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Abstract

Findings suggest that stigma associated with mental illness may be as strong in health care providers
it is in the general public. Research involving fi@havioral health nurses, and medical and nursing
students, sought to identify bias and negasttitudes directed toward psychiatric patients in a non
psychiatric setting. Studies were reviewed to determine the effects of educational interventions to teach
empathy and increase knowledge related to the pathology of, and treatment modalitg& fivatnc
patients. Several scales were used to measurstigazaand rate interventions to minimize it. Studies
found that healthcare personnel, including nurses, are considered by mental health consumers to be
primary contributors to stigma and digamation against those with mental illness. The studies also
discovered that participation in an educational intervention to learn empathy and acquire knowledge abou
psychiatric patients directly decreased bid®e proect utilized the evidencéased pretice PRECEDE
PROCEED Model (PPM) supported by BComhhugt@d@BM Soci
with the SCT is supported in the literature as the both rely on learned beRagi@nd postest tools of
measure were the Opening Minds Scale+Healthcare Providersyhich measures stigma, and the Toronto
Empathy Questionnaire, which measures emp&y.of 80 nurses asked to attend one of the two
presentations, a totaf 3 participated. With an n of & search fostatistical sigificance wasiot possible.
Descriptive statistics uncovered systemic roadblachksitiating change. The rigidtructure of the B,
the conceptual vision of hospital administration, and a myriad of nursing consieedts be considered
in order to understand the @ j e c t 60 sTheplausbitltynaadssustainability of a practice change

needs tdemeasured against the plausibility and sustainability of the status quo.

Keywords emergency room/department nurse, medstatical nurse, psychiatric

patient,stigma, bias, empathy, and education
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Chapter 1
Introduction

Nurses working in th&amergency Department (BDften find themselves treating mentally ill patients.
There is a level of discomfort associated with treating psychiatric patients for nurses lacking the
understanding, skills, and confidence to do the job. This often resulisse bias directed towards
psychiatric patients. It is said we fear thatiethwe do not know. Educating Efurses about the etiology
and pathology of psychiatric illness and exploring ways to decrease stigma and increase empathy when
treating psychiatripatients, will be a step forward in helping nurses better manage their delivery of care
for the psychiatrigpopulation presenting to the ED

Background and Significance

Canan intervention oéducating EDhurses about psychiatric patients and their treatment, translate
into less nurse bias related to stigma, and greater empathy directed toward that psychiatric patient
population? Can stigma and empathy be measured to substdante t he i nterventiono
clinical questions are meaningful as they relate to patient care and outcomes. A look at the background
concerning this issue is undertaken by examining tipelpton of EDnurses, identifying interventions to
reducestigma and increase empathy juxtaposed to the current state of practice, and determining outcome
to verify the feasibility and validity of undertaking the intervention.

It might seem odd to talk about nurse stigma toward psychiatric patientssasisedorocess or in
terms of epidemiology, but there is a cause and effect that cannot be denied. Epidemiology is the study of
what is visited upon a people. It is the study of distribution and determinants of health related states of
events and the appétion of this study to the control of diseases and other health problems. There are
many factors that contribute to the ppbrysical health of people with severe mental illness (SMl),

including lifestyle factors. However, Lawrence and Kisely (2010) tiadle is increasing evidence that
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disparities in healthcare provision contribute to poor physical health out comes. These inequalities have
been attributed to a combination of factors including systemic issues such as the separation of mental
health servies from other medical health services, and healthcare provider issues including pervasive
stigma associated with mental illness. Severe mental illness often robs people of the characteristics we
find most endearing in others. If there is one sector oépthat should be able to recognibat
behaviors that are otherwise seen as signs of a difficult or negative person are actually symptoms of an
illness, it would be expected to be the healthcare sector (Lawrence & Kisely).
Population

Findings suggest that stigma associated with mental illness may be as strong in health care providers
as it is in the general public (ENA, 2013). Ross et al., (2009), in a literature review identified fear and
blame/hostility as the primary negatiagitudes of nurses treating patients with mental illn€s=n
(2014), using a descriptive craessctional design, found nurses lacking in psychiatric ethics resulting from
external pressures such as insufficient personnel, excessive workload, worklitgpesnlack of
supervision and Hservice training. In response to patients who are agitated, aggressive, impulsive,
exhibiting bizarre behavior, or having attempte
securing order in the ward (Ere2014), this often results in a paternalist attitude that can lead to unethical
behaviors by the nurse. This lack of attention to ethics is translated into neglect, rude/careless behavior,
di srespect of patientos r i gladkefprapercommunmation, di gni t
stigmatization, authoritarian attitude/intimidation, physical interventions during restraint, manipulation by
reactive emotions, not asking for permission, disrespecting privacy, dishonesty or lack of clarity, exposure
to urhealthy physical conditions, and violation of confidence (Eren, 2014). Plant (2013), using a

gualitative investigation of a focus group format, reviewed verbatim transcripts where nurses describe
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Astruggling with uncertaicrertry@, nilyedekiihg preéd £&Is unte
related to Aunmovable barrierso when treating p
overreaching and substantive experience when dealing with psychiatric p&iiekitsson and Hurley
(2011), usinghe SelfHarm Antipathy Scale (SHAS), found that treatments and modalities that fall within
the routine scope of nemehavioral health nurses have the ability of forming a therapeutic alliance with
the mentally ill patient, when those skills are performetl and with compassion. And in a systematic
literature review of adolescents who seiure, Rissanen, Kylma, and Laukkanen (2011) found that
nur seds ¢ o n-ngrygcosld ba dnbiguous,det théir attitude directly affected the care they
provided. This demonstrates that psychiatric patients are receptive to interactive, caring, and
compassionate nurses. Utilizing that readiness of psychiatric patients to respond to positive regard create
opportunity to employ educational interventions to infororrbehavioral health nurses about psychiatric
illnesses thereby increasing empathy and decreasing stigma.
Current Nurse Experiences and Understanding

Currently, nurses find themselves with inadequate knowledge or skills to guide their treatment of
mental health patients (ENA, 2013). A typical response is to rely on personal experience and peer
consensus for patient assessment and planning psychosocial care (MacNeela, Scott, Treacy, Hyde, &
O6Mahoney, 2012). The di s &dawalynorabkgowledgdbases| yi ng o
inconsistency in naming and classifying the care strategies (MacNeela, et al., 2012). Van Der Kluit and
Goossens (2011) found the most frequently mentioned influencing factor in reducing anxiety and feelings
of inadequacyvas the availability of knowledge and skills in relation to caring for patients with comorbid
mental illness.. Zolnierak and Clingerman (2012) state thapegohiatric nurses tend to view patients
with psychiatric comorbidity negatively and thatthiskas own t o af fect nur seds

medical symptoms. Zolnierak and Clingerman (2012) found that nurses feel they lack knowledge, skills,
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and support to effectively care for persons with mental illness. The study goes on to state that education
andexposure to persons with mental illness can assist nurses to inhibit their negative stereotypes and
respond more positively (Zolnierak & Clingerman, 2012). A consistent recommendation is for increased
education and professional development to bettermanage s e 6 atti tudes towar d:
(ENA, 2013).
Internal Evidence

There were opportunities to discuss concerns in three major hospitals in the Phoenix metro area. Nurs
describe real frustration when working with psychiatric patientsiymarses have little patience for
perceived negative behaviors that they deem volitional on the part of the patient. These behaviors have
been interpreted as uncooperative, demanding, rude, hostile, selfish, and attention seeking. These
behaviors would b&ndicative of a difficult, ungratefypatient if they were in the EBr on medical floors
for somatic concerns. However, nurses either do
ment | i Il ness, @rmedicalfichrs ard tleeerdct ptate ¢o h&/&to manage those
components. This leads to negative comments about, and hostile interactions directed towards, the
psychiatric patients. Depending on the diagnoses, nurses have said they feel uneasy and frightened arou
unpredictable pa&nts such as those with schizophrenia, and impatient, irritated and angry when dealing
with patients diagnosed with personality disorders, eating disorders)jseyt suicide attempts, and
especially substance abuse. These attitudes that fuel biabdevedescribed consistently across the
hospitals surveyed.

Problem Statement

According to the Emergency nurses Association (ENA, 2013), emergency department caregivers in

general do nofeel comfortable in providing care for emergency psychiatric patients, which in many cases

leads to psychiatric patients receiving inadequate care. When attributing attitudes to mental iliness,
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Bjorkman, Angelman, and Jonsson (2008) showed that nuitsifignrssomatic care had more negative
attitudes compared with their counterparts in behavioral health. Healthcare personnel, including nurses,
are considered by mental health consumers to be primary contributors to stigma and discrimination again:
thosewi t h ment al il Il ness (Ross & Gol eoocarrencea 009) . |
| abeling, stereotyping, separation, status | oss
(Modgill, Patten, Knaak, Kassam, Szeto, 2014). Prangti® in the emergency setting are often the first
contact a patient will have with mental health care, and bad experience on this initial mental health contac
may lead to longerm problems in which consumers might fear, distrust, or dislike provideic) winght
interfere with their desire to continue in treatment (Zeller, 2010). There is a need to promote greater
therapeutic alliances such as the use of positive regard to reduce the incidence of labeling, and the
negative effects this has on a relatiwpgDickinson & Hurley, 2011).
PICO
This leads us to the relevant PICO questkor. norbehavioral health nurses caring for psychiatric
patients in the Emergency Departmd?), (how does education on disease etiology, pathology, treatment
modalities, and the use of empathy (I), compared to current practice (C), affect nurse stigma and empathy
toward those psychiatric patients (O)?
Search Strategies
The initial search strategy involved the concedEDfnurses interacting with the mental health
population, and the attempt to identify barriers between them and find ways to improve the interaction
between thewo groups. The search was driven by the desire to determine an appropriate educational
intervention to reduce nurse stigma and increase nurse empathy towards the psychiatric pagi&m in

setting. To some extent, the search moved the focus of aniedatatervention between understanding
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the pathology and treatment of a psychiatric di
in reducing bias.

Databases searched were the Cumulative Index of Nursing and Allied Health LiteCanA¢iL), the
Psychological Information database (PsychINFO), and Public/Publisher Medline (PubMed). Key words
used in the search weeenergency room/department nurse, meedstabical nurse, psychiatric patient,
mentally ill, stigma, empathy, bias, anduedtion.Initially the filters were set broadly to get a sense of
what was out there. Ultimately limits were set for research articles, peer review, systematic review, journa
articles, English language, and articles published since 2010.

The CINAHL search results farurseyielded 48,601 result&mergency room nursgelded 11,288
andmedical surgical nursgielded 3,971Etiologyyielded 285,190 resultgterventionyielded 125,865
results, aneéducationyielded 6,981 results. The combinatioredtication and interventiopielded 239
results. The termpsychiatric patient and nurse ratioelded 3,536 results. Unfortunately a proper
combining of terms what not done appropriately in CINAHL.

PsychINFO had larger yields. Broadpatientyielded 576,832 results whifesychiatric patient
yielded 1810 result$2sychiatry and biagielded 5484 resultdNurse and emergency rooyielded 179
results whilenurse and emergency departmgi@ided 553 results. The tempsychiatric symptomgelded
17,215 whilepsychiatric and symptonyselded 64,849Empathyyielded 19,383 anthental iliness and
empathyyielded 192 Nurseyielded 51,957 resultspedical nursezielded 14,913 results, atas and
(scale or measure) and nurgelded 49 resultBiasand (rating or measure) and mentallyylelded 1
result.Education and reducing and bigglded 170 results.

PubMed yielded 5,148,879 fpatient 229,092 fopsychiatric and patientand 996 fopsychiatric
patient Bias and (measure or scalgglded 21,828 whildias and (measure or scaljthin the last 5

years yielded 8,084 urse and stigma and educatigielded 219 results whileurse and stigma and
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mental healttyielded 142 results anturse and bias and mental healtielded 71 results. bre than
three terms would yield little, as witmpathy and impact and bias and stigyredding 1 result, or no
results.Nurse and Biagielded 1,857 results but when the filteasidomized control trial or systematic
review or metaanalysis and last 5 yes was applied that number came down to 131 results. The
implementation of multiple filters often brought the yield down to zero.

Synthesis of Evidence

Ten studies were selected for review with a range of level of evidence from | to VI (Appendix A).
There was 1 Systematic Review (SR), 1 well designed Randomized Control Trial (RCT), -1 Quasi
experimental design (QE), 4 Cohort Studies (CS), 1 IntegrativeeWRé€iR), and 2 Single Descriptive or
Qualitative Studies (SD/ Q). The studies6 demogr
homogeneity as it applies to nurses with four of the ten studies having specifically sampled nurses. The
homogeneit of two articles pertained to medical students. The four remaining articles demonstrated
heterogeneity, with three pertaining to healthcare providers, and one pertaining to the population at large.
The settings of hospitals, clinics, universities, andcttramunity encompassed the ten studies with four
of the ten studies having multiple settings. Four studies were found to have good validity, one had
acceptable validity, and one had fair validity. Reliability was found to be excellent in two studies) good
four studies, and fair in one study. Overall, generalizability was limited to poor. Only one study
determined it had good generalizability.

The findings pertained to the following themes; bias (focus of 5 studies), stigma (focus of 4 studies),
negative attitudes (focus of 3 studies), stereotyping (focus of 2 studies), empathy (focus of 3 studies), and
knowledge and skills deficits (focus of 3 studies) among healthcare providers, along with one study
measuring attitudes towards using EBP. Ovedaltreases in negative attitudes, stigma, and bias, and an

increase in empathy were found in the studies that pertained to those topics. Only 1 study suggested an
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increase in stigma and stereotyping as it relates to social distancing of patients diagthosed w
schizophrenia. Two studies looked at rating scales or measures to determine effectiveness of interventior
to increase empathy and decrease negative attitudes and bias, while one rated a scale to determine attitu
toward the use of EBP. The theoratirameworks were identified accordingly; 7 articles utilized
Bandur e&dd i Realcfy Model, 2 used Wagner s Chronic ¢
Stress Model.

The studies relied on questionnaires; p@sttests, empathy scales, narratsynthesis, structured
engagement, and specifically the Likert scale, Kuger & Casey Qualitative Analysis, and the Implicit
Association Test (Appendix A). ANOVA, MANOVA, CHbquare tests, paireddsts, ManANhitney U
test, Wilcoxon SignedRank Test,Battet t 6s test of Sphericity, Chro
Intervals, and InteRater Reliability were all utilized in the studies.

We can conclude that educational interventions to create awareness of psychiatric etiology, pathology
and treatmentodalities do have a positive impact on stigma and empathy. The research describes real
time changes of decreased stigma and increased empathy and confidence on the part of nurses following
educational programs. Measures exist that can accurately asg@ssasnd empathy. These measures not
only provide proof of bias, they validate the success of interventions based on positive results. Educatione
interventions to help nurses understand a psych
provide @re with increased confidence and understanding, thereby decreasing stigma and increasing
empathy.

Purpose Statement

Psychiatric paénts in crisis are utilizing E®at an increasingt@ The nurses they encounter are

faced with delivering treatment that is based on knowledge the nurses feel they lack, and understanding

and empathy the nurses struggle to conceptudltze purpose of this paper wi@sdetermine if educating
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ER nurses othe etiology and pathology of psychiatric symptoms, treatment modalities, along with the
positive effects of empathy, woubldffect nurse stigma and empathy towards the mentally ill.
Study Questions

This project hopetb answer the following questions. Can stigma directed towards psychiatric patients
be reduced through edatton? It was hoped that education descriltiregexperience of the mentally ill
and highlights misconceptionsali the disease process wowadcomplish this. Can empathy for
psychiatric patients be engendered or increased as a result of an educational intervention? Learning abot
the cause and onset of certain diseases and gaining a better understanding dbcatdrggnosis may
release the psychiatric patient of unfair judgments made against him or her as a result of increased
empathy and awareness on the part of the nurses. Finallghtihot officially measured, would
participation in the educational presation offer a tool for nurses to better manage frustration and anxiety
that often occurs when treating psychiatric gyats in the ED? It was hoped that this wdagda byproduct
of the presentation, as emergency department nurses deserve every lagigitiely can get in the

execution of their duties.
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Chapter 2
Introduction

The intervention was a Power Point presentatior
decrease stigma and treat psychiatric patients
stigma and empathy toward psychiatric patientd, danges as a result ofrpeipating in the
intervention, was the focus of the project. Nevertheless, teaching ED nurses about psychiatric patients so
that they are better equipped to treat this population was a corresponding goal. The intervertteon will
appraised whin this chapter to describes itoundation in the PRECEBDEROCEED evidence based
practicemodehnd t he correl ating concept utaeTheory. Brojecivo r k
methods &pproval, setting, participants, outcomes, analysis) and results will also be examined.

EBP Model and Conceptual Framework

The EvidenceBased Practice (EBP) model selected to guide this project was the PRECEDE
PROCEED Model (PPM) (Appendix C). Strictly, EREDE stands for Predisposing, Reinforcing,
and Enabling Constructs in Educational/Environmental Diagnosis Evaluation and PROCEED stands
for Policy, Regulatory, Organizational, Constructs, Educational, Environmental, and Developmental,
as described by Ragnuber (2014). The model is a product of John Hopkins University and was
devel oped to teach health promotion to their st
evaluating health behavior change programs and is considered a behavioral dieavngetion
(Raingruber, 2014). Its application relies on the concept that the participants must assess their own
needs and priorities. It uses approaches to planning that encourages individual and group
involvement and participation. This was fundamemaldopting PPM to initiate and maintain buy
in from the nurses who participated in the intervention. It also included nurse participation in

describing the problem and the need for solutions, rather than telling the nurses what they need and
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mandating a paticular intervention. Whethe need for changse verified by nursethe likelihoodof
a successful intervention amdproved outcomes is greatly enhanced. There are nine steps involved
in PPM. The first step was to conduct a social assessment of tHatpopto identify their own
needs as it related to the probl em. Il nternal an
confirm step one, and should give the nurses shared authorship to the intervention. Step two used
statistics and surveys to gauthe effect of the problem on the nurse population. Step three was a
behavioral and environmental assessment to identify factors that contribute to the problem. Step four
identified predisposing factors t hardaggleowitto vi de r a
negative feelings when it comes to the psychi at
interventional strategies and identified policies, resources, and circumstances that influenced the
intervention. Step five also considered bemsithat would possibly be encountered such as space for
the intervention, time involved, and staff commitment. Steps six through nine coalesced to determine
the likelihood of change and evaluations of outcomes related to predisposing, reinforcinggenablin
behavioral, and environmental factors.

The theory underpinning the PPM was Bandur abd
D). Several studies link the PPM to SCT as it relies on learned behavior. The theory suggests that
people learn by noticing the benefits of actions that they obsgher people performing
(Raingruber, 2014). Raingurber (2104) lists the six components of SCT as Reciprocal determination,
Behavioral capability, Expectations, Sefficacy, Observational learning, and Reinforcements. The
hoped for change in interacti®betweerkED nurses and their psychiatric patiemtsuld address the
components of SCTt was hoped for that nurses woslkele how they influence, and are influenced
by their work environment. Their pabilities and expectations would change and they waoeiiir

incorporate seiefficacy that is then observed and utilized by their peers.



DECREASING STIGMA AND IMPROVING THERAPEUTIC 17

Project Methods

Ethics

IRB submission was approved on September 15, 2015 (Appendix E). This process maintains human
subject protection through inclusion and exclusion criteria, ensuring vulnerable populations are identified
and protected. Recruitment methods, risks to partitsp@nivacy and confidentiality, and consent
procedures are also part of the IRB approval process. Since the presentation occurred at the hospital whe
the ER nurses work, special attention was paid to explaining how privacy and confidentiality was to be
maintained. It was also made clear that choosing to participate or choosing to not participate would have
no bearing on their employment standing. Recruitment entailed posters placed in the ER break room with
corresponding flyers (Appendix F). A generalal was sent to all nurses in the ER inviting them to
participate anonymously with no response to the email required (Appendix G).
Setting, Organizational Culture, and Participants

The setting was the emergency department at a level one traumaacehteaching hospital in
Phoeni x, Arizona. Permission was obtained from
H). The presentation was located in another part of the medical centen ardifferent floor from the
ED. This particular meical center has shown its dedication to a culture of competence across the entire
organization. Less than optimal performance outcomes are seen as opportunities for learning. Actual
errors are met with education and mentoring with resulting competessessad and reinforced. This
particular setting is a Magnet hospital where continuing education is valued and supported. This project
benefited from an emergency room administration that enthusiastically welcomed the intervention and
actively supported itevolution. The partipants were EDurses treating psychiatric patients. Their desire
to learn and be a part of the intervention was evident. Gratitude was the major theme expressed by the

nurses. Mutual respect allowed for an open and honest exchange.



DECREASING STIGMA AND IMPROVING THERAPEUTIC 18

Intervention

This project was an educational intervention (Appendix I) for nurses treating psychiatric patience in the
emergency department. It gave information on the causes of certain mental ilinesses to demonstrate that
emotional, physical, and seal trauma, are often part of thestury of the mentally ill. It waboped that
this, along with information on inherited traits and brain chemistry, engendered some understanding of the
innocence of patience in creating their circumstance. The patigatiexce was discussed as it related to
why certain behaviors manifest. Behaviors were discussed in terms of being criteria and often-time non
volitional on the part of the patient. Myths were discussed in the attempt to mitigate stigma. Cognitive
empathywas discussed in the hope of increasing empathy as a tool for an overworked nursing staff.
Stigma and empathy was measured prel postest.
Outcome Measures

The Toronto Empathy Questionnaire (TEQ) (Appendix J) was used to measure empathy. ltem
remander coefficients were sound, ranging from-3659; i nternal consistency
U = .85. | n a steanclTBQ, the fissHive eigenvaluds werel5&3, 1.43, 1.13, 1.06 and
0.93. There is a discontinuity between the firsel aecond factor, consistent with a-dimensional
structure. Factor coefficients are reported where the items were forced to load upon a single factor,
ranging from .42 to .65 (mean = .53, SD = .08). This analysis yielded four items with loadingsc@hove .
an indication that the factor is reliable regardless of sample size (Spreng, McKinnon, Mar, & Levine,
20009).

The Opening Minds Scale for Health Care Providers (M3 (Appendix J) was used to measure
stigma. The initial testing OM8IC scaleshowe good i nternal consistency

satisfactory testetest reliability and intrglass correlation = 0.66 (95% CI 0.54 to 0.75). The GIMCT
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was only weakly correlated with social desirability, indicating that the social desiraialgyvas not
likely to be a major determinant of OMSBC scores (Modgill, et al., 2014).
Data Collection and Analysis Plan

All data was collected at the first presentation. The secosgptation had no participanBatawas
kept locked with the falitator having the only key. With the participation of just 3 nurses, statistical
significance was not reached. A WilcoxbtatchedPaired Signed Rankest was going to be used for
analysis of the sample prand posttest. With an n less than 30 it seemapgropriate to use this non
parametric test. Ultimately it was decided that an n of 3 was too small for even the Wiltatabred
Paired Signed Rankest. Thereforedescriptive statistics wetesed to describe the sample and outcome
variables.
ProposedBudget

Minimal expense was required in funding the project. Copies of flyers and posters announcing the
presentation along with copies of the measuring tools were the only expense. The entire cost was under
$50.00.

Project Results

Three study questions were initially asked. Can stigma directed towards psychiatric patients be reduce
through education, can empathy for psychiatric patients be engendered or increased as amesult of
educational intervention, and will participation in the educational presentation offer a tool for nurses to
better manage frustration and anxiety that often occurs when treating psychiatric patients in the ED?
Statistically, we cannot answer thesegjons. The 3 participantll had experience working with
psychiatric patients and had friends or family members with a mental health diagnosis. This information
was obtained via the demographic questions. €eiMShad a possible score of-200 with higher

numbers correlating with greater stigma. TEQ had a possible sco@doiviih higher numbers
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correlating with greater empathy. Participarit had a decrease in stigma from 32 to 30 and no change in
her empathy score of 61. Participar?2 had a decreasem 51 to 50 and no change in her empathy score
of 44. Participant 48 actually had an increase in stigma from 48 to 50 but an increase in empathy from 56
to 54.See Appendix Ndemographics, empathy: Epre/Epost, stigma: Spre/Sfds)project would has
been greatly enhanced if ED nurses with no psychiatric experience, either professionally or personally,
had participated. Having that participation wou
on stigma and empathy.
Discussion of Results

Takingperspective of another persons experience reflects a cognitive empathy which often overlaps
with affective empathy (Spreng, et al., 2009). The TEQ measures both cogmipathy such as
assessment of emotional state, the ability to infer and predict, -sopiahelping behaviors, and
affective empathy such as emotional contagion or sympathetic arousal (Spreng, et al.). FHEOMS
measures components of stigma suchessgived stigma, sefftigma, or social distancing (Modgill, et al.,
2014). Though higher scores relate to greater empathy and stigma respectively, data analysis for this
project confines itself to changes in scoring rather than in identifying whatiatpreention score means
in terms of a persons behavior. It might be stated that results are hard to come by when only 3 ED nurses
participated in the educational presentation. However, we in psychiatry understanddhatan be
deri ved f r ompperireatgivenh sitaasiam,éas can be derived from what does happen.
Subsequently, a review of why nurses failed to participate is essential going forward. A better
understanding of time constraints, workflow, workload, and level of administrative sigopedded.

Conclusion
We need to adapt the way in which to deliver educational programs to ED nurses. Their often chaotic

schedule seems to prohibit an educational intervesgbat a specific time. It might make sense to



DECREASING STIGMA AND IMPROVING THERAPEUTIC 21

provide a video presentation or a vemeer PowerPoint presentation that individual nurses could access

at their leisure. The facilitator could give contact information to allow for questions to be ansWwhetd.

would be missing though is the human connection that is the essence of a therapeutic intervention for
psychiatric patients. Remembering Bandurads Soc
observation, we may find that the didacticiiighished in its power and meaning if done via electronic
media. Perhaps the facilitator has designed his own fate by accepting the title of facilitator instead of
educator . Godsey (2015) suggests that lameachers
facilitatorso as we utilize t etdemuoylAsfpnthist o pr ese
facilitator, the experience of personally educating the nurses that participated in the presentation was
moving. Gauging interest, attention, and theod of the class allowed for an immediate assessment of
understading that informed the effectiveness of instruction at that moment and the nurses corresponding
needs. This is the essence and power of behavioral health nursing. Oftentimes informasi@mneed

advocate, a message needs an interpreter, and the moment needs to be shared.
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Chapter 3
Introduction

There may be nothing more unfulfilling or disappointing as a missed opportunity, especially when
it was hoped for rather than a surprising knock at your door. To frame the outcome of this project as a
missed opportunity, however, neither honors thekvmor describes the reassessment of needs. ED
nursing is a complex undertaking. The skills are taxing, the knowledge is simultaneously broad and
focused, the environment is energized, and the milieu responds in kind. The question may be, is it rigr
to try and change the focus, style, and behavior of nurses working in the ED? It would seem that they
work and behave as they do because it facilitates better outcomes for emergencies in general? In the
desire to improve psychiatric patient experiences andmes in the ED, we may have targeted the
wrong issue. |1 tos possible we need to make st
be and create different emergency care options for psychiatric patients. Discovery happens as a resull
ofseekingpaswer s and the answers present themsel ve:
us, it may be a measure of the question. Forcing answers hardly bodes well for the uptake or
sustainability of policies.

What happened witthis particular prct? What did it give us and what did it wathld? Where
do we go next? @e thing is certain, we have opened a doalr\ae have walked through it. Perhaps
an opportunity missed becomes an opportuaigated.

Measured and Potential Impact

The measured impact was minimal at best. If nothing more is done with regard to this project, the
ED nurses at this practice site will have benefited nothing. They will utilize the same interactions and
intervertions they have always used when treating psychiatric patients. The PICO question will not

resonate and will be unanswered as we are | ef
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analysis. This is not to say that ED nurses will not learn teetapinteractions in the course of their
experiences. It also is not to say that personal stigma and empathy levels will remain stagnate without
this intervention. In terms of this project, however, its usefulness will not be enjoyed by the nurses,
impared to the patients, nor implemented by the department.

Potentially, nurses may be able to avail themselves of this educational intervention individually to
gain knowledge that they feel might be useful. After all, the project was meant as a &lpl to h
unfamiliar nurses engage with psychiatric patients. Nurses often adjust their skills based on-evidence
based practice to adopt better ways to do a job or better tools with which to dé&tteenthough the
presence of a facilitator would provide an ogpnity for enhancement of the education, the tool itself
stands on itds own to provide the needed cont

Financial Impact

If we think in terms of a strict costenefit analysis, #gnminimal cost of this intervention pales in
comparison to the potential benefit. The presentation is completed and need only be viewed by staff tc
effect change. It could be argued that the benefit of having more ED nurses capable and willing to
apply theapeutic interventions, minimizing stigma and employing empathy, would have untold
financial benefits as patients would more frequently be deescalated in the ED and triaged more
effectively.

Impact of Current Policy

As project facilitator, there were many wdtkoughs of the ED to talk about the upcoming
educational presentation. Beyond individual praise and verbal gratitude from some at the onset of this
project, hospital support was lired to nurse access via email and permission to place posters, and
flyers in the break room. Concerns over a mere 3 participants at the first intervention were expressed

to supervisors, managers, and the director of the ED along with the research depsrtheehospital.
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Another email was sent by management to nurses encouraging them to attend a second presentation.
No other action was taken. The director would not consider allowing nurses to attend while on the
clock. As a result, there were no pagants at the second presentation.

The site of this presentation is a large level | trauma center, the flagship hospital of a large muilti
state system with Magnet designatioirior to the presentationthe hospital was the process of
recertification to receive Magnet designation for another 5 years. This was the only time hospital
personnel approached this facilitator to ask that | speak with Magpediserso discuss my project.
Looking back, it seems there may have been someypeliated to magnet status that could have
mandated more suppatter they leftPr i or t o t he Magnet visit, phr
best patient outcomeso, fApromoting educationo
Aposiet iate omships among different departments
via posters, emails, and on site visits by administragdterward, the energy dissipated along with
the interest.

Leadership and Innovation

As a doctoral student, one discovlbosv important it is tde an active part of the healthcare
system on behalf of the patients they serve. Change is no longer left up to an anonymous cast of
powerful, entrenched indivighls. The opportunity to independently choose a project planted the seed
of leadership and innovation. Autonomy allowed for ownership, which truly ignited the process. This
facilitator had personally witnessed a dysfunctional treatment protocol for psichéatients in the
ED. The negative impacts of ndherapeutic interventions by unsupported, well meaning nurses on
psychiatric patients were clearly seen by the behavioral heaftrasd this facilitator. Aheorywas
developed by this facilitator to explawhy ED nurses develapegativeattitudestoward psychiatric

patients.The ideaof addressing stigma and introducing education and empathy as a tool came from
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internal evidence and facilitator observation. Mavithis project forwarcheededeadership and
innovation. These precepts were informed and supported by the DNP curriculum and resulted in a
worthy and important intervention. Negotiating barriers was a function of believing in the value of the
project, im@rting that value to stakeholders, and demonstrating commitment to the project.
Sustainability

We need to reassess the commitment to change protocols for psychiatric patients in the ED. The
guestion may be one of assessing the sustainadiilihe status qudvost research points to the
inability to maintain currensystems to care for the m@sing numbers of psychiatric patients coming
to our emergency departmentsli8sky and Loftis (2007) found thak®y percent of ED doctors
believe that increases in psychiatric patients in the ED have a negative impact on access to emergenc
medical cee for all patientsinternally, some nurses have expressed concerns that improving care and
nursing skills for psychiatric patients will open the door to more psychiatric patients and added
expectations of ED nurses. The project cannot sustain itsed rhindset of the ED is one where
psychiatric patients are seen as problematic and better served in a separate (but eqialratasea.
the context in which this project will be applied? Before we assess the sustainability of this project, we
must assedhe future commitment of emergency departments to treat psychiatric patients.

Further Application or Research

It is unlikely that we will see a drastic change in the way emergency care is delivered to psychiatric
patientsDue to the high level of medical comorbidities, it is unreasonable and unethical to separate
psychiatri c pratg geentiasic posyigeectidns i the BD. Psychiatric patients
will, for now, continue to seek help in emergency departments. More research, though underscoring,
will not add to the understanding of the problem. Therefore, further ajpmtaztthis project shald

be the current focudlodifications should be made that allow for distribution of the project in a
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manner that allows for maximum acceSsntent should be evaluated to assure clarity in the absence
of a helpful facilitator. Perhaps the presentationld be included in the mandatory learning modules
that nurses currently participate in. The education department should be elicited to help in formatting
the presentation to fit the standards currently held for other learning modules. In the face sf what i
we need to work with what we hav
Gaps

Any gaps in the literature, practice, or policy, needs to be discussed under 2 subheadings. For
purposes of educating nurses anddaiifig patient outcomes, there are no gaps that suggest the
intervention would be problematic or ineffect
to psychiatric patients will have positive results for nurses and patients alike. In termd@dttral
requirements to apply a tool to measure signifieasfcthe intervention, gaps coutséenidentified.
The validityand reliabilityof tools used to measure stigma and empatbyariedAlterations in the
TEQ, which had high internal consistency, were made in an attempt to improve construct talidity.
was not made clear if these changes had any e®&%HC scale showed good internal consistency,
satisfactory testetest reliability ad intraclass correlatiofModgill et al., 2014, but findings varied
in relation to using the XBem Likert scale or the 2llem Likert scale. Comparative superioriggl to
choosing the TEQ and the OMEC rather than other tools.

Conclusion

Unable to be measured statistically, the impdi¢che projecmay lie in the potential that waits
inside the unseen interventiocrit s possi bl e the i mpacpratemdssforhe p
use in an emergency department system that is dysfunctional in its protod¢matiogpsychiatric
patients. It comes down to asking the right questions to better ascertain the landscape we will be

functioning in.Adjusting the question. It is the essence of discovery, which requires humility o ego
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alter our vision in order to better serve our patints.6 s possi bl e that this |
misplaced. Perhaps ED nurses are fighting an uphill batkerwh t hey ar e asked to
behaviorsPer haps they are being diverted from thei
behavioral health staff should work in consort with the medically minded ED riarbe#ter serve the
psychiatric patienpopulation Ultimately though, this facilitatoexpects there is value in all nurses
expanding their knowledge and skills to holistically treat the patient in front of them. We should
counter the internally fragmented state of mind of the psychiatienpatith a coalesced set of skills

contained in the one nurse that touches the patient.
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Appendix A
Citation Conceptual | Design/Method | Sample/Setting | Major Measurements | Data Study Decision For
Framework Variables & Analysis Findings | Use
Definitions
Aarors, G.A. Bandura: Self | Survey design based| N: 1,089 CLN IV: EBPAS 15 | EBPAS LOS: More LOE: IV
(2010). Efficacy model | on the MHCS 100 CL, 75 cities, 26| item LS 15 item, 5 point LS | CFA sup positive
Psycometric states. ported attitudes STR: Large,
Properties and U.S. Purpose: To assess | n: DV1: p<.05, SOFM. toward nationwide, DI
National Norms of mental health DG: CAU-70.5% SS for all factor adopting S, moderate to
the EvidenceBased provi der 6 s a AA-7.6%, H1.8%, loading. R CE = EBP COR excellent
Practice Attitude toward adopting EBP| AS-1.8%, NT-0.3%, | DV2: CFA .91-.67 (total | with > reliability, good
Scale (EBPAS) 0-4.8%. supported scale =.74) | organiz G. CON with
SE: SOFM of .91 to ational previous ST
U.S.A. .67, finding support.
IN: Sites with 5 or EBPAS = .74 Norms WE: Speculative
Funding: NA more CLN, Offsite provide findings of lower
and SCH access to reference scoredor
Bias: none CLN point for African
future American,
AT:0 research. Latino, and
> need to ot her o.
link attitude
with fidelity
to use EBP.

Key: AA- African American ANOVA - Analysis of VarianceAR- age rangeAS- Asian AmericanAT - attrition rateBTS-Bar t | et t 6 s
Attitudes towards the Mentally Ill scalEBA-Cr o n b a ¢ h ®Es CoéfficiertvssC| - confidence intervalCFA- Confirmatory Factor AnalysisCFI- Comparitive Fit IndexCL - Clinic/s, CLN -

Clinician/s,COCO- Correlation CoefficientCOI- Conflict of Interest,CON- CongruentCOR- Correlate/tionCR- Criteria, CS- chi-square analysis/te€dG- demographicsDI - Diverse,DV-

T@AEtCaundsianSAVI -eComnmainity y ,

dependent variabl&BP- EvidenceBased PracticdsBPAS- EvidenceBased Practice Attitude Scalef-A- Exploratory Factor Aalysis,EPPS Edwards Personal Preference Schedtie,
exclusionsf- female,FA- Factor AnalysisFS- feasibility, G- Generalizability GFI- Goodness of Fit IndeX{- Hispanic,HA - Harm,HCP- Health Care ProfessionaltdET - HeterogeneityHHOM -
Homogendy, IAT - Implicit Association TestiN - inclusions,IRI - Interpersonal Reactivity IndeiRR - Inter-Rater Reliability,|V - independent variabldSE- Jefferson Scale of EmpathyMO -

KaiserMeyerOlkin, LM - Limitations, LOE - level of evidencel.OS- Level of Significancel.S- Likert Scale M- male, MANOVA - Multivariate Analysis of VariancdylHCS- Mental Health

Clinicians SurveyMI - Mental lliness/Mentally IIIMOTES - Measure of Orientations Toward Empathic and Sympathetic &) - Mann-Whitney Utest,N- sample size (people); sample size
(studies), NA- not applicableNHMRC - National Health and Medical Research CouridikIR - National Institute for Health Researdil - Native AmericanPCA- Principal Component Analysis,
PP- Pre and Postest,, Q- Quality, QL - qualitative studyQN- quantitative studyR- reliability, RCT- randomized control triaRMSEA- Root Mean Square Error of Approximatjart- related toS-
Sample SAS- Statistical Analysis Softwar&§CH- ScheduledSD- Standard Deviain, SE- Setting, SOFM- SecondOrder Factor ModelSOH- Simulation of HallucinationsSR- Systematic Review,

SRM- Standardized Response Mea8S; Statistically SignificantST- Study/s,STR- strengthsSYN- Synthesist- t-test,U- university, WE- weaknessedl/SR- Wilcoxon SigneeRank Test,

>- Increase/greater thag; decrease/less than
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Citation Conceptual | Design/Method | Sample/Setting | Major Measurements | Analysis Findings | Decision For

Framework Variables & Use
Definitions

Ando, S. (2011). Bandura: Seif | SR N: 10 studies; 143, | SOH in Tabular presentatior] LOS: Created LOE: |

The simulation of efficacy 150, 112, 12, 504, minutes, listed | of narrative SYN. insider STR: IRR was

halludnations to model MetaEthnographic | 94, 579, 10, 27, 8. by 10 N ST: 2 RCT met perspetive | high.

reduce the stigma of Synthesis. DG: IV1: 16min SYN of the all Q CR. which > WE: initial

schizophrenia: A SE: IV2: 4.5min standardized mean | 2 RCT met 3 | empathy and screening done

systematic review Purpose: To IN: ST creating IV3: 4.5min difference was outof 6 Q respect. by 1 researcher.

U.K. determine effects of | experience of IV4: 16min inappropriate. CR. desire for MetaAnalysis

Funding: NIHR SOH on attitudes auditory, visual, IV5: 4.5min social precluded r/t

program grants for regarding patients olfactory, or tactile IV6: 4.5min distanéng > | HET.

Applied research. with schizophrenia | hallucinations with IV7: 4min which may | No HA identified

So. London and aim of < stigma. IV8: 4.5min not pertain | but potential

Maudsley NHS Databased ST r/t IV9: 4.5min to the nurse | harm if

Foundation stigma related IV10: 4.5min patient participants have

Bias: No COI outcomes, harm or relation current or

declared. Second distress. DV1: >in ship. prodromal

author is funded EX: ST with desire for social Negative psychotic illness.

through unrestric simulation of distancing. attitudes <.

tedscholarship: hallucinations for DV2:SS>in

GlaxoSmithKline therapeutic purposes| empathy

International DV3: <in

Scholarship AT: 0 negative

Charitable Trust attitudes

Key: AA- African American ANOVA - Analysis of VarianceAR- age rangeAS- Asian AmericanAT - attrition rateBTS-Bar t | et t 6 s
Attitudes towards the Mentally Ill scalEBA-Cr o n b a ¢ h ©Es CoéfficiertVsiC| - confidence intervalCFA- Confirmatory Factor AnalysisCFI- Comparitive Fit IndexCL - Clinic/s, CLN -

Clinician/s,COCO- Correlation CoefficientCOI- Conflict of InterestCON- CongruentCOR- Correlate/tionCR- Criteria, CS- chi-square analysis/te€dG- demographicsDI - Diverse,DV-

dependent variabl&BP- EvidenceBased PracticdsBPAS- EvidenceBased Practice Attitude Scalef-A- Exploratory Factor Analysi€PPS Edwards Personal Preference Schedtie,
exclusionsF- female,FA- Factor AnalysisFS- feasibility, G- Generalizability GFI- Goodness of Fit IndeX- Hispanic,HA - Harm,HCP- Health Care ProfessionallsET - HeterogeneityHHOM -
Homogeneity)AT - Implicit Association TestiN - inclusions,IRI - Interpersonal Reactivity IndeiRR - Inter-Rater Reliability,|V - independent variabldSE- Jefferson Scale of EmpathyMO -

KaiserMeyerOlkin, LM - Limitations, LOE - level of evidencel.OS- Level of Significancel.S- Likert Scale M- male, MANOVA - Multivariate Analysis of VariancdyHCS- Mental Health

T@AEtCaundsianSAVI -ecComnanity y ,

Clinicians SurveyMI - Mental lliness/Mentally IIMOTES- Measure of Orientations Toward Empathic and Sympathetic &) - Mann-Whitney U testN- sample size (people); sample size
(studies), NA- nat applicableNHMRC - National Health and Medical Research CouridikIR - National Institute for Health Researdil - Native AmericanPCA- Principal Component Analysis,
PP- Pre and Postest, ,Q- Quality, QL - qualitative studyQN- quantitative studyR- reliability, RCT- randomized control triaRMSEA- Root Mean Square Error of Approximatjart- related toS-
Sample SAS Statistical Analysis Softwar§CH- ScheduledSD- Standard Deviatior§E- Setting, SOFM- SecondOrder Factor ModelSOH- Simulaton of HallucinationsSR- Systematic Review,

SRM- Standardized Response Mea8S; Statistically SignificantST- Study/s,STR- strengthsSYN- Synthesist- t-test,U- university, WE - weaknessed8y/SR- Wilcoxon SigneeRank Test>,

Increase/greater thag; decrease/less than.
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Citation Conceptual | Design/Method | Sample/Setting | Major Measurements | Analysis Findings | Decision For
Framework Variables & Use
Definitions
Hojat, M. (2011) Bandura: Self | Design: Conceptual, | N= 201 IV1: JSE JSE Principal Empathic LOE: IV
Empathic and Efficacy model | measured, IV2: IRI IRI comporent orientation | STR:
Sympathetic psychometric. DG: 3rd year medical 1V3: MOTES MOTES factor by is participation
Orientations Towrd students Confirmed varimax significantly | voluntay,
Patient Care: Purpose: To develop construct validity rotation, associated | anonymous, with
Conceptualizton, instruments for SE: Jefferson DV1: mean through FA. contrasted with scores | no compensa
Measurement, and measuring empathic | Medical College (+SD) = 13.7 LS. Twoway groups of validity, tion. SS for
Psychometrics and sympathetic (+2.4) for MANOVA. conceptual | empathy on JSE
orientations in patient IN: empathic ANOVA. Duncan ly relevant | scale
U.S.A. care and tgrovide EX: orientation Multiple Range measure
evidence in support | AT: 57 DV2: mean Test. (JSE) of WE: Not SS for
Funding: None of their (+SD)=9.2 empathy. empathy on IRI
psychometrics. (+3.2) for Outcomes | scale.Included
Bias. None Sympathetic progressivel | only 3¢ year
orientation y better as a| medcal students.
function of
> empathy. | HA: None

Key: AA- African American ANOVA - Analysis of VarianceAR- age rangeAS- Asian AmericanAT - attrition rateBTS-Bar t | et t 6 s
Attitudes towards the Mentally Ill scal€EBA-Cr o n b a ¢ h ©Es CoéfficiertVsiC| - confidence intervalCFA- Confirmatory Factor AnalysisCFI- Comparitive Fit IndexCL - Clinic/s, CLN -

Clinician/s,COCO- Correlation CoefficientCOI- Conflict of Interest,CON- CongruentCOR- Correlate/tionCR- Criteria, CS- chi-square analysis/te€dG- demographicsDI - Diverse,DV-

dependent variabl&BP- EvidenceBased PracticdsBPAS- EvidenceBased Practice Attitude Scalef-A- Exploratory Factor Aalysis,EPPS Edwards Personal Preference Schedtie,
exclusionsF- female,FA- Factor AnalysisFS- feasibility, G- Generalizability GFl- Goodness of Fit IndeX- Hispanic,HA - Harm,HCP- Health Care ProfessionalldET - HeterogeneityHHOM -
Homogendy, IAT - Implicit Association TestiN - inclusions,IRI - Interpersonal Reactivity IndeiRR - Inter-Rater Reliability,|V - independent variabldSE- Jefferson Scale of EmpathyMO -

KaiserMeyer-Olkin, LM - Limitations, LOE - level of evidencel.OS- Level of Significancel.S- Likert Scale M- male, MANOVA - Multivariate Analysis of VariancéylHCS- Mental Health

T@ABtCaundsianSAVI -eComnanity y ,

Clinicians SurveyMI - Mental lliness/Mentally IIMOTES- Measure of Orientations Toward Empathic and Sympathetic &) - Mann-Whitney Utest,N- sample size (people); sample size
(studies), NA- not applicableNHMRC - National Health and Medical Research CouridikIR - National Institute for Health Researdil - Native AmericanPCA- Principal Component Analysis,
PP- Pre and Postest,, Q- Quality, QL - qualitative studyQN- quantitative studyR- reliability, RCT- randomized control triaRMSEA- Root Mean Square Error of Approximatjart- related toS-
Sample SAS Statistical Analysis Softwar§CH- ScheduledSD- Standard Deviain, SE- Setting, SOFM- SecondOrder Factor ModelSOH- Simulation of HallucinationsSR- Systematic Review,

SRM- Standardized Response Mea8S; Statistically SignificantST- Study/s,STR- strengthsSYN- Synthesist- t-test,U- university, WE - weaknessed8V/SR- Wilcoxon SigneeRank Test>,

Increase/greater thag; decrease/less than.
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Citation Conceptual | Design/Method | Sample/Setting | Major Measurements | Analysis Findings | Decision For
Framework Variables & Use
Definitions
MacNeela, P. Bandura: Self | Qualitatve. N=13 IV: Think aloud | Risk Attitude NVivo7 data | Attitudes of | LOE: VI
(2012).A Risk to Efficacy model | Multi-method design; decision analysis: the nurses
Himself: Attitudes Think aloud decision| DG: F, work making task ang Vulnerability 4 parts; were not STR:
Toward Psychiatric | P e p | a u-6 { making task and experience; critical incident | Attitude Thematic person Compatible with
Patients and Choice| personal Critical Incident 3 nurses <5 yrs interview analysis. centered other nursing
of Psyche social Relationship Interview 4 nurses @ yrs Reassurance Directed suggesting | research.
Strategies Among | theory 6 nurses > 10yrs DV: Identifica- content Stereotyped
Nurses in Medical Purpose: To use tion of Encouragement analysis. rather than | WE: Findings
Surgical Units. fit h-aln&udo | SE: 2 acute care interventions Comparison | specialized | from 1 patient
decision making and | hospitals in Ireland | DV1: Structured of thematic understand | scenario= limited
Ireland critical incident (Lurban? nurses, 1 | Reassurace engagement analysis in ing. transferabity.
interviewing to asses| rurat6 nurses) DV2: context of the | Inauthentic
Funding: None nursesoé pr Structured critical relationship
described engagement incident inter | building on | HA: None
Bias: None interventions AT: 0 DV3: views. the part of
Encourage Content the nurses rft
ment analysis. feelings of
darger and
unpredicta:
bility.

Key: AA- African American ANOVA - Analysis of VarianceAR- age rangeAS- Asian AmericanAT - attrition rateBTS-Bar t | et t 6 s
Attitudes towards the Mentally Ill scalEBA-Cr o n b a ¢ h ®Es CoéfficiertvssC| - confidence intervalCFA- Confirmatory Factor AnalysisCFI- Comparitive Fit IndexCL - Clinic/s, CLN -
Clinician/s,COCO- Correlation CoefficientCOI- Conflict of InterestCON- CongruentCOR- Correlate/tionCR- Criteria, CS- chi-square analysis/te€dG- demographicsDI - Diverse,DV-
dependent variabl&BP- EvidenceBased PracticeEBPAS- EvidenceBased Practice Attitude Scalef-A- Exploratory Factor Analysi€PPS Edwards Personal Preference Schedtie,
exclusionsf- female,FA- Factor AnalysisFS- feasibility, G- Generalizability GFI- Goodness of Fit IndeX{- Hispanic,HA - Harm,HCP- Health Care ProfessionaltdET - HeterogeneityHHOM -
Homogeneity)AT - Implicit Association TestiN - inclusions,IRI - Interpersonal Reactivity IndeiRR - Inter-Rater Reliability,|V - independent variabldSE- Jefferson Scale of EmpathyMO -

KaiserMeyer-Olkin, LM - Limitations, LOE - level of evidencel.OS- Level of Significancel.S- Likert Scale M- male, MANOVA - Multivariate Analysis of VariancédylHCS- Mental Health

T@AEtCaundsianSAVH -ecComnainity y ,

Clinicians SurveyMI - Mental lliness/Mentally lIIMOTES- Measure of Orietations Toward Empathic and Sympathetic cish@&/U - MannWhitney U testN- sample size (people); sample size
(studies), NA- not applicableNHMRC - National Health and Medical Research Cour¢iHR - National Institute for Health Researdi - Native American,PCA- Principal Component Analysis,
PP- Pre and Postest, ,Q- Quality, QL - qualitative studyQN- quantitative studyR- reliability, RCT- randomized control triaRMSEA- Root Mean Square Error of Approximatjart- related toS-
Sample SAS- Statistical Analysis Softwar§CH- ScheduledSD- Standard DeviatiorGE- Setting, SOFM- SecondOrder Factor ModelSOH- Simulation of HallucinationsSR- Systematic Review,

SRM- Standardized Response Mea8S; Statistically SignificantST- Study/s,STR- strengthsSYN- Synthesist- t-test,U- university, WE - weaknessed8y/SR- Wilcoxon SigneeRank Test>,

Increase/greater thag; decrease/less than.
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Citation Conceptual | Design/Method | Sample/Setting | Major Measurements | Analysis Findings | Decision For
Framework Variables & Use
Definitions

Modgill, G. (2014). | Bandura: Self | Secondary Analysis | N=1,523 HCP IV: Opening 20 and 15 IT scale | EFA favored | OMS-HC is | LOE: IV
Opening minds Efficacy of Data; Evaluative | n=12 Minds Stigma | with 3 subscores a 3factor an accurate | STR: S sie
stigma scale for model ST DG: scale for Health| for Attitudes, structure and reliable | adequate,
health care Women 77.4%, MDs| Care Providers | Disclosure and accounting tool to acceptable
providers (OMS Purpose: To measurg 41.5% Help-Seeking, and | for 45.3% of | measure constructvalidity
HC): examination of stigma in HCP Nurses 17% DV1:<in Social Distancing. | variance stigma and a meaningfu
psychometric populations and Medical students overall mean CBA CE with paired| With overall | among HCP | EFA.
properties and evaluate antstigma | 13.4% 6.6% t and effect sizes internal and to WE: small
responsiveness programs. Allied health studentg DV2: <in and SRM. Matched | consistency | measure the| number PP

14% negative PP surveys. One rated as effectivenesg unsuccessful r/t
Canada ST appoved by the attitude 7.9% way ANOVA, Post | Acceptable of antk participants
Funding: Mental Conjoint Health SE: DV3:<in hoc Tukey|forall stigma having to recall
Health Commission Research Ethics disclosure and | LS versions (> programs. ID numbers. The
of Canada (MHCC) Board at the U of IN: help-seeking 0.65) selfreport nature
and a granfrom Calgary. 7.1% Eigenvaluei of ST.
Health Canada. AT: DV4: <in one Sociodemogra
Bias. Possible COlI; social procedure, phic information
2 researches and 1 distancing 4.2% PCA, BTS, missing for some
professor are KMO, participants.
associated with Parallel
MHCC. analysis, HA: none

STATA
software

Key: AA- African American ANOVA - Analysis of VarianceAR- age rangeAS- Asian AmericanAT - attrition rateBTS-Bar t | et t 6 s
Attitudes towards the Mentally Ill scal€EBA-Cr o n b a ¢ h ©Es CoéfficiertVsiC| - confidence intervalCFA- Confirmatory Factor AnalysisCFI- Comparitive Fit IndexCL - Clinic/s, CLN -

Clinician/s,COCO- Correlation CoefficientCOI- Conflict of InterestCON- CongruentCOR- Correlate/tionCR- Criteria, CS- chi-square analysis/te€dG- demographicsDI - Diverse,DV-

dependent variabl&BP- EvidenceBased PracticdEBPAS- EvidenceBased Practice Attitude Scatef-A- Exploratory Factor Analysi§PPS Edwards Personal Preference Schedtile,
exclusionsF- female,FA- Factor AnalysisFS- feasibility, G- Generalizability GFl- Goodness of Fit IndeX- Hispanic,HA - Harm,HCP- Health Care ProfessionallsET - HeterogeneityHHOM -
Homogeneity]AT - Implicit Association TestiN- inclusions IRl - Interpersonal Reactivity IndekRR - Inter-Rater Reliability |V - independent variabldSE- Jefferson Scale of EmpathigMO -

KaiserMeyerOlkin, LM - Limitations, LOE - level of evidencel.OS- Level of Significancel.S- Likert ScaleM - male,MANOVA - Multivariate Analysis of VariancelHCS- Mental Health

TGABtCaucdsianSAvih -eComnainity y ,

CliniciansSurvey,MI - Mental lliness/Mentally IIMOTES- Measure of Orientations Toward Empathic and Sympathetic &) - Mann-Whitney U testN- sample size (people); sample size
(studies), NA- not applicableNHMRC - National Health and Medical Research CaurNIHR - National Institute for Health Researdil - Native AmericanPCA- Principal Component Analysis,
PP- Pre and Postest, ,Q- Quality, QL - qualitative studyQN- quantitative studyRR- reliability, RCT- randomized control triaRMSEA- Root MeanSquare Error of Approximatiom/t- related toS-
Sample SAS Statistical Analysis Softwar§CH- ScheduledSD- Standard Deviatior§E- Setting, SOFM- SecondOrder Factor ModelSOH- Simulation of HallucinationsSR- Systematic Review,

SRM- StandardizedResponse MeanSS Statistically SignificantST- Study/s,STR- strengthsSYN- Synthesist- t-test,U- university, WE - weaknessed8V/SR- Wilcoxon SigneeRank Test>,

Increase/greater thax; decrease/less than.
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Citation Conceptual | Design/Method | Sample/Setting | Major Measurements | Analysis Findings | Decision For
Framework Variables & Use
Definitions
Morris, R. (2011). Is| Wagner: CFA N= 858 (69.3% IV: CAMI and CFA using Skewness Would the LOE: IV
the Community Chronic Care Response rate) modified maximum likelihood| >2,and CAMI scale, | STR: Modified
Attitudes towards | Model Purpose: To assess | DG: F 66%, M 34% | CAMI. estimation in Kurtosis which was | CAMI had good
the Mentally IlI the construct validity | Mean age 40 AMOS7 software. | >7 =non designed to | validation. CFlI,
scale valid for use ir| of applying the Average level of DV1-3:>0.9 Normed x2 GFl, normality. CS| measure the| GFI and adjusted
the investigation of CAMI scale to education 18yrs cut off point CFIl, RMSEA. attitudes of | GFI scores at or
European nurses. SE: 6 countries in desired Expectation lay people | above cut off
attitudes towards thg Europe, 6 psychia DV1: CFl > 0.9 | Maximization and the point of 0.9.
mentally ill? A tric hosp. 9 acute carjf DV2: GFI > 0.9 | Algorithm. The community | RMSEA at .054
confirmatory factor hosp. 5 clinics. DV3: adjusted | following tools were towards the | inferred a good
analytical approach. IN: Scale had to be | GFI > 0.9 excluded: Mental MI, translate | fit.
translated and lliness Attitude to nursesA | WE: Majority %
Europe validated into other | DV4: RMSEA | Scale (MIA), modified of participants
languages. Scale haq = Opinions about CAMI scale | were psychiatc
Funding: The to have been 0.054 indicating| Mental lliness Scale was found | nurses, which
European previously used with | a god fit (OMI), and more does not affect
Commission some leel of Attitudestowards appropriate |t he st ud
consistency. Scale Mental lliness scale for purpose of
Bias. None included a (AMI). measuring | validating the
community focus. nur s e s| scale butmay
Scale had tools attitudes effect the
previously validated towards findings of the

for use.

patients with
M.

scale.

Key: AA- African American ANOVA - Analysis of VarianceAR- age rangeAS- Asian Ameri@n, AT - attrition rateBTS-Bar t | et t 6 s
Attitudes towards the Mentally Ill scal€EBA-Cr o n b a ¢ h ©Es CoéfficiertVsiC| - confidence intervalCFA- Confirmatory Factor AnalysisCFI- ComparitiveFit Index,CL - Clinic/s, CLN -

Clinician/s,COCO- Correlation CoefficientCOI- Conflict of InterestCON- CongruentCOR- Correlate/tionCR- Criteria, CS- chi-square analysis/te€dG- demographicsDI - Diverse,DV-

dependent variabl&BP- EvidenceBasel PracticeEBPAS- EvidenceBased Practice Attitude Scatef-A- Exploratory Factor Analysi§PPS Edwards Personal Preference Schedtile,
exclusionsF- female,FA- Factor AnalysisFS- feasibility, G- Generalizability GFl- Goodness of Fit IndeX- HispanicHA- Harm,HCP- Health Care ProfessionallSET - HeterogeneityHOM -
Homogeneity]AT - Implicit Association TestiN- inclusions IRl - Interpersonal Reactivity IndekRR - Inter-Rater Reliability |V - independent variabldSE- Jefferson Scale of Epathy,KMO -

KaiserMeyerOlkin, LM - Limitations, LOE - level of evidencel.OS- Level of Significancel.S- Likert ScaleM - male,MANOVA - Multivariate Analysis of VariancedlHCS- Mental Health

TGABtCaucdsianSAvih -eComnanity y ,

Clinicians SurveyMI - Mental lliness/Mentally IIMOTES- Measure of Orientations Toward Empathic and Sympathetic &) - Mann-Whitney U testN- sample size (people); sample size
(studies), NA- not applicableNHMRC - National Health and Medical Research CouridikIR - National Institute for Health Resea, NT- Native AmericanPCA- Principal Component Analysis,
PP- Pre and Postest, ,Q- Quality, QL - qualitative studyQN- quantitative studyRR- reliability, RCT- randomized control triaRMSEA- Root Mean Square Error of Approximatjart- related toS-
Sample SAS Statistical Analysis Softwar§CH- ScheduledSD- Standard Deviatior§E- Setting, SOFM- SecondOrder Factor ModelSOH- Simulation of HallucinationsSR- Systematic Review,

SRM- Standardized Response Mea8S; Statistically SignificantST- Study/s,STR- strengthsSYN- Synthesist- t-test,U- university, WE - weaknessedV/SR- Wilcoxon SigneeRank Test>,

Increase/greater thax; decrease/less than.
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Citation Conceptual | Design/Method | Sample/Setting | Major Measurements | Analysis Findings | Decision For
Framework Variables & Use
Definitions
Ozcan, C.T. (2012).| Bandura: Self | PPQuast N= 226 IV: Structured | Empathic CBA=0.88 | An>in LOE: 1l
The effect of a Efficacy model | experimental design. Empathy course Communication COCOr= empathic
structured empathy DG: First year Skills (ECSS) scale.| 0.82 skills and STR: Strong
course on the Purpose: To medical (143) and DV1: Empathic | Empathic Tendency| compared to | empathic positive > in
students of a determine if a nursing (83) studentss Communica Scale (EB). LS. EPPS scale | tendencies. | scores for both
medical and a structured empathy | AR 19-20. M=143, tion Skills with COCO | Students canl men and women
nursing school course can increase | F=83 Scale; 141.72 r=0.68. COR| learn > in empathy
empathy skills and (+21.66) > to analysis, empathic skills over 4
Turkey empathy tendencies.| SE: University in 169.42 WSR, MWU. | process on a years
Ankara, Turkey (+28.82) cognitive
Funding: level WE: Weak
Unknown AT: 31 DV2: Empathic LM: longitudinal
Bias. None Tendency Findings focus.Self
Scale; 70.94 based on reporting.
(+8.93) > to self- Only I*year
73.73 (+10.49) reporting. medical and
First year nursing students
students
only, un
determined
G to all
students.

Key: AA- African American ANOVA - Analysis of VarianceAR- age rangeAS- Asian AmericanAT - attrition rateBTS-Bar t | et t 6 s
Attitudes towards the Mentally Ill scalEBA-Cr o n b a ¢ h ®Es CoéfficiertvssC| - confidence intervalCFA- Confirmatory Factor AnalysisCFI- Comparitive Fit IndexCL - Clinic/s, CLN -

Clinician/s,COCO- Correlation CoefficientCOI- Conflict of InterestCON- CongruentCOR- Correlate/tionCR- Criteria, CS- chi-square analysis/teG- demographicsDI - Diverse,DV-

dependent variabl&BP- EvidenceBased PracticdsBPAS- EvidenceBased Practice Attitude Scalef-A- Exploratory Factor Analysi€PPS Edwards Personal Preference Schedtie,
exclusionsf- female,FA- Factor Analgis, FS- feasibility, G- Generalizability GFI- Goodness of Fit IndeX{- Hispanic,HA - Harm,HCP- Health Care ProfessionaltdET - HeterogeneityHHOM -
Homogeneity)AT - Implicit Association TestiN- inclusions IRl - Interpersonal Reactivity IndekRR - InterRater Reliability |V - independent variabld SE- Jefferson Scale of EmpathgMO -

KaiserMeyerOlkin, LM - Limitations, LOE - level of evidencel.OS- Level of Significancel.S- Likert Scale M- male, MANOVA - Multivariate Analysis of VariancdylHCS- Mental Health

T@AEtCaundsianSAVI -ecComnmainity y ,

Clinicians SurveyMI - Mental lliness/Mentally IIIMOTES - Measure of Orientations Toward Empathic and Sympathetic &) - Mann-Whitney U testN- sample size (people); sample size

(studies), NA- not applicableNHMRC - National Heal and Medical Research Coun®lHR - National Institute for Health Researdil - Native AmericanPCA- Principal Component Analysis,
PP- Pre and Postest, ,Q- Quality, QL - qualitative studyQN- quantitative studyR- reliability, RCT- randomized contl trial, RMSEA- Root Mean Square Error of Approximatjart- related toS-
Sample SAS- Statistical Analysis Softwar&§CH- ScheduledSD- Standard DeviatiorGE- Setting, SOFM- SecondOrder Factor ModelSOH- Simulation of HallucinationssR- Systematt Review,

SRM- Standardized Response Mea8S; Statistically SignificantST- Study/s, STR- strengthsSYN- Synthesist- t-test,U- university, WE - weaknesse$V/SR- Wilcoxon SigneeRank Test>,

Increase/greater thag; decrease/less than.
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Citation Conceptual | Design/Method | Sample/Setting | Major Measure- Analysis Findings | Decision For
Framework Variables & | ments Use
Definitions
Plant, L.D. (2013). | Me y e r 6 s | Qualitative Study of | N= 10 IV: ER Nurses | Krueger and Transcripts Nurses LOE: Il
Emergency Room | Minority Stress | literature reviews DG: 4-32 years of Attitudes r/t Caseyds were coded to | described a | STR: Consistent
Psychiatric Services| Model including 1 RCT. experience. powerlessness, | qualitative identify desire for a | findings of ER
A Qualitative Study Education: struggling with | analysis. meaningful nurse edu nurses
of Nur s es| MMSM applies | Qualitative Diploma1 uncertainty, words and cater to discomfort r/t
Experiences as thepsych investigation used a | Associate degreb seeking phrases. assist them | lack of
iatric patient focus group format. | Bachelor degre€3 resolution and Powerlessess | in gaining knowledge and
U.S.A. experience of Masters degreel more certainty, was the major | knowledge | education
stressors r/t Purpose: To elicit ER SE: Mediumsized blaming, and theme with sub | to care for | leading to
Funding: None expectationsof [ nur s es 6 p g community hospital | hopelessness themes of psychiatric | avoidance,
rejection, on their experiences | in theNortheast. when caring fo blaming, patients. incorrect
Bias: None concealment, | with psydiatric IN: RNs in the ER the Ml immovable Role ambi | assessments, an
and interna patients, relating theil with at least 6 monthy barriers, guity is poorer outcomes
lized stigma, knowledge, skills and experience working | DV: strugglirg with | associated | for psychiatric
along with the | competence to their | with psychiatric Powerlessness uncertainty, and with < un patients
intervention of | attitudes such as biag patients. was the over seeking derstanding | WE: $30
a supportive reaching theme, resolution. and clinical | compensation for
nurse affecting AT: 0 interaction | participation.
a more positive with 41% parttipa
outcome. psychiatric | tion of ER
patients nurses. Less tha

5 participants in
each group.

Key: AA- African American ANOVA - Analysis of VarianceAR- age rangeAS- Asian AmericanAT - attrition rateBTS-Bar t | et t 6 s

Clinician/s,COCO- Correlation CoefficientCOI- Conflict of Interest,CON- CongruentCOR- Correlate/tionCR- Criteria, CS- chi-square analysis/te€dG- demographicsDI - Diverse,DV-

T@AE tCaundsianSAVI -eComnaunity y ,
Attitudes towards the Mentally Ill scalEBA-Cr o n b a ¢ h ®Es CoéfficiertvssC| - confidence intervalCFA- Confirmatory Factor AnalysisCFI- Comparitive Fit IndexCL - Clinic/s, CLN -

dependent variabl&BP- EvidenceBased PracticdsBPAS- EvidenceBased Practice Attitude Scalef-A- Exploratory Factor Analysi€PPS Edwards Personal Preference Schedtie,
exclusionsF- female,FA- Factor AnalysisFS- feasibility, G- Generalizability GFI- Goodness of Fit IndeX- Hispanic,HA- Harm,HCP- Health Care ProfessionalldET - Hetergeneity,HOM -
Homogeneity)AT - Implicit Association TestiN- inclusions IRl - Interpersonal Reactivity IndekRR - Inter-Rater Reliability |V - independent variabld SE- Jefferson Scale of EmpathgMO -

KaiserMeyer-Olkin, LM - Limitations, LOE - level d evidencel OS- Level of Significancel.S- Likert Scale M- male, MANOVA - Multivariate Analysis of VariancdylHCS- Mental Health

Clinicians SurveyMI - Mental lliness/Mentally lIIMOTES - Measure of Orientations Toward Empathic and Sympathetic &) - Mann-Whitney U testN- sample size (people); sample size
(studies), NA- not applicableNHMRC - National Health and Medical Research CoundikiR - National Institute for Health Researdil - Native AmericanPCA- Principal Component Analysis,
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PP- Pre and Postest, ,Q- Quality, QL - qualitative studyQN- quantitative studyR- reliability, RCT- randomized control triaRMSEA- Root Mean Square Error of Approximatjart- related toS-
Sample SAS Statistical Analysis Softwar&§CH- ScheduledSD- Standard DeviatiorSE- Setting, SOFM- SecondOrder Factor ModelSOH- Simulation of HallucinationsSR- Systematic Review,
SRM- Standardized Response Mea8S; Statistically SignificantST- Study/s,STR- strengthsSYN- Synthesist- t-test,U- university, WE- weaknessed/SR- Wilcoxon SigneeRank Test>,

Increase/greater thax; decrease/less than.

Citation Conceptual | Design/Method | Sample/Setting | Major Measurements | Analysis Findings | Decision For
Framework Variables & Use

Definitions

Teal, C.R(2010). Grounded Grounded theory N=72 IV: Discussion | IAT.CS CS of Pre 67% of LOE: VI

When Best Theory Purpose: To test an sessions entitleq postsession | students STR: Shifts in

I ntenti on educational DG: 3%year medical [ fi Be s t strategy employed or| strategies were

Enough: Helping Bandura: Self | intervention to students I ntent distribution developed directly

Medical Students Efficacy model | promote groughased 27.93, p<0.01| different correlated to the

Develop Strategies reflection about SE: medical school | DV1:>in for > in strategies for group sessions.

for Managing Bias implicit bias. applying multi reflection and| managing WE: Only 3¢

about Patients AT: 0 faceted debriefing of | bias year med
strategies to 67% of students.

U.S.A. manage bias; students. Small sample.
10.4% to 16%. Openended

Funding: DV2: 67% guestions = labo
identified intensive

Bias. No COI Alternative analysis.
strategies for
managing bias.

Key: AA- African American ANOVA - Analysis of VarianceAR- age rangeAS- Asian AmericanAT - attrition rateBTS-Bar t | et t 6 s TGAB-tCauzdsianSAM -«Comnuinity y ,
Attitudes towards the Mentally Ill scalEBA-Cr o n b a ¢ h ®Es CoéfficiertvssC| - confidence intervalCFA- Confirmatory Factor AnalysisCFI- Comparitive Fit IndexCL - Clinic/s, CLN -
Clinician/s,COCO- Correlation CoefficientCOI- Conflict of InterestCON- CongruentCOR- Correlate/tionCR- Criteria, CS- chi-square analysis/te€dG- demographicsDI - Diverse,DV-
dependent variabl&BP- EvidenceBased PracticdsBPAS- EvidenceBased Practice Attitude Scalef-A- Exploratory Factor Analysi€PPS Edwards Personal Preference Schedtie,
exclusionsf- female,FA- Factor Analyss, FS- feasibility, G- Generalizability GFI- Goodness of Fit IndeX{- Hispanic,HA - Harm,HCP- Health Care ProfessionaltdET - HeterogeneityHOM -
Homogeneity)AT - Implicit Association TestiN - inclusions,IRI - Interpersonal Reactivity IndeiRR - Inter-Rater Reliability,|V - independent variabldSE- Jefferson Scale of EmpathyMO -
KaiserMeyer-Olkin, LM - Limitations, LOE - level of evidencel.OS- Level of Significancel.S- Likert Scale M- male, MANOVA - Multivariate Analysis of VariancédylHCS- Mental Health
Clinicians SurveyMI - Mental lliness/Mentally lIIMOTES- Measure of Orientations Toward Empathic and Sympathetic ldak) - MannWhitney U testN- sample size (people); sample size
(studies), NA- not applicableNHMRC - National Heal and Medical Research Coun®liHR - National Institute for Health Researdi - Native AmericanPCA- Principal Component Analysis,
PP- Pre and Postest, ,Q- Quality, QL - qualitative studyQN- quantitative studyR- reliability, RCT- randomized contl trial, RMSEA- Root Mean Square Error of Approximatjart- related toS-
Sample SAS Statistical Analysis Softwar&CH- ScheduledSD- Standard DeviatiorSE- Setting, SOFM- SecondOrder Factor ModelSOH- Simulation of HallucinationsSR- Systemat: Review,
SRM- Standardized Response Mea8S; Statistically SignificantST- Study/s,STR- strengthsSYN- Synthesist- t-test,U- university, WE- weaknessedV/SR- Wilcoxon SigneeRank Test>,
Increase/greater thag; decrease/less than.
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Citation Conceptual | Design/Method | Sample/Setting | Major Measure- Analysis | Findings Decision For
Framework Variables & ments Use
Definitions

Van Der Kluit, M.J. | Wagner: Integrative Literature| n= 15 articles (10 IV: med/surg Semistructured | Multi- Positive LOE: V

(2011). Factors Chronic Gare Review QN, 5 QL). nur sitdwdés | interviews, regression | influencing

Influencing Model towards patients | focus groups, | analysis factors incude STR:Solid

Attitudes of Nurses Methodology for the | DG: Multi with co-morbid individual knowledge and | methodology for

in GeneraHealth assessment of SE: Multi Mi interviews, skills, education | the assessment ¢

Care Toward quantitative and DV: Knowledge | descriptive QL. level, profes- the QL and QN

Patients wit qualitative studies as| IN: Primary research| and skills, LS, Opinions sional exper articles.

Comorbid Mental described by Polit articles. professional about MI scale, i ence, n

lliness: An and Beck (2008). Published between | experience, Depression experience WE: great

Integrative Review 1989 and 2009. experience with Attitude dealing with diversity of
Purpose: A review of| Addressing attitudes | Ml patient Questiamnaire, psychiatric studies of many

Netherlands literature to elucidate| of General population, Suicide Opinion patients, holistic | cultures

Funding:

Bias: No COl

the factors
influencing attitudes
of general health carg
nurses towards
patients with
comorbid MI.

Healthcare nurses
caring for psychiatric
patients. Describing
influencing factors.

AT: 2 out of 17
articles disqualified.

holistic nursing
vision, works
satisfation,
support,
Personality,
personal
experience with
MlI, age and
gender, ethnicity,
religion

Questiomaire,
Understanding
of Suicide
Attempt
Patients Scale.

nursing vision,
sup-port,
satisfaction at
work, personal
experience, age,
and religion.

facilitating a
broad spectrum
which tends to
hamper
comparisons.
Some
instruments used
had poor gality
and some articles
lacked empical
data.

Key: AA- African American ANOVA - Analysis of VarianceAR- age rangeAS- Asian AmericanAT - attrition rateBTS-Bar t | et t 6 s
Attitudes towards the Mentally Ill scal€BA-Cr o n b a ¢ h ©Es CoéfficiertVsiC| - confidence intervalCFA- Confirmatory Factor AnalysisCFI- Comparitive Fit IndexCL - Clinic/s, CLN -

Clinician/s,COCO- Correlation CoefficientCOI- Conflict of InterestCON- CongruentCOR- Correlate/tionCR- Criteria, CS- chi-square analysis/teDG- demographicsDI - Diverse,DV-

TGABtCaucdsianSAvih -eComnainity y ,

dependent variabl&BP- EvidenceBased PracticdEBPAS- EvidenceBased Practice Attitude Scatef-A- Exploratory Factor Analysi§PPS Edwards Personal Preference Schedtile,
exclusionsF- female,FA- Factor AnalysisFS- feasibility, G- Generalizability GFI- Goodness of Fit IndeX- Hispanic,HA - Harm,HCP- Health Care ProfessionalldET - HeterogeneityHHOM -
Homogeneity)AT - Implicit Association TestiN - inclusions,IRI - Interpersonal Reactivitihdex, IRR - Inter-Rater Reliability,|V - independent variabldSE- Jefferson Scale of EmpathyMO -

KaiserMeyerOlkin, LM - Limitations, LOE - level of evidencel OS- Level of Significancel.S- Likert Scale M- male, MANOVA - Multivariate Analysis of Vaance MHCS- Mental Health

Clinicians SurveyMI - Mental lliness/Mentally IIMOTES- Measure of Orientations Toward Empathic and Sympathetic &) - Mann-Whitney U testN- sample size (people); sample size
(studies), NA- not applicableNHMRC - National Health and Medical Research CourléIHR - National Institute for Health Researdil - Native AmericanPCA- Principal Component Analysis,
PP- Pre and Postest, ,Q- Quality, QL - qualitative studyQN- quantitative studyRR- reliability, RCT- randonized control trial RMSEA- Root Mean Square Error of Approximatjart- related toS-
Sample SAS Statistical Analysis Softwar§CH- ScheduledSD- Standard Deviatior§E- Setting, SOFM- SecondOrder Factor ModelSOH- Simulation of HallucinationsSR- Systematic Review,

SRM- Standardized Response Mea8S; Statistically SignificantST- Study/s,STR- strengthsSYN- Synthesist- t-test,U- university, WE - weaknessed8y/SR- Wilcoxon SigneeRank Test>,

Increase/greater thax; decrease/less than.
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Aaron

Ando

Hojat

MacNeela

Modgill

Morris

Ozcan

Plant

Teal

Van Der Kluit

Year

2010

2011

2011

2012

2014

2011

2012

2013

2010

2011

Country

U.S.A.

U.K.

U.S.A.

Ireland

Canada

Europe

Turkey

U.S.A.

U.S.A.

Netherlands

Level of evidence

v

\Y

\

\Y

v

\

\

Independent
Variables

Empathy Scale

Empathy Course

Assessing Bias

Knowledge/Skills

Attitudes r/t EBP

Dependent Variables

Changes in Empathy

Changes in Bias

Awareness of Bias

X|X| X

Factors of Bias

Support for EBP use

Heterogeneity

Homogeneity

X*

X*

X*

Validity

++

++

++

++

++

Reliability

+++

+++

++

++

++

++

Generaliability

++

Settings

University

Hospital

Clinic

XXX

Community

Interventions

Teaching Empathy

Empathy Survey

Assessing current
empathy, bias and
negative attitudes

Teaching Skills

Assessing
knowledge and skills

Assessing/Creating
Scales

Outcomes

Changes in Empathy

Changes in Bias

AN

A

A

A

Changes in
Knowledge/Skills

Rating of Scales

+++

+++

+++

++

+++
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Appendix C

FPRECEDE evaluation tasks: Specifying
*—— measureable objectives and hasellﬂe-s

PHASE 3

Educational & PHASE 1
ecological PHASE 2 Social
assessment Epidemiclogical assessment Assessment

Predisposing Genetics

HEALTH
PROGRAM
Eg;‘:gfg;g;' Reinforcing Behavior
Environment

Quality of Life

organization

PHASE 5
Implementation

Policy
regulation Enabling
PROCEED evaluation tasks: Monitoring & >
Continuous Quality Improvement




DECREASING STIGMA AND IMPROVING THERAPEUTIC

The intaraction babwaan

the person and their
bBehawvicur is influancad

by their thoughts and

Appendix D

s

The interaction betweaen the
enviranment and their behaviour
involves the person’s behaviour
datermining theiremaronment, which
im turn, affects their behaviour.
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The interaction betwsen the
person and the
environmant involwes
beliefs and cognitive
competencies developed
and modified by social
influanceas.




DECREASING STIGMA AND IMPROVING THERAPEUTIC

FSU

Appendix E

Knowledge Enterprise
Development

EXEMPTION GRANTED

Ann Guthery

CONHI - DNP
602/496-0794
Ann.Guhey@asu.alu

Dear Ann Guthery:

On9/15/2015the ASU IRB reviewed the following protocol:

Type of Review:

Initial Study

Title:

An Educationd Intervention to Mitigate Stigma and
IncreaseEmpathy in Nurses Toward Psyaiatric
Paientsin the Emergency Depatment

Investigator:

Ann Guthery

IRB ID:

STUDY00003167

Funding:

None

Grant Title:

None

Grant ID:

None

Documents Reviewed:

APamissbn to useOMS-HC, Category: Other (to
refl ect anything not captured above);

ARecruitment email, Category: Recruitment
Materials;

ALetter of SupportBUMCP.pdf, Category: Off-site
authorizations(school permissn, other IRB
approvds, Triba permissbn etc);

AConsent documentation, Category: Consent Form,
AToronb Empathy Questionnare, Category:
Measures (Survey questionsinterview questions
finterview guidesfocusgroupquestions);
Arecruitment flyer, Category: Recruitment Materids;
AOpening MindsScale for Health Care Providers,
Category: Measures (Survey questionsinterview
gusstions/interview guidesfocusgroupquestions);
APemissbnto useTEQ, Category: Other (to refl ect
anything not captured above);

AHRP-
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Appendix F
The tool of empathy to help manage stress and frustration

An educational intervention to describe the etiology and
presentation of psychiatric symptoms and behaviors seen in the ER
*An Arizona State University Research Study*

b

A DNPproject by Ray Hippe, RN, BSN

| am seeking voluntargarticipation in an educational intervention to describe the exper
of psychiatric patients in the ER, reasons for their behaviors, and helpful ways to bette
understand and engage with this population. Stigma and empathy will be addressed a
pertans to giving nurses pathways to decrease their frustration and stress while valida
difficult task of caring for this population. The educational intervention will take no mor
than 90 minutes and will occur at various times and dates in late Oetuthearly
November. No signing up required. For purposes of measurement, 2 short questionne
be given before and after the educational presentation. You must be 18 years or older
participate in this studyPlease feel free to contact me wittyajuestions: Ray Hippe, 480
252-0481c, ray.hippe@asu.edu
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Appendix G

An Educational Intervention to Mitigate Stigma and Increase Empathy in Nurses
Toward Psychiatric Patients in the Emergency Department

Date: September 1, 2015
Dear Participant:

| am a graduate student under the direction of Professor Ann Guthery, PhD, RN, FB@HNEhe College of
Nursing and Health Innovation at Arizona State University.

| am inviting pu to participate in an evidence based educational program to see if an educational intervention
NBIFNRAY3I LIEABOKALFGNRO AfftySaa yR AlGQa SiGazft238 FyR LIN
emergency room nurses caring for psychiatric paseithis will involve participating in an educational class about
causes and symptoms of mental illness and completing a survey before and after the class. The total time required
to listen to the educational presentation and complete the questionnairelsh@ibpproximately 60 minutes. The
program will be scheduled as a-18 minute session to complete 2 questionnaires before a 30 minute long
educational segment, followed by another-16 minute session to fill out the 2 questionnaires again. There will be
additional time allowed to answer any questions you may have. For project purposes, a measurement of stigma
and empathy will inform the impact of the educational intervention. For the nurses participating, the goal is to
increase understanding and awaresas psychiatric presentations and develop ways to manage anxiety and
frustration when caring for the mentally ill population.

Your participation in the evaluation of the program is voluntary. If you choose not to participate or to withdraw
from the progam at any time, there will be no penalty. Participation in this study will not affect your treatment at
BannerUniversity Medical Center Phoenil identification of participants will be coded so that the
guestionnaires cannot to be identified with, ascribed to, any individua¥.ou must be 18 years of age or older to
participate in this program.

Responses to the questionnaires will be used to evaluate the effectiveness of the education on nurse stigma and
empathy. There is no known risk greater thaese that are associated with everyday types of activity.

Your responses on the questionnaires will be anonymous and will be identified only by a reoidrer
combination (e.g. favorite month, favorite color, favorite age so far: October, bluel@8ae19) that will not be
connected to your name or other personal identifying information. The results of this study may be used in
reports, presentations, or publications, but your name will not be known or used.

If you have any questions concerningstprogram, please contact the following team memb&ay Hippe, RN,

BSN at ray.hippe@asu.edu or (480) 26281- cell.

Ann Guthery, PhD, RN, PMHMBZ at ann.guthery@asu.edu.

[AaGSyAy3a G2 GKS SRdzOF GA2y Lt LINE PidentatiodaadfiNsRingyths préJi @ OK A I |
education and post education survey will be considered your consent to participate.

Sincerely,

Ray Hippe, RN, BSN

Ann Guthery, PhD, RN, PMHNP, B.C.
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Appendix H

o, | 1111 Eag McDowell Road
f;y/ ‘ JA& Phoenix, AZ 85006

C (602) 839-6989 Office
Banner www.bannerhealth.com
University Medical Center
Phaoenix
July 22, 2015

Re: Ray Hippe DNP Project Proposa

To Membess of theReview Pand

I am writing to express ny support br the DNP project conduded by Ray Hippe This project sesks to condud
an educationd intervention with Banne i University Medicd Center Phoaix Campusemergency room nurse
assess mpatly and stgma ofbehaviora hedth patients, kefore and ter the education. Thegod of the
educationis to reduce bias by increasing empatty and decreasing stigma, each meaured by vali daed
instruments.

According to the Emergency Nurses Assatiation (ENA), emergency department caregivers in genera do not
feel comfortable in providing care for emergency psychiatric paients, which in many cases leads b psychiatric
paients recelving inadequate care. When atributing attitudes to nental iliness,studies showel thatnursingstaf
in sonetic care had morengyative atitudes mpaed with their counteparts in behavioral health. Hedlthcare
personng, induding nurses, ae consdered by mental helth consuners tobe primary contributors b sigma
and dicriminaion against thosewith mental illness. Fndings siggest that stigma a&sociged with mental iliness
may be as stong in hedth care providers as itis in the gaeral public. More troubling is that the ENA found
that nonpsychiatric nurses tend to viw paientswith psychiatric comorbidity negatively and that his has
shown to affect nursesdresponsiveness to medical symptoms. Outcomes ofincreased empatty have proven to
be effective, and research has shown that géents respond b it.

Thepropaosel intervention will hdp emegency depatment nursa describe the diology, pahology, and
therapeutic treatment moddities cnaerning psychiatric paients and thi particular diagnoses, & they present
in the ememency department. Theimplicationsincludeincreasing communicaion baween nurses and pdients
and improving holistic care.

We welcomethe oppotunity to advaice nursirg education and professiond nursingpractice within our
Magnetk -designaedfacility. We will expect Ray to present outomes othis projest upon completia of his
implementationand andysis.

If | can beof any further assstan@, please dond hesitate to contat me.

Sincerdly,

S0ty 44y

Lesly A. Kelly
RN Clinical Research Program Director
Banne i University Medical Center Phoenix Campus
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Appendix |
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Appendix J
:‘; , Mental Health  Commission de
Commission la santé mentale . . .
of Canada dircanada OperingMinds fale for Hedth Gare Providers (OMSHC)
Neither
;rongly Disagree Agree nor Agree Srongly
sagree d Agree
Disagree
1. lam more confortable helping aperson who has aphysicalillness than |
am helping aperson who hasa mental iliness. d d d d d
2. If aperson with amental illness complains of physica symptoms (e.g.,
nausea, back pain or headache), | would likely attribute this to their O O O O O
mental illness.
3. If acdleague with whom | work told me they had a maragedmental
illness, | would be just as willing to work with him/her. d d d d d
4. If Iwere under treatment for amental illness | would not disclose this to O O O O O
any of my cdleagues.
5. lwould be more irclined to seek help for amental illness if my treating
healthcare povider was rot associated with my workplace. d d d d d
6. lwould see myself as weak if | had a mental illness and could not fix it O O O O O
myself.
7. lwould be reluctant to seek help if I had amental iliness. O O O O O
8. Ernployers shauld hire a person with amaragedmental iliness if he/ she O O O O O
is the best person for the job.
9. Iwould still goto a physician if I knew that the physician had been O O O O
treated for amental illness.
10. If Ihad amental iliness, | would tell my friends. O O O O
11. It isthe responsibility of health care providers to inspire hope in people
. : O O O O
with mental illness.
12. Despite my professional beliefs, | have negative reactions towards O O O O
people who have mental iliness.
13. There islittle 1 cando to help people with mental illness. O O O O
14. More than half of people with mental illness don@try hard enough to O O O O
get better.
15. Peoge with mental illness seldom pose arisk to the public. O O O O
16. The best treatment for mental illness is medication. O O O O
17. I'would not want a person with amental iliness, even if it were O O 0 0
appropriately maraged,to work with children.
18. Healthcare poviders do not need to be advocates for people with
mental illness. o o o o
19. I would not mind if a person with a mental illness lived next door to me. O O O O
20. | struggk to feel compassion for a person with mental iliness. O O O O

10301 Southport Lane SW, Suite 800 /10301, Southport Lane SO, bureau 800 / Calgary, AB / T2W 157/ T 403.255.5808
WWW. ca/ WwWWw.c ca

Offices in Ottawa / Bureaux a Ottawa
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Appendix K

Below is a list of statements. Please read each statement carefully and rate how
frequently you feel or act in the manner described. Circle your answer on the
response form. There are no right or wrong answers or trick questions. Please
answer each gqu&tion as honestly as you can.

Never| Rarely| Sometimes Often | Always

1. | When someone else is feeling excited, | 0 1 2 3 4
tend to get excited too

2. | Other people's misfortunes do not disturh 0 1 2 3 4
me a great deal

3. | It upsets me to see someone being treat¢ 0 1 2 3 4
disrespectfully

4. | I remain unaffected when someone closg 0 1 2 3 4
to me is happy

5. | I enjoy making other people feel better 0 1 2 3 4

6. | | have tender, concerned feelings for 0 1 2 3 4
people less fortunate than me

7. | When a friend starts to talk about Riser 0 1 2 3 4
problems, | try to steer the conversation
towards
something else

8. | I can tell when others are sad even wher] 0 1 2 3 4
they donot say anything

9. | I find that I am "in tune" with other 0 1 2 3 4
people's moods

10.| I do not feel sympathy for people who 0 1 2 3 4
cause their own serious illnesses

11.| | become irritated when someone cries 0 1 2 3 4

12.| | am not reallyinterested in how other 0 1 2 3 4
people feel

13.| | get a strong urge to help when | see 0 1 2 3 4
someone who is upset

14.| When | see someone being treated 0 1 2 3 4
unfairly, | do not feel very much pity for
them

15. | I find it silly for people to cry out of 0 1 2 3 4
happiness

16.| When | see someone being taken 0 1 2 3 4
advantage of, | feel kind of protective
towards himher
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Appendix L

Preview 7/15/15, 7:39 AM

B

Date: Wednesday, July 15, 2015 7:16 AM
From: gcott B. Patten <patten@ucalgary.ca>
To: rayhippe@cox.net <rayhippe@cox.net>
Cc: stephanie Knaak (sknaak@mentalhealthcommission.ca) <sknaak@mentalhealthcommission.ca>
Subject: RE: Permission to use OMS-HC

Please feel free to use it.
Most of the psychometric data is available from these two papers:

ntral 471~ X
iomedcentral m/1471~ 1

I am copying this to Stephanie Knaak at the Mental Health Commission of Canada,
who keeps track of its use.

Scott

----- Original Message-----

From: rayhippe@cox.net [rayhippefcox.net]
Sent: Tuesday, July 14, 2015 2:21 PM

To: Scott B. Patten

Subject: Permission to use OMS-HC

Dear Sir,

My name is Ray Hippe. I am trying to obtain permission to use the Opening
Minds Scale for Health Care Providers (OMS-HC) for my graduate program project.
I am at a loss in determining who the author is and thought that maybe you could
help me find that out. Thank you for your time and consideration.

Ray Hippe, RN, BSN

https://webmail.west.cox.net/d age/p! ‘?msgld=INBOXDELIM31827 Page 1 of 1




DECREASING STIGMA AND IMPROVING THERAPEUTIC

Appendix M

Preview 7/13/15, 8:32 PM

B8

Date: Monday, July 13, 2015 10:43 PM
From: Nathan Spreng <nathan.spreng@gmail.com>

To: rayhippe@cox.net
Subject: Re: Permission to use the TEQ

Thank you for your interest.

You are welcome to use and reproduce the Toronto Empathy Questionnaire for non-commercial research and
educational purposes without seeking my written permission. Distribution must be controlled, meaning only to the
participants engaged in the research or enrolled in the educational activity. Any other type of reproduction or
distribution of the TEQ is not authorized without my written permission. The original Journal of Personality Assessment
paper should be referenced in any resulting publication or report.

Best,
Nathan Spreng

On Mon, Jul 13, 2015 at 7:07 PM, <rayhippe@cox.net> wrote:
Dear R. Nathan Spreng,

My name is Ray Hippe. I am currently enrolled at Arizona State University working toward my DNP in psychiatry. I
am working on an educational intervention for the nurses giving care to psychiatric patients in our emergency
department. I would like to measure empathy using the Toronto Empathy Questionnaire and am wondering who I might
speak with to attain permission to use the scale. I have seen your name attached to information about the scale and am
thinking that perhaps you are the author of the scale. I can imagine that you are a very busy man so if you took the
time to direct me, I would be grateful. Thank you for your time and consideration.

Sincerely, Ray Hippe, RN, BSN

R. Nathan Spreng, PhD

Assistant Professor

Rebecca Q. and James C. Morgan Sesquicentennial Faculty Fellow
Laboratory of Brain and Cognition

Department of Human Development

Martha Van Rensselaer Hall G62C

Cornell University, Ithaca, NY 14853

p: 607-255-4396

e: nathan.spreng@gmail.com; ms74(@cornell.edu

w: htp://lbc human.cornell.edu

This e-mail may contain confidential and/or privileged information for the sole use of the intended recipient. Any review or distribution by anyone other than the person for
whom it was originally ded is strictly prohibited. If you have received this e-mail in error, please contact the sender and delete all copies. Opinions, conclusions or other
information contained in this e-mail may not be that of the orgamzation.

https://webmail.west.cox. P 7msgld=INBOXDELIM31792 Page 1 of 1
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Appendix N
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