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Abstract
The purpose of this study was to illuminate the process of patient engagement and to determine how components of
patient engagement were operationalized in the nurse-patient interpersonal relationship with low income, depressed
mothers, a traditionally underserved population. Using a descriptive quantitative design, we examined how components
of patient engagement were executed across three phases of the nurse-patient interpersonal relationship. We assessed for
differences in engagement strategies used in different phases of the interpersonal relationship and with mothers with
varying levels of engagement. Through this study, we observed that patient engagement has several dynamic
components varying in intensity and frequency, depending on the phase of the nurse-patient relationship. Mothers
varied in their degree of engagement. Lack of engagement by mothers limited the nurses’ use of engagement skills and
strategies, thus underscoring the importance of effort and time spent in the orientation phase. Findings from this study
can inform and advance the science of patient engagement by expanding the knowledge base and understanding as to
the rhythm and flow of patient engagement in practice. Patient engagement requires persistence and variation of
engagement strategies to establish an ongoing interpersonal relationship with patients.

Keywords
Interactive care model, patient and family partnership (and engagement), patient centered care, patient engagement,
person-centeredness

Introduction
The health care paradigm is in the midst of a substantial
cultural shift away from the traditional paternalistic model
and towards a more transparent, collaborative, and shareddecision making model.1-3 Patient engagement, the
partnership of patients and health care providers in taking
purposeful action towards improving patients’ health,4 may
be useful in facilitating and sustaining this necessary
paradigm shift. In light of the current COVID pandemic, a
deeper understanding of how patient engagement is
operationalized can be critical in slowing the spread of the
infectious disease as well as strategies to deliver optimal,
patient centered care.
Patients highly engaged in their health and health care have
better health care outcomes and lower health care costs5-15;
however, empirical evidence on patient engagement is
newly developing. The Interactive Care Model,16 an
evidence-based patient engagement process model,
showed significant promise in capturing best practices for
engaging a traditionally underserved population in a
mental health intervention.17 The ICM has five key
processes: 1) assessing a person’s capacity for engagement;
2) information exchange and communicating choices; 3)
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planning; 4) determining appropriate interventions; and 5)
evaluating. The ICM’s seven patient-family-providers
partnership roles (whole person, intentional presence,
collaborating, coaching, caring and trusting relationship,
navigating) captured specific strategies nurses
implemented to engage and retain women from a
traditionally underserved population in a health care
intervention. However, the timing and dosages of specific
patient engagement strategies to improve health care
delivery have yet to be described adequately.
Hildegard Peplau’s seminal Theory of Interpersonal
Relations placed the nurse-patient relationship at the
center of nursing practice and therapeutic care.18,19 In this
paper, we use the more recently developed ICM and build
on Peplau’s Theory of Interpersonal Relations to describe
the timing and intensity of various engagement strategies
used by advanced practice mental health nurses to engage
a traditionally underserved population. Specifically, we
examined how mental health nurses – experts in verbal
and non-verbal communication – engaged low income
depressed mothers of infants and toddlers in a mental
health and parenting intervention. The mothers had
histories of facing significant life stressors, traumatic
events, disturbances in interpersonal relationships, and
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limited social supports20 creating barriers to engagement.
We examined nurses’ use, timing, and intensity of patient
engagement strategies specified in the Interactive Care
Model and in Peplau’s three phases (orientation, working
and termination phases) of the nurse-patient interpersonal
relationship. Additionally, because mothers had varying
levels of engagement, we explored how nurses used
strategies to increase mothers’ engagement.
Theoretical Frameworks
The Interactive Care Model (ICM)16 is a relatively new
patient engagement framework that identifies and
organizes essential interpersonal exchanges among
patients, families, and providers during health care
interactions. As a general patient engagement process
model, the ICM has widespread applicability and relevance
to various care settings and populations, detailing specific
steps and strategies to facilitate engaging patients fully in
the care of their health16 (Figure 4.1).
The model has been used as a foundation for a suite of
software products geared to standardize and enhance
patient’s health care experience using technology
integration. For example, Get Well Inpatient, a patient
engagement software system based on the ICM, has been
used in numerous primary care settings to enhance
education, communication, and patient engagement via
iPads. Other tools based on the Interactive Care model
(Get Well Inpatient, Get Well Rounds, Get Well Loop,
and Get Well Practice) have led to improvements in
patient satisfaction scores and improved readiness for
discharge in hospital settings, veterans affairs, and primary
care offices.21

In addition, the ICM is the conceptual foundation for Get
Well Network’s Patient Engagement Index (PEI), a
psychometrically valid and reliable instrument tested
among the inpatient adult medical-surgical population.
Similar to a heart rate or oxygen saturation reading, the
PEI is used to assess and score a person’s capacity to be
engaged in care through a series of 18 item Likert scale
items. Once calculated, the PEI score can be used to guide
clinicians in engagement strategies in order to tailor more
patient and family centered care.22
Having the nurse-patient relationship at the center of
health care delivery is not a new concept. For decades,
researchers have used Hildegard Peplau’s Theory of
Interpersonal relations18,20 as a guiding framework for
studies focusing on establishing the therapeutic milieu in
which nurse-patient partnerships form and thrive, thus
fostering and improving patient engagement, patient care,
and healing. In her landmark book, Interpersonal Relations in
Nursing: A Conceptual Frame of Reference for Psychodynamic
Nursing, Peplau’s central focus was the planned,
professional, reciprocal, and therapeutic relationship
between the nurse and patient as the basis and context for
professional nursing.18,19, 23 Different from a social
relationship, the therapeutic relationship formed between
nurse and patient is patient-centered, health focused, goaloriented, and is delineated by clear professional
boundaries.24-26 Peplau’s theory notably shifted the focus
from what nurses do to and for patients, to what nurses do
with patients, thus envisioning nursing as an interactive and
collaborative process between nurse and patient.18,19, 23
In the Theory of Interpersonal Relations, Peplau describes
nursing as a significant, therapeutic and interpersonal

Figure 4.1 The Interactive Care Model 16
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process focused on a common goal between nurse and
patient and following a series of sequential patterns.18
Peplau identified three phases of the therapeutic nursepatient relationship. The first phase is orientation, during
which the nurse and patient meet as strangers and begin to
identify patient needs. The second phase is the working
phase, during which the nurse and patient begin to address
identified needs with specific planned interventions. And
finally, during the termination phase, the patient no longer
needs the professional services of the nurse and the
relationship begins to come to a close.18, 19

Original Study

The purpose of the original 2013 Beeber et al. study,20
Reducing Depressive Symptoms in Low Income Mothers
(often referred to as the HILDA study, in honor of
Hildegard “Hilda” Peplau), was to engage and help
mothers manage their depressive symptoms and life issues,
increase their social supports, and help them enact
effective parenting techniques.20 Using a combination of
an evidence-based treatment for depression, Interpersonal
Psychotherapy (IPT), and a symptom-specific parenting
component, advanced practice psychiatric mental health
nurses attempted to reduce mother’s depressive symptoms
and improve interaction with their children (20).
Accordingly, the nurses carefully documented the specific
strategies they used to engage mothers in the intervention,
providing fertile ground for an in-depth analysis of how to
engage persons from traditionally underserved populations
in their health and mental health care. The intervention
study used IPT focused on the mother’s interpersonal
issues factoring into the genesis and maintenance of their
psychological distress,27 aiming for symptom resolution
and improved interpersonal functioning.20 Study
participants were recruited from Early Head Start
Programs, a federal child enrichment program that
provides early, intensive, comprehensive and continuous
child development and family support services to lowincome pregnant women, infants, toddlers and their
families.28 Mothers eligible to participate in the original

intervention study scored 16 or above on the Center for
Epidemiological Studies Depression Scale (CES-D),
indicative of the presence of significant depressive
symptoms.29

Secondary Analysis

For this paper, we completed a secondary analysis of data
collected for Reducing Depressive Symptoms in Low
Income Mothers (NIH R01MH065524), a randomized
controlled trial of 226 mothers recruited from six Early
Head Start programs in the southeastern and northeastern
US.20 Demographic data for this study and parent study
can be found in Table 1.
Mothers were recruited from upstate New York and
North Carolina Early Head Start centers. The sample for
this study was comparable in demographic data to the
parent study (Table 1). Two-thirds of the mothers in the
sample were Black. About one-third were married, had
previous exposure to violence, and categorized their child
or children as having a developmental disability. Half of
the mothers in this study were employed.
Mothers with positive screening for depressive symptoms
were eligible to participate. Mothers in the intervention
group received ten weekly face-to-face, home-delivered
Interpersonal Psychotherapy (IPT) sessions from
advanced practice psychiatric mental health nurses
focusing on mothers’ current problems and how they were
coping with their life circumstances. The same nurse
visited the same mother for each of the ten visits, which
lasted 1-1.5 hours, working with her on ways to explore
her feelings and to address and improve her depressive
symptoms.
After every session, the nurses recorded narrative notes,
providing detailed data and perspectives about the home
setting and atmosphere, interactions and specific

Table 1. Demographic and Other Data on Current Study (n=30) and Hilda Study Participants (n=251
Demographic Variable
Northeast
Southeast
White
Black
Latino
Married
Exposure to violence
Child health disability
Employed
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Current Study
(n)
10
20
7
23
0
10
9
9
16

Current Study
(%)
33.3
66.7
23.3
76.6
0
33.3
30
30
53.3

Hilda
Study (n)
87
164
64
156
8
53
35
139
109

Hilda Study
(n)
34.7
65.3
25.5
62.2
3.2
21.1
14.1
55.4
43.6
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Table 2. Nursing Narrative Notes Measures
Mothers’ level of
adherence
Phase of the nurse-patient
relationship
Interactive Care Model
Core processes

Interactive Care Model
Partnership roles

0- Not at all engaged
3- Engaged
1- Engaged very little
4- Highly engaged
2- Somewhat engaged
1- Orientation
2- Working
3- Termination
1) assessing a person’s capacity for engagement
2) exchanging information and communicating choices
3) planning
4) determining appropriate interventions
5) evaluating
whole person, intentional presence, collaborating, coaching, caring and trusting
relationship, navigating

exchanges with the mothers and family, and specific
interpersonal strategies and techniques used to establish a
relationship, engage, and retain the mothers in the
intervention. Along with detailed weekly narratives, nurses
also indicated which phase (orientation, working,
termination) of the interpersonal relationship the nurse
and mother were in. In addition, nurses also assigned
mothers an adherence rating indicating how well the
mothers were engaging in the intervention. The adherence
ratings were based on a 4-point Likert scale 0- not engaged
at all, to 4- being highly engaged.20 See Table 2.

Study Design
For this part of the larger mixed methods design, we used
a descriptive quantitative design. In a previous paper, we
took a qualitative approach to map out and describe how
the Interactive Care Model Core processes of patient
engagement (assessing a person’s capacity for engagement,
information exchange and communicating choices,
planning, determining appropriate interventions, and
evaluating) and the Interactive Care Model Partnership
roles (whole person, intentional presence, collaborating,
coaching, caring and trusting relationship, navigating)
guided how nurses engaged the depressed mothers.17 In
this paper, we worked from the qualitative data and
completed a quantitative analysis to elucidate when and
how often the engagement strategies were used.

Data Analysis
Each of the 226 cases were reviewed and cases were
organized using the patient adherence ratings assigned by
the visiting nurse. Using the adherence ratings and their
patterns as a proxy for mother’s engagement, the
investigator created three categories of mothers’ level of
engagement (highly engaged; fluctuating engagement;
minimal engagement). The minimally engaged group
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scored primarily 0’s (adherence level - not at all engaged)
and 1’s (adherence level = engaged very little) throughout
the intervention. Scores in the fluctuating engagement
group varied, ranging from 0-4 with no distinct pattern
throughout the intervention. Finally, the highly engaged
group included mothers who scored 3’s and 4’s
throughout the entire intervention. From those three
groups, ten cases were randomly selected from each group
for analysis (10 from highly engaged group, 10 from
minimally engaged group, and 10 from fluctuating
engagement group). In taking a stratified purposeful
sample of cases with varying adherence ratings, our
intention was to capture information-rich cases related to
patient engagement and examine major variations in
engagement skills, strategies, and outcomes.30,31
Comparison and maximum variation sampling are timehonored, classic ways to assess for similarities and
differences and to test conclusions.32
Using MAXQDA, a mixed methods software program, we
tracked engagement strategies used by nurses, and
compared similarities and differences in engagement
strategies within and across cases. We analyzed data from
the adherence ratings using one-way between-subject
ANOVA to assess for differences in engagement strategies
used in different phases of the interpersonal relationship
and with mothers across varying levels of engagement.

Results
Demographic Differences between Nurses and
Mothers

Before addressing nurses’ perceptions of engaging mothers
in a mental health intervention, understanding the
demographic differences between the two groups of
women was important contextually as demographic
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Table 3. Demographics and Other Characteristics of Nurses and Mothers
Demographic and other characteristics
Average age
Education (years of school)
Work Status
Working full or part time
In School
Ethnicity
Black/African American
White
Mixed/Native American/ Native Hawaiian/ Pacific
Islander/ Asian
Living without Spouse/Partner

Mothers
(n=30)
26.3
12

16

14
6

1
15
0

19
8
2
1
18

N/A

Maternal CES-D score
Depression Status
Maternal Diagnosis Major Depressive Episode
Minor Depression

N/A
N/A

Child with Chronic Health condition or developmental
delay, behavioral issues

N/A

xdifferences between nurse and mother could possibly
present significant barriers to engagement (Table 3). We
found differences between nurses (n=16) and mothers
(n=30) on age, education, and ethnicity. Fifteen of the
sixteen advanced practice mental health nurses were
White; their average age was 53, and all had formal
advanced education (19 years or more). In contrast,
mothers in the study were largely African American
(23/30), with an average age of 26 (range 15-44), having an
average of 12 years of education (range from 6-19 years).

Setting

Most nurse-mother meetings were held in the kitchens, living
rooms, and bedrooms in the mothers’ homes. One mother lived
with her infant in the Salvation Army homeless shelter; two
nurse-mother dyads met in local coffee shops; and one dyad met
in the nurse’s car, which served as a private space and escape
from the many distractions in the home setting.

Variation of Engagement Skills by Phases of the
Nurse-Client Relationship

Research Question 1: How do nurses’ descriptions of the engagement
skills and strategies they use vary across phases of the nurse-patient
relationship?
To respond to this question, we used quantitative data to
test if the nurse’s descriptions of the engagement skills and
strategies they used varied across the three phases of the
nurse-patient relationship. Using one-way ANOVA, we
found statistically significant differences between the
Interactive Care Model’s core components (n=12) used by
nurses and the three different phases of the nurse mother
relationship (F (2,33) = 15.6, p = .00002).
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Nurses
(n=16)
53
19

26.1
7.5
9.6
17.4

A Tukey post-hoc test showed the mean number of
Interactive Care Model key processes and partnership roles
assigned in the nursing narratives were significantly
different (p < .001) between the orientation phase (phase
1) and the working phase (phase 2); however, we found no
statistically significant differences between the orientation
phase and termination phase (phase 3). Additionally, we
found statistically significant differences (p< . 001)
between the working phase and the termination phase.
Figures 2 and 3 show the variation in the Interactive Care
Model’s five key processes and seven partnership roles by
phase of the interpersonal relationship.

Variables of Engagement Skills by Nurse-perceived
Adherence Levels
Research Question 2: How do nurses’ descriptions of their
engagement skills and strategies differ among mothers with varying
adherence levels (highly engaged, fluctuating engagement, minimally
engaged)?

The second research question tested whether nurses used
different engagement skills and strategies when they
perceived variations adherence levels (i.e., highly engaged,
fluctuating engagement, and minimally engaged). Based on
their summative adherence ratings, we grouped the
mothers into one of three possible groups (minimally
engaged, fluctuating engagement, highly engaged). The
minimally engaged group scored primarily 0’s (adherence
level - not at all) and 1’s (adherence level = very little)
throughout the intervention. Scores in the fluctuating
engagement group varied, ranging from 0-4 with no
distinct pattern throughout the intervention. Finally, the
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Figure 2. Frequency of ICM Key Processes Implemented in each IPR Phase
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Figure 3. Frequency of ICM Partnership Roles Implemented in each IPR Phase
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orientation
working
termination
highly engaged group included mothers who scored 3’s
and 4’s throughout the entire intervention. Interestingly,
we detected no statistically significant differences between
the 12 Interactive Care Model codes and levels of mother’s
engagement (minimal, fluctuating, high) as determined by
one-way ANOVA.
However, when we examined the ICM’s five key processes
and seven partnership roles, statistical differences were
found when analyses were run separately. Although there
were no statistical differences found between the seven
partnership roles and mother’s level of engagement, we
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found statistical differences between the five key processes
of the Interactive Care Model and level of mother’s
engagement as determined by one way ANOVA
F(2,12)=6.78, p=.011. A post-hoc Tukey test showed
significant differences between the five key processes of
the ICM in mothers in the minimally engaged group (201.2
+ 30.1, p =. 008) when compared to mothers within the
fluctuating engagement group (289 +40.6, p=. 008).
Nurses’ engagement strategies were significantly limited
with the minimally engaged group when compared to the
fluctuating engagement group. Although nurses tried to
engage all the mothers in the intervention, nurses
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perceived mothers with minimal engagement as nonresponsive to the nurse’s engagement efforts and appeared
to thwart nurses’ additional efforts.

Variations in Client Engagement and Duration of the
Orientation Phase of the Nurse-Client Relationship

Research Questions 3: What is the relationship between the
level of mother’s engagement and the length of time spent in the
beginning (orientation) phase of nurse-patient relationship prior
to problem-specific (working) phase?
The third research question asked if a relationship existed
between the level of mother’s engagement and length of
time spent in the orientation phase of the nurse-mother
relationship. Examining correlations between the
adherence levels and the relationship phase produced
evidence of linkages between mothers’ level of
engagement and the length of time spent in the orientation
phase prior to the problem-specific working phase of the
interpersonal relationship. When comparing non-engaged
and engaged mothers in terms of percentage of time spent
in the orientation phase, mothers who were not at all
engaged (scoring 0 on weekly adherence level) in the
intervention spent more than twice the time in the
orientation phase (37% of total visits) compared to
mothers with higher levels of engagement (3.7-14.8% of
total visits). See Figure 4.

Nurse Generated Engagement Strategies and
Mother’s Level of Engagement

Research Question 4: What are other nurse-generated
engagement skills and strategies used to engage women from
traditionally underserved population?
Finally, in addition to the five ICM key processes and
seven-partnership roles, the nurses assigned their own
specific relationship-based strategies used to engage

mothers. The 12 most frequently reported nurse-generated
codes were: (1) questioning, (2) contact, (3) assessment, (4)
encouragement, (5) reflection, (6) exploration, (7) control
of intensity, (8) empathy, (9) social conversation, (10)
praise, (11) suggestion and (12) social rituals.

Discussion and Conclusion
In this study, we examined the timing, rhythm, and
intensity of how patient engagement strategies were
operationalized in a mental health and parenting
intervention. Engaging women from a traditionally
underserved population was a complex and multifaceted
endeavor requiring thoughtful timing and persistence. As
such, upon analysis differing intensities and frequencies of
patient engagement key processes and key provider roles
emerged, shedding light on the process of exactly how
advanced practice mental health nurses engaged lowincome depressed mothers of infants and toddlers.
Combining the Interactive Care Model (13) with Peplau’s
Theory of Interpersonal Relations(15,16) allowed us to
examine the phenomena of patient engagement more
thoroughly than either framework allowed separately.
Although the ICM was validated by the nursing narrative
data (14), the model does not address phases of the
engagement relationship, or the differing intensities and
frequencies of the key processes and partnership roles and
the influence of repeated, intensive contact between the
nurses and mothers.

Phase of Relationship

Consistent with the rhythm and flow of Peplau’s Theory
of Interpersonal Relations (15), the findings of this analysis
suggest the ICM concepts and engagement strategies used
by nurses differed between the phases of the interpersonal
relationship and as a function of the mothers’ various

Figure 4. Mother’s Level of Engagement and Percentage of Time Mother-Nurse Dyad Spent in Orientation Phase

Percentage of time spent in the orientation
phase
40.00%
30.00%
20.00%
10.00%
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levels of engagement. For example, assessing the mother’s
capacity for engagement and exchanging information was
present throughout the intervention but was highly
concentrated in the orientation phase of the nurse-mother
interpersonal relationship. The demographic differences
between nurses and mothers could have played a role in
exchanging information, because each had different
expertise and life experience. In addition, all the concepts
of the ICM and all of the nurse-generated strategies
increased during the working phase. This suggested that
engagement strategies must be sustained and intensified to
retain mothers in the intervention. Finally, the decline of
engagement strategies in the termination phase parallels
the intervention strategy of gradual disengagement that
nurses did to prepare the mothers for the end of the
relationship and the intervention.

Level of Engagement

Engagement skills and strategies used by nurses were
significantly limited with mothers who were minimally
engaged and were significantly higher with the highly
engaged mothers. Mothers’ lack of engagement simply did
not allow the nurses opportunity to use their skills.
Despite nurses’ best and repeated efforts, some women
did not engage. Thus, time spent in the orientation phasedemonstrated the reciprocal effect that engagement may
have on the skills and strategies used. Mothers who were
less engaged spent more time in the orientation phase than
mothers who were more engaged, underscoring the
importance of giving mothers time and space to engage,
and the need to adjust timelines for patient engagement
and other key tasks that need to be accomplished.
Notably, the key processes of Planning and Determining
Interventions were used less with mothers in the minimally
engaged group compared to the group with fluctuating
engagement. However, no differences were found between
the ICM’s seven partnership roles and mothers’ level of
engagement, suggesting that data supporting the seven
partnership roles of the Interactive Care Model spanned
across all levels of the mothers’ engagement. These
findings provide an initial understanding of the core
components of patient engagement practices on which to
build upon and tailor. Therefore, the results of this analysis
suggest that engagement is a fluid and dynamic concept,
requiring different engagement skills and strategies,
operating at different intensities and frequencies
dependent upon contextual factors, phase of interpersonal
relationship, and client’s level of engagement.

Repeated, Intensive Contact

Mothers and nurses partnered week after week for a
prescribed 10 weeks, creating the time and space to
potentially establish a relationship, build trust and rapport.
The repetitive nature of the nurse’s visits and active
pursuit and persistence of scheduling and rescheduling
demonstrated client centered care. These actions were in
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stark contrast with the traditional provider-centric
paradigm, often characterized by episodic care delivered in
multiple care settings that disengage clients from their
natural world, and that place patients in the role of
pursuing providers, accommodating providers’ schedules
and preferences, and having significant lag times between
visits. Thus, actively pursuing clients and having recurring
contact with them may have great utility as effective
modifications in health care delivery for difficult-to-engage
clients.
Findings from this study add to the knowledge base of
patient engagement by providing empirical data as to how
patient engagement was operationalized with a traditionally
underserved population. This study helped illuminate the
rhythm and flow of patient engagement by nurses, who
used multiple expressions of specific engagement strategies
at different times, in different intensities and frequencies
based on the phase of the interpersonal relationship,
mothers’ level of engagement, and other contextual and
influential factors. Thus, findings from this study provide
valuable guidance as to how the process of patient
engagement is executed in clinical practice to better guide
providers as to how to engage their patients more fully in
their health and health care.

Implications for Nursing Practice
This study was an examination of engagement extremes, in
which the advanced practice mental health nurses –
experts in non-verbal and verbal communication – worked
to engage mothers whose backgrounds likely varied from
the nurses’ backgrounds. Understanding what nurses
needed to do in order to engage with a population that
may be reluctant to engage can illuminate core tenets of
patient engagement that may be applicable to other clientnurse relationships, even those that exist via telemedicine
in an intra- and post-COVID world.
This study begins to illuminate how patient engagement is
not a prescribed endeavor. Patient engagement requires
assessment, knowledge exchange, planning, interventions
and evaluation, during all different stages of the
therapeutic relationship and in different intensities to
facilitate patients’ engagement. Moreover, patient
engagement requires providers to be flexible in their roles
in order to facilitate engagement. Findings from this study
can help inform how to best engage persons from
traditionally underserved populations by providing access,
time, and frequent visits, thereby partnering with their
providers to engage more fully in their health and health
care.
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