2016).
This study does not seek to compare NP care with GP care, but rather to explore a previously
undocumented value of the care that NPs provide. Masso and Thompson (2016) suggest that
one issue with existing research is that it measures NP care against standard outcomes and
often compares NP care to the care provided by medical doctors. Masso and Thompson
(2016) suggest that this presupposes that doctors provide gold standard care.
Moreover, Gardner et al. (2016) suggest that exploring the patient experience is paramount in
improving accountability and the quality of care and also plays a significant role in
stimulating innovation in practice. In PHC the consultation is the point at which
communication and interaction occur and it is therefore the place in which practitioners can
make the most difference (Lemon & Smith, 2014)
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1.3 Aims and Objectives
The aims of the study were to use the lens of enablement and the PHC setting to:
•

Explore patients’ experiences of NP care

•

Explore NPs’ perceptions of the care they provide to patients

The objectives of the study were to:
•

Develop an understanding of how NPs contribute to patient care in PHC.

•

Explore the role of enablement in the patients’ experience in PHC.

•

Explore patient enablement from the NPs perspective.

•

Explore if the NP plays a therapeutic role in facilitating enablement;

•

Explore whether enablement could be used as a NP sensitive outcome

1.4 Significance of this thesis
In this thesis, I will explore a previously undocumented aspect of NP care in the PHC setting.
NP care in PHC in Australia is in its infancy and the findings of this research will add to the
body of knowledge concerning the value of this emerging role. I will start to address three
significant gaps in the literature: research into the practice of enablement by NPs, the patient
perspective of enablement and the use of enablement among health care professionals other
than medical doctors.
Patients ability to cope with their health needs following a consultation is a key factor of
enablement and effective health care. While international research into primary health care
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has been examined with the use of enablement as a quality indicator, few studies have been
conducted in Australia and even less have examined this outcome following NP care.
Enablement is a concept linked with quality and health outcomes, which is recognised by the
NPs medical counterparts in PHC. Enablement has significant implications in qualifying the
potential benefits of NP care in relation to patient self efficacy.
Understanding and developing enabling behaviours among practitioners in PHC has the
potential to reduce the dependence on health care services already under stress, enhance
quality in consultations and promote a sense of power among those rendered powerless by
illness or incapacity. It is possible NPs can play a significant role in the enablement of
patients.
Enablement has been linked with improved health outcomes in relation to chronic illness
care. A potential link between NP practice and enablement could justify wider
implementation of NP roles in PHC to assist in addressing Australia’s increasing burden of
disease from chronic illness.

1.5 Synopsis of the Thesis
This thesis contains ten chapters. Each published chapter (Chapters 2, 4, 5, and 6) is
presented in a consistent format and is preceded with a title page indicating publication status
and contributing authors. These chapters are publications that have certificates of authorship
presented at the beginning of each chapter.
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Chapter 2 – Literature Review: explores the concept of enablement and how it is understood
in PHC.
Chapter 3 – Methods: provides details of the data collections, statistical analysis and
procedures carried out in Chapters 4, 5 and 6.
Chapter 4 – Findings: Patient Strand provides the results of the patients strand of the study
and explores patients’ experiences of NP care in the PHC setting through the lens of
enablement.
Chapter 5 – Findings: NP Strand provides the results of the NP strand of the study which
explored NPs perceptions of the care they provide.
Chapter 6 – Findings: Meta- Inferences provides the results of a meta-inferences and
develops a conceptual framework for the practice of enablement.
Chapter 7 – Discussion: A discussion of the findings of the study in relation to existing
research and theory.
Chapter 8 - Summary and conclusions: reviews the findings of the thesis, the contribution to
current knowledge and suggests future research regarding enablement and NP roles in PHC.
Chapter 9 – References: To add clarity and enhance readability of the thesis, all of the
references from each chapter including the publications, have been compiled into one list in
this chapter.
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1.6 Summary
This chapter suggested the importance of quality in PHC. It examines Australian PHC care
reform policy and the development of NP roles both internationally and in Australia. The
existing literature supporting NP care has been explored and the sparseness of Australian
research identified.
This chapter has introduced the concept of enablement which will be used as a lens to
examine the consultations of NPs in PHC. Enablement will be explored further in Chapter 2.
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Chapter 2: Literature Review
Published work # 1
Frost, J., Currie, M. J., & Cruickshank, M. (2015). An Integrative Review of
Enablement in Primary Health Care. Journal of primary care & community
health, 6(4), 264-278.
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Overview: Chapter 2
This first article reviews the literature in regards to the concept of enablement in PHC. It
describes the methods used to review the literature and provides evidence for the gaps in the
literature that this thesis aimed to address. Enablement will be used in this study as a lens to
explore consultations of NPs and therefore this article is important in positioning the thesis
within the existing literature.
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2.1 Title:
An Integrative Review of Enablement in Primary Health

2.2 Abstract
Objectives: To review how enablement is conceptualized and practiced in primary healthcare
and to explore the factors that influence patient enablement in this setting.
Method: A narrative integrative literature review was undertaken.
Results: Twenty-four articles specifically relating to enablement in primary health care were
identified. Three literature reviews, four qualitative studies and seventeen quantitative studies
were included in the analysis.
Conclusions: In the primary health care setting, the concept of enablement is well defined as
an outcome measure of quality. The literature exploring the practice of enablement is sparse,
but two randomized controlled trials suggest enablement is linked to better outcomes for
patients with asthma and diabetes. Primary factors influencing enablement were open
communication style, the degree to which the practitioner is patient centred and longer
consultations. Other factors found to be associated with enablement were the presenting
health issue, general state of health, ethnicity, the patient’s own coping strategies and degree
of independence and socio-economic status. The association between enablement and
patients’ expectations and satisfaction is less clear. The majority of research on enablement
was carried out among General Practitioners. Further research into the degree to which
patients are enabled by a wider range of health care providers is needed. Additional
qualitative research would provide a deeper understanding of the attributes of enablement in
the primary health care setting.
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2.3 Introduction
Primary Health Care (PHC) systems play a crucial role in preventing disease and helping
people to better manage their health in many countries. In Australia, this is acknowledged in
the National Primary Health Care Strategic Framework (Ageing, 2013) and improving PHC
and helping people ‘Better manage their care are ‘key goals of the Council of Australian
Governments National Health Reform Agreement, 2011(COAG), 2012).

One of the aims of a consultation is to help patients better manage their own health.
Consultations in the PHC settings are different from consultations in the hospital setting and
so Patient Reported Outcome Measures (PROMs) used in hospitals are not always
transferrable. Several PROMs are used to assess the quality of PHC consultations one of
which, patient enablement (hereafter enablement), has been found to be particularly useful
(Weenink, Braspenning, & Wensing, 2014). Enablement can be defined as “an intervention
by which the health care provider recognises, promotes and enhances a patient’s ability to
manage their own health” (Hudon et al., 2010 p.1). In 1997, Howie, Heaney, and Maxwell,
(1997) used enablement as an outcome measure in a study designed to determine the quality
of consultations in the general practice setting. Enablement is now recognised internationally
as a valid measure of the quality of a consultation with a General Practitioner (GP) (Adžić et
al., 2008; Lam, Yuen, Mercer, & Wong, 2010).

To better measure consultation quality in PHC, Howie, Heaney, Maxwell, and Walker (1998)
developed and validated the Patient Enablement Indicator (PEI) (Howie et al., 1997). This
instrument has been used to study patient enablement in PHC in a number of countries
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(Kurosawa et al., 2012; Lam et al., 2010;

Pawlikowska, Nowak, Szumilo-Grzesik, &

Walker, 2002). The PEI is a six-item instrument which rates a patient’s ability to cope with
life; to understand their illness; to cope with their illness; to keep themselves healthy; to be
confidence about their health and to help themselves (Howie et al., 1997).

While the PEI has been used internationally to measure enablement, it appears the concept
remains poorly understood in PHC. As the PEI has only been used to determine enablement
following GP consultations, its performance following consultations with other health
professionals such as NPs is not known. To determine what is known about enablement in the
PHC setting a narrative, integrative review of the literature was conducted.

The aim of the review was to summarise and synthesise the existing published literature
concerning the concept of enablement and its practice in PHC. The three questions to be
answered by the review were:
•

How is enablement conceptualised in PHC?

•

How is enablement practiced in PHC?

•

Which factors, if any, influence patient enablement in the PHC setting?
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2.2 Review design
An integrative review approach was chosen to allow for the incorporation of diverse research
methodologies and varied views expressed about enablement by health care workers and
patients within PHC. Whitmore and Knafl (2005) suggest that, while this method does have
limitations such as being open to reviewer bias, an integrative review can inform practice as
long as a rigorous, transparent process is followed.

Search methods
Health literature, published in English between 1997 and 2014, was searched. These dates
were chosen to ensure the review encompassed Howie’s seminal work (Howie et al., 1997).
A rapid initial review of articles in CINAHL and Medline led to the development of the
search string. This was then used to more comprehensively search Medline, CINAHL, Web
of Science and Informit. These databases were identified as key databases for medical,
nursing and allied health research undertaken in the in PHC setting.
Title and abstract reviews were undertaken to determine if the articles appeared to be relevant
to the review. Full text copies of relevant reviews were obtained and read, and the reference
lists of those identified for inclusion were searched for additional relevant studies.
Enablement OR “patient self efficacy” OR “patient self efficacy” OR “client self
efficacy” OR “client self efficacy” OR “patient empowerment”) AND (“primary
health care” OR “primary care” OR “general practice” OR “family practice” OR
consultations OR appointments)
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Papers were excluded if they were duplicates; concerned with the secondary or tertiary health
care sectors; did not specifically deal with patient enablement, self efficacy or empowerment;
or were focused on patients who were engaged with a number of specialist services as well as
PHC.
Search outcome
The search yielded 700 articles, 25 of which were included in the review (Figure 1). Of
these, three used qualitative methods, 17 used quantitative methods and three were review
articles. Of the 17 quantitative studies, one was a Randomised Controlled Trial (RCT) and 15
were observational studies. Of the latter, seven were cross sectional studies, five were
surveys, two were observational studies, and one was a longitudinal study. Two studies were
not described as using a mixed method approach, but claimed both qualitative and
quantitative components.
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Identification

diagram
Articles
identified through database
searching
(n = 692)

Additional articles identified
through hand searching
(n = 8)

Articles screened
(n = 692)

Articles excluded (n = 583)

Duplicates removed

Screening

(n = 44)

Full-text articles assessed
for eligibility
(n = 65)

Full-text articles excluded,
with reasons
(n = 41)

Eligibility

Qualitative studies
included
(n = 3)

Included

Quantitative studies
included
(n =17)

Multiple method studies
included
(n =2)

Literature reviews
included
(n =3)

Figure 1. Literature search flow diagram. Based on: PRISMA 2009 flow diagram.
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Quality Appraisal
The quality of all papers was assessed using the framework and guidelines devised and
evaluated by Caldwell an colleagues (Caldwell, 2005) This framework comprises
overarching questions to determine quality in both qualitative and quantitative research and
then specific questions for quantitative and qualitative studies respectively.

Data abstraction and synthesis
A manual search was used to identify commonalities in the studies and these were
categorised. Data reduction, data display, data comparison and finally conclusion drawing
and verification were undertaken as suggested by Whitmore and Knafl (Whittemore & Knafl,
2005).

2.3 Results
The following table demonstrates the breadth of the literature found and the major findings of
each study included in the review.
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Quantitative studies (N=17)
Authors, Year

Title

Aim

Sample, Setting

Research Design

Major findings

Mercer et al

More time for complex

To evaluate the effect of

300 patients of one

Longitudinal study

Longer consultations (average increase 2.5

consultations in a high

increasing consultation

practice in Glasgow,

using a before and

minutes, with consultations ranging from

deprivation practice is

length on patient

Scotland.

after design

<5minutes to >20 minutes. A higher percentage

associated with

enablement

(2007)
of complex consultations lasted longer than 12

increased patient

minutes following the intervention) increased

enablement

enablement. This finding was not uniform across
all sections of the PEI which sections

Weenick et al

Patient reported

To explore the potential

300 patients of three

Cross-sectional study

Several generic instruments which measured

(2014)

outcome measures

usefulness of seven

general practices (one

using questionnaires

quality of life, patient empowerment and patient

(PROM) in primary

generic measures for

urban and two rural

administered at

enablement might be fit for use as a PROM.

care: An observational

assessing health

practices) five GPs in

baseline and four

pilot study of seven

outcomes in PHC

total, in south-eastern

weeks later

The PEI showed no relation to health status or
generic instruments

satisfaction

Netherlands
(98 patients
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completed both
questionnaires)

Adzic et al

Patient, Physician and

To investigate the quality

5527 patients in

Cross sectional study

Enablement was related to continuity of care and

(2008)

Practice Characteristics

of general practice care in

Croatia

using a questionnaire

patient health status but also to patient,

Related to Patient

Croatia

physician and practice characteristics.

Enablement in General
Enablement scores were higher in Croatia then
Practice in Croatia:
in the UK and Poland.
Cross sectional survey

Rohrer,

Patient centredness,

To investigate the

680 patients, USA

Cross sectional

In this study, satisfaction with aspects of

Wilshusen,

self-rated health and

relationship between

survey

communication such as: explanations, listening,

Adamson, &

patient empowerment:

empowerment,

use of understandable words and involvement in

Merry,(2008)

should providers spend

satisfaction and

decision making, was linked to empowerment.

more time

communication.
This article suggests that educational issues that

communicating with
were not urgent or complex could be referred to
their patients?
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other PHC agencies as a cost saving measure.

Mead, Bower, &

Factors associated with

To identify patient and

190,038 responses in

Cross sectional

A positive evaluation of communication skills

Roland, (2008a)

enablement in general

practice characteristics

1031 general

survey of a large,

was most strongly related to enablement

practice

associated with

practices in the UK

routinely-collected
Continuity of care was linked to enablement but

enablement scores

dataset of patient

following general

evaluations

to a lesser extent than communication skills
practice consultations

Qualitative study recommended to examine
relationship between enablement and ethnicity

Mercer, Jani,

Patient enablement

To assess factors

3,044 patients

Cross sectional study

Four factors independently predicted

Maxwell, Wong,

requires physician

influencing patient

attending 26 GPs (16

using a

enablement. In affluent and deprived areas -

& Watt, (2012)

empathy: a cross

enablement in GP

in areas of high

questionnaire.

patients with chronic poor general health, and

sectional study of

consultations in areas of

socio-economic

those consulting about a long-standing problem;
Confidence that the

general practice

high and low deprivation

deprivation and 10 in

in deprived areas, emotional distress (measured
doctor would be able

consultations in areas

low deprivation

on the GHQ) had an additional negative effect
to help was recorded

of high and low socio-

areas, in the west of

on enablement. Perceived GP empathy had a
before the
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economic deprivation

Scotland).

in Scotland

consultation. PEI, GP

positive effect on enablement in both affluent

empathy (measured

and deprived areas. Maximal patient enablement

by the CARE

was never found with low empathy.

Measure), were
recorded after the
consultation.

Brusse & Yen

Preferences,

To assess the feasibility

67 patients of 3

Cross sectional study

No concordance was found between patient

(2013)

predictions and patient

of measuring the

general practices in

using a questionnaire

preferences or predictions and the PEI scores.

enablement: a

relationship between

the Australian Capital

preliminary study

expectation fulfillment

Territory, Australia

Patient preferences
and predictions for a

and patient enablement
range of possible
outcomes were
recorded before the
consultation. PEI and
the actual outcomes
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of the consultation
were recorded at the
conclusion of the
consultation.

Howie et al

A comparison of a

To test whether

818 patients

Cross sectional study

Implications of enablement past a single consult

1998)

Patient Enablement

enablement and

attending three urban

using a questionnaire

and cost effectiveness of improving enablement

Instrument against two

satisfaction are related or

general practices of

containing the three

yet to be determined

established satisfaction

separate concepts

varying socio-

instruments
Validated PEI as a different, but related

scales as an outcome

economic mixes in

measure of primary

Edinburgh, Scotland.

outcome, to satisfaction

care consultations

Simmons &

Predictors of patient

To explore the

103 patients of eight

Cross sectional study

The length of consult was not related to

Winefield (2002)

enablement of doctors’

relationship between

general practices in

using a questionnaire

enablement.

help giving style and

patient characteristics,

metropolitan

containing the

visit characteristics

visit characteristics, GP

Adelaide, Australia

Helpgiving Practices

Patients were more likely to admit to not
experiencing health benefit than to
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help giving style and

Scale and the PEI

dissatisfaction.

patient enablement

Wensing,

Do elderly people feel

To determine whether

625 patients across 7

Secondary analysis of

Positive evaluations of involvement were

Wetzels,

more enabled if they

older patients’

countries

data from an

associated with higher enablement scores; this

Hermsen, &

have been actively

enablement was

international cross

association was greater if the patient had a high

sectional study

preference for involvement. Mean PEI score was

Enablement

5.5./12

across Europe
Baker, (2007)

involved in primary

associated with their
(Austria, Belgium,

care consultations

evaluation of the level of
Germany,
involvement in primary

measured by the PEI
Netherlands,

care consultations
Switzerland, Sweden
& UK)

Haughney,

The use of a

To ascertain if the PEI

228 patients, from 72

Randomised

Enablement was significantly higher in patients

Cotton, Rosen,

modification of the

could be adapted for use

practices in the UK

Controlled Trial sub-

with skills and permission to independently

Morrison, &

Patient Enablement

in asthma management,

study

adjust their medication than the control group

Price, (2007)

Instrument in asthma

and to use it to evaluate

taking fixed dose medication

“enablement” in patients
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with asthma randomised

Authors link flexibility and patient control

to either fixed or

(empowerment) to enablement, but question the

adjustable dosing regime

validity of the original tool in terms of
responsiveness and reproducibility

Kelly et al

Delays in response and

To identify predictors of

855/3250 (26%)

Cross sectional study

Treatment centre consultations significantly

(2010)

triage times reduce

user satisfaction and

users responded,

using a postal

associated with decreased patient satisfaction

patient satisfaction and

enablement across

study conducted in

questionnaire

and decreased enablement compared with

enablement after using

unscheduled care or GP

Wales, UK

out of hours service

out of hours service

telephone advice.

providers
Delays in call answering or callback for triage
and shorter consultations significantly associated
with lower satisfaction. Waiting more than a
minute for initial call answering was associated
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with lower enablement.

No association between enablement and
designation of clinician (nurse vs doctor)
Consultations>16 minutes were associated with
satisfaction and enablement

Kurosawa et al

Two components,

To develop a Japanese

256 patients (97%

Cross sectional

Two principal factors, coping with illness and

(2012)

coping and

version of the PEI and

response rate) in

validation study

health maintenance and confidence in oneself

independence,

examine its validity and

Japan

compromise patient

reliability and clarify the

enablement in Japan:

constitution of the

cross sectional study in

concept about patients

Tohoku area

enablement among

and independence, were related to enablement
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Japanese patients

McKinstry,

Can doctors predict

To determine if patient

Colthart &

patients’ satisfaction

satisfaction and

Walker (2006)

29 doctors and
1848 patients in

Cross sectional using

Poor correlation between both experienced and

a questionnaire

inexperienced doctors assessment of satisfaction

including the CSQ

(their own and the patients’) and the PEI and

and PEI as a proxy

CSQ. Authors noted that satisfaction has been
linked to outcomes such as compliance.

and enablement? A

enablement following a

cross sectional

consultation are

observational study

correlated with both

measure of

inexperienced and

satisfaction

Scotland

experienced doctors
predictions

Lam et al (2010)

A pilot study on the

To validate the

152 adult patients in

Cross sectional

The acceptability, validity, reliability and

validity and reliability

psychometric properties

a primary care clinic

validation study

sensitivity of the Chinese version of the PEI was

of the Patient

of a Chinese version of

in Hong Kong,

established in this population. PEI scores did not

Enablement

the PEI and determine if

China.

change between baseline (immediately) and 2

Instrument(PEI) in a

these were affected by

Chinese population

timing of administration

weeks post consultation

38

Chapter 2: Literature review

Pawlikowska,

Patient involvement in

To compare patient

Walker, Nowak,

assessing consultation

enablement among

7924 consultations

Cross sectional study

Consultation length and knowing the doctor

using a questionnaire

were independently associated with patient

48 doctors in Poland
& Szumilo-

quality: a quantitative

different types of doctors

Grzesik, (2010)

study of the Patient

delivering Primary care in

Enablement Instrument

Poland

enablement in the Polish context.
The authors recommended further research into
expectations of patients shaped by social and

in Poland
cultural issues influencing the PEI.

Pawlikowska et

Primary care reform: a

To test the evaluative

2289 consultations

A cross sectional

Patients seen by diploma GPs achieved higher

al., (2002)

pilot study to test the

potential of the PEI in

with 9 doctors

study using a

patient enablement scores than those seen by

evaluative potential of

Poland.

within a single region

questionnaire

non-diploma GPs and polyclinic

the Patient Enablement

around Gdansk,

doctors. Patients seen by diploma GPs received

Instrument in Poland

Poland

longer consultations Mean difference 2.54
minutes). Increased duration of the consultation
positively correlated with enablement.
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Multiple method studies (n=2)

Pawlikowska,

Verbal and non-verbal

To assess the relationship

88 recorded routine

Multiple methods

For enablement consultations should be patient-

Zhang, Griffiths,

behaviour of doctors

between observable

PHC consultations in

study

centered and doctors should facilitate socio-

van Dalen, & van

and patients in primary

patient and doctor verbal

the UK, analysed

emotional interchange. Observable behaviour

der Vleuten,

care consultations –

and non-verbal

using the Roter

included

(2012)

how this relates to

Interaction Analysis

probably contributes to only about a third of the

System (RIAS) and

factors

the Medical

consultations.

in

communication

skills

training

behaviors and the degree
patient enablement

that

engender

enablement

in

of enablement in
consultations according
Interaction Process
to the Patient Enablement

System (MIPS).

Instrument (PEI)

Practice implications
To support patient enablement in consultations,
clinicians should focus on agreements, approvals
and legitimization whilst attending to patient
agendas.
Consultations regarded as patient-centered or
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verbally dominated by the patient were
considered enabling. Socio-emotional
interchange was associated with enablement.
Together with task-related behavior these
consultation features explained only 33% of the
variance of enablement, indicating enablement
comprises aspects beyond those expressed as
observable behavior.

Mead, Bower, &

The impact of general

To examine the

173 video-taped

Hann, (2002)

practitioners patient

relationship between

consultations from

Observational design.

Multivariate regression showed that GPs’ patient
centred behaviours did not predict enablement or

Patient centredness
centredness on patients

three patient centred

GP practices in

satisfaction.
was examined using

post consultation

behaviours and two

Birmingham, Exeter

satisfaction and

different consultation

& Manchester in the

enablement.

outcomes, satisfaction

UK

three dimensions of a
patient centred
consulting style: the
and enablement.
bio psychosocial
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perspective, sharing
power and
responsibility and the
therapeutic alliance.
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Qualitative studies (n=3)
Authors, Year

Title

Aim

Sample, Setting

Research Design

Major findings

Desborough,

A tool to evaluate

To develop a survey,

100 Practice Nurses ,

Focus group and

The PESS is a useful, practical tool for the

Banfield &

patient experiences of

simple to utilise,

2 focus groups n=10 ,

interviews

evaluation of nursing care in Australian general

Parker (2014)

nursing care in

administer and analyse to

interview n=4,

Australian general

evaluate satisfaction and

Australia.

practice: development

enablement of patients

of the Patient

who receive nursing care

Enablement and

in Australian General

Satisfaction Survey

Practice

Hudon et al

Family physician

To identify family

30 patients (aged 35-

Qualitative interview

Patients reported that being I a partnership with

(2013)

enabling attitudes: a

physicians enabling

75 years) presenting

study.

their family physician was the most important

qualitative study of

attitudes and behaviours

with at least one

practice.

facilitator of enablement. Other physician
Data were collected

patients perceptions

from the perspective of
patients with chronic

common chronic
disease, recruited in

attributes that contributed to enablement were:
through in-depth
interviews and were
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illness.

primary care clinics

analyzed using

care system; having their situation taken into

in 2 regions of

thematic analysis.

account allowed the legitimization of their

Quebec, Canada.

feelings. They found their family physician to be
in a good position to acknowledge and promote
their expertise, and to help them maintain hope.

Deveugele,

Consultation length in

To explore determinants

Derese, van den

general practice: cross

of consultation length

Brink-Muinen,

sectional study in six

Bensing, & De

European countries 190

Netherlands

Analysis of

Consultation length differs by country in part

videotaped

due to the organisation of health care. Contrary

consultations

to other studies age and education level did not
affect consultation length

Maeseneer,
(2002)

Literature reviews (n=3)

Hudon et al

Assessing enablement

To identify and compare

53 articles retrieved,

(2010)

in clinical practice: a

instruments that assess

4 included

systematic review of

enablement in the health
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Two instruments assess enablement in the
hospital setting, no instrument found for
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available instruments

care context

ambulatory care setting.
Hospital instruments may not be appropriate for
ambulatory care as interaction between family
doctor and patients are more likely to evolve
over time so enablement is more likely to
develop through a longitudinal process.

Hudon, St-Cyr

Enablement in health

To study the enablement

Tribble, Bravo,

care context: a concept

concept through a

& Poitras, (2011)

analysis

concept analysis in the

67 articles

Literature review

Attributes of enablement :
Consideration of the person as a whole

health care context

Facilitation of learning
Valorization of the persons strengths
Support to make decisions
Broadening of possibilities
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Anden,

Concepts underlying

To give an overview of

Multiple general

Literature review 101

Concepts have been used in the literature to

Andersson, &

outcome measures in

concepts used to describe

practices

articles retrieved, 35
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The concept of enablement
In the quantitative literature enablement was conceptualised as a Patient Related Outcome
Measure (PROM) used to indicate the quality of a consultation3,5,8. The primary focus of the
quantitative literature was on how to facilitate enablement rather than defining the concept.
The three literature reviews Anden et al., (2006); Hudon et al. (2011) Hudon et al. (2010)
linked enablement and empowerment. These reviews extrapolated the properties of
empowerment to define the concept of enablement on the premise that enablement is the
result of individual empowerment (Hudon et al., 2010).

Findings of the three qualitative studies (Hudon et al., (2010), Hudon et al (2011) and Anden
et al (2006) were similar to those of the quantitative studies. For example Hudon et al.(2013)
explored the enablement experience of patients with chronic illnesses and determined that
enablement resulted from the process of developing a partnership; promoting interest in
health care; starting from the patient’s situation; legitimising the illness experience;
acknowledging and promoting patient’s expertise and maintaining hope. The concept analysis
literature review by Hudon et al (2011) found that 67% of the articles included being derived
from the nursing literature. Interestingly, the review failed to identify any of the work on
enablement conducted in PHC (Hudon et al., 2011).

As expected in patient centred concepts one size does not fit all. The whole ethos of patient
centeredness is one of uniqueness and diversity (Lubkin & Larsen, 2006). Enablement will be
an individual experience; however, there are several elements of the PHC consultation that
the research proposes directly influence enablement. Both the qualitative and quantitative
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studies used in this review explored the relationship between factors potentially associated
with enablement including communication, patient centeredness; consultation length; patient
expectations/satisfaction and other factors which affect patient enablement

How enablement is practiced
Four of the papers, two quantitative studies; Haughney et al. (2007); Howie et al. (1997), the
concept analysis (Hudon et al., 2011) and, the systematic review of enablement measurement
tools(Hudon et al., 2010) focused specifically on the relationship between enablement and
empowerment. Empowerment was considered to be intrinsically linked with enablement with
some authors suggesting the terms are interchangeable (Hudon et al., 2010). The two
qualitative studies surrounding patients’ perspectives of empowerment and enablement show
that the patient behaviours required to achieve both empowerment and enablement were
similar (Hudon et al., 2013; Rohrer et al., 2008). These two studies identified such attributes
as listening, explanations and involvement in decisions (Hudon et al., 2013; Rohrer et al.,
2008).

The literature focuses on empowerment through education, whereas some authors suggest
that enablement is more comprehensive and also incorporates coping and managing illness
(Howie et al., 1997). The term self efficacy is also used interchangeably with enablement,
and is defined as the belief in one’s ability to act (Bandurra 1997). No qualitative research
could be found that described patient’s perspectives of self efficacy.
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Factors influencing enablement
Communication and Patient-centeredness
Twelve studies (seven quantitative; Haughney et al., 2007; Kurosawa et al., 2012;
Pawlikowska et al., 2012; Pawlikowska et al., 2002; Mead et al., 2008a; Mercer et al., 2012;
Wensing et al.,
2007), two qualitative (Hudon et al., 2013; Mead et al., 2002) and three literature reviews
(Anden et al., 2006; Hudon et al., 2011; Hudon et al., 2010) examined enablement and
communication, or patient centred behaviours including empathy (Mercer et al., 2012) and
involvement (Wensing et al., 2007). Overall, these behaviours improved enablement, but
findings were not consistent across all studies. An early study of enablement by Mead et al.,
(2002) in general practice found no correlation between GPs’ patient centred behaviours and
enablement.

Empowerment and self efficacy were linked with communication (Rohrer et al., 2008; Lee et
al., 2011). Pawlikowska et al (2012) attributed 33% of enablement scores to practitioners’
patient centeredness, but were unable to account for the source of the remaining 67% of the
enablement score. This study also found that non-verbal communication and verbal
dominance in consultations did not directly affect enablement. All three literature reviews
linked communication and patient centredness to both enablement and empowerment (Anden
et al., 2006; Hudon et al., 2011; Hudon et al., 2010). Mercer at al. (2012) found a positive
association between GP empathy and enablement. This study was limited by the fact that the
GP practices studied may not have been representative due to the recruitment strategy used.A
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randomized controlled trial that examined enablement in asthma management reported that
patients felt that flexibility and autonomy were positively correlated to enablement
(Haughney et al., 2007). This is reiterated by Kurosawa et al. (2012) who related coping and
independence to enablement.

Length of consultation
Length of consultation was positively correlated with enablement in five of six studies using
the PEI (Howie et al., 1998; Kelly et al., 2010; Kurosawa et al., 2012; Mercer & Watt, 2007;
T. R. Pawlikowska et al., 2002)

Mercer et al (2007) tested whether facilitating GPs to

increase the length of their consultations on an ad hoc basis by employing an additional part
time GP and allowing 10 minutes in each hour as “free time” would increase in patient
enablement. Results from this study showed an increase in PEI scores was achieved with a
mean increase in consultation length of 2.5 minutes for the post-test group (Mercer et al.,
2007). Overall there was a 0.75 point increase in the enablement score in the complex
consultations from baseline. However, enablement scores increased significantly with all
consultations, not only the complex consultations (Mercer et al., 2007). Interestingly, while
an increase in enablement scores was found, the increase was not uniform across the six scale
items. Differences were demonstrated in patients’ ability to understand their condition
(p=0.004), cope with their illness (p<0.001), and keep themselves’ healthier (p=<0.001)
(Mercer et al., 2007). The patients’ ability to cope with life, confidence about health and
ability to help themselves, the other items on the PEI scale (Howie et al., 1998), were not
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increased by the longer consultations offered as the intervention in this study. GPs reported
less stress following introduction of the “free time” initiative (Mercer et al., 2007).

Some authors have postulated that the length of a consultation may affect enablement with
longer interactions yielding higher enablement scores. While studies conducted in the PHC
sector in the UK (Howie et al., 1998; Mercer et al., 2007), Poland (Pawlikowska et al., 2002)
and Japan (Kurosawa et al., 2012) report positive associations between longer clinician
patient interactions and enablement, an Australian study (Simmons & Winefield, 2002),
found no relationship between time and enablement. However, depending on how the PHC
service operates, the financial cost to the patient of a longer consultation must be considered18
in the analysis. Rohrer et al (2008) suggest it might be better to outsource education aimed at
empowerment in cases where the need was not urgent or overly complex, but cautioned that
outsourcing could affect the clinician-patient relationship.

Patients’ expectations and satisfaction
Three studies30,19,4 included in one review4 , suggest that enablement and satisfaction are
linked, but Howie et al. (1998) while testing the PEI against two satisfaction scales (the CSQ
and MISS), suggested that they are different concepts. A further two studies Weenink et al
(2014) and Mckinstry et al (2006), which examined the outcomes separately found that while
the relationship between enablement and satisfaction was not linear (Weenink et al., 2014),
they were linked.
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While satisfaction appears to be linked to patient expectations (Howie, Heaney, Maxwell,
Freeman, & Mercer, 2008), one Australian study found no relationship between the two
outcomes (Simmons & Winefield, 2002). Simmons and Winefield (2002) suggest that patient
satisfaction is poorly reported. The Australian study found that patients were however, more
likely to admit to experiencing no health benefit and this could be expressed in terms of
enablement (Simmons & Winefield, 2002). It was suggested in this study, that the latter was
not seen to be a personal reflection on the practitioner (Simmons & Winefield, 2002).

Other factors that influence enablement
The relationship between enablement and any single modifiable factor is confounded by
intrinsic factors that are not modifiable and are decidedly heterogeneous. Some authors
suggest that the degree to which a patient is enabled is influenced by the patient’s: presenting
issue (Mercer et al., 2012), general state of health (Mercer et al., 2012), ethnicity (Mead et
al., 2008a), own coping strategies (Kurosawa et al., 2012), degree of independence
(Kurosawa et al., 2012) and socio- economic status (Mercer et al., 2007). A 2002 study in
Poland looked at the different ways GPs were trained (Pawlikowska et al., 2002). It found
that those who had been trained to take a patient focused approach to care, as opposed to
traditional training, gained higher enablement scores among their patients (Pawlikowska et
al., 2002). Traditional training was seen to have less focus on holistic care and more on the
medical model of illness. Studies concerning GPs empathy (Kelly et al., 2010) and helpgiving styles (Simmons & Winefield, 2002) suggest these are also linked to GP education or
preparation. Two studies (Brusse & Yen, 2013; McKinstry et al., 2006) examined whether
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GPs could predict enablement scores in patients. Both studies found that the link between GP
prediction and patients’ response was weak, suggesting that in order to improve enablement,
physicians need to understand it better.

2.4 Discussion
Medicine clearly defines patient enablement in PHC and recognises that it is a more valid
measure of the quality of a consultation than satisfaction as it does not respond purely to the
patient’s expectations, but rather to how the consultation assists them to cope with life and
health issues (Mercer et al., 2012). Articles included in the content analysis came primarily
from nursing and the tertiary sector. They failed to include Howie’s work conducted in the
PHC setting. In this analysis, the attributes of enablement were defined as: “the therapeutic
relationship, the consideration of the person as a whole, the facilitation of learning, the
valorization of the person’s strengths, the implication and support to decision making and the
broadening of possibilities” (p.147) (Hudon et al., 2011). Hudon et al (2011) is the only
study found in this review that combined the two aspects of enablement by investigating
patients’ perspectives of enablement.

Studies included in this review, show that ethnicity (Howie et al., 2008; Mead et al., 2008a),
reason for consultation (Mercer et al., 2007), socio economic situation (Mercer & Watt,
2007) and general state of health (Mercer et al., 2012) can limit enablement. These findings
are important to explain regional and international differences in enablement and to tailor
practices accordingly. Ethnicity was found to affect enablement (Howie et al., 2008; Mead et
al., 2008a), but no explanation for this has been put forward in the literature. In broader
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research, a study of empowerment in the United Kingdom that focused on people of South
Asian origin suggested that attitudes of a community needed to be explored for empowerment
to be successful (Stone, Pound, Pancholi, Farooqi, & Khunti, 2005). The value placed on
education in this study, had a positive influence on attitudes to empowerment through
knowledge but conversely led to low motivation in becoming a partner in their own care
(Stone et al., 2005). To promote enablement as a fair measure of the quality of a consultation,
the relationship of these factors needs to be explored and incorporated into the practice of
enablement.

The randomized control trials that examined enablement (Haughney et al., 2007) and selfefficacy (Lee et al., 2011) are perhaps the best evidence of the practice of enablement in the
primary health care setting. While the trials examine specific illnesses, they show positive
outcomes for the adopted approaches. Haughney et al, (2010) in their RCT conducted among
patients with asthma found that having greater control of their medication doses enabled
patients (Haughney et al., 2007). Stone et al, (2005) in a study among patients with diabetes
found in a program which promoted self efficacy and patient involvement enhanced
enablement (Lee et al., 2011). Both trials showed a significant improvement in enablement
and self efficacy respectively.

The literature that discusses the attributes of enablement is also important in determining
practices that are enabling. Hudon’s attributes of enablement include: consideration of the
person as a whole, support to make decisions, facilitation of learning, broadening of
possibilities and valorization of strengths (Hudon et al., 2011). These proposed attributes can
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be seen to reflected in the quantitative literature that links enablement to empathy (Mercer et
al, 2008), communication (Kurosawa et al., 2012) and patient centred behaviours (Mead et
al., 2008a).

A focus of enablement is legitimizing illness and the importance of trust and hope(Hudon et
al., 2013). This reflects the concept of coping emulated in Howies (1998) work, and is reenforced by the with the Japanese research which identified independence and coping as key
factors in enablement (Kurosawa et al., 2012). Patients in the studies reviewed, appear to
value patient centeredness in terms of partnership and trust. However, it does not appear to be
a linear correlation. Partnership is linked in the literature with non-verbal behaviours and
verbal dominance and these have been shown to have different effects on enablement.

It is clear that more research into the other factors that influence enablement, and further
qualitative analysis of how and why people feel enabled, is needed. Literature reviews on
enablement are sparse, with only three studies found: a concept analysis (Hudon et al., 2011)
which relies heavily on the concept of empowerment; a review of instruments used to assess
enablement (Hudon et al., 2010) and a study of outcome measures in PHC (Anden et al.,
2006).

The nursing literature about enablement describes a range of research methods, while the
medical literature is predominantly quantitative in nature (using PEI). It is important to
amalgamate views of the concept gained from both quantitative and qualitative research to
fully understand how enablement can be developed within all consultations in PHC.
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While the majority of the studies into enablement in PHC focus on GPs, the PESS scale, a
variation of the PEI, has been developed for practice nurses (Desborough et al., 2014). This
scale however did not investigate properties of enablement and while it is important that the
PEI has been adapted for other health care professionals, without further understanding it will
not address the gap in knowledge. Therefore, further study is required into both the practice
and the factors affecting enablement.

Given the plethora of definitions pertaining to empowerment, which is recognized as a key
component of general practice, the concept of enablement needs further definition.
Recognizing and formalizing the attributes of enablement particularly in relation to primary
health care is important for both quality improvement and for education of the primary health
care workforce. Enablement has been recognized as a valid measure of quality in primary
health care and has been incorporated into more comprehensive consultation assessment tools
(Mead, Bower, & Roland, 2008b; Mercer & Howie, 2006). The literature goes some way to
describe some of the specific attributes needed to enable a patient, but more research is
required. Qualitative data around enablement is particularly lacking and is important to truly
understand the concept.

Strengths and limitations
This study has identified the disparate nature of the current literature into enablement.
However, it is acknowledged that this study, while replicable, is limited by the use of only
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one researcher in assessing the literature and in the small sample of studies found on this
topic.

Implications for practice
Enabling patients has several important outcomes for the PHC sector. These include being
able to reduce patients’ dependence on health care services already under stress; enhancing
the quality of consultations and promoting a sense of power among those often rendered
powerless by illness or incapacity.

The findings of this review may assist practitioners to recognize the importance of
incorporating enabling behaviours to improve the quality of their consultations.
This review has identified that practitioners have limited success in predicting how enabled
their patients feel following a consultation. Implementing the PEI is a validated way to
inform the practice of enablement, and for health care providers to reflect on how their
current practice affects their patients.

2.5 Conclusion
The concept of enablement is well defined as a quality outcome measure in Primary Health
Care. Enablement is conceptualized as a quality outcome measure that is the gold standard of
care. There is strong but limited evidence concerning the practice of enablement. It is
recognized that consultation features such as length of consultation, communication style and
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empathy of the practitioner, are related to patient enablement. However, there is sparse
research into the practices that influence enablement. Qualitative research into enablement is

particularly sparse, and studies are needed to explore enablement from the patients’
perspective. The influence that culture and ethnicity have on enablement is an area that also
needs to be researched. The focus of studies examining enablement has to date concentrated
on general practitioners, however this concept could be used to examine the quality of
consultations of other health care practitioners in primary health care. More research is
needed into NPs capacity to enable patients in the primary health care setting.
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Chapter Summary
This chapter has presented the literature on enablement. It suggests several gaps in the
literature namely the lack of research into how patients experience enablement, the
practice of enablement and enablement practices of health professionals other than GPs.
These gaps will be addressed using parallel mono-method multi-strand approach which
will be explained in detail in the following chapter.
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3.0 Overview
In Chapter 2, I presented the review of the literature that underpins this study. The aims of the
study were to:
1. Explore patients’ experiences of NP care in a PHC setting, through the lens of
enablement.
2. Explore NPs’ perceptions of the care they provide in a PHC setting through the lens of
enablement.
The objectives of the study were to:
•

develop an understanding of how NPs contribute to care in the PHC setting;

•

explore the role of enablement in the patients’ experiences in PHC;

•

explore the role of enablement from the NPs perspective;

•

explore if the NP plays a therapeutic role in facilitating enablement and

•

explore enablement as a NP sensitive outcome

In this chapter I will provide a description of the justification of the philosophical underpinning
of the study including paradigm, axiology and methodology. This will be followed by a
description of the research design and the strategies used to ensure the credibility and
trustworthiness of the study. Ethical considerations will also be presented. Finally, the
limitations of the study will be discussed.
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3.1 Justification of the research paradigm
Sandelowski, Voils, & Knafl (2009) suggest that the commonly used explanation of the
difference between quantitative and qualitative methods, namely numbers versus words, is an
oversimplification of two very different methods that examine different fundamental
questions based on philosophical beliefs. Qualitative and quantitative research methods are
linked to the theoretical positioning of the researcher and the paradigm to which they
identify.
The philosophical foundations of a research paradigm are an important consideration for a
researcher. Each paradigm presents a unique way to view the world (Polit & Beck, 2012).
This world view is linked with research methodologies that support theory development
(Denzin & Lincoln, 2005). The literature review in Chapter 2 provided an insight into the
gaps in knowledge around enabling practices, patients’ perspectives and enablement in the
consultations of other health professionals in PHC. This study seeks to explore the human
experience of enablement and therefore, requires a paradigm that promotes interaction.
Liamputtong (2013) explains the need for different paradigms by suggesting that studying the
physical world is different to studying humans and the social world. Polit & Beck, (2012)
suggests that in nursing research there are predominantly two paradigms that are used,
namely positivism and constructivism. Positivism, or post-positivism as it has
metamorphosed into, offers an objective view of the world. Research in this paradigm is
ordered and quantifiable, and researchers operating in this paradigm gravitate to quantitative
research.
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Conversely, the constructivist, or naturalistic paradigm holds the belief that the world is
socially constructed, relative and subjective (Polit & Beck, 2012). Using a constructivist
approach allows relative interpretations of realities to be made visible by the researcher
(Denzin & Lincoln, 2005).
As the aim of this study is to explore the experience of enablement in NP consultations, a
constructivist paradigm was used. Positivism was rejected due to its focus on quantifiable
aspects and reduction of the human experience (Polit & Beck, 2012).
As the purpose of this study was to explore the experience of enablement and qualify
enabling practice, rather than to quantify enablement, the constructivist paradigm using a
qualitative methodology was chosen. An understanding of the phenomenon of interest is
made possible in the constructivist paradigm by the use of hermeneutic/dialectical processes
that allow the researcher to use interpretive skills to subjectively co-create understandings
with participants (Guba & Lincoln, 2005). It was considered that this epistemological stance
would provide the opportunity to gain rich insights into, and credible meaning, about
enablement, derived from the narratives of both patients and NPs.

3.2 Axiology
Weber suggests that “without the investigator’s evaluative ideas there would be no principle
of selection of subject matter and no meaningful knowledge of the concrete reality. Without
the investigators conviction regarding the significance of particular cultural facts, every
attempt to analyse concrete reality is absolutely meaningless.” Weber 1904/1949b in (Denzin
& Lincoln, 2005. p.142). As such the researcher is central to, and using a constructivist
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paradigm the researcher has the responsibility to, co- create understanding with participants
(Guba & Lincoln, 2005).
It is an ethical responsibility of the researcher to accurately represent the voices of
participants (Denzin & Lincoln, 2005). To ensure this, it is important that the positioning of
the researcher is discussed. I am a qualified NP who has a background in PHC, however,
none of the patients interviewed had been my patients at any time. Additionally, the
background of the researcher was made explicit to all participants prior to their consenting to
take part in the study. Working in a constructivist paradigm allowed the researcher to use her
knowledge of NP care in PHC.
Another decision that was important to the study was the way in which the lens of
enablement was used. By presenting enablement to participants up-front, a broad insight into
the consultation would be missed and descriptions of individuals’ perceptions of enablement
would further complicate the analysis. Providing a definition of enablement to participants
was considered but rejected because it could prove leading and undermine the credibility of
the study. This concern was overcome by asking the participants about the consultation in
general rather than focussing questions on the idea of enablement.
Researchers have the responsibility to ensure that their practices are sensitive and do not
result in harm or embarrassment (Denzin & Lincoln, 2005). It was important to protect the
patients by being sensitive to their needs and in maintaining their confidentiality because they
were describing details of medical consultations and personal stories. Additionally, the NP
workforce is small and therefore confidentiality was an important consideration. If
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confidentiality had not been maintained this may have had legal and ethical professional
implications for the participant NPs.

3.3 Using enablement as a lens in the research
The literature surrounding enablement in PHC was explored. Enablement and its importance
has been well established in PHC. What is not clear from the literature is the patients
experience of enablement. Furthermore, the research is limited to GPs and it is argued that, as
NPs move into PHC, it is important to apply the concept to their practice also.
As discussed previously in this chapter, exploring enablement directly in consultation relied
on both patients and NPs having a consistent understanding of enablement, and how it was
defined by Howie, Heaney, and Maxwell (1997). This was problematic and in order to
address this problem a framework approach was developed that used the six items of the PEI
for exploring the participants’ narratives of a consultation. The deconstruction of the PEI in
this manner allowed an exploration of the themes underlying the PEI. This approach was
taken throughout the study, and the use of the elements of enablement allowed for a
comprehensive analysis of how enablement is experienced by patients and perceived by NPs.

3.4 Research design and methodology
Using the constructivist paradigm, a qualitative study design was chosen to explore patients’
experiences and NP perspectives of a NP consultation in PHC. With any qualitative study
different research designs need to be explored for their potential suitability and contribution.
In this study, I considered a case study design, and, in particular, the use of Yin’s case study
approach (Yin, 2003), primarily because it was systematic. A systematic way of conducting
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research is attractive especially to the novice researcher or the researcher who is undertaking
doctoral studies, however, case study approaches were not considered the most appropriate to
meet the study aims and objectives, particularly because, in this study, the case was not
clearly defined.
Narrative analysis is another qualitative approach that requires the researcher to examine a
person’s story (Polit & Beck, 2008) and was considered an option for the study. However this
type of inquiry focuses on analysing the complete interview narrative rather than sections that
are fragmented. Riessman (1993), argues that a strength of narrative analysis is that it asks
“why was the story told that way?” (p.2). This analytic approach to the analysis did not fit
well with the study aim of exploring the experiences of patients and perceptions of NP care in
the PHC setting through the lens of enablement because using this lens required the
researcher to focus on specific parts of the narrative rather than the narrative as whole.
Discourse analysis, another analytic strategy that might have been useful as an approach to
interpret the consultations of NPs, was discounted as it is more concerned with “naturally
occurring” conversations (Polit & Beck, 2008 p. 228) rather than the interviews that are
planned to be conducted in this study.
Carpenter (2008) suggests that phenomenology can be used to interpret and describe human
behaviour and the meanings individuals make of their experiences. Eliciting the meanings
that patients make of their experience of NP care in a PHC setting, was one of the two main
aims of the study and so phenomenology was considered the most appropriate design to use
the study to explore the patients’ lived experience of NP care. Hermeneutic phenomenology
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was chosen, over other interpretive approaches, because it was considered the most
appropriate type of phenomenology.
The hermeneutic phenomenological approach was chosen above descriptive or transcendental
phenomenology (Moustakas, 1994) which is based on the work of Husserl (1859-1938).
Transcendental phenomenology is clear about the use of bracketing (epoche) and requires the
researcher to look at the phenomenon as if for the first time. In contrast, hermeneutic
phenomenology (van Manen, 1990), allows the background and personal reflections of the
researcher to be recognised, and fused into the research. This approach was considered more
appropriate for this study as the researcher has a background of working as a NP in PHC and
because this approach allows the researcher to be both in the participants’ world and to
develop understanding of it (van Manen, 1990).
The complexity of this study arose from the recognition that two different perspectives were
being studied, that is, the patient and the NP. It was determined that these two perspectives
required different methodological approaches. As previously outlined, hermeneutic
phenomenology was considered the most appropriate method to meet the first aim of the
study (exploring the patients’ experience), however, it was not an appropriate method to
address the second aim of the study, namely NPs perspectives of their patients’ experiences,
not their own. This second aim was considered to be best addressed through the use of
qualitative description (Sandelowski, 2010).
Qualitative description is suitable for researchers who are interested in the ‘who’, ‘what’,
‘when’ and ‘why’ of the experience (Neergaard, Olesen, Andersen, & Sondergaard, 2009).
Sandelowski (2000) suggested that qualitative description should be considered when the aim
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involves developing a description of the phenomena being studied. This study seeks to
provide a description of the care NP perceive they deliver. Importantly, qualitative
description is considered to be a low inference interpretation of the data (Sandelowski, 2010)
and this allows the researcher to stay closer to the data. In this study, it allows the researcher
to present a rich description of the care provided in a consultation (Neergaard et al., 2009).
Furthermore, despite Sandelowski's, (2000) view that qualitative description is less
philosophically based than other methods, it is epistemologically compatible with the
constructivist paradigm chosen by the researcher (Neergaard et al., 2009).
The difficulty then was to design a study that could combine the two studies in a meaningful
way. A qualitative multi-strand design (Teddlie & Tashakkori, 2009) was therefore
considered. Teddlie and Tashakkori (2009) suggest that a study that uses two separate
designs, either qualitative or quantitative to address related aspects of the same research
question and occurring at similar times can be considered a parallel mono-method multistrand design from which meta-inferences can be made. A sequential approach was
considered and rejected as one strand of the study was not informing the other. Morse,
Tashakkori, & Teddlie (2003) suggests that this design could also be considered QUAL+
qual although this notation was not adopted as it suggests that one part of the study has
greater importance than the other.
A parallel mono-method multi-strand design describes studies that use one method, in this
case qualitative inquiry, in two stages that are conducted in parallel. As seen in (Figure 1) the
two strands, or stages of the study in this case, patients’ experiences and NP perspectives,
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were developed in parallel to each other. The studies were conducted as discrete studies but
conceptualised in a way that would enable the development of meta-inferences.

Figure 1: Parallel mono-method multi-strand design (Teddlie & Tashakkori, 2009. P149)

Hermeneutic phenomenology was used for the patient strand of the study, and qualitative
description was used in the NP strand. As suggested by Tashakkori, & Teddlie (2003),
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employing two different approaches allowed me to explore NP care through the lens of
enablement from both the patients experience and the NP perspective and for meta-inferences
to be made regarding the presence of enabling behaviours within in this setting of NP
consultations. The multi-strand design that incorporated two discrete strands to the study
enhanced the creditability of the study and the trustworthiness of its findings.
The lens of enablement and the structure of the PEI were used to explore the data concerning
consultations collected from participants from both strands of the study, allowing for a more
rigorous analysis. As mentioned previously, The PEI (Howie et al., 1998) (Figure 1) was
used in this study as a theoretical lens to explore participant enablement. In both strands of
the study themes developed from the data in an inductive process were then mapped to the
PEI. This linked the analytical stage as shown in figure 2.
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Figure 2. Patient Enablement Instrument (Howie et al., 1998)

As mentioned earlier, using a parallel mono-method multi-strand design required two discrete
strands of the study to be conducted. For clarity, these will be referred to as 1) the patient
strand and 2) the NP strand. Ethical considerations, research design, recruitment and
selection, data collection and analysis will be described separately for each strand of the
study.

3.5 Ethical Considerations
The study was approved by both the University of Canberra Human Ethics Committee
(HREC 12-30) and the ACT Health Human Ethics Committee (ETHLR 15:115).
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Ethical considerations for patients
The study was considered to pose little risk to participants, however the issues of informed
consent, and the protection of participants were addressed throughout the study. All
participants completed a consent form after being supplied with the participant information
form and having the opportunity to ask questions of the researcher. For those participants
who were interviewed by telephone, the participant information and consent forms were
supplied by email or post and a telephone call was made before the allocated interview time
to ensure questions could be asked and answered. Interviews were not conducted until signed
consent forms had been received. Participants were subsequently provided with a copy of
their informed consent document for their personal files.
Confidentiality was protected by keeping participants’ contact details separate from the
transcripts in a locked drawer in a locked office. The NPs who offered patients to
participation in the study were not aware of which patients took up the invitation and were
not provided with any patient data. Each patient was allocated pseudonyms by the researcher
during the transcription phase. The other two researchers involved in the data analysis did not
have access to the patients’ details. All data was kept on a password protected computer
and/or locked filing cabinet in line with the University of Canberra’s policy and NHMRC
guidelines. Patient demographics were de-identified and are presented as generic data.

73

Chapter 3: Methods

Ethical considerations for NPs
It is recognised that the population of NP in this setting is small and therefore the participants
had the potential to be identified. In order to minimise this risk, the patients were not asked to
identify the NP with whom they had had a consultation. All NP participants completed a
consent form after having the opportunity to review the participant information form and ask
questions of the researcher.
NPs were de-identified by being given pseudonyms during the transcription phases, and their
consent forms and contact details were kept in a separate file. Any NP demographics have
been presented as generic data. All data were kept on a password protected computer and/or
locked filing cabinet in line with the University of Canberra’s policy and NHMRC
guidelines.

3.6 Patient Strand (Patient Samples one and two)
Research Design: Hermeneutic phenomenology
The reason for choosing hermeneutic phenomenology above other methods for this strand of
the study has been explored earlier in this chapter. Phenomenological discourse suggests that
experiences need to be explored in context of an individuals’ ‘lifeworld’ and with
consideration of the social and communal world (van Manen, 1990). For this study, the
consultation was viewed as a subset of the individual’s lifeworld (Fig 3). It is within these
parameters that each individual discusses their experience of NP care and evidence of
enablement may reside. Consultations have expected social norms and constructs including
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time limits, location, privacy and the expectation that the practitioner you are seeing is a
qualified, knowledgeable individual.

Experience of
life'Lifeworld'

Experience of
health/illness
Experience of
the
consultation

Experience of
enablement

Figure 3: Participants Lifeworlds

Recruitment and Sampling
Purposive sampling strategies were used to deliberately select participants who had relevant
experiences of NP care (Liamputtong, 2013) and these participants made up the patients
strand of the study. Two samples of patients comprised this strand and were purposive
samples recruited by endorsed NPs working in PHC. Sample one comprised patients who had
been seen by a NP at least once and the other sample comprised patients who had seen a NP
on multiple occasions.
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The NPs who recruited these two participant samples were themselves recruited through an
invitation posted on the Australian College of Nurse Practitioners (ACNP) website, the only
professional body of NPs in Australia. To be included in this study as recruiters, the NPs
were required to be currently endorsed as a NP and working within a PHC setting in
Australia. For this study, the inclusion criteria defined PHC settings as services provided in
the community that are holistic and generalist in nature, as opposed to specialist services
provided in the community. Therefore, secondary care such as that provided by emergency
and outpatient departments, are not part of a PHC setting. Twenty-five NPs responded to the
invitation to distribute information about the study, nine of whom met the eligibility criteria
and were included as recruiters. Participating NPs came from Western Australia (three – two
from metropolitan and one from rural areas), Tasmania (one), New South Wales (one) and
the Australian Capital Territory (four).
Patient strand: Sample one
To be included in the study participants were required to have had a consultation with a NP in
PHC within the two weeks preceding the interview, to be English speaking and aged over 18
years. Patients of both sexes were included. Patients were excluded if they were unable to
communicate in English, were under 18 years of age or had a cognitive impairment or
intellectual disability and were unable to provide informed consent.
The nine NPs who offered study participation to their patients were asked to distribute, over a
10-day period, an information flyer about the study to all patients who consulted them. The
flyer (Appendix 2) invited eligible patients to contact the researcher if they wished to
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participate in the study. Each NP distributed an average of 70 flyers to patients over the 10day period.
Patients could contact the researcher by phone, email or text message. The researcher
contacted the participants who responded and provided more in-depth information about the
study. Patients interested in participating who met the inclusion criteria, were then sent
participant information and consent forms.
Data saturation is considered when a ‘sense of closure’ is reached and additional data is
considered redundant (Polit & Beck 2012 p 742). While data saturation occurred following
seven interviews, two of the five participants who had seen the NP over a period provided
richer descriptions of their experiences of NP care. This finding led to a decision to broaden
the patient strand to include recruitment of the second sample.
Patient strand: Sample two
Analysis of the data collected from the first patient sample showed that participants who had
seen the NP on multiple occasions could discuss their consultations in greater depth.
Accordingly, using a purposive sampling strategy, five participants who had seen a NP in
PHC on more than three occasions in the previous six months were recruited to explore
patients’ experiences of continued NP care. This sample of NPs were also invited to assist
with recruitment (recruited as described above) identified patients who they had seen more
than three times in the past six months and provided the patients with an invitation to
participate in the study. Five participants were recruited into this second sample
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While the two samples may not be considered representative, this is a qualitative study and
therefore the focus is on obtaining rich, insightful data which was achieved. Additionally, it is
acknowledged that sample bias could be seen in both of these samples. In the first sample the
participants self-selected and in the second sample the NPs recruited patients to the study.
These strategies were necessary to access participants with experiences of NPs in PHC to
meet the purpose of the study.
Table 1: Participants pseudonyms used for the Patient Strand
Participants who were recruited after at least

Participants who were recruited after multiple

one visit (PP1)

visits (PP2)

Angela (PP1)

Carol (PP2)

Atticus (PP1)

Chris (PP2)

Beth (PP1)

Cindy (PP2)

Betty (PP1)

Charlie (PP2)

Bob (PP1)

Danielle (PP2)

Matthew (PP1)
Marjorie (PP1)

Data Collection
All interviews with patient participants were conducted by the author. Interviews are widely
recognised as the best way to obtain an accurate account of the patient’s story (Polit & Beck,
2012). Participants were given the option of face to face, telephone or Skype interviews. Of
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the 12 interviews, 10 were conducted by telephone. A couple, who wished to be interviewed
together, were interviewed face to face, in their home. While Aquilino (1994), suggests that
telephone interviewing can miss the non-verbal cues, Novick (2008) argues that the
anonymity of telephone interviews enables participants to open-up in a way that is sometimes
missed when face to face. For those participants who were interviewed by telephone,
participant information and consent forms were sent via post or email. Additionally, the
researcher made a separate telephone call prior to the scheduled interview in order to answer
any questions participants may have had.
Phenomenological interviews are used to elicit an experience (van Manen, 2014). To assist in
answering the study aim, van Manen (2014) suggests that more detailed questions may be
posed. Therefore, a semi-structured interview approach was taken for the initial pilot
interview undertaken with the first participant who responded to the study invitation flyer. It
quickly became apparent that the semi-structured approach to the interview that incorporated
the use of the word ‘enablement’ would not yield the type of evidence that was the focus of
this this study. When the term ‘enablement’ was used in this interview it provoked a
discussion between the participant and the researcher about the meaning of the word. The
researcher found it hard not to define the concept and therefore influence the response. After
a review of the pilot interview data by the researcher and her advisors, it was decided that
‘enablement’ itself would not be discussed in the interview, but instead, the experience of a
consultation would be explored.
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Pilot interview questions:
1. What are your perceptions/understanding of enablement? What does it mean to you?
2. What do you expect from a consultation/relationship with a health care professional?
3. What do you value in a consultation with a health care professional?
4. What do you dislike in a consultation?
5. Does this differ if it is a GP or a NP?
6.

What is your experience of the NP role? Is it valuable? Why?

The findings from this pilot interview called for an unstructured interview approach to enable
participants to provide more authentic responses. A ‘grand tour’ question was chosen
(Liamputtong, 2013) as follows: “Please tell me about your consultation with a Nurse
Practitioner”. The description of what it is like to see a NP was elicited by the myself using
probing questions such as: “Can you describe what happened when you arrived?”; “And then
what?” . I then used the phenomenological existential themes of corporality (lived body),
temporality (lived time), relationality (lived relationships) and spatiality (lived space) as
points of reference to elicit more description of the experience of the consultation that was
described (van Manen, 2014). For example, if a participant mentioned not feeling rushed or
having more time I would explore lived time with the participant by asking them to describe
the experience of time. van Manen’s (2014) later work introduced the theme of materiality
but this was not used in the study. The interviews ranged in duration from 20-60 minutes.

80

Chapter 3: Methods

Data Analysis
van Manen (2014) describes three approaches of thematic analysis; two were used in this
study: the ‘holistic’ reading approach followed by the ‘selective’ reading approach aimed at
providing thematic statements or experiential structures underpinned at all times by the
question: “What is the experience of NP care?”
To allow experiential meaning to be represented, an intense process of grouping and
regrouping experiential structures was used. This led to the development of an anecdote of
the lived description of a consultation with a NP in PHC. van Manen (2014) suggests that as
a narrative device the anecdote is taken from life and maybe offered as an example of an
experience. In this way, the anecdote unites the what, and the how; the statement and the
expression of the experience. Individual experiential structures were then mapped to the
items of the PEI to explore the concept of enablement within the descriptions.

3.7 NP Strand
Research Design: Qualitative description
A qualitative descriptive methodology was used for the second stage of the study.
Sandelowski (2010) suggests that qualitative description “offers a comprehensive summary
of an event in the everyday terms of the event” (p 334). This method allowed the researcher
to explore the concept of enablement in consultations with NPs by examining the NPs
perspective of the care they provide. NPs were asked about their perceptions of the care they
give to patients.
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Sampling and recruitment
A purposive sample of NPs working in PHC was recruited for this strand of the study. All
NPs working in PHC in the Australian Capital Territory (ACT) were contacted via email and
asked to participate in a single focus group. Six of the seven NPs working in this area were
recruited and attended. A purposive sampling strategy using NPs in one jurisdiction
facilitated the use of a group discussion. A focus group discussion was used as this type of
group interview provides a rich and detailed set of data about perceptions, thoughts feelings
and impressions (Stewart & Shamdasani, 2014). Typically, a focus group involves
participants who share similar experiences or concerns (Liamputtong, 2013). Neergaard et al.
(2009) suggest that focus groups are particularly pertinent in qualitative description as it
allows the researcher to gain a broad insight into the phenomena. The ACT is a unique
territory in Australia and NPs working in this jurisdiction had similar experiences of PHC.
To be included in the study NPs had to be endorsed NPs working in a PHC setting at the time
of the focus group. As endorsement as a NP in Australia is through a rigorous accreditation
process, NPs holding this title will all have similar educational qualifications.
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NP Participants
Participant NPA
Participant NPB
Participant NPC
Participant NPD
Participant NPE
Participant NPF

Data collection
The purpose of the focus group discussion was to explore NP’s perceptions of the care they
provide in a PHC setting through the lens of enablement. NPs were asked about their
consultations, and why they perceived patients came to see them (Box 1). To avoid leading
the NPs, they were not directly asked about enablement.
Box 1: Focus group discussion questions

Why do you think patients come to see a NP in PHC?
What do you think the patients would say are the positives to having a consultation
with a NP in PHC?
What do you think the patients would say are the negatives to a consultation with a
NP in PHC?
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Data analysis
Data were analysed in two stages. Thematic analysis using Braun and Clarke’s (2006)
method was undertaken by the researcher. Braun and Clarke (2006) suggest a six-stepped
process to developing themes, the first stage is to familiarise yourself with the data, this was
done through the transcription process and by reading and re-reading the focus group
transcript. Initial codes were then generated by the researcher. Themes were developed and
then reviewed to ensure they had come from the data. These themes were then presented to
the supervisors, discussed and debated to ensure rigor. Final themes were then named. These
themes were then mapped to the constructs of the PEI (Figure 2). As the PEI is a validated
tool that has been widely studied in PHC, the constructs of the tool provided a scaffold to
examine the concept of enablement within the data. This data analysis will be further
described in Chapter 5.

3.8 Meta-inferences
The parallel mono-method multi-strand design of the study promoted the use of two methods
of data collection about the same phenomenon to enhance rigor and validity. Teddlie &
Tashakkori (2009) suggest that meta-inferences can be used to corroborate the findings of
each part of the study. Meta-inferences were made possible through the purposive
recruitment strategies of each strand, the lens of enablement and the use of the PEI. The
purposive nature of the recruitment strategy allowed the consistency of the setting to be
maintained. All participants had experienced a consultation in PHC in Australia, with or as a
NP. The consistent lens of enablement and the use of the deconstructed PEI, allowed
comparisons to be made between the two strand of the study.
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3.9 Credibility and Trustworthiness
“Qualitative research holds the view that reality is socially constructed by an individual and
that this socially constructed reality cannot be measured, though it can be interpreted”
(Liamputtong, 2013 p.24). It is therefore widely recognised that qualitative data cannot be
tested for validity in the same way as quantitative data. Credibility, transferability,
dependability and confirmability are recognised as qualitative versions of the quantitative
constructs of validity (Lincoln & Guba,1985). Phenomenologists however, suggest that not
all qualitative research can be assessed in the same way (van Manen, 2014). Pereira (2012)
suggests that soundness in the findings and research process can only be represented in
studies that respect the philosophical assumptions of the method and therefore in this study
credibility and trustworthiness is described separately for the two strands of the study.
Patient Strand
van Manen (2014) suggests several criteria to assess the phenomenological quality of a study
including descriptive richness, interpretative depth, distinctive rigor, strong and addressing
meaning, experiential awakening and inceptual epiphany:
Descriptive richness asks “does the text contain rich and recognizeable experiential
material” (van Manen, 2014 p.355). In this study the interviewer used mirroring during the
interview to confirm components of the experience, this assisted with the descriptive richness
and helped to formulate what phenomenologists refer to as the “phenomenological nodding”
(Munhall, 2012). This nodding occurs when the reader identifies with the experience.
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Interpretive depth asks” does the text offer reflective insight that go beyond the taken for
granted understanding of everyday life” (van Manen, 2014p.356). This study uses the lens of
enablement and maps the experiential structures to the PEI to gain a deeper understanding for
the experience.
Distinctive rigor asks “does the text remain constantly guided by a self-critical questioning of
distinct meaning of the phenomenon or event” (van Manen, 2014 p.356). In this study a
reflexive diary was used by the researcher throughout the data collection and analysis. The
diary was used to orientate the researcher at all times to the question; what is the experience
of NP care? This also assisted the researcher in ensuring interpretive depth.
Strong and addressive meaning asks – does the text speak to and address our sense of
embodied being (van Manen, 2014 p.356). The lived description anecdote that was developed
from the narratives allowed the voices of the participants to be embodied. Furthermore, in
this study the existential themes of time relationality and corporality allowed a richer
exploration of the experience that readers could identify with.
Experiential awakening asks “does the text awaken pre reflective or primal experience
through vocative and presentative language” (van Manen, 2014 p.356) this was once again
demonstrated through the phenomenological nodding seen through the metaphorical nodding
of the researchers supervisory team.
Inceptual epiphany asks – “does the study offer us the possibility of deeper and original
insight and perhaps an intuition or inspired grasp of the ethics and ethos of life commitment
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and practices”(van Manen, 2014 p.356). This study offers a deeper insight into the
experience of a consultation with a NP.
NP strand
In the second strand of the study, the concepts of credibility and trustworthiness were
demonstrated through the following strategies. First the participants were purposefully
selected for their experience as NPs in PHC. This sampling technique assisted with both
credibility and transferability of the study because all the participants had similar
experiences. Second, the research study followed the clear and replicable process for
thematic analysis recommended by Braun & Clarke, (2006). The thematic analysis was then
confirmed independently by two other researchers. This addressed the need for both
dependability and confirmability. Importantly, a reflexive diary was kept throughout the
research process. Journaling allowed the researcher to make visible her interpretive
processing of the data and to ensure that ideas were grounded in the data. Researcher
reflexivity is an important criteria, used to demonstrate qualitative research integrity
(Carpenter, 2008), and was addressed by the researcher’s use of the journal.
In addition, a COREQ checklist was completed to ensure comprehensive reporting of the
study (Appendix 11). The COREQ checklist by Tong, Sainsbury and Craig (2007) is
recommended by publishing houses as a tool to assist with the comprehensive reporting of
qualitative studies.

87

Chapter 3: Methods

3.10 Researcher Reflexivity
Researcher reflexivity is an important part of the research process. Researchers are by the
very nature of qualitative research central to the representation of their data. Lincoln,
Lynham, and Guba (2011) suggest that reflexivity is a critical reflection of oneself as the
researcher and a reflection of the “human as instrument” (p124). Sim & Wright (2000)
consider reflexivity to be a positive input into the research process rather than just a strategy
to mitigate against bias. Furthermore, Whittemore, Chase, and Mandle (2001) suggests that it
is “central to establishing the integrity and critical abilities of the researcher” (p 531). In this
study the researcher had experience working as a NP in a similar setting. As mentioned
previously, this background was made explicit to participants prior to consent. Additionally,
the researcher used reflexive journaling throughout the research process. The researcher
constantly asked herself if ideas and concepts were truly grounded in the data. Discussions
held with the researcher’s supervisors were also used to ensure that finding were a true
reflection of the data.

3.11 Methodological considerations and limitations
Qualitative research looks for transferability or applicability and the degree to which insights
can be applied to other settings (Carpenter, 2008). The meta-inferences (Teddlie and
Tashakkori, 2009) developed by this study need to be used with caution but could apply to
NP care in a wider PHC setting. This study used a small purposive sample and therefore
cannot be considered representative of the broader population.
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In the NP strand, the use of qualitative description could be seen as a limitation, however, this
approach allowed the researcher to remain close to the data. The use of the framework drawn
from the PEI to analyse the narratives added credibility to the interpretation of the data.
Member checking was not employed in either strand of the study because it is a strategy that
is incompatible with the study method. Liamputtong (2013), argues that member checking
relies on a “fixed truth or reality against which the account can be measured’ (p. 33).
Consistent with a phenomenological approach, an informal use of paraphrasing to mirror the
participant responses was used during the interviews and focus group, to check and confirm
with the participants that the researcher had understood the ethos of the narrative.
It could be seen that not asking the practitioners or patients about enablement directly was a
limitation, however by asking them about the consultation in general elements of enablement
were able to be drawn out and the NPs were more likely to describe the components of their
care rather than just how they felt were enabling.
A limitation of the study is that the NPs were from one Australian territory which may not be
representative of PHC in other states and territories of Australia, this means that results must
be interpreted with caution. It is also acknowledged that this study has been completed solely
in Australia and that Australian PHC may differ from other countries.
In order to comply with publication guidelines for the published journal articles present in
this thesis, quantitative terms such as ‘results’ were used instead of accepted qualitative terms
such as ‘findings’. It is acknowledged that it would have been preferable to have used the
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appropriate terminology, however the format and headings were dictated by the individual
journals and this is a recognised limitation of the reporting of this study.

3.12 Summary
In this chapter I have provided a description of the philosophical underpinning of the study
including; paradigm, axiology and methodology. The research design including sampling,
recruitment, data collection and data analysis for each strand of the study were discussed.
Ethical considerations of the study were discussed and finally the limitations of the study were
reported. The following chapters will report on the findings from each strand of the study
followed by the meta-inferences developed.
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Frost, J, Currie, M, C., Cruickshank M., Northam, H., (2016) Using the lens of
enablement to explore patients’ experiences of Nurse Practitioner care in the
Primary Health Care setting Collegian (under review)
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4.0 Overview: Chapter 4
This article reports on the Patient strand of the parallel mono-method multi-strand study. As
described in Chapter 3, this strand of the study explores the experience of patients’ in NP
consultations in PHC using the lens of Enablement.
This article describes the background, aims, methods, findings and conclusions of the patient
strand of the study. This article is presented in the format of the journal it has been submitted
to. This article was submitted to Collegian and is currently under review.
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4.1 Title:
Using the lens of enablement to explore patients’ experiences of Nurse Practitioner care in
the Primary Health Care setting

4.2 Abstract:
Background: Patient enablement (defined as a patient’s ability to cope, understand and
manage their own health), is a measurable outcome of the quality of care and has been linked
with improved patient health outcomes. While there have been studies into patient
enablement following General Practitioner (GP) consultations, Nurse Practitioners’ (NPs)
role in enabling patients remains unexplored.
Aim: To use the lens of enablement to explore patients’ lived experiences of NP care in a
Primary Health Care (PHC) setting in Australia.
Methods: Using a qualitative approach, 12 adult patients (seven patients who had seen a NP
once, and five who saw a NP on multiple occasions) participated in unstructured interviews
recorded in 2014 and 2015. An interpretative phenomenological approach was used to
analyse the transcribed interview data. A secondary analysis was conducted using elements of
the Patient Enablement Instrument (PEI).
Findings: This small study found that patients reported behaviours consistent with
enablement following a consultation with a NP in PHC. Three key existential themes
appeared to contribute to the patients’ enablement: the way NPs used consultation time
(temporality), the building of partnerships between NP and patient (relationality) and through
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NPs’ holistic and hands-on approach (corporality). These elements of the consultation
enhanced the patient’s ability to cope, manage and understand their health, key components
of enablement. The effective use of time in the consultation was seen as particularly
important. Narratives suggested that positive relationships were established with NPs because
of their friendly, person centred and hands on approach.
Conclusion: Enablement is an established measure of the quality of a consultation, and these
findings suggest that NPs enable patients, and that enablement can be used as one measure of
the quality of NP care in PHC. We recommend further research into patient enablement.
Summary Box:
•

NPs assist patients to cope, manage and understand their illness, key elements of
enablement.

•

This is the first time enablement has been explored in respect to NP consultations in
PHC.

•

Patient enablement by NPs is a previously undocumented strength of NP care.

•

Enablement can be used as a measure of NP care.

•

Further qualitative and quantitative research is recommended in this area.

Key words: Enablement, Nurse Practitioners, Primary Health Care, outcome measure
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4.3 Introduction
Enablement is a patient-centred concept, which builds on adjustment and coping theories
(Pawlikowska & Marcinowicz, 2015). Enablement has been linked with improved health
outcomes and is widely regarded as an outcome measure of the quality of a consultation in
Primary Health Care (PHC) ( Hudon, St-Cyr Tribble, Bravo, & Poitras, 2011; Mead, Bower,
& Roland, 2008b; Mercer et al., 2007). A review of the literature identified that the concept
of enablement in PHC is well defined, but evidence regarding the practice of enablement was
sparse (Frost, Currie, & Cruickshank, 2015). The literature review also determined that
contemporary research about enablement focuses on General Practitioners (GPs) roles and
argued that research into patient enablement by other health professionals, such as Nurse
Practitioners (NPs), was needed (Frost et al., 2015).
Here we report findings from an Australian study that explored the patients’ experience of
NP consultations in the PHC setting. The study used a phenomenological approach to
examine the lived experience of a NP consultation through the lens of enablement. The
objectives of the study were to: develop an understanding of how NPs contribute to care in
the PHC setting in Australia; explore the role of enablement in the patients’ experience in
PHC, examine if NPs play a role in facilitating enablement and explore whether enablement
could be used as a NP sensitive outcome.
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4.4 Literature Review
Research into the quality of consultations provided by NPs in PHC in Australia will assist in
determining the value of NPs in Australia. NP have only recently been introduced as care
providers in Australia PHC settings despite, extensive overseas evidence from the USA,
England, Scotland, Canada, New Zealand, Ireland, Wales and Japan (Sangster-Gormley,
2016) that the role is safe and effective (Carter, Owen-Williams, & Della, 2015; Masso &
Thompson, 2014; Sangster-Gormley, 2016). Sangster-Gormley, (2016) explored the role of
NPs and proposed NP sensitive outcomes in an effort to make NPs contributions visible
within the health system, and to support the implementation of NP roles in Nova Scotia. The
authors found that patients cared for by NPs reported an improved ability to manage their
symptoms (Sangster-Gormley, 2016). However, these authors did not associate their findings
with the concept of enablement.
The Patient Enablement Instrument (PEI) has been widely used to measure enablement as an
indicator of the quality of GP consultations in PHC (Mead, Bower, & Roland, 2008b; Mercer
et al., 2007:Howie, Heaney, Maxwell, & Walker, 1998: ). This instrument was developed to
quantitatively examine the impact of a clinical consultation on a patient’s ability to
understand, manage and cope with their health issues (Howie et al., 1998). We suggest that
the six components of the PEI also provide a theoretical framework for qualitative research
into enablement (Figure 1).

101

Chapter 4: Findings from the Patient Strand

Figure 1: Patient Enablement Instrument (Howie et al, 1998)

Quantitative studies using the PEI have linked enablement to patient centredness (Mead,
Bower, & Hann, 2002); the practitioner’s communication style (Mead, Bower, & Roland,
2008a); practitioner empathy (Mercer, Neumann, Wirtz, Fitzpatrick, & Vojt, 2008);
continuity of care (Mercer et al., 2008) and patient independence (Kurosawa et al., 2012).
However, we are unable to find any published studies that have explored the patient’s
experience of enablement and only one study exploring patients’ perspectives of enablement
(Hudon et al., 2013). This Canadian study of patient’s consultations with GPs reported six
elements of enablement: starting from the patient’s situation, legitimising the experience of
illness, recognising the patient’s strengths/expertise, offering hope, developing a partnership
and advocating for the patient in the health care system (Hudon et al., 2013).
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Our study sought to begin to address gaps in the literature by exploring the patient’s
experience of a NP consultation in PHC through the lens of enablement.

4.5 Methods
Ethics
The study was approved by the University of Canberra Human Ethics Committee in June
2012 (Approval number 12-30). While this study was considered to pose little risk to the
participants, the issues of informed consent, confidentiality and the protection of participants
were addressed in the following ways. Firstly, the patients were not asked to divulge their
personal ‘lifeworlds’ or medical history. Secondly, the patients were not asked to identify the
NP with whom they had had a consultation, and lastly, patient demographics are presented as
aggregate data.
Hermeneutic Phenomenology
Phenomenology was considered the most approriate design to address the study aim and
objectives. Carpenter( 2010), suggests that phenomenology can be used to interpret and
describe human behavior and the meanings individuals attribute to their experiences. Further,
hermeneutic phenomenology was chosen for the study because this approach seeks to go
beyond description to discover meanings that are not immediately apparent. This allows
preconceptions to be an integral part of the process of understanding, and supports the idea
that although an individual’s experience is unique, generalisations about the human condition
are possible (Heidegger, 1996).
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Moreover, the use of hermeneutic phenomenology as a methodological approach was
considered appropriate given the principle researcher’s background as a NP in PHC. This
approach allowed her knowledge and reflections to be recognised and fused into the study.
The hermeneutic phenomenological approach used was based on the work of van Manen
(1994, 2014). van Manen, (2014) suggests the following criteria to assess the
phenomenological quality of a study: heuristic questioning, descriptive richness, interpretive
depth, distinctive rigor, strong and addressive meaning, experiential awakening, and
inceptual epiphany. van Manen (2014) does not advocate that member checking should be
used, and therefore it was not used in this study.
It was initially envisaged that patients would be asked about their experience of enablement.
However, following a pilot interview, it became clear that the concept was not well
understood, and that providing definitions of enablement could influence patients’ responses.
Therefore, an unstructured interview approach was adopted by the authors to explore the
patients’ lived experience of the consultation with the NP, and the analysis was conducted
using a theoretical frame work based on elements of enablement.
Sampling and recruitment
The study sample consisted of two patient samples. Firstly, purposive sampling, followed by
snowball sampling, was used to recruit patients of endorsed NPs working in PHC settings
across Australia. To be included in the study, participants were required to have had a
consultation with a PHC NP within the two weeks before the interview. Participants were
required to be over 18 years of age and English speaking. Patients were excluded if they had
a diagnosed cognitive impairment or an intellectual disability or were unable to provide
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informed consent for any reason. Informed consent was obtained from all participants prior to
their participation in the study.
Sample 1
The first sample comprised of self-selecting patients recruited by NPs in the field. Nine NPs
agreed to provide all patients attending the NP over a 10 day period with the research flyer
which invited patients to contact the researcher to discuss study participation. Each NP
distributed an average of 70 flyers. Seven NP patients contacted the primary researcher and
consented to be interviewed. Data saturation, a concept that suggests a ‘sense of closure’ in
the data (Polit & Beck, 2012 p 742), occurred following the seven interviews. However, two
of the five participants recruited into this sample provided richer description of their
experiences as they had seen the NP over a period of time. This led to the recruitment of the
second sample.
Sample 2
A second sample of patients who had been seen by NPs more than three times in the past six
months were also, purposively recruited by NPs. Patients were given information regarding
the study and provided consent to the NPs for the researcher to contact them. After an initial
telephone call from the researcher, to discuss any questions, participants were sent the
consent form by email and interviews were not conducted until a signed consent form had
been returned.
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4.6 Data Collection
Unstructured interviews were conducted with patients from both samples. Interviews are
recognised as the best way to obtain the patient’s story (Polit & Beck, 2012). The interviews
ranged in duration from 20 to 60 minutes. Participants were given the option of participating
in the interviews either face to face, by telephone or through Skype. Only two participants
opted for a face to face interview, with all the others preferring a telephone interview.
Aquilino, (1994) suggests that telephone interviewing can miss the non-verbal cues, while
Novick (2008) suggests that the anonymity it provides allows participants to “open up” in a
way that is sometimes missed in a face to face situation, therefore the authors felt this is a
credible approach. The principal researcher conducted all the interviews; she had no prior
relationship with any of the participants. Participants were informed of the researcher’s
background as a NP and Doctoral candidate before they were asked to sign the consent
documentation. Consent forms were sent and retuned via email to those who opted for a
telephone interview.
Unstructured interviews allow for participants to introduce unexpected and new insights and
in this study the following ‘grand tour question,’ was used (Liamputtong, 2013): “Tell me
about your consultation with a NP.” Prompting questions, based on the existential themes of
spatiality, corporality, temporality, relationality and materiality (van Manen, 2014), were
used during the interview to elicit deeper understanding of the patients’ experiences.
Interviews were recorded and transcribed verbatim. Both audio and transcription files were
stored on a password protected computer as per the requirements from the ethics committee.
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4.7 Data Analysis
An interpretative phenomenological approach to thematic analysis was used to capture the
experience of enablement within a PHC consultation. van Manen, (2014) warns of the
simplistic nature of thematic analysis and recommends that in phenomenological studies,
themes can be regarded as experiential structures (van Manen, 2014, p. 79). van Manen,
(2014) also describes three approaches to thematic analysis and two of these were used in this
study: the initial holistic reading approach was followed by the selective reading approach to
determine the study’s experiential structures. At all times the researchers considered the
question: What is the patient’s experience of NP care? The holistic reading gave meaning to
the experience as a whole. The selected reading approach then allowed the components of
enablement to be explored within the experience of the consultation. In hermeneutic inquiry
the parts must always be considered in relation to the whole, so again the question: What is
the patient’s experience of NP care? was constantly asked during the analysis. In this way, a
deeper understanding of the experience of NP care and enablement as a component of that
care was developed. In keeping with the cyclical approach of hermeneutic inquiry, the
holistic reading approach was undertaken for a second time, this time with the insights gained
from the selected reading approach. An intense process of grouping and regrouping of
experiential structures then resulted in the understanding of the lived experience of a
consultation with a NP in PHC.
After the initial analysis, eliciting the lived experience of the consultations, the lens of
enablement was applied to the findings. The PEI was deconstructed into its six items and was
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used as a framework to explore and identify the presence, or absence, of the individual
themes of enablement within the narratives.
Quality in this study was ensured through the use of a reflective diary to assist with
interpretive depth and distinctive rigor. The interviewer used mirroring during the interview
to confirm components of the experience in an effort to enhance the descriptive richness, and
help reveal signs of ‘phenomenological nodding’ which is used by phenomenologists to
describe when the reader identifies with the experience (Munhall, 2012). The interviews were
transcribed verbatim and the process of analysis was verified by the principal researcher’s
supervisors MC and MC as being applicable and relevant to the data to ensure distinctive
rigor.

4.8 Findings
Twelve patients were recruited, seven of whom had seen the NP for one consultation and five
of whom had had multiple consultations with the NP. Four male and eight female patients,
aged between 20 and 70 years, were interviewed in 2014 and 2015. The interviews varied in
length form 34-58 minutes. To maintain confidentiality, participants were given a pseudonym
and a number that corresponded with the patient sample to which they belonged (sample one
or sample two).
Experiential structures were drawn from the data and used to create the following description
of the lived experience of NP care. The lived description is as van Manen (2014) describes,
an ‘anecdote’ comprised of thematic structures developed from the participants’ narratives
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(p.250). The anecdote is described as a composite view of the patients’ descriptions of the
experience, drawn directly from the voices of the patients.

Lived Description
I feel relaxed and comfortable with the NP, I feel like she knows me from the outset.
She collects me from the waiting room, she chats on the way. Her manner is easy.
She remembers things about me that make me feel like she knows me. We talk about
life in general, about work, and family. I can talk about things freely. I never feel
like I am going to get into trouble. She gives me time, time to think, to ask questions,
to remember all those things I was going to ask. She works with me and takes an
interest in how I am feeling, how I am coping. She explains things in a way that I can
understand. She gives me choices and I feel like I can go back at any time. It feels
like I am in there for ages but I know it’s just 15minutes, it just relaxed and I feel I
get to tell her my concerns. She is happy to do the hands on stuff too; she makes me
feel comfortable and cared for. She listens and I like that. I leave feeling listened to
and confident about how I will manage.
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Existential themes are used in phenomenology to understand ways in which we all experience
the world. The previously mentioned themes of temporality (time), relationality
(relationships) and corporality (body) were central to the patients’ descriptions of their
experiences. van Manen (1990), also describes spaciality, however this was not seen in the
data as prominently as the other themes. The three existential themes were used to explore
the experience of enablement in the consultation. The PEI was deconstructed and its six
individual items used to explore enablement within the narratives. The data are presented
within the framework of the three existential themes and an experiential structure from the
lived description was mapped to each item of the PEI.
PEI: Coping with life
Lived description: ‘She makes me feel comfortable and cared for.’
Participants described a holistic focus during their experience; they felt that they were treated
as individuals, as people, rather than patients. They described the NP as recognising what was
important to them as individuals.
Relationality:
The ability to cope with life appeared to be reflected in the comfortable relationship that the
participants’ described with their NP. They described never being rushed and having the time
to remember what they wanted to ask. Participants described feeling secure, understood and
not feeling alone with their illness.
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She’s is very friendly, very approachable, very easy to talk to (Beth 1) I have a much better
understanding of what happens and why it happens and what I need to do to manage it now
(Charlie 2)… I feel more confident that I know what’s going on (Charlie 2)
Temporality
One participant suggested that the perceived freedom of time meant that: It gives you time to
gather your thoughts and you know explain the best you can…when they get pushy you leave
out a lot of detail (Carol 2). This participant believed that in the long run this meant that you
spent less time with the NP because” it meant you didn't forget things”. (Carol 2)
Not only did this suggest that the patients felt they had time to think and discuss but it also
made them feel relaxed as they were not worried about other people waiting. “You don't feel
like, you know you are making other people wait” (Atticus 1)
Participants recognised that although the consultation length may be the same as that when
seeing the GP, the experience of lived time appeared longer.
It’s probably the same time, but it just feels longer, I think that's because we probably talk
more about what’s going on and stuff like that. (Danielle 2)
Corporality
Patients talked about feeling confident about their health because the NP examinations were
‘hands-on’. Participants discussed the fact that hands on care was both reassuring and a
welcome change “these days… it’s like you are covered in germs and they don't want to
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touch you or get too close. Old doctors used to say right, get over there and let me check this
out and let me check that out and that's the NP.” (Carol 2)
This confidence that the NP would touch them, if it was needed, appeared to further enhance
the ease of the relationship and assisted the participants in coping.
PEI: Understanding my illness
Lived Description: she explains things in a way I can understand
The participants voiced that the NP was good to talk to, knowledgeable and could provide
information at a level that they could understand.
When you go to the doctors they might use big words ...I suppose it's a bit like a
horticulturalist when they use a plant name instead of calling it a pansy they use the
botanical name you know what I mean …..I tell the NP not to go in too technical ‘cos I don't
understand that sort of crap (Danielle 2)
The NP explains in a simple layman’s terms way… the NP simplifies it enough that makes me
understand without having to go into the ins and outs of everything (Charlie 2)
Relationality
Participants stated that the relationship that they had with the NP made it easier for them to
ask questions.
She just explained that situation in a way that made it fairly easy for me to understand and
she said ultimately I’m in charge of my own medical stuff but I don't feel like I’m alone in it I
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feel like there is somebody there that totally understands how that makes me feel and then
how I can manage it. (Charlie 2)
I suppose the ultimate thing is that you feel comfortable that you can talk to the NP
themselves and get a sort of very clear understanding quite quickly of the issue (Bob 1)
Temporality
Time was important to the participants because they perceived that they had sufficient time to
ask questions that were important to them. The participants believed that some questions they
wanted to ask were not important enough to ask the doctor.
She asked how does that make you feel …She opens up the conversation (Cindy 2)
I can ask her anything … there’s a lot of questions that I probably wouldn't even be bothered
asking a doctor (Danielle 2)
PEI: Coping with my illness
Lived Description: ‘I leave feeling listened to and confident about how I will manage’
Participants described leaving the appointment with a new ability to manage and cope:
If I get a really bad reading she helps me to understand to think about why it has happened
and how I can manage that immediately…. Before it was like you know you get a high
reading oh my god you could die tonight (Charlie 2)
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Relationality:
This ability to cope with their illness appeared to be enhanced by the relationship with the
NP.
I feel like there is someone in the medical profession who actually cares and is listening and I
think that takes the weight off my shoulders a bit (Cindy 2)
Another participant described learning to pass on the information so that her family could
assist:
What I learn from her, I bring home and tell hubby and son about it (Danielle 2)
PEI: Keeping myself healthy
Lived description: ‘she gives me choices and I feel I can go back at any time’
The participants described how their experience helped them to keep themselves healthy
though changing their behaviour:
I used to drink 30 cups of coffee with two sugars in everyday, now it’s probably five or six
cups with no sugar. (Danielle 2)
The NP fostered the ability and understanding of participants to keeping themselves healthy
by.
She says you can do anything if you want you just need to be able to manage it and she’s
there to be able to help you manage it so that yore m you know going to be healthy. (Charlie
2)
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Relationality
Participants’ belief in their ability to keep themselves healthy was strengthened by the NP
relationship:
I’ll think about what the NP said and ’'l’ll go home and check my levels …it’s like I am more
aware of what I’m doing lifestyle wise (Danielle 2)
I’d go back quicker I had let this problem, yes I’d let this escalate too long, (Matthew 1)
Nice to go back and check with someone that deals with that and makes me feel like I can
deal with it in a nice responsible way without being judged or anything (Charlie 2)
PEI: Confident about my health
Lived Description: l leave feeling listened to and confident about how I will manage
Participants reported confidence in themselves and their own ability but also confidence and
trust in the NP which ultimately enhanced their self- confidence.
The NP makes me feel more confident and I can be in charge of and control what I am doing
(Charlie 2)
Relationality
I’m happy with where things are going after seeing the NP, I’m not going home and um
wondering what’s really wrong or is there anything really wrong or is it all in my
imagination.. that’s how it used to be… just by explaining I go away more confident (Carol
2)
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Throughout my life experiences between doctors and nurses care, whether they’re in or out of
hospital, the nursing staff have a different level of care as far as their approach to you and
their personal connection with you….this came across quite strongly with the NP ( Beth 1)
I’ve got a lot of trust in my NP (Danielle 2)
PEI: Able to help myself:
Lived Description: ‘she works with me and takes an interest in how I am feeling, how I am
coping’
Participants discussed their ability to respond to changes in their health after seeing the NP. It
was also important to them to know help was available if needed Participants felt that the NP
gave them the freedom to help themselves without judgment. The relationship with the NP
was considered more of a partnership, to find solutions.
Relationality
It's a learning curve but yeah…..the NP makes me aware of what I am doing (Danielle 2)
One participant suggested that the “NP was more like seeing the Deputy Principal rather
than the Head” (Charlie 2) and another suggested seeing a NP was like meeting with a
‘colleague rather than the boss’ (Danielle 2).
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4.9 Discussion
Deconstructing the PEI allowed the accepted themes of enablement to be explored within the
data. In this study, each of the constructs of the PEI was represented in the participant
descriptions of their experiences of NP consultations. The participants who had seen a NP
multiple times described their experiences in more detail. Statements that linked the
experience with enablement became clearer with the second sample, where participants
discussed a strengthening of the relationship and trust with the NP, ideas that support findings
linking enablement to continuity of care from the PHC literature (Mercer et al., 2008).
The participants in our study described a relationship with their NP in which their strengths
were acknowledged and build on, where their perspective was recognised, where partnerships
were developed and their illness legitimised. These findings confirm the components of
enablement identified by Hudon et al, (2013). The different relationship and power dynamic
described by participants in their relationship with the NP compared to their relationship with
the GP appeared to assisting enabling the participants. Stamler (1996) suggests that
enablement involves a transfer of power to promote independence, to adjust and cope with a
condition or illness. We suggest that patient enablement has the potential to reduce patients’
dependence on health care services, and to empower patients affected by incapacity or illness.
The findings from this study support the idea that patients can actively work in partnership
working with the NP rather than being merely passively receiving the service. This idea was
exemplified by one participant who described feeling they were ‘encouraged to be the best
they could be despite their illness or condition’ (Charlie 2).
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As previously mentioned, all experiences can be seen through the existential themes of
phenomenology. It is clear that temporality and relationality (time and relationships) were
central to the patients’ experiences of a consultation with a NP, but that corporality was also
seen to be important to the participants. Corporality was manifested in the NPs approach to
care in the use of their hands. Understanding the experience of patients in this way can be
used to inform and develop the practice of enablement in this setting.
Participants all described their perception of time and its use in the consultation. The
correlation of time and enablement is an important finding. Mercer & Watt (2007) suggested
that increasing the length of consultations increased enablement; however, this was not linear
relationship and was not seen across all items of the PEI. Another study found no correlation
between the length of consultation and three other patient-centred variables; patient
satisfaction regarding communication, trust, and confidence in the doctor (Elmore, 2016).
Our study looked at the patients’ experiences and found that the quality of the consultation
related to the way the time was used rather than the time taken. The NPs focused the
consultation on using time to address the issues that mattered to the patient, and this
influenced the patients’ perception of the quality of the consultation and not the length of
time spent in consultation.
Nurses and doctors working in similar areas have different interactions with patients
(Pawlikowska & Marcinowicz, 2015; Seale, Anderson, & Kinnersley, 2005). NP who
undertake similar roles to GPs in PHC appear to use a significantly different approach to
GPs. This study goes some way to describe these differences. Rollow & Cucchiara, (2016)
suggest a patient-centred view of value should guide future primary care evaluation. The
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findings from this study highlight that these patients wanted someone who gave them quality
time in a friendly and equal partnership, and who could be trusted to discuss things that were
important to them.
Research with GPs shows that improved health outcomes have been demonstrated in patients
with asthma (Haughney, Cotton, Rosen, Morrison, & Price, 2007) and diabetes (Stone,
Pound, Pancholi, Farooqi, & Khunti, 2005) after enabling consultations. Therefore, the
identification that NP consultations enable patients suggests that there is a role for NP to use
enablement a measurable strategy to improve patient health outcomes particularly patients
with chronic illnesses.
From this study that explored the lived experience of patients receiving NP care it can be
argued that, while evidence supports that NPs can demonstrate equivalent safety and
effectiveness to their GP counterparts, they also bring the professional nursing focus that we
believe is suggested ideally suited to PHC. Our findings suggest that patient enablement
could be a useful measure of the quality of a patient consultation with a NP as well as with
GPs as has previously been explored. This is an important new development for supporting
the extended use of NP in delivering PHC.

4.10 Study limitations
As with all studies there were limitations. These include the small sample size which restricts
the transferability of the findings. However, the aim of the study was not to make
generalisations, but rather to obtain rich, insightful data that would highlight the concept of
enablement through the lived experience of a consultation. Moreover, the experiences of
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participants outside the consultation were not described or explored in this study which could
be seen as a limitation because people experience a consultation in the wider context of their
life or ‘lifeworld’ (van Manen 2014).

4.11 Conclusion
The evolution of the role of the NP in the PHC setting has met with resistance despite a
wealth of research that proves supports the quality of their care. Enablement is an
internationally recognised outcome of a quality consultation in PHC. This study suggests that
NP care enhances the patient’s ability to cope, manage and understand their illness. These
key components of enablement are related to the consultation approach, the relationship
formed and the use of time. This article suggests a previously undocumented strength of NP
care in the PHC setting. Furthermore, it adds to the growing body of research into NP care
and suggests that enablement could be considered a NP sensitive outcome and further
qualitative and qualitative research should be conducted on the use of enablement in health
care consultations.
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4.12 Chapter Summary
This chapter, presented as a manuscript for publication has explored the patients lived
experience of a NP consultation. Using a Hermeneutic Phenomenology methodology an
anecdote of the lived experience was presented. This paper then explores the lived
experience through the lens of enablement and evidence that NPs enable patients is
presented. These key components of enablement found in this study relate to the
consultation approach, the relationship formed and the use of time. Additionally, this strand
of the study provides evidence that enablement could be considered a NP sensitive outcome.
The following chapter will explore the second strand of the study, the NPs perspectives.
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Overview: Chapter 5
This article has been accepted for publication by the Journal for Nurse Practitioners but is not
yet in print see Appendix 9.
This article describes the NP strand of the parallel mono-method multi-strand study. It explores
the NP perspectives of the care they provide, using the lens of enablement. This article details
the aims, methods, findings and conclusions of this strand of the study. It is presented in the
format requested by the Journal for Nurse Practitioners however the referencing style has been
changed to APA 6th to fit in with the rest of the thesis.
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5.0 Title:
Exploring NPs perceptions of patient care through the enablement lens.
5.1 Abstract:
Research in Primary Health Care (PHC) has demonstrated the value of enablement as an
outcome measure of quality in a consultation. NP’s play an important role in PHC and yet
there is limited PHC research that explores NP’s role in enabling patients. This article
describes a qualitative study that used enablement as a theoretical lens to explore PHC NPs
perceptions of patient care in one Australian territory. Thematic analysis identified three
common themes: Patient centeredness and bespoke care; reciprocity, trust and acceptance;
and knowledge transference. These themes were constructively aligned with enablement
demonstrating a previously undocumented quality of NP consultations.

Keywords: enablement, NP, primary care, quality
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5.2 Introduction:
Most studies which use patient enablement as an outcome measure focus on the role medical
practitioners play in enabling patients and use quantitative research methods. Few studies
describe the patient experience of enablement. The concept has been defined in the PHC
setting as evidence of individual empowerment (Mercer, Neumann, Wirtz, Fitzpatrick, &
Vojt, 2008) and has been linked with improved health outcomes, (Mercer, Jani, Maxwell,
Wong, & Watt, 2012) and greater satisfaction with care (McKinstry, Colthart, & Walker,
2006). As NPs provide direct care in PHC settings, and their contribution to the enablement
of patients is poorly understood it is important that patient enablement following
consultations with NPs in PHC is conducted.

The literature defines the three components of the Nurse Practitioner (NP) role as: dynamic
practice, professional efficacy and clinical leadership (Carryer, Gardner, Dunn, & Gardner,
2007). The role has been described as broadly encompassing the nursing model (Gardner,
Carryer, Gardner, & Dunn, 2006) and the nursing-medical model (Paniagua, 2011). In the
Primary Health Care (PHC) setting NPs are often seen as substitutes for General Practitioners
(GPs) (Laurant et al., 2005). Research into the NP role in countries other than Australia
supports the important role NPs play in providing safe and effective care (Stanik-Hutt et al.,
2013). A systematic review that examined research regarding the role of the NP used 11
patient outcomes measures to review data from 37 research articles of 27,993 articles,
published between 1990 and 2009 and using these outcome measures found the NPs
performance was equivalent to, or better than, that of Medical Doctors (MDs) (Stanik-Hutt et
al., 2013). Increasing workforce pressures on the Australian health care system necessitate
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exploration of alternate models of care including NPs role in Australian PHC settings. It is
argued that it is imperative for PHC to assess the quality of patient centred consultations, and
enablement has been proposed as an effective way of achieving this (Pawlikowska &
Marcinowicz, 2015). This paper describes how the lens of enablement was used in a
qualitative descriptive study to explore NPs’ perceptions of the patients’ experience of a
consultation in the PHC setting.

5.3 Background
The NP role in Australia developed primarily in the hospital and specialty service settings,
and was not introduced in the PHC setting until 2010 when Medicare provider rights were
granted to nurses working in collaboration with a medical doctor (Carter, Owen-Williams, &
Della, 2015). In late 2010, prescribing rights were also granted to nurses in Australian States
and Territories which were signatories to the Pharmaceutical Reform Agreement
(Practitioners., 2010). Few studies have been conducted into the emerging role of the NP in
PHC in Australia. Two national census studies reported on the number and profile of NPs in
Australia in 2007 and in 2009 with both studies commented on the under utilization of NPs in
Australia (Gardner, Della, Middleton, & Gardner, 2009; Middleton, Gardner, Gardner, &
Della, 2011).
The role of the NP has been examined in international studies using outcomes measures such
as hospitalization rates (Lenz, Mundinger, Hopkins, Lin, & Smolowitz, 2002), functional
status (Callahan et al., 2006), mortality rates (Kane, Flood, Bershadsky, & Keckhafer, 2004)
and patient satisfaction (Green & Davis, 2005). Other research has examined the
communication styles of NPs (Charlton, Dearing, Berry, & Johnson, 2008), NP care through
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resource exchange perspectives (Koeniger-Donohue, 2007), and explored the lived
experience of NP interactions with patients (Kleiman, 2004). However, there is little
literature describing the exploration of patients’ enablement following consultation with NPs.
Enablement can be described as a patient-specific health-related benefit resulting from a
consultation. The term is often used interchangeably with empowerment (Hudon et al., 2010)
and self efficacy (Bandurra, 1997). Research into enablement and GP consultations in PHC
has demonstrated its value as an outcome measure with many studies using the Patient
Enablement Index (PEI) to measure patient enablement (Howie, Heaney, & Maxwell, 1997).
The PEI was developed by Howie et al (1997) as a measure of the quality of GP consultations
(Howie, Heaney, Maxwell, & Walker, 1998) . The PEI contains six items designed to
measure a patient’s coping, managing and understanding following a consultation. The PEI
has been used internationally and validated in several countries including Japan, Poland,
China and the UK (Howie et al., 1997; Kurosawa et al., 2012; Lam, Yuen, Mercer, & Wong,
2010; Pawlikowska, Nowak, Szumilo-Grzesik, & Walker, 2002).
Our literature review of enablement in primary health care (Frost, Currie, & Cruickshank,
2015) concluded that, while enablement is a well defined measure of quality in the PHC
setting, research into the role of other health care providers in enabling patients is required.
This study sought to contribute to the literature by exploring the NP approach to care in terms
of enablement and is part of a larger study that examines patients’ experiences of
consultations with NPs in PHC using the theoretical lens of enablement. The aim of this
study was to obtain the NP view of the consultation to better understand enabling behaviours
within NP consultations in the PHC.
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Research question:
How do NPs perceive the patients’ experiences of a consultation with a NP in PHC?

5.4 Methods:
Sample and Setting:
The larger study comprised three samples: 1) patients who had seen a NP only once, 2) those
who had seen the NP more than once and 3) NPs. Only the results from the sample of NPs
will be reported in this paper.
A purposive sampling strategy was used to recruit NPs working in PHC in one Territory of
Australia. NP in Australia is a protected title and all NPs endorsed in Australia must meet
Masters level registration standards. All seven NPs working in PHC in the ACT are endorsed
NPs and all were invited to participate in the study.
For the purpose of this study, the PHC setting was defined as urban and community-based
providing services that are holistic and generalist in nature. NPs working in secondary or
tertiary areas such as specialist services provided in the community, emergency departments
and hospital outpatient clinics were excluded.
The study was approved by the University of Canberra Human Ethics Committee (HREC 1230) and the ACT Health Human Ethics Committee (ETHLR 15:115). NP was given
pseudonyms during the transcription phases and consent forms and contact details were
securely kept in a separate file. Any NP demographic characteristics are presented as
aggregate, generic data. All data were kept on a password protected computer and/or locked
filing cabinet in keeping with the University of Canberra policy and NHMRC guidelines.
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Design:
A qualitative methodology was considered appropriate for this study because the study
question explores perceptions and seeks to understand the subjective human experience
(Liamputtong & Ezzy, 2005). Qualitative description was chosen as Sandelowski (2000)
suggests that qualitative description “offers a comprehensive summary of an event in the
everyday terms of the event” (p 334). Focus group interviews were used as a means of
collecting a rich and detailed set of data about perceptions, thoughts, feelings and impressions
from the NP group (Stewart & Shamdasani, 2014).
Three open ended questions were posed to guide the discussion: NPS were asked about their
patient consultations and why they perceived patients came to see them (Figure.1). The term
‘enablement’ was not used during the focus group so as not to lead the NPs and to maintain
the trustworthiness of the data.
Figure 1. Focus group discussion questions:
Why do you think patients come to see a NP in PHC?
What do you think the patients would say are positives about seeing a NP in PHC?
What do you think the patients would say are negatives about seeing a NP in PHC?

Data analysis
Interview data were analysed in two stages. Initially, thematic analysis using Braun and
Clarkes (2006) method (Figure 2) was undertaken by JF as lead researcher, with themes then
confirmed by MC and MC. Theoretical analysis, using the enablement lens and the scaffold
of the items of the PEI, was then used to map the data.
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Figure 2. Braun and Clarke (2006) phases of analysis

1. Familiarizing yourself with your data
2. Generating initial codes
3. Searching for themes
4. Reviewing themes
5. Defining and naming themes
6. Producing the report

5.5 Results
Six of seven NPs working in PHC in the ACT participated in the focus group. The groups
comprised one male and six females aged between 30 and50 years. Participants had practiced
as a NP in PHC from between 1 and 5 years.

Overarching theme
The overarching theme that emerged from the data was one of investment. NPs believed they
invested time, skill and energy in their patients. This was demonstrated through three key
themes: 1) patient centeredness and ‘bespoke care’; 2) reciprocity, trust and acceptance; and
3) knowledge transference (Table 1).
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Table 1: NPs investing in patients

Mapping to the PEI
PEI item 1: Patients are able to cope with life
Data from all three key themes were found to map to this item. NPs emphasized that their
consultations focused on the patient and not their illness. NPs perceived that this focus
assisted patients to cope with life in general. The NPs described a flipped consultation that
allowed for a more patient centered approach. One participant described it as a:
Holistic sort of assessment of the situation –Participant A

The theme of reciprocity, trust and acceptance was seen to enhance coping through the
investment in the patients’ perspectives of their conditions and overall health.
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They are very surprised when you have dealt with the issue that they have come in with and
then you say is there anything else you would like to talk about today? Any other health
issues? Or how you are managing? - Participant C
The inquiries made by NPs about the patient’s life in general allowed the NP to explore how
the presenting condition affected the patient’s life. This enabled the NPs to provide ‘bespoke
care’ to the individual and fostered a caring relationship.

NPs reported that support and encouragement were important and they demonstrated this by:
Capacity to really listen and encourage that engagement – Participant A
Active listening not only engendered caring and trust within the relationship, but also allowed
for knowledge transference. Participants suggested that it was important to know where the
gaps in a patient’s knowledge were so they knew where to start providing information that
would enable patients to cope better with their illnesses.
You have to start with what they already know – sometimes I am amazed how much they don't
know about their condition – Participant C

PEI item 2: Patients are able to understand their illness
Knowledge transference was another key theme identified in this study. Participants
described their ability to educate the patients according to their level of knowledge, giving
the information that they needed, but not overloading them. They discussed the need to
provide ‘bespoke’ education crafted to the patient’s needs, and to take every opportunity to
provide education.
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One participant described giving information so that the patient could pick and choose what
they needed.
I feel like I have got a whole lot of knowledge in my head and I’m not shy to download it to
them and so it’s like they can put together the pieces of their own puzzle – Participant C
NPs recognized that knowledge transference through education could not be accomplished
using a ‘one size fits all’ approach.
I give them what they need when they need it….It’s about what the person is, what the person
presents with and (ascertaining if) they are the ones that learn by seeing and doing or are
they the ones that need the instructions so I think as you evolve as a nurse you learn what
that person is actually wanting and what is needed and its every time …its opportunistic and
its often any appointment that happens – Participant B

PEI item 3: Patients are able to cope with their illness
Participants described their role as cheerleaders, facilitating the patient’s self management of
their illness. The NPs perceived that they empowered patients to take control, and
acknowledged that, as health professionals, they had expert knowledge, but that the patients
were the experts in their own lives. This links to the themes of knowledge transference and
patient centeredness.
One patient said to me this is the first time I’ve actually felt that I can take control.
Participant B

PEI item 4: Patients are able to keep themselves healthy
All three key themes mapped to the ability of a patient to keep themselves healthy.
Participants recognized that individualized care was paramount and that everyone’s idea of
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healthy is different. This linked to patient centeredness, but also to acceptance. NPs discussed
developing a rapport that meant that when a person was ready to change they would return
for support, encouragement and information.
Doing nothing is a solution and empowering supporting someone to do that or to not be
ready to change or not ready to lose 15kg but empowering and knowing that one day they
will come to a place where they do want to do something different and they can come back to
you and you won’t judge them for taking 15 years to get there – Participant C

PEI item 5: Patients are confident about their health
The participants suggested that their ability to instil confidence in patients was the result of
being able to empower patients through knowledge, and really listen to their concerns.
Participants described promoting confidence in patients through acknowledging each
attainment no matter how small.
Acknowledging the small wins as well you know if there’s 40kg to lose and there’s 3kg gone
then let’s just do a happy dance – Participant C
I can feed back to them not just about the numbers but about who, what, they are presenting
gives then a lift they say you make me feel so good after I leave - Participant B
NPs suggested that patients were confident about their health because of the patient centered,
bespoke care that they received, arguing the strengths based NP approach helps the patient to
recognize what they can do.
I’ve had family members who have attended NPs and they say that they come away feeling
much more confident, listened to and understood – Participant B
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PEI item 6: Patients are able to help themselves
The themes of patient centeredness and reciprocity described an approach to care that was
based on strength, not illness or disability. Participants mentioned access and time were
perceived as important in assisting patients to help themselves What I perceive our clients
value in us is the difference- we are kind of looking for the strengths, strengths we can pull
out to then build on – Participant D
We come from a point of empowering people; people want to drive their own lives. Participant D

5.6 Discussion
The three themes of ‘patient centeredness and bespoke care’, ‘reciprocity, trust and
acceptance’ and knowledge transference emerged from the thematic analysis. These themes
could be represented by an overarching theme of ‘investing in patients’.
The theme of reciprocity, which was used to describe a mutual power relationship that was
based on trust and acceptance, highlighted the relationship that the NP fostered within their
consultations. One participant in our study described a consultation as ‘a conversation’. This
perception of the consultation as a less formal conversation allowed a partnership to be
formed. Partnerships were seen as key to enablement in a study with physicians (Hudon et
al., 2013). But what resonates in the participants’ statements in our study is that the NP
approach to a consultation is different to their GP counterparts.
A study in the UK which compared the consultations of NPs and GPs for similar conditions
found that patients talked more in the NP consultations (Seale, Anderson, & Kinnersley,
2005). The voice that is given to the patient in NP care is an important part of enabling a
patient and this was demonstrated in our study by the reciprocal relationship that developed
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trust and acceptance and which allows the patient to address what is important to them.
Additionally, the UK study found that nurses talked more about practical treatment and were
more likely to discuss socio emotional issues, the course of the illness and side effects (Seale
et al., 2005). Our study once again mirrored these results as NP participants discussed the
patient centered, bespoke care that they perceive they give. NPs in our study discussed a
flipped consultation that focuses on the patient from the outset. Another UK study used
discourse analysis to look at consultations and found similar results. This UK study examined
consultations of two advanced NPs and two GPs and found that not only were the NPs more
‘chatty’ but they actively worked to reduce and dimes social distance with patients (Paniagua,
2011).
Mapping the data to the items of the PEI showed that the NPs focus was about developing
skills of coping, managing and understanding within their consultations. Our study echoed
studies of enablement with GPs which describe valorization of strengths, facilitation of
learning support to make decisions, consideration of the patient as a whole and broadening of
possibilities as attributes of enablement (Hudon, St-Cyr Tribble, Bravo, & Poitras, 2011). All
of these attributes were represented in the themes of patient and bespoke care, and knowledge
transference; however, our study also suggested that reciprocity, trust and acceptance; and the
option to do nothing were also considerations for patient enablement. The option to do
nothing is one that participants suggested was often omitted in the medical model.

It is acknowledged that internationally NP consultations are often longer than GPs and this
was seen as a negative to the NP role (Venning, Durie, Roland, Roberts, & Leese, 2000).
This study suggests that it is the NPs use of time, and the investment in the patient, that
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assists in enablement. Length of consultations has also been linked to enablement with GPs
(Frost et al., 2015). In our study, the length of a consultation was discussed as time that was
invested in the patient. An example of this was one participant’s suggestion that the
developing of patient centred goals took time and exploration; however, these goals were
much more likely to be achieved because the patients were invested in them. In PHC in
Australia however, private practice is funded by Medicare, a funding system that is
predominantly measured in minutes (Carter et al., 2015). Our study suggests that it is
important to explore the quality use of time within a consultation rather than merely a
quantified period of time if the goal is to enable patients.

Pawliowska and Marcinowicz (2015) suggest that the difference in the relationship that NPs
create with their patients, is due to the emphasis in nursing on holistic patient centred care.
NPs evolve from a nursing model, a paradigm that is very different to the medical model.
This study goes some way to exploring enablement, a previously undocumented quality of
NP consultations in PHC. Further studies are needed to explore how this perceived
enablement is experienced by patients.

5.7 Rigor and Trustworthiness
Qualitative research uses the terms credibility, transferability, dependability and
conformability to discuss the rigor and trustworthiness of a study (Lincoln & Guba, 1985).
In this study, these concepts were demonstrated through the following strategies. Firstly, the
participants were purposefully selected for their experience as NPs in PHC. This sampling
technique assists with both the credibility and transferability of the study because it means
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that all the participants have similar experiences. Secondly the research followed a clear and
replicable process for thematic analysis (Braun & Clarke, 2006). The thematic analysis was
then confirmed independently by two other researchers, MC and MC. This addresses the need
for both dependability and conformability. Finally, a reflexive journal was kept during both
the interview phase and the analysis process. Reflexivity is an important part of the integrity
of research (Carpenter, 2008)and was addressed by the use of the journal.
Limitations:
This study is limited by its small sample, which comprised of NPs selected from one
jurisdiction. Although its results should be used cautiously, the rich data collected provides
evidence that suggests that the ability to enable patients is strength of the NP in PHC.
It is possible that mapping the themes to the constructs of the PEI may have introduced some
reporter bias. However, the potential for reporter bias is somewhat mitigated by the use of a
rigorous primary inductive analysis reported above.

5.8 Recommendations and implications for practice
Enabling behaviours are seen to have an impact on patient health and wellbeing therefore
further studies to examine the ability of NP consultation practices to facilitate enablement are
required. Quantitative research, using the PEI with NPs in PHC in Australia, would help to
support or refute the findings of this research. Additional studies need to explore the
components of the NP approach and how this approach affects the patient’s experience.
Additionally, these findings once consolidated, could begin to inform educational practices
for NPs in PHC.
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5.9 Conclusions
The findings of this study imply that NPs believe that they can contribute to the enablement
of patients in the PHC setting. NPs perceive that they provide patient centered bespoke care.
They believe they establish reciprocal relationships and build trust and acceptance with
patients which facilitates knowledge transference and helps patients cope better with their
illness and their life in general. They support the idea that, at times, doing nothing is a valid
course of action which allows patients to return for information and support and once they are
ready to undertake change. We believe that the enablement of patients is a previously
undocumented strength of the NP approach to patient consultations in PHC. Quantitative
studies of NP patients, using the PEI, are recommended to support the findings of this study.
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5.10 Supplementary Data
This table was not included in the published paper due to word restrictions. It was however
felt important that this coding tree was incorporated to show the development of the themes
presented in the article. The overarching theme of investing in patients and the three themes
of bespoke care and patient centredness, reciprocity trust and acceptance and knowledge
transference we discussed in the article. These themes were generated other concepts that
emerged from the data, these concepts and an example of the participant narrative are
displayed in the table.
Table: Coding Tree
Bespoke care &
Patient
centredness

Reciprocity,
trust &
Acceptance

Holistic

A holistic look at what is going on and how it
affects things around them- Participant B

Bespoke care

Individualized and personalized service that
makes, creates better quality and
contextualizes care –Participant A

Time

There is a sense of a personalized approach
and time being taken, time and attention to
detail they really appreciate – Participant A

Trust & Acceptance

He trusts me …he is completely comfortable
– Participant A
Comfort in knowing that they are not talking
to the priest or you know some sort of person
that they have to be good in front of they can
be themselves - Participant A

Investing in
Openness &
Approachability

patients

Build great rapport – Participant D
Talk to people as a partner in their health care
journey – Participant A

Knowledge
transference

Caring

Patients feel listened to –Participant D

Cheerleading

Strengths based approach – Participant D
Not falling off the wagon…and opportunity for
growth – participant A

Education

Make it real for the individual …participant E

Tailored to the

More of a sharing of information…more
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comprehensive education about whats going

person

on for them – Participant B
Led by the person

Start with what they already know …
Participant C
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5.11 Chapter Summary
This chapter presented the findings of the NP strand of the study. Findings suggested that
NPs perceived that they invested in patients through, bespoke and patient centred care,
reciprocity, trust and acceptance, and knowledge transference. Additionally, when
narratives were explored using the PEI, enablement was clearly represented.
The following chapter reports on the full parallel mono-method multi-strand study.
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Overview: Chapter 6
This article has been reviewed for publication by the Journal for Nurse Practitioners.
The reviewer’s comments were positive about the article and the value of the study
and minor revision have been submitted to the journal. For reviewer’s comments
please see Appendix 10.
This article reports on the full parallel mono-method, multi-strand study. This article
details the aims, methods, findings and conclusions of the study. It present metainferences and a conceptual framework developed from the two strands of the study. It
is presented in the format requested by the Journal for Nurse Practitioners however the
referencing style has been changed to APA 6th to fit in with the rest of the thesis.
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6.1 Title:
The experience of enablement within NP care: A conceptual framework

6.2 Abstract:
Patient enablement following consultations has not yet been adequately investigated among
patients of Nurse Practitioners (NP) in Primary Health Care (PHC). The lens of enablement
and a qualitative parallel-multi-strand approach were used to explore patients’ experiences
and NPs’ perspectives of consultations. Meta-inferences made from this study suggest NPs
enable patients by creating opportunities for education and knowledge transference, and
building on patients’ strengths and promoting self efficacy. Three existential components of
the experience of consultations (relationality, temporality, corporality) also played a role.
These findings were used to develop a conceptual framework of how patient enablement is
experienced within a NP consultation.
Highlights
•

Enablement is recognized internationally as an outcome measure of the quality of a
consultation. As the NP role is emerging in PHC in Australia it is important that the
quality of NP consultations is explored.

•

This paper adds qualitative data concerning the enabling behaviours of NPs in the
PHC setting.

•

A conceptual framework of enablement within a NP consultation in PHC in Australia
is proposed.

•

This framework has the potential to inform and develop the practice of enablement in
NP care.
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6.3 Introduction
Enablement is a patient centred concept that is recognized internationally as an indicator of a
good quality consultation (Howie, Heaney, & Maxwell, 1997). The importance of providing
high quality Primary Health Care (PHC) services has been recognized and governments
across the world have prioritized strengthening PHC. The Australian Government suggested
a national vision for PHC that includes: preventing illness, reducing the need for hospital
services, and improving management of chronic conditions (Standing Council for Health,
2013). Traditionally in Australia PHC services are provided by General Practitioners (GPs).
However, as the need for these services increases, and other health care practitioners move
into this space, it is important that we ensure quality and explore the value of new ways of
working.
Internationally, Nurse Practitioners (NPs) have worked in PHC since the 1960s (Carter,
Owen-Williams, & Della, 2015). In Australia, this role has been restricted by lack of access
to the Australian Government’s universal health insurance scheme (Medicare) including
subsidised pharmaceutical products (Pharmaceutical Benefits Scheme) (Carter et al., 2015).
In 2010, changes in policy in Australia made it possible for NPs to join the PHC workforce,
but six years later the role remains in its infancy (Currie, Chiarella, & Buckley, 2016) and
research into the role NPs play in PHC in Australia is limited. Here we report the results of a
study designed to explore the impact of NP care on patient enablement in the PHC setting in
Australia from the perspective of both patients and NPs.
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6.4 Literature review
Research into NP care in PHC has explored outcomes such as patient satisfaction (Green &
Davis, 2005), mortality rates (Kane, Flood, Bershadsky, & Keckhafer, 2004), hospitalisation
rates (Lenz, Mundinger, Kane, Hopkins, & Lin, 2004) and functional status (Callahan et al.,
2006), but few studies have explored enablement following NP care in PHC. Patient
enablement has been defined as an outcome that reflects a patient’s ability to understand,
manage and cope with illness following a consultation with a health professional (Howie,
Heaney, Maxwell, & Walker, 1998). More broadly, enablement is defined as the result of
individual empowerment (Hudon, St-Cyr Tribble, Bravo, & Poitras, 2011) and is a concept
that builds on coping and adjustment strategies (Pawlikowska & Marcinowicz, 2015).
The main instrument used in studies to measure patient enablement is the Patient Enablement
Index (PEI), a tool developed to assess the quality of a consultation (Howie et al., 1997).
Studies of patient enablement in PHC have largely been conducted using quantitative
methods and the PEI score as the outcome measure. Moreover, they have focused on patient
enablement following consultation with GPs. To date, little has been done to explore patients’
actual experience of enablement and we suggest there is a gap in the literature concerning the
extent to which other health care professionals in PHC enable patients (Frost, Currie, &
Cruickshank, 2015).
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6.5 Methods
Aim
To explore, through the lens of enablement, patients’ experiences of NP care in the PHC
setting, from the perspective of both the patients and the NPs.
Methodology
This qualitative study uses a parallel-multi-strand approach (Teddlie & Tashakkori, 2009).
This approach was taken as the study explored two perspectives of the NP consultation: the
lived experience of the patient and the perspectives of the NP. Hermeneutic phenomenology
was used for the patient strand of the study, and qualitative description was used in the NP
strand. Meta-inferences were developed by comparing and contrasting the findings from both
strands of the study.
Sampling and consent:
Three different purposive samples were used in the study. In the patient strand, two samples
of patients were recruited. Both samples were derived from patients of endorsed NPs working
in an urban PHC setting in Australia. The first sample was recruited over a ten working day
period when the NP gave each patient a flyer inviting them to participate in the study. In the
recruitment flyer patients were asked to contact the researcher if they had attended a
consultation with a NP in the last two weeks and would like to participate in an interview
about their experience of the consultation. The second group of patients was recruited by the
individual NPs and comprised patients who had experienced a consultation with the NP on
more than one occasion in the preceding six months. Patients were required to be aged 18
years or more, and be able to speak English to be included in the study.
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In the NP strand, the third sample was also a purposive sample which comprised of six out of
seven of the NPs working in the PHC setting in the Australian Capital Territory (ACT).
Written consent was gained from each participant in the study before their participation in an
interview or the focus group.
Data collection and management:
Data for the two patient strands of the study were collected through individual telephone or
face to face interviews. In the NP strand, data was collected through the conduct of a single
focus group. Both the interviews and the focus group discussion were recorded and
transcribed verbatim by the lead researcher (JF). In both strands the data were de-identified
and stored on a password protected computer in line with NHMRC guidelines. Participants in
the patient strand of the study were given pseudonyms and allocated a letter and number
combination that represented their sample group. For example: PP2 represents a patient
participant from sample two of the patient strand (i.e. those who had seen the NP on more
than one occasion). NP participants were represented by letters instead of pseudonyms in the
data. For example: NPA, is a NP participant who was allocated the letter A.
Ethics:
This study was approved by both the University of Canberra Human Ethics Committee
(HREC 12-30) and the ACT Health Human Research Ethics Committee (ETHLR 15:115).
Analysis:
Data from the two patient strands and the NP strand of the study were analysed independently
and details of each of these analyses have been published separately (Frost, Currie,
Cruickshank , 2016; Frost, Currie, Cruickshank, Northam, 2016). This paper reports on the
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meta-inferences made from the results of both studies. Meta-inferences can be made when
the data from different sources are used to corroborate each other (Teddlie & Tashakkori,
2009). Each strand was analysed independently using the lens of enablement. Data were
mapped against the six items of the PEI: the ability to cope with life; to understand your
illness; to cope with your illness; to keep yourself healthy; to feel confident about your
health, and be able to help yourself (Howie et al., 1997; Howie et al., 1998).

6.6 Results
Twelve patients who had previously consulted a NP anywhere across Australia comprised the
patient strand and were interviewed for the study. The sample in the patient strand of the
study comprised of four male and eight female participants whose ages ranged from 20-70
years.
Six of the seven NPs working in PHC in the ACT participated in the focus group and formed
the NP strand. Participants had practiced as a NP in PHC for between one and five years.
This group comprised six females and one male aged between 30 and 50 years.
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Table 1: Participants
Patient strand, sample 1

Patient strand, sample 2

NP strand

Angela(PP1)

Carol (PP2)

Participant NPA

Atticus(PP1)

Chris (PP2)

Participant NPB

Beth (PP1)

Cindy (PP2)

Participant NPC

Betty (PP1)

Charlie (PP2)

Participant NPD

Bob (PP1)

Danielle (PP2)

Participant NPE

Matthew (PP1)

Participant NPF

Marjorie (PP1)
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6.7 Meta-inferences:
Comparing and contrasting the data from the two strands of the study resulted in three key
statements which summarised the care experienced by patients in a NP consultations and
proposed by NPs to promote the key aspects of enablement: coping, managing and
understanding. These statements were: creates opportunities for education and supports
knowledge transference, builds on strengths, and promotes self efficacy (Table 2).
Table 2: Key Statements with supportive participant narratives from each study
Theme

Creates opportunities for
education and supports knowledge
transference

Strand 1: Patient Participant

Strand 2: Nurse Practitioner

comments

Participants comments

I suppose the ultimate thing is that
you feel comfortable that you can
talk to the NP themselves and get
a sort of very clear understanding
quite quickly of the issue (Bob
PP1)

Education is opportunistic and its
often at any appointment that it
happens (Participant NPB)

If I get a really bad reading she
helps me to understand, to think
about why it has happened and
how I can manage that
immediately…. Before it was like
you know you get a high reading,
oh my god you could die tonight
(Charlie PP2)

The NP gives me advice at the
level of what I am wanting to
hear, as opposed to what she
thinks is the best course (Cindy
PP2)

I give them (patients) what they
need when they need it. We are
electronic and everyone can have
access to it (information). It’s
about what the person is, what the
person presents with and
(ascertaining if) they are the ones
that learn by seeing and doing, or
are they the ones that need the
instructions, so I think as you
evolve as a nurse you learn what
that person is actually wanting
and what is needed and its every
time (Participant NPB)

They (patients) are very surprised
when you have dealt with the issue
that they have come in with and
then you say’ is there anything
else you would like to talk about
today? Any other health issues ?
Or how you are managing?
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(Participant NPC)
Builds on strengths

She says you can do anything if
you want, you just need to be able
to manage it, and she’s there to be
able to help you manage it so that
you know going you are going to
be healthy. (Charlie PP2)

She gave me the information so I
can monitor my peak flows at
home. (AngelaPP1)
Promotes self efficacy

She just explained that situation in
a way that made it fairly easy for
me to understand and she said
ultimately, I’m in charge of my
own medical stuff, but I don't feel
like I’m alone in it, I feel like there
is somebody there that totally
understands how it makes me feel
and then how I can manage it.
(Charlie PP2)

Acknowledging the small wins
(with patients) you know if there’s
40kg to lose and there’s 3kg gone
then let’s just do a happy dance.
(Participant NPC)
What I perceive our clients value
in us is the difference, we are kind
of looking for the strengths,
strengths we can pull out to then
build on. (Participant NPD)

We come from a point of
empowering people, people want
to drive their own lives.
(Participant NPD)

The NP makes me feel more
confident and that I can be in
charge of and control what I am
doing (Charlie PP2)

Just by explaining I go away more
confident (Carol PP2)

After seeing the NP I felt really
good and positive…I had a lot of
faith in the NP (Marjorie PP1)

These three themes did not fully explain the experience of the consultation which was
described by both patients and NPs as ‘bespoke’. NP participants described ‘investing in
patients’ and patient participants described a patient centredness experience that was not
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captured above. A phenomenological methodology in accordance with the work of Van
Manen(1990) was used for the analysis of the transcripts for the patient strand of the study.
Van Manen (1990) suggests that individuals experience everything through four existential
themes. These themes are relationality (lived self and others), temporality (lived time)
corporality (lived body), and spaciality (lived space). In this study, the first three of these
existential themes were found to be important to the patients’ experience of enablement.
These themes were also explored in the NP narratives because they were central to the
patients’ experiences and both patient and NP observations are represented diagrammatically
below (Figure 1. Relationality).
Descriptors from each strand have been used to depict the participants’ experience of each of
these themes as represented in Figure 1, 2 and 3 below. The patient strand is depicted as
green leaves of the trees, and the brown leaves depict themes from the NP strand. The trunk
of the tree represents the ‘bespoke care’ provided by NPs as described by participants, and
appears central to the three existential themes evident in the data. A quote from a participant
in each strand was chosen to represent relationality (Figure 1), temporality (Figure 2) and
corporality (Figure 3). The quotes from the NPs are in the blue boxes.
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Relationality
Care
Care

openness
openness

Figure 1. Relationality

Empathy
Empathy

‘I‘I feel
feel like
like there
there is
is
someone
someone in
in the
the medical
medical
profession
profession who
who actually
actually
cares
cares and
and is
is listening’
listening’

‘Wecome
comefrom
fromaapoint
pointofof
‘We
empoweringpeople,
people,people
people
empowering
wantto
todrive
drivetheir
theirown
ownlives’.
lives’.
want

Figure 2. Temporality
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Figure 3: Corporality

Reassurance

Corporality

holistic

‘these days… its like you are
covered in germs and they don't
want to touch you or get too
close. Old doctors used to say
right, get over there and let me
check this out and let me check
that out, and that's the NP.’

‘I can feed back to them (patients)
not just about the numbers
but about who, and what they are
presenting, it gives then a lift and
they say you make me feel so good
after I leave’

6.8 Discussion:
It is important to explore the ways in which patients’ experience enablement and how NPs
perceive the experience of NP consultations in order to further promote the NP practice of
enabling patients, and to ensure quality in PHC consultations. It is recognised that a
prescriptive approach to a patient centred concept such as enablement is unachievable and
does not fit with the ‘bespoke’ approach described and presumably valued by both patients
and NPs. This study confirms early work on enablement by Hudon et al, (2011) which
suggested enablement was achieved through contributions to the therapeutic relationship.

162

Chapter 6: Meta-Inferences

The phenomenological existential themes of experience: temporality, relationality and
corporality all featured strongly within the patients’ narratives and were also seen in the
comments from the NPs in the study. These themes appeared to directly affect patients’
ability to cope, manage and understand their health situation. This finding suggests that the
components of the patients’ experience of NP care facilitate the components of care in a
dynamic iterative process, that leads to the outcome of patient enablement. This process is
represented in the diagram below (Fig 4).
Figure 4: A conceptual framework of Enablement

Enablement
Dynamic
Interplay

Experience

Care

Temporality – time, patient
centred time, quality
Not rushed, subjective time

Creates opportunities
for education and
supports knowledge
transference

Relationships – trust,
acceptance, support, mutual
respect, openness, empathy,
holistic

Builds on strengths
Promotes self-efficacy
.

Corporality –hands on ,
therapeutic touch, holistic,
linked with trust and
acceptance, bespoke care

Enablement
Coping, managing , understanding
.

PHC Consultation
within which this
interaction occurs

The experiential components of enablement formed the basis for the type of care the NP
provided; for example, the relationship that was formed allowed opportunistic knowledge
transference. The care described in this framework is based on the meta-inferences developed
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in this study. It is not an exhaustive list of NP care. It is the care that was described by both
patient strands of the study that appeared to enhance enablement.
It appears that enablement is further developed by continuity of care, and that the experience
is enhanced through a continued relationship. Enabling behaviours were demonstrated by
patients who had seen NPs only once, but patients who had consulted the NP on multiple
occasions articulated the components of enablement more deeply (Frost, Currie, &
Cruickshank, 2016). This study suggests that a continuous building of the relationship allows
for a deeper understanding of the individual’s needs. This is consistent with other studies
which link enablement with continuity of care (Mead, Bower, & Roland, 2008; Ožvačić
Adžić et al., 2008).
The use of time was a recurring theme in the patient narrative where patients spoke of having
the opportunity to ask questions and not to feel rushed. This use of time also appeared to
contribute to patient enablement.
Ability, opportunity and means are three components of an enablement framework proposed
in the counselling literature (Stamler, 1996). In our study, NPs reported that they work from
a strength-based approach which aligns with this counselling framework (Stamler, 1996), and
can be seen in the components of care described in this study: creating opportunities for
education and knowledge transference, building on strengths and promoting self efficacy.
The NPs also supported the patient in a partnership type relationship that assisted them with
the means, not financially but in terms of the support needed to change or not. A key part of
the NPs perspective was acceptance, non-judgmental care (Frost, Currie, Cruickshank, &
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Northam, 2016). This is illustrated by the theme of reciprocity, trust and acceptance that
emerged from the NP data (Frost, et al., 2016).
An American study, that explored the NPs’ lived experience of interacting with patients,
reported eight essential meanings for NPs interacting with patients: openness, connection,
concern, respect, reciprocity, competence, time and professional identity (Kleiman, 2004).
While our study mirrored the findings of openness, connection, respect and reciprocity,
participants appeared to place a greater emphasis on the use of time and added trust, empathy
and bespoke care to these previously identified concepts.
Our literature review on enablement in PHC (Frost et al., 2015) suggested that
communication and patient centredness (Mead et al., 2008), length of consultation (Mercer et
al., 2007), patient expectations and satisfaction (Pawlikowska, Nowak, Szumilo-Grzesik, &
Walker, 2002) were all correlated with increased enablement scores. This review also
suggested that an individual’s own coping skills and independence (Kurosawa et al., 2012),
the presenting problem (Mercer, Jani, Maxwell, Wong, & Watt, 2012) and a GP’s training
(Pawlikowska et al., 2002) were also factors that affected enablement. Research suggested
that communication and patient centred behaviours increased patient enablement (Mead et
al., 2008). Additionally, a Polish study which examined GP training, found that the GPs who
had been trained to use a patient centred approach had patients with higher enablement
(Pawlikowska et al., 2002). Our study reaffirmed these results with data from both the patient
and the NP strand suggesting that the ‘bespoke care’ provided in a NP consultation, assisted
in creating opportunities for education and knowledge transference, building patients
strengths and promoting self efficacy.
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A recent study of GP consultations in the UK found no association between the patient
experience of communication, trust and confidence, and consultation length (Elmore, 2016).
Previous quantitative studies have focussed on consultation length (Mercer et al., 2007;
Pawlikowska, Walker, Nowak, & Szumilo-Grzesik, 2010) and its influence on enablement
using the PEI, and while some studies claim a link between the two (Mercer et al., 2007), this
is not consistent in the literature (Mead et al., 2008). In our study, the experience of time was
related to ‘lived time’ the subjectiveness of time, and the way time was used that appeared to
allow the patients a freedom to express themselves and not feel rushed. This use of time was
seen in both the patient and NP data.
Our study suggests that patient enablement can be seen in the care NPs provide in PHC.
Pawliowska and Marcinowicz (2015) suggest that one reason for this enabling ability may be
the nursing perspective from which a NP operates. Other professionals in PHC have reported
the need to recognise and reward holistic care (Howie, Heaney, Maxwell, Freeman, &
Mercer, 2008). The value of care that promotes enablement has been established. This study
suggests a value to NP care that has not previously been documented.
Limitations
The numbers of participants recruited in both the patient and NP strands of this study were
small and therefore neither sample can be considered representative of broader populations.
Qualitative research however, looks for transferability or applicability and the degree to
which insights can be applied to other settings (Carpenter, 2008). While the meta-inferences
developed by this study need to be used with caution, they could apply to NP care in a wider
PHC setting.
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6.9 Rigor and Trustworthiness
Quality in the patient strand of the study was ensured through the use of a reflexive diary
which assisted with interpretive depth and distinctive rigor. A hermeneutic phenomenological
approach, based on the work of van Manen (1990), was used for the patient strand of the
study. The question was constantly asked by the researcher: What is the experience of NP
care? In this study the interviewer used mirroring during the interviews to confirm
components of the experience, this assisted with the descriptive richness and helped to
formulate what phenomenologists refer to as the “phenomenological nodding” (Munhall,
2012). This nodding occurs when the reader identifies with the experience. The interviews
were transcribed verbatim and the process of analysis was verified by the researcher’s
supervisors MCC and MC as being applicable and relevant to the data. This helped to ensure
distinctive rigor.
In the NP strand of the study, rigour and trustworthiness were demonstrated through the
following strategies. A purposive sample of participants selected for their experience as
endorsed NPs working in PHC setting was chosen. Credibility and transferability of the study
were enhanced by this sampling technique because it meant that all the participants had had
similar experiences. Additionally, thematic analysis was undertaken using a clear and
replicable process. Two other researchers, MC and MC independently confirmed the thematic
analysis. This addressed the need for both dependability and confirmability. Finally, a
reflexive journal was also kept in this strand of the study. It was used during both the
interview phase and the analysis process. The journal ensured that the researcher constantly
referred back to the question: How does this relate to the experience of enablement?
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Meta-inferences were made possible by the purposive sampling of participants, and the use of
the internationally validated PEI (Howie et al., 1998) in both strands. These strategies
allowed both a deeper insight into the concept of enablement in NP consultations in PHC and
added rigour to the results.

6.10 Conclusion
Enablement is a previously under explored measurable outcome of the quality of NP care in
PHC. This study examined the consultation from both the NP and the patient perspectives
and proposed a conceptual framework of enablement within a NP consultation in PHC in
Australia. This study suggests that it is not just the actions of the practitioner, but also the
experience of the consultation that influence patient enablement. The practitioner-patient
relationship, the use of time and the use of the body were also important to participants. The
conceptual framework articulates the experience of, and behaviours that contribute to,
enablement and could be useful in developing the way NPs provide care. Additionally, this
study contributes to our understanding of the relationship between enablement and continuity
of care. Further qualitative studies are required to explore the fidelity and relevance of this
framework in other PHC settings and with NPs in specialities other than PHC. Quantitative
studies, using the PEI as an outcome measure, are also needed to determine if NP
consultations enable patients to the same extent and in the same way as do those of GPs. A
mixed methods study could be considered.
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6.11 Supplementary Data
In Chapter 6, the article presented describes the meta-inference developed in this thesis in a
theoretical framework. The results of each strand of the study, patient and NP, used the PEI
to explore individual components of enablement with a consultation. These results were
compared in the table below. This table was not included in the published paper due to word
restrictions. It was however felt to be important to include in the thesis to further demonstrate
the development of the framework. Furthermore, this deconstruction of the PEI and the
exploration of individual components is unique to this thesis.
Table: The PEI with participant narratives from both strands

PEI constructs:

Patients Strand:

NP strand:

Able to cope with
life

I have a much better
understanding of what
happens, why it happens and
what I need to do to manage
it now (Charlie 2)

We provide a holistic assessment of
the situation –Participant A

I feel more confident that I
know what’s going on
(Charlie 2)
She gives me advice at the
level of what I am wanting to
hear as opposed to what she
thinks is the best course
(Cindy 2)

We are never rushed (Chris
2)
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They (patients) are very surprised
when you have dealt with the issue
that they have come in with, and
then you say ‘is there anything else
you would like to talk about today?
Any other health issues? Or, how
you are managing?’ - Participant C

We have the capacity to really
listen and encourage that
engagement – Participant A
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You don't feel like you know,
that you are making other
people wait (Atticus 1)
The NP gives you time to
gather your thoughts and
explain the best you
can…when they (GPs) get
pushy you leave out a lot of
detail (Carol 2).
Having time means I don't
forget things. (Carol 2)
It’s probably the same time,
but it just feels longer, I think
that's because we probably
talk more about what’s going
on and stuff like that.
(Danielle 2)
“these days with GPs it’s like
you are covered in germs and
they don't want to touch you
or get too close. Old doctors
used to say right get over
there and let me check this
out and let me check that out
and that's the NP.” (Carol 2)

Able to understand
illness

When you go to the doctors
they use big words. I suppose
it's a bit like a horticulturalist
when they use a plant name
instead of calling it a pansy
they use the botanical name
you know what I mean?
(Danielle 2)

The NP explains in a simple
layman’s terms way… the
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I feel like I have got a whole lot of
knowledge in my head and I’m not
shy to download it to them. It’s like
they can put together the pieces of
their own puzzle – Participant C

You have to start with what they
already know, sometimes I am
amazed how much they don't know
about their condition – Participant
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NP simplifies it enough that
C
makes me understand without
having to go into the ins and
outs of everything (Charlie 2)
I give them (patients) what they
need when they need it. We are
She just explained the
electronic and everyone can have
situation in a way that made
access to it (information). It’s about
it fairly easy for me to
what the person is, what the person
understand and she said
presents with and (ascertaining if)
ultimately, I’m in charge of
they are the ones that learn by
my own medical stuff, but I
don't feel like I’m alone in it seeing and doing or are they the
ones that need the instructions. I
I feel like there is somebody
there that totally understands think as you evolve as a nurse you
how that makes me feel, and learn what that person is actually
wanting and what is needed and its
then how I can manage it.
every time …its opportunistic and
(Charlie 2)
its often any appointment that
I suppose the ultimate thing
happens – Participant B
is that you feel comfortable,
that you can talk to the NP
themselves and get a sort of
very clear understanding
quite quickly of the issue
(Bob 1)

The NP asked ‘how does that
make you feel?…She opens
up the conversation (Cindy 2)

I can ask her anything.
There’s a lot of questions that
I probably wouldn't even be
bothered asking a doctor
(Danielle 2)
Able to cope with
their illness

If I get a really bad reading
she helps me to understand,
to think about why it has
happened and how I can
manage that immediately.
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One patient said to me this is the
first time I’ve actually felt that I
can take control. Participant B
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Before it was like you know
you get a high reading and
‘oh my god you could die
tonight’ (Charlie 2)
I feel like there is someone in
the medical profession who
actually cares and is listening
and I think that takes the
weight off my shoulders a bit
(Cindy 2)
What I learn from her, I bring
home and tell my husband
and son (Danielle 2)

Able to keep
themselves healthy

I used to drink 30 cups of
coffee with two sugars in
everyday, now it’s probably
five or six cups with no
sugar. (Danielle 2)
The NP says you can do
anything if you want you just
need to be able to manage it
and she’s there to be able to
help you manage it so that
you know you are going to be
healthy. (Charlie 2)

I’ll think about what the NP
said and l’ll go home and
check my levels …it’s like I
am more aware of what I’m
doing lifestyle wise (Danielle
2)

I’d go back quicker next
time, I had let this problem,
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The care we provide is unique and
tailored to that person, it’s not
formulaic, not prescribed, it is
tailored made, bespoke Participant C

Doing nothing is a solution and
empowering supporting someone to
do that or to not be ready to change
or not ready to lose 15kg, but
empowering them and knowing
that one day they will come to a
place where they do want to do
something different and they can
come back to you and you won’t
judge them for taking 15 years to
get there – Participant C
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yes I’d let this escalate too
long, (Matthew 1).

It is nice to go back and
check with someone that
makes me feel like I can deal
with my condition in a nice
responsible way without
being judged or anything
(Charlie 2)
Confident in their
health

The NP makes me feel more
confident and I can be in
charge of and control what I
am doing (Charlie 2)

I’m happy with where things
are going after seeing the NP,
I’m not going home and
wondering what’s really
wrong, or if there is anything
really wrong or is it all in my
imagination. That’s how it
used to be, and just by
explaining I go away more
confident (Carol 2)

Throughout my life
experiences between doctors
and nurses care, whether
they’re in or out of hospital,
the nursing staff have a
different level of care as far
as their approach to you and
their personal connection
with you. This came across
quite strongly with the NP
(Beth 1)
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Acknowledging the small wins
(with patients) you know if there’s
40kg to lose and there’s 3kg gone
then let’s just do a happy dance –
Participant C

I can feed back to them(patients)
not just about the numbers but also
about who, and what they are
presenting with, it gives them a lift,
they say “you make me feel so
good after I leave” - Participant B

I’ve had family members who have
attended NPs and they say that they
come away feeling much more
confident, listened to and
understood – Participant B
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I feel more valued I guess,
reassured, more valued and
more confident and
comfortable (Cindy 2)
Able to help
themselves

I feel like there is someone in
the medical profession who
actually cares and is listening
and I think that takes a
weight off my shoulder”
(Cindy 2)
It's a learning curve but yeah,
the NP makes me aware of
what I am doing (Danielle 2)
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What I perceive our clients value in
us is the difference. We are kind of
looking for the strengths, strengths
we can pull out to then build on –
Participant D

We come from a point of
empowering people, people want to
drive their own lives. - Participant
D
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6.12 Chapter Summary
This chapter presented the meta-inferences from the study. The conceptual framework
developed from the meta-inferences provides insight in how enablement is experienced
and practised by NPs in PHC. Furthermore, this article proposes enablement as a NP
sensitive outcome.
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7.0 Overview of the Discussion Chapter
In this chapter the findings of my parallel mono-method multi-strand study will be discussed
and explored and related to existing literature. The importance of enablement as a measure of
the quality of a PHC consultation has already been established (Chapters 1 and 2). In Chapters
4 and 5 the individual strands of the study were reported and in Chapter 6 meta-inferences
were reported as the findings of the overall parallel multi-strand design. This chapter will
explore the use of the PEI, the NPs bespoke approach to care, the relationship of enablement
to other components of NP care and NPs strengths in caring for patients with chronic illness.
This chapter will be followed by the Conclusion Chapter.
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7.1 Discussion
Exploring the data using the PEI
Even though the PEI was designed to be viewed as a whole with the outcome of patient
enablement defined and reported as a summative score, I used the PEI in this study
differently in order to explore enablement within both patients’ experiences and NP
perspectives. This novel approach may go some way to addressing concerns about the
validity and reliability of the PEI. While enablement is widely recognised as a consultation
outcome measure that relates to quality (Howie et al 1998; Mercer et al, 2008; Mead et al,
2002), Roost, Zielinski, Petterson and Strandbery (2015) suggest that the PEI could be
improved. They propose that while the PEI remains a good indicator of enablement for
research, it is too sensitive to the context in which enablement is measured and may therefore
not be as useful in assessing the quality of a consultation.
Roost et al. (2015) suggest that all of the items of the PEI may not be equally relevant to all
respondents. The authors based this observation on the number of participants in their study
who indicated that a particular item was ‘not applicable’ (Roost et al, 2015). However, Howie
et al (1998) recommended the addition of the ‘not applicable’ option, which was not in their
original instrument, as they found participants appreciated the option and its addition did not
statistically affect the positive scores of the instrument. Roost et al (2015) is the only Swedish
study to have used the PEI and acknowledges that the PHC setting in Sweden is different to
other countries with an average consultation time of 30 minutes.
As the PEI was used completely differently in my study, perhaps the concerns expressed by
Roost et al (2015) do not apply. To my knowledge, no other research has used the six
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constructs of the PEI to explore participants’ narratives and illustrate enablement that has
occurred within a health care consultation. However, it is acknowledged that the use of the
PEI in this way is potentially open to bias and this was mitigated by ensuring the researcher
remained true to the data as described in chapter 3. The PEI has most commonly been used in
quantitative research and, as far as I can ascertain, never in research concerning enablement
occurring within, and following, patients’ consultations with NPs.
One study, conducted among GPs servicing a deprived area of Scotland, did view the items
on the PEI individually and determined that longer consultations enhanced enablement
(Mercer et al., 2007). This study suggested that longer consultations positively affected three
individual components of enablement: a patients’ ability to understand, cope with illness and
keep themselves healthier (Mercer et al., 2007). Interestingly, these authors did not find that
consultation length influenced the other three components of the PEI: patients’ ability to cope
with life, to be confident about their health, and help themselves. Patients in my study
reflected that the length of the consultation they had with a NP was probably the same as that
which they had with their GPs, but they felt it was longer because of the way that the time
was used. NPs also perceived that they used time differently. NPs felt that they ‘flipped’ a
consultation allowing the time, and the use of it, to be dictated by the patient (Chapter 5).
The NPs consultation: a ‘bespoke’ approach to care
The elasticity of time was a recurring theme in my study and was reflected in the metainferences as the existential theme of temporality. Unlike the Scottish study (Mercer et al,
2007), my data concerning time could be clearly linked to all six items of the PEI.
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The length of consultations has financial implications. Different countries provide PHC
services through different funding models. PHC in Australia works on a funding model
(Medicare) that relies on patient throughput and payments depending on item numbers. Early
studies into NP care were critical of the longer NP consultations, suggesting that they were
not cost effective. Venning, Durie, Roland, Roberts, & Leese, (2000) went so as to postulate
that if NPs in the UK could shorten their consultations, they could become more cost
effective than GPs.
An early Australian study of GPs and their patients did not find a correlation between
enablement and the length of a consultation (Simmons & Winefield, 2002). More recently,
Elmore, (2016) explored three variables: patients’ experiences of communication with, trust
and confidence in the doctor in PHC, and found no association with these outcomes and
consultation length. I found the emphasis on time in my study was related to the use of time
rather than the length of time. This was demonstrated in the patient strand through the
temporality or lived time and in the NP strand as bespoke and ‘flipped’ to allow a patient
focus.
It is clear that relationships, and more importantly communication, are central to NP care.
The patient participants in my study valued the relationship they had with the NP, which was
described a partnership devoid of a power differential, a helpful friendship in which they felt
cared for and able to discuss issues openly with no fear of retribution or judgement.
The NP – patient relationship that I found fundamental to the enablement process has been
highlighted in several other studies. Authors of an integrative literature review exploring NP
communication styles and their impact on outcomes located 26 articles published between
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1999 and 2005 (Charlton, Dearing, Berry, & Johnson, 2008). The authors found that the
patient-centred communication seen in NP practice and the biopsychosocial approach taken
by NPs were linked with improved patient outcomes including patient satisfaction, adherence
to treatment and improved patient health. While the outcomes are likely to be similar, this
review explored NP practice in general, and did not specifically explore the NP role in PHC.
In my findings, the patients’ perspectives of the biopsychosocial approach used by the NPs
was represented in the holistic, bespoke care reported by patient participants and included in
the framework developed from the results of my study. My conceptual framework describes
elements of care that are contingent on a relationship that is developed through openness and
honesty. Bentley, Stirling, Robinson, & Minstrell, (2016) in their study that examined NPpatient relationships in aged care and primary care memory clinics, described the relationship
as an ‘affirming exchange’ that was important and seen as a bedrock for communication
(Bentley et al., 2016 p.1991).
Another study that explored the NP approach in similar terms described NP care as ‘authentic
attending to health concerns’ and ‘an intersubjective relationship’ (Kleiman, 2004 p.263).
The emphases on the importance of the NP-patient relationship and on positive
communication seen in this study were reflected in my findings in the NP strand as
‘reciprocity, trust and acceptance’ and represented in the framework as relationality,
corporality and temporality.
Comparative studies of NP and GP consultation in the UK found that more conversation took
place in NP consultations and the NP and patient talked more (Seale, Anderson, &
Kinnersley, 2005, 2006). Additionally, NPs gave more treatment advice than GPs (Seale,
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Anderson, & Kinnersley, 2006). The findings of my study suggest that this may be the result
of the NPs patient centred focus and acknowledgement of the importance both the patient and
NP participants placed on the friendly open relationship.
This biopsychosocial focus is not the sole domain of NP practice and elements of this
approach are seen in research with GPs about patient enablement. The relationships between
enablement and help-giving skills (Simmons & Winefield, 2002), GP training (Pawlikowska,
Nowak, Szumilo-Grzesik, & Walker, 2002), empathy (Mercer, Neumann, Wirtz, Fitzpatrick,
& Vojt, 2008) and communication skills (Mead, Bower, & Hann, 2002) have been well
documented.
Hudon et al.(2013) suggests six themes that represent the patients’ perceptions of enabling
attitudes of GPs these were: starting from the patients’ situation, legitimising the experience
of illness, recognising the patients’ strengths/expertise, offering hope, developing a
partnership and promoting patients interests in the health care system (Hudon et al., 2013
p.4). The conceptual framework of patient enablement developed in my study reflects each of
the themes found by Hudon et al (2013), but adds to them by describing experiential factors
such as the use of time, the value of the ‘hands on’ approach and the relationship that impact
enablement. In my findings, patients described the NP as ‘knowing’ and ‘caring’ for them
and the NP described bespoke care. These findings related to Hudon et als (2013) first theme
of starting from the patient’s situation. Empathy was described in the relationships formed by
participants in my study and reflects the ability of the NP to legitimise the patient’s illness,
Hudon et al’s (2013) second theme. Furthermore, the strengths based approach and
relationship found in my study reflected the remaining themes. Finally, rather than
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‘promoting patients interest in the healthcare system’ as Hudon et al, (2013 p.4) describes,
the theme of knowledge transference was clear in the meta-inferences of my study.
Knowledge transference was seen to promote empowerment in my study. The results from an
Australian study found similar themes to those found by both Hudon et al (2013) and me,
however this study focused on nurses working in general practice (GPNs), not NPs
(Desborough, Banfield, Phillips, & Mills, 2016). Additionally, in this study the participants
were asked directly about patient enablement (Desborough et al, 2016). Because of the
potential for bias in this approach and the fact that it did not elicit the in-depth responses I
was looking for, I opted to first explore the patients’ experiences and the NPs perceptions of
the consultation and then apply the lens of enablement. The consistency of the level of
education and qualifications of the NPs was also a strength of my study. The title of GPN is
not protected, and an endorsement on one’s nurse registration is not required for the role,
which means GPNs have a variety of experiences and qualifications.
I found that NPs created opportunities for education and knowledge transference and this was
a component of enabling patients. Rohrer, Wilshusen, Adamson, & Merry, (2008) suggested
that it may be financially viable to outsource education for patients, but warned that this may
adversely affect the clinician patient relationship. I found that the relationship built between
the NP and the patient was a strong basis for ‘knowledge transference’. Reflections from both
the NP strand and the patient strands of the study described a dynamic interdependent
relationship between the experience of a consultation and enabling behaviours in a
consultation. This suggests that outsourcing education would, as Rohrer et al. (2008)
suggests, be detrimental to the relationship between the clinician and the patient.
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Enablement and its relationship to other components of NP care
The findings of this thesis build on previous research that suggests that NPs listen to concerns
(Sangster-Gormley et al., 2015) and spend time with patients and take patients seriously
(Thrasher & Purc-Stephenson, 2008). It is suggested that NPs “combine some practice
features of medicine with the fundamental aspects of nursing, but remain nursing orientated
with a focus on health promotion and health education as foundations of health care in the
context of the person in their psychosocial environment” (Lowe, Plummer, O’Brien, & Boyd,
2012 p.679). The relationship between this nursing focus and enablement has not been
previously explored among NPs. However, Pawlikowska & Marcinowicz (2015) suggest that
the nursing focus is well suited to enabling patients, and Desborough et al., (2016) report
enabling practices in their study with GPNs. Sangster-Gormley (2016) suggests that NPs
provide education related to self- management, but do not correlate this aspect of NP care
with enablement or any other outcome.
In Nova Scotia, the College of Registered Nurses produced a report to explore NP sensitive
outcomes (Sangster-Gormley, 2016). The aims of the report were to better understand the
contributions made by NPs to health care; to provide a valid rationale to the implementation
of the NP role, to support the ongoing integration of the NP role and to make NP sensitive
outcomes visible in the health care system (Sangster-Gormley, 2016.p4). NP sensitive
outcomes detailed in the report were split into those that had an impact on patients and those
that had an impact at the organisational level. The author of the report suggested that patients
are satisfied with NP care, would recommend a NP to others and would see a NP again for
care (Sangster-Gormley, 2016). She also suggest that patients report that they are better able
to manage their symptoms and adhere to treatment recommendations when cared for by a NP.
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This finding links with my suggestion that the ability of patients to self-manage results from
to the enabling behaviours exhibited by NPs and experienced by patients in their
consultations in PHC. It is important to note that, while this report is a compilation of peer
reviewed research articles, the rigour of individual research articles was not assessed by the
author.
On an organisational level, Sangster-Gormley (2016) suggests that NPs reduce health care
costs by reducing length of stay, the number of patient visits to the Emergency Department
(ED), the number of hospital admissions, and the amount of time patients spend in the ED
waiting room.
In addition, Sangster-Gormley, Frisch, & Schreiber (2013) suggest that NP care can be
articulated through theory and suggest two theories, both of which have components that link
with enablement. The first, the comfort theory (Kolcaba, 1994), proposed that relief, ease and
transcendence are three types of comfort. Ease and transcendence are closely linked with
understanding and managing, key elements of enablement (Sangster-Gormley et al., 2013).
The second theory is based on the notion of “sense of coherence” (Antonovsky, 1987), which
is based on understanding and managing which also link well with enablement.
Sangster-Gormley et al. (2013) propose these theories as possible ways to explore the patient
centred outcomes of NP practice. Considering both the practical and theoretical perspectives
concerning the contributions which NPs can make to health care, I suggest that enablement
could be used as an additional, equally valuable and measurable outcome of NP care and be
more widely used as an indicator of the quality of NP care in many settings including the
PHC setting.
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This thesis focussed on enablement as defined by Howie et al (1998). However, the findings
of my study also reflect elements from other enablement (Stamler, 1996), and selfmanagement (Coventry, Fisher, Kenning, Bee, & Bower, 2014), frameworks. These
frameworks suggest that ability, means and opportunity (Stamler, 1996) or capacity,
responsibility and motivation (Coventry et al., 2014) are needed to promote enablement and
self-management respectively. Coventry et al (2014) studied barriers to self-management
from the views of patients and GPs. Their work could be seen to reinforce the earlier work of
Stamler (1996) who proposed a counselling framework in which ability and capacity align,
opportunity and responsibility align and means and motivation constructively align.
These three concepts, that are central to the patient’s ability to self-management in chronic
illness (Coventry et al., 2014), can be seen in the results of my study and the resulting
framework. My findings concerning knowledge transference, partnership and the ability of
NPs to develop confidence and self efficacy in patients are aligned with the concepts of
‘capacity’, ‘responsibility’ and ‘motivation’ as described by Coventry et al (2014). Selfmanagement could be viewed as an outcome of enablement and the correlation of the results
from this study (Coventry et al, 2014) and my findings suggest that the results of both studies
are valid.
NPs strengths in caring for patients with chronic illness
Enablement has been defined as the result of individual empowerment (Hudon et al., 2011)
and this is particularly important in chronic illness. While my study did not focus on chronic
illness, it was clear from the interview data that many of the patient participants had
underlying health conditions. In the second sample of patients who had seen the NP more

187

Chapter 7: Discussion

than once, the majority reported, or alluded to, a chronic illness or condition. While these
conditions were not discussed specifically, my study did show that those patients who had
continuity to care were able to articulate enabling behaviours more clearly. My proposed
conceptual framework of enablement suggests a dynamic interplay in which enablement can
be strengthened by a continued or strengthened relationship.
Care for chronic disease, often carried out in PHC, imposes the most significant burden on
the Australian health system (Swerissen & Duckett, 2016). Consequently, any possibility of
enabling patients to better manage their own health would be welcomed. A comparative
study in the USA, which explored care for patients with chronic illness, found that compared
to MDs, NPs provided more education to patients (Ritsema, Bingenheimer, Scholting, &
Cawley, 2014). Education, or knowledge transference as it has been termed in this study, a
central component of the care NPs provide is recognised by both NPs and patients as
enabling. Furthermore, a study exploring chronic illness care and advanced nursing practice
rather than NPs specifically suggest that specially trained nurses, such as NPs, can provide
care for patients with chronic disease that is at least equivalent to care provided by MDs
(Martínez-González, Rosemann, Tandjung, & Djalali, 2015).
While an improvement in health outcomes has been correlated with enablement (Mercer,
Jani, Maxwell, Wong, & Watt, 2012), the most compelling evidence for improved health
outcomes is a Randomised Controlled Trial conducted with asthmatic patients (Haughney,
Cotton, Rosen, Morrison, & Price, (2007). This suggests that enablement is particularly
important in chronic illness care which is a significant part of any PHC role. Despite the
importance of enablement for chronic illness, GP predictions of enablement are weak
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(McKinstry, Colthart, & Walker, 2006). It would appear that, in order to improve
enablement, practitioners need to understand it better.
This study has used a parallel mono-method multi-strand design, which allowed for an
exploration of two different perspectives of the consultation. The combination of data from
two sources strengthened the findings which were presented as meta-inferences. It is possible
that, had a mixed method approach been used with quantitative measurement of enablement
using the score from the PEI, an even more detailed picture of the experience of enablement
may have been achieved. This approach will be considered for further validation of the
findings and the conceptual framework.
By deconstructing the PEI into its component items and looking at the way each item is
experienced by patients and perceived by NPs, a richer picture of enablement has emerged.
The consultation framework developed during this study highlights key elements of the
consultation experience: temporality, relationality and corporality. It also incorporates three
key components observed in NP care, namely creates opportunities for education and
supports knowledge transference, builds on strengths and promotes self-efficacy. Together
these components demonstrate enablement and promote coping, managing and understanding
in patients.
I have presented findings that suggest a framework of enablement within a consultation.
These findings align with other research, but it is acknowledged that in an early study Mead
et al (2002) a large percentage of factors that attributed to enablement were not identified and
it is entirely possible that there are patient enabling factors that have not been described or
considered in my research. A formulaic recipe for enablement is not possible rather I present
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a recipe in the form of a conceptual framework which needs adapting for each individual
patient but that allows the clinician insight into salient components of the experience of
enablement.

7.2 Chapter Summary
This chapter has provided a discussion of the findings of the study in relation to existing
literature. The headings of : Exploring the data using the PEI, the NP consultation: a bespoke
approach to care, enablement and its relationship to other components of NP care and NP
strengths in caring for patients with chronic illness were used to structure the discussion and
explore the conceptual framework developed in the study. The following chapter will make
conclusions based on this discussion.
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8.1 Conclusion
In conclusion, I believe this study contributes to the body of knowledge in three ways. Before
the conduct of this study the contribution made to patient enablement by health professionals
other than GPs had not been explored. Moreover, the patients’ experiences of enablement
following a consultation with a NP had not been described, nor had the elements of NP
practice that could foster enablement been explored.

Additionally, the findings of my study can contribute to practice. Exploration of the patient
experience of enablement has provided some insight into how enablement can be facilitated
by health professionals and the quality of patient care improved. I created a framework for
enablement in PHC consultations and proposed enablement as a NP sensitive outcome.
Furthermore, I have made visible a previously undocumented contribution that NPs make in
PHC.

These findings have implications for practice at a micro, meso and macro level. At a micro
level, self-management and satisfaction can be improved at an individual interface by
employing enabling practices. The conceptual framework developed in this thesis has the
potential to increase NPs awareness of factors that influence enablement. From a practitioner
level the findings of this study make visible practices that patients find enabling and the
framework developed in this study could be used to develop and improve practice.

At an organisational or meso level, the finding from my study suggest that, despite the
current restrictions on practice, NPs have the ability to enable patients to manage their health.
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This ability to enable patients has the potential to reduce dependence on overburdened
services and ultimately reduce health system costs. The cost effectiveness of wider
implementation of NP roles in PHC with a focus on NPs ability to foster patient enablement
requires testing in well-designed research studies. It also suggests a review of current
restrictions placed on NP practice in Australia is needed.

At the macro level, the findings of this study make visible an important contribution that NPs
make in PHC. It is possible that my findings, added to evidence gained from existing and
further research, could be used to assist local and national governments to inform policy
concerning the efficacy of various models of PHC, including the wide employment of NPs.
Evidence from this study supports international findings that NPs can play a vital role in the
provision of PHC services. Practitioners’ abilities to enable patients and facilitate self
efficacy will become more important as the burden of chronic disease borne by PHC
increases in Australia and overseas.

8.2 Theoretical implications
This thesis has proposed a framework of enablement. Developed from the experience of NP
care and practitioner perspectives, this framework conceptualises enablement as it is
experienced and highlights components that while alluded to in other research with GPs, have
not been made explicit.
The approach taken by NPs in PHC shows that NPs believe that they provide patient centred
bespoke care, foster reciprocity trust and acceptance, and promote knowledge transference in
consultations. Patients experience of NP care involves a relationship that engenders trust and
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acceptance. It also involves bespoke care that uses time in a patient centred way and is hands
on in a reassuring, accepting way. The finding of this study suggest that enablement can be
seen in NP consultations in PHC and could be considered to be NP sensitive outcome in
PHC.

8.3 Implications for practice
This thesis has used a unique outcome measure that fits well with the nursing ethos of NP
practice, but is also valued by their GP colleagues. Using enablement in this way allows a
benefit of the NP role to be articulated to those who will influence its implementation. Craig
et al., (2008) suggest that in-service evaluation a key question is what are the key components
that make the intervention work and how do these components exert an effect. By developing
a framework of enablement it is clear that the key components that make NP care enabling
are the experience and the care provided. These components are interdependent.
This thesis provides evidence that enablement could be considered a NP sensitive outcome.
As such, it provides salient insight in the understanding of NP contributions to care. As
existing research has already demonstrated, links between better health outcomes and
enablement (Mercer, Jani, Maxwell, Wong, & Watt, 2012; Haughney, Cotton, Rosen,
Morrison, & Price, (2007), this thesis adds to the rationale for implementing the NP role in
PHC and makes visible a previously undocumented strength of NP care.
As mentioned previously, research has shown that GPs’ predictions of enablement do not
correlate well with patients’ experience (McKinstry et al., 2006). This study incorporates
both the patients experience and NP perception of care to explore the consultation through
the lens of enablement. Additionally, by deconstructing the PEI into its components it adds
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an insight into the way different components of enablement are experienced by patients. It is
important that an understanding of the experience of enablement is developed. This study
goes some way to explore enablement within the care of NPs in PHC in Australia. The results
of this study provide a basis of further research which has the potential to influence health
policy on a national level. Studies that report the benefits of NP care in PHC especially in
terms of such an important concept as enablement show the importance of employing NPs in
this arena.
Australia lags behind other countries in the implementation of NP roles in PHC. This study
shows a previously undocumented value to the care NPs provide and adds to the body of
knowledge that shows that NPs are safe and effective practitioners and are well suited to PHC
roles.

8.4 Limitations
It was my intention to explore NP consultations through the lens of enablement. To do this
the study explored two perspectives and a parallel mono-method multi-strand approach were
used. The purpose of this research was to gain rich meaningful insights into the experience
and practice of enablement in the PHC setting in the ACT. Although the findings cannot be
generalised to other settings, they do have significant practical and policy implications at a
micro, meso and macro level. The meta inferences developed through this study need to be
used with caution, but could apply to NP care in other settings, and or other practitioners in
PHC.
The small sample sizes of both patients and NPs used for this study also mean that the results
must be interpreted with caution. The first sample of the patient strand, although small, was
derived from across Australia, while the second patient sample was small and derived from
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one Australian Territory only. The sample of NPs was also small, but represented all but one
of the NPS working in PHC in the study location. As all the NP participants were from one
Australian Territory, they may not be representative of NPs working in PHC in other
Australian States or Territories. Moreover, it is probable that Australian PHC differs from
PHC in other countries in terms of structure, function and funding model, making the results
of this study less generalisable internationally.

8.5 Future research
This thesis reports a link between enablement and NP care and suggests that enablement
could be considered a NP sensitive outcome. A larger multi-centre mixed-methods study of
patients who have consulted NPs in PHC, incorporating the PEI, would yield quantitative
data to test the hypothesis, generated by this study, that NPs excel at enabling patients.
This thesis provides insight into the patients’ experience of a consultation, but further studies
are required to illuminate the therapeutic relationship formed in a NP consultation. Further
studies are important to highlight the contribution of NP care in the PHC setting. Further
studies, both with larger samples and in different PHC setting would explore the conceptual
framework and confirm its validity as a tool to support the education and practice of
enablement.
Broader issues to be covered in future work
NP care in the PHC setting in Australia remains in its infancy and future work will examine
other outcome measures with this group of practitioners. It is important that the time a NP
spends with a patient is valued for the long-term health benefits it has the potential to
provide.
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More research is also needed into NP care in regards to chronic illness in the PHC setting.
Enablement has been seen to improve health outcomes for patients with chronic illness and
future research could focus on the use of enablement as an outcome measure in chronic
illness management.

8.6 Chapter Summary
In conclusion, this thesis provides evidence that enablement could be considered a NP
sensitive outcome. As such, it provides salient insight in the understanding of NP
contributions to care. As research has already demonstrated, links between better health
outcomes and enablement this thesis adds to the rationale for implementing the NP role in
PHC and makes visible a previously undocumented strength of NP care.
This study proposes a conceptual framework of how enablement is experienced This
framework could be used to develop understanding and praxis of enablement within the
PHC setting.
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4.Consent Form: Patient Strand

INFORMED CONSENT FORM
PROJECT TITLE:
Practitioner factors in patient enablement: An investigation of the Nurse Practitioner
role in primary health care.
CONSENT STATEMENT
I have read and understood the information about the research. I am not aware of
any condition that would prevent my participation, and I agree to participate in this
project. I have had the opportunity to ask questions about my participation in the
research. All questions I have asked have been answered to my satisfaction.
Name .......................................................
Signature ........................................................
Date ........................................................
A summary of the research report can be forwarded to you when published. If you
would like to receive a copy of the report, please include your mailing address below.
Name ......................................................
Address.......................................................................
......................................................................................
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6.Recruitment Email: NP strand
Dear Nurse Practitioner
You are invited to participate in a focus group about Nurse Practitioner Care in the
primary health care setting.
The focus group will be held at the University of Canberra during the week of XX July
2015. It will take no longer that 1-1/2 hours and morning tea will be provided.
We are asking for you opinions as part of a project entitled:
Practitioner factors in patient enablement: An investigation of the Nurse Practitioner
role in primary health care.
The first part of the project was conducted with patients of Nurse Practitioners and
now we would like to hear your perspectives. This study is part of my Professional
Doctorate of Nurse Practitioner and I believe it will produce some value research into
the role of the NP in PHC.
Please find attached the participant information leaflet.
If you would be interested in participating please email Jane Frost on
jane.frost@canberra.edu.au.

Kind regards
Jane Frost
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7.Participant Information: NP strand

Participant Information Sheet

Practitioner factors in patient enablement: An investigation of the Nurse
Practitioner role in primary health care.
You are being invited to take part in a research study. Before you decide to take part it is important for you
to understand why the research is being done and what it will involve. Please take time to read the
following information carefully. Please ask the study team any questions you have and request any further
information you need. As researchers we invite your participation in this study and welcome any questions
you may have about the research project
Jane Frost
Assistant Professor (Clinical) in Nursing
Faculty of Health
University of Canberra
Why is this study being done?
The purpose of this study is to
What is involved in the study?
If you agree to participate you will be invited to a focus group of between four to eight people, conducted
by Jane Frost, this will take approximately 1 hour.
Why have I been chosen?
You have been identified as a Nurse Practitioner who is currently practising in Primary Health Care.
Do I have to take part?
Participation in this study is voluntary. It is completely up to you whether or not you participate.
Are there any risks?
There are no known risks for you to participate in the study.
Are there any benefits?
We believe this topic is important because the role and value of Nurse Practitioners in the Primary health
care setting is under researched.
What are the costs?
There will be no cost to you for participating in this study.
Access to the results of the study
Once the research is completed, focus group participants will be invited to a presentation of the findings.
What about confidentiality?
Contribution to the focus group discussions will, by the nature of a focus group, be known to the members
of the group.
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The researchers (and other focus group participants) will be the only people who are aware of your
identity. Your anonymity is assured as no identifying information (such as names or places) will be included
in any published material.
How will my information be stored?
Information collected will be held on a password protected programme on a password protected computer
held in a secure room. All data will be kept for the required 7 years before being destroyed and will be
destroyed following University and ACT Health protocol.
How do I agree to participate?
Please respond via email to the following address Jane.Frost@canberra.edu.au if you would like to accept
this opportunity to participate
What if I have any questions about this research?
Jane Frost
Assistant Professor (Clinical) in Nursing
Faculty of Health
University of Canberra
Email: jane.frost@canberra.edu.au
Ethics Clearance
This research project has been approved by the Committee for
Ethics in Human Research at the University of Canberra and the ACT Health Human Research Ethics
Committee
If you have any concerns or queries about the way in which this study has been carried out and you do not
feel comfortable communicating with the staff conducting this survey, please contact the ethics committee
secretariat via
University of Canberra -Human Research Ethics Committee
(HREC)Tel: +61 262015870
Email: HumanEthicsCommittee@canberra.edu.au
ACT Health- The Human Research Ethics Committee
Building 10, Level 6, Canberra Hospital,
Telephone (02) 6205 0846
Email: acthealth-hrec@act.gov.au
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8.Consent form: NP strand

FOCUS GROUP INFORMATION SECTION

Practitioner factors in patient enablement: An investigation of the Nurse Practitioner role in
primary health care.
Your participation in a focus group has been requested on the topic named above . Your
opinion is vital to our research because you have some traits in common with other
participants. For that reason, what you think will help in refining current research or identify
ways to modify our current teaching strategies.
Please feel free to communicate with any person in the focus group who makes you feel
comfortable. It’s important to take the time you need in order to provide both spontaneous
and considered opinions on the subject we’re asking you about. If you want to revise your
opinion at any time, let the Group Discussion Leader know before the focus session ends. If at
any time you do not understand one of the ideas presented or described, please ask for
clarification, you are an important part of this research!
We believe this topic is important because the role and value of Nurse Practitioners in the
Primary health care setting is under researched.
You have been identified as a Nurse Practitioner who is currently practising in Primary Health
Care
We want you to be very clear about your agreement to participate and that your participation
is entirely voluntary. For that reason, you are requested to sign the attached consent form.
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FOCUS GROUP CONSENT FORM
Project Title:

Practitioner factors in patient enablement: An investigation of the Nurse Practitioner role in
primary health care.
Facilitator: Jane Frost
I have read and understood the information about the research and I agree to participate in this
project. I have had the opportunity to ask questions about my participation in the research. All questions
I have asked have been answered to my satisfaction. I understand that:
1.

Approval has been given by the University of Canberra Human Research Ethics Committee as well
as the ACT Health Human Research Ethics Committee (HREC)

2.

My participation in the project will include being involved in one focus group and I understand
that this will be audio recorded.

3.

I can refuse to take part in this project or withdraw from it at any time without penalty.

4.

I understand that while the results of the research will be made accessible my identity will not be
revealed.

I understand there is no monetary incentive for me to participate
Participant Name: _____________________________________________________________
Signature: ________________________________________
Date: ____________________________________________
Time: ____________________________________________
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