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Abstract

Care of individuals with cancer represents a significant aspect of nursing;
projections of new cases will continue to rise nationally and internationally. Rapport is
generated within the context of an interaction between individuals and is especially
important in oncological care. Interpersonal interventions that cultivate rapport between
patients and clinicians have the potential to improve patient health outcomes and
satisfaction. Research suggests that rapport makes a trusting and therapeutic
relationship more likely, thus enabling clinicians to become a source of emotional
support helping patients to adapt to and navigate their cancer journey.

Despite the importance of rapport, little research has explored how it is
developed in an ambulatory care environment, where most oncology care is delivered.
Even less is known about the impact of telehealth videoconferencing on relationship
building, but studies suggest that interactions during videoconferencing, although
similar to in-person encounters, present unique challenges that can impact rapport,
diagnostic accuracy, and treatment compliance. When the COVID-19 pandemic
necessitated telehealth videoconferencing for patients with cancer, clinicians had little
research to help them understand how the subsequent change in interactive practice

might affect patient-clinician relationships. Additionally, limited tools are available to
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measure clinician-patient rapport, and few have been used in health care encounters or
videoconferencing.

To establish what is known about the development of in-person rapport between
nurses and patients with cancer, both in videoconferencing and in-person ambulatory
oncology encounters, literature was examined using systematic review methodologies.
These reviews demonstrated a lack of studies focused specifically on nurse-patient
rapport in oncology ambulatory care and videoconferencing encounters. This gap in the
literature indicates a need for future research with aims and variables specifically
focused on rapport to enhance understanding of this aspect of the nurse-patient
relationship.

In response to this need, a qualitative descriptive study in which patients (n = 10)
and oncology nurses (n = 12) were interviewed about their experiences of rapport-
building during videoconferencing visits was conducted. Patient and nurse interviews
were analyzed separately using conventional content analysis, with a comparative
analysis of patient and nurse results performed in the final analysis. Three themes fit the
collective data: (1) person-centered and relationship-based care is valued and
foundational to nurse-patient rapport in oncology ambulatory care regardless of how
care is delivered, (2) adapting a “bedside” manner to facilitate rapport during

videoconferencing visits is feasible, and (3) nurses and patients can work together to



create person-centered options across the care trajectory to ensure quality care outcomes.
Barriers to relationship-building in videoconferencing visits included unexpected
interruptions from others, breaks in internet connection, concerns about privacy, and
limitations associated with not being physically present.

Finally, an observational study was designed to evaluate the use of behavioral
indicators of positivity resonance and self-report items of perceived positivity resonance
to measure rapport between nurses and patients with cancer in videoconferencing visits.
This initial evaluation suggests this behavioral observational measure is feasible and
could be a useful measure in this setting and with this population. In addition, the
recruitment and study procedures were acceptable to participants and effective. This
feasibility study established the foundation for a planned future investigation to test the

reliability and validity of positivity resonance measures in health care encounters.
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1. Introduction

Patients with cancer value nurses not only for their skillful and knowledgeable
delivery of treatment but for their support and guidance (Epstein & Street, 2007;
Komatsu & Yagasaki, 2014; Radwin et al., 2005; Rchaidia et al., 2009; Thorne et al., 2005).
Because cancer is often life-threatening and chronic in nature, it impacts all aspects of
the lives of the patient and their family, resulting in nurse-patient relationships that are
often intimate and extend, sometimes over many years, through diagnosis, treatment,
relapse, and either survivorship or death (Komatsu & Yagasaki, 2014; Rchaidia et al.,
2009). For patients with cancer, feeling personally known and connected with nurses
and health care clinicians on a level beyond their disease process improves health and
quality-of-life outcomes (Aldaz et al., 2017; Boston & Bruce, 2014; Epstein & Street, 2007;

Thorne et al., 2005).

1.1 Nurse-Patient Rapport in Oncology Ambulatory Care

Over 19.3 million new cancer cases are projected internationally in 2022, with 1.9
million of these projected in the United States (Siegel et al., 2022; Sung et al., 2021),
where cancer remains the second leading cause of death (Siegel et al., 2022). Cancer not
only places a weight on the health care system but imposes a tremendous
biopsychosocial burden on patients and their families. A strong clinician-patient

relationship is essential for ensuring high quality cancer care and reducing patient



suffering (Epstein & Street, 2007). Such a relationship is grounded on the sense of
rapport, or connection, that patients feel with their nurses (Karlou et al., 2018; Radwin,
2000; Radwin et al., 2005; Rchaidia et al., 2009; Thorne et al., 2005).

Rapport between oncology nurses and patients has become more tenuous in the
current health care environment, where complex cancer treatment is primarily delivered
in an ambulatory setting (Bunnell et al., 2013; Kamimura et al., 2012). Care is becoming
more task-based, nurse-patient interactions briefer, and personal connections more
challenged by computerized care that creates a sense of separation or distance between
the nurse and patient (Banerjee et al., 2016; Bunnell et al., 2013; Hjorleifsdéttir et al.,
2008; Kamimura et al., 2012; Karlou et al., 2018; Mcllfatrick et al., 2007; Prip et al., 2018,
2019). Patients with cancer can often feel isolated and unsupported (Mcllfatrick et al.,
2007), with numerous studies indicating that their needs can remain unidentified or
unaddressed (Brataas et al., 2010; Epstein & Street, 2007; Grover et al., 2018). Farrell et al.
(2005) found that as few as 20% of patients” concerns were identified by oncology nurses
and doctors. Brief, task-based care has negative consequences for patients, nurses, and
ambulatory care centers. In a recent systematic review of oncology ambulatory care
(Prip et al., 2018), findings from four of nine included studies suggested that care in the
ambulatory environment was a negative experience for patients receiving
chemotherapy, with one study describing care as dehumanizing and “like a fast-food

restaurant” (Mcllfatrick et al., 2007). Patients who receive chemotherapy in this setting

2



report unmet needs that can lead to unplanned hospitalizations (McKenzie et al., 2011),
and nurses report difficulty balancing the time needed to administer chemotherapy
safely with adequate time to develop rapport with the patient (Mcllfatrick et al., 2007).
Despite the evidence, little research has focused on nurse-patient rapport in oncology

ambulatory care settings.

1.1.1 Description of rapport

Rapport has been described as a connection established with another person
based on respect, acceptance, empathy, and a mutual commitment to forming a
relationship (Epstein & Street, 2007). In the National Cancer Institute’s seminal
publication on patient-centered communication in cancer care, rapport was defined as a
key element for fostering the clinician-patient relationship. The experience of rapport
originally was conceptualized in psychology as the gestalt of three interrelated parts: (1)
mutual attentiveness, (2) positivity, and (3) coordination (Tickle-Degnen & Rosenthal,
1990). In nursing, nurse-patient bonding is a term sometimes used to describe this
connection (Tejero, 2012), and in psychology, therapeutic alliance is analogous with
rapport but also includes the concept of a working alliance (Tickle-Degnen, 2002). More
recently, an interpersonal connection characterized by shared positive affect, mutual
care and concern, and behavioral and biological synchrony has been coined “positivity
resonance” and been the focus of positive psychological research (Fredrickson, 2016).

Both nurse-patient bonding and positivity resonance have been measured using

3



behavioral coding techniques (Fredrickson, 2016; Tejero, 2010). A further description of
measures and a more concrete definition of rapport is provided in subsequent chapters
according to the variables for each study.

Interpersonal interventions that cultivate rapport between patients and clinicians
have the potential to improve patient health outcomes and satisfaction (Hansbrough &
Georges, 2019; Haverfield et al., 2020). The importance of nurse-patient rapport in
oncology nursing is well established; however, there is no consolidated body of research
describing attributes of rapport or how it is cultivated, especially in ambulatory care
settings, where most cancer treatment is delivered (Kamimura et al., 2012; Prip et al.,
2018). Despite the lack of studies on how rapport is cultivated in oncology ambulatory
care settings, research with cancer patients has provided important clues regarding
factors that facilitate rapport: Feeling personally known and connected with nurses
impacts patient outcomes including satisfaction, health, level of suffering, and quality of
life (Epstein & Street, 2007; Grover et al., 2018; Jacobsen et al., 2015; Thorne et al., 2005).
Furthermore, research shows that patients highly value connections with clinicians
based on mutually caring attributes and consider clinicians’ caring attributes to be even
more important than their communication skills (Epstein & Street, 2007; Prip et al.,

2018).



1.1.2 Significance of rapport

Although the clinician-patient relationship is often viewed primarily as a
mechanism for expertise and information sharing, for many patients and families, this
relationship is equally important as a source of emotional support and guidance, in that
a strong sense of rapport helps them adapt to and navigate their cancer journey (Epstein
& Street, 2007; Komatsu & Yagasaki, 2014; Radwin et al., 2005; Rchaidia et al., 2009;
Thorne et al., 2005). Rapport between nurses and patients facilitates an accurate nursing
assessment of the patient’s needs, responses, and adaptation to cancer, allowing for
personalized care (Aldaz et al., 2017; Coolbrandt et al., 2016; Epstein & Street, 2007;
McKenzie et al., 2011; Thorne et al., 2013). Rapport is becoming more critical as the
incidence of multimorbidity increases in this patient population. Among the most
frequent types of cancers, comorbidity rates range from 30%-53% (Jemal et al., 2017).
Multimorbidity and increasingly complex treatment regimens are often associated with
increased symptom burden, making a relationship with a trusted and empathetic nurse
who can provide guidance in care a necessity during cancer treatment (Bakitas et al.,

2009; Dodd et al., 2001; Follwell et al., 2009; Kazanowski & Sheldon, 2014).

1.1.3 Impact of global pandemic on care for patients with cancer

Until recently, telehealth use was largely considered an alternative format for
patients and clinicians, and often associated with care provision for geographically

underserved areas and populations (Fathi & Modin, 2017; Speyer et al., 2018). The
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Covid-19 pandemic has made virtual clinician-patient encounters a requirement, and
patients and clinicians have had to adapt to a videoconferencing format with little, if
any, preparation (Calton et al., 2020). Computer-mediated encounters remain
particularly important for immunocompromised patients undergoing cancer treatment.
Cancer survivors whose history and comorbidities place them in the high-risk category
due to Covid-19 also continue to require ambulatory virtual visits; however, little is

known about the use of videoconferencing visits (VCVs) with this population.

1.2 Telehealth

Telehealth and caring within a technologically laden health care environment are
not new to nursing. The Health Resources and Services Administration (2020) define
telehealth as “the use of electronic information and telecommunication technologies to
support long-distance clinical health care, patient and professional health-related
education, public health, and health administration. Technologies include video
conferencing, the internet, store-and-forward imaging, streaming media, and terrestrial
and wireless communications” (p. 1).

Many other terms are used to describe telehealth including telenursing,
telemedicine, e-health, remote patient monitoring, mobile health, media, or computer-
mediated healthcare. Telehealth comprises a variety of communication technologies and
includes synchronous and asynchronous platforms. Asynchronous telehealth formats

include online surveys, email, and communication through patient portals (e-visits).
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Synchronous encounters require patients and clinicians to facilitate real-time
communication via telephone consultation, VCV, or electronic messaging (Fathi &
Modin, 2017; Nagel et al., 2017). Some technology forms, such as a remote patient
monitoring system, can be asynchronous (e.g., store-and-forward delivery of patient

data) or synchronous with real-time delivery (Fathi & Modin, 2017).

1.2.1 Effectiveness of telehealth

Over the past decade, research from a variety of disciplines has suggested that
overall telehealth modalities (telephonic, remote monitoring, electronic messaging,
videoconferencing) can be efficient, effective, and well accepted by patients, especially
those who have limited access to traditional care options (Almathami et al., 2020; Cox et
al., 2017; Fathi & Modin, 2017) A review that focused specifically on the use of VCVs
concluded, after data extraction from 27 articles, that VCVs appeared to be feasible and
effective in caring for patients with chronic disease, although the authors noted the need
for adequately powered randomly controlled studies (Mallow et al., 2016). A review of
reviews by Ignatowicz et al. (2019) evaluated 25 reviews or systematic reviews of
videoconferencing in long-term conditions, of which only six were described as
methodologically strong. Evidence in the reviews suggested that patients found
videoconferencing acceptable, and its impact on health outcomes was largely similar to
that of in-person communication, with the strongest evidence related to mental health

care (Ignatowicz et al., 2019). Compared to telephone consultation, a systematic review
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by Rush et al. (2018) concluded that videoconferencing offers improved diagnostic
accuracy. In a meta-analysis, Speyer et al. (2018) compared telehealth nursing/allied
health professional synchronous telehealth interventions with face-to-face interventions
and found no significant differences when evaluating the between-groups effect sizes;
however, Penny et al. (2018) concluded that although better than telephone consultation,

videoconferencing was not a replacement for face-to-face encounters.

1.2.2 Telehealth nursing

Telehealth in nursing is the use of remote technology to deliver nursing care and
conduct nursing practice including assessment, clinical decision-making, and
information exchange or education (Nagel & Penner, 2016; Peck, 2005). Some use the
term telenursing (Peck, 2005), and others refer to this practice as telehealth nursing
(Nagel & Penner, 2016). For the purposes of this dissertation, the term telehealth will be
used when referencing situations not specific to a particular professional role, and
telehealth nursing will be used to describe telehealth provided by a nurse.

Nurses can have both direct and indirect roles in the provision of telehealth. For
example, in addition to engaging directly with patients to provide remote care, nurses
often are asked to facilitate patient-physician encounters or remote health team meetings
with patients and families. In such cases, the nurse may be present with the patient
physically while other health care team members are remote. The nurse may help the

patient use the telecommunication technology, obtain the patient’s health assessment
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data (e.g., vital signs, lung sounds) for the remote clinician during the virtual visit, and
reinforce or teach the patient self-care practices prescribed by the remote clinician after

the visit is concluded (Barrett, 2017).

1.2.2.1 Evolution of technological caring in nursing

Much of the research on telenursing focuses on telephone consultation rather
than videoconferencing. Within nursing, ongoing concerns about the impact of
technology on the nurse-patient relationship and the nurse’s capacity to provide care in
a virtual environment continue to be the focus of discussion and some research
(Grumme et al., 2016; Locsin & Purnell, 2015; Nagel et al., 2013; Sandelowski, 2002). A
central concern involves whether (a) the virtual environment reduces the human body to
objective bits of data, and (b) interactions between nurses and patients, which at their
best within videoconferencing represent the nurse and patient as two-dimensional, are
similarly reductive. As Nagel et al. (2013) warn, “(use of this technology) perpetuates a
perception of nursing losing physical proximity and presence, characteristics
traditionally deemed important to knowing and caring for a person in nursing practice.”

(p. 105)

1.2.3 Rapport and telehealth

Some studies have addressed the need to adapt traditional in-person
communication skills and behavioral practices to the telehealth environment to enhance

patient engagement and optimize telephone consultations (Heckemann et al., 2016) and
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VCVs (Almathami et al., 2020; Newcomb et al., 2020). One study has shown reduced
expressions of empathy by clinicians in VCVs compared to face-to-face consultations
(Liu et al., 2007). The importance of eye contact in interpersonal communication and the
impact of videoconferencing was reviewed by Bohannon et al. (2013). Because humans
are biologically hard-wired for eye contact during interactions, it is essential to explore
how videoconferencing influences this connection. Eye contact plays in role in identity
formation (e.g., a person’s perception of how an individual views them will influence
their feelings toward that individual), impression formation (e.g., people behave and
display emotions differently in videoconferences), perceived level of trust, ability to
establish mutual understanding, attention, and memory (Bohannon et al., 2013). Camera
placement in videoconferencing platforms creates a downward gaze called a parallax
that interferes with natural eye contact (Bohannon et al., 2013). The need to adapt some
in-person rapport techniques (e.g., eye contact, body language, touch) during
videoconferencing health care encounters has been discussed in the popular press and
clinical commentaries (Hollander & Sites, 2020; IHI Multimedia Team, 2020; Terry &
Cain, 2016); however, little research appears to have evaluated these techniques
(Bohannon et al., 2013; Newcomb et al., 2020) or more advanced relational skills such as
presence (Barrett, 2017), conveying caring (Sitzman, 2017), empathy (Liu et al., 2007),

therapeutic use of self, collaboration, and person-centered care (Heckemann et al., 2016).
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To explore what is currently known about nurse-patient rapport in VCVs, a
systematic search of the literature was conducted for empirical and clinical papers. The
search focused on registered and advanced practice nurses from all levels of practice; at
least 50% of the study sample were using VCVs with single patients and/or their
caregivers. This search included five health-related databases: MEDLINE, CINAHL,
PysychINFO, Sociology Source Ultimate, and Embase. No time limits were set, and only
articles in English were reviewed. Articles were excluded if they focused on (a)
unlicensed nursing students, assistive personnel, or unlicensed health care clinicians
(i.e., nursing assistants); (b) videoconferencing sessions for team meetings (unless
patient and/or family caregivers were involved) or support groups; and (c)
communication primarily related to information gathering and sharing, or education
and treatment compliance. Sources were not limited as there appears to be little research
done to date on this topic. The initial search resulted in 2937 articles.

The search terms for the concept of rapport were defined broadly to prevent
missing sources. In addition to rapport, terms and related concepts that are used within
nursing and other health disciplines to describe this concept were incorporated into the
search strategy, including nurse-patient bonding, connection, caring moment, empathy,
caring behaviors, psychosocial support, emotional support, empathy, respect,
attentiveness, commitment, and caring relationship. These terms were selected based on

definitions of rapport from Tickle-Degnen (2006) and the National Cancer Institute
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(Epstein & Street, 2007). After reviewing abstracts and applying the exclusion criteria,
212 articles were left for full-text review. Completion of the full-text review resulted in
16 articles that met criteria. Table 1 provides a summary of the study characteristics.

Table 1: Nurse-Patient Rapport in Videoconferencing Visits Study

Characteristics

Publication Date (N) Nurse Role in VCVs (N)
2000-2009 (7) Nurse remote (8)
2010-2019 (7) Nurse with patient (3)
2020 (2) Nurse with patient and nurse remote (4)
Country of Setting (N) Methodology (N) Sample Size (N)
Origin (N)
USA (5) Palliative Care (5)  Qualitative: Pilot RCT (1) 1-5 (2)
UK (4) Home Care (5) Qualitative Descriptive (6)  6-10 (3)
Sweden (2) Pediatric (2) Grounded Theory (3) 11-20 (6)
Denmark (2) Primary Care (1) Phenomenological (2) 21-30 (2)
Norway (1) Acute Care: ICU Discourse Analysis (2) 31-40 (1)

(1), ER (1)
Netherlands (1) Residential LTC (1) Ethnographic (1) 41+ (3)
Canada (1) Quality Improvement (1)

Most of the studies were conducted in the USA or UK (56%) and involved
palliative care or homecare settings (63%). Most of the studies in the review used a
qualitative methodology (Barrett, 2016; Demiris et al., 2001; Foster & Whitworth, 2005;
Funderskov et al., 2019a; Funderskov et al., 2019b; Hibbert et al., 2004; Lindberg et al.,
2009; Oliver et al., 2009; Pappas, et al., 2019; Read Paul et al., 2019; Ritchey et al., 2020;
Savenstedt et al., 2005; Solli et al., 2015; Tachakra & Rajani, 2002; van Gurp, 2015) with

appropriate sample sizes, which was not unexpected as VCVs in telehealth is a relatively

12



new modality. Only a pilot randomized control study by Hastings et al. (2020) used a
quantitative method. The studies reviewed demonstrate the variety of roles nurses
assume in VCVs. In some of the studies, the nurse and patient were both remote
(Demiris et al., 2001; Hastings et al., 2020; Hibbert et al., 2004; Lindberg et al., 2009;
Oliver et al., 2009; Savenstedt et al., 2005; Solli et al., 2015; van Gurp, 2015); in other
studies, a nurse who was physically present with a patient facilitated a VCV with a
clinician who was remote (Pappas et al., 2019; Ritchey et al., 2020; Tachakra & Rajani,
2002). Finally, in some studies, one nurse was with the patient and one nurse was
remote (Foster & Whitworth, 2005; Funderskov et al., 2019a, 2019b; Read Paul et al.,
2019).

Barrett’s ground theory (Barrett, 2016) describes that despite the variety of roles
nurses play in VCVs, their primary function is to be present; this presence is described
as operational, clinical, therapeutic, and social. According to Barrett’s theory, the nurse
cultivates rapport in the nurse-patient relationship during VCVs by providing
reassurance and support (therapeutic presence) and creating connection, despite
technology, by “giving [the] patient [the] sense they [are] in the room with them” (social
presence) (p. 2093).

The most important finding from the review was that only one (van Gurp, 2015)
of the 16 studies had a research question specifically related to nurse-patient rapport,

demonstrating a significant gap in current knowledge. The other studies were included
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because they had incidental findings related to rapport in VCVs. Van Gurp’s grounded
theory (van Gurp, 2015) was developed from data collected from 18 outpatient palliative
care cases, including observations of VCVs and transcripts of interviews with patients,
family, and professional caregivers. Three themes emerged that described the impact of
VCVs on patient-professional relationships with the palliative homecare team (which
included a multidisciplinary team, but over 50% of health care clinicians in the study
were nurses). In relationship to rapport, van Gurp’s study found that, compared to
telephone encounters, VCVs created “digital connectedness” between patients and
clinicians, which was facilitated by their ability to visualize one another; however, this
connectedness was challenged when unexpected visitors arrived, or privacy was
unavailable. For some, the ability to see but not touch resulted in reluctance to share
difficult news (e.g., a nurse expressed a desire to be able to provide physical comfort in
such situations); however, some patients reported that physical separation made it easier
for them to express their feelings. Finally, this study found that intimate clinician-patient
relationships during VCVs were facilitated by consistent, empathetic engagement with a
consistent clinician who listened attentively, avoided patronizing language, and
exchanged a mixture of medical and personal information during conversations.
Although the other 15 studies in the review did not focus specifically on rapport
between nurses and patients in VCVs, incidental findings indicated that setting up the

environment to allow mutual attentiveness by adjusting the camera position and audio
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volume and ensuring privacy were important factors facilitating rapport in VCVs
(Barrett, 2016; Funderskov et al., 2019a; Oliver et al., 2009; Savenstedt et al., 2005). In
addition, rapport appeared to improve when the nurse had a positive attitude toward
technology and was sensitive to the patient’s level of comfort with technology
(Savenstedt et al., 2005). Additional strategies for supporting patients with the
technology included having a family member or another health clinician onsite to assist
the patient (Barrett, 2016; Foster & Whitworth, 2005; Read Paul et al., 2019; Savenstedt et
al., 2005; Tachakra & Rajani, 2002). Technology failures were often cited as barriers to
rapport (Barrett, 2016; Hibbert et al., 2004).

Although patients and nurses overall preferred VCVs over telephone
consultation, feeling it allowed enhanced engagement and connection (Barrett, 2016;
Demiris et al., 2001; Funderskov et al., 2019a; Oliver et al., 2009; Read Paul et al., 2019;
Solli et al., 2015), it was not always considered a replacement for in-person encounters
(Barrett, 2016; Hastings, et al., 2020; Lindberg et al., 2009; Read Paul et al., 2019; van
Gurp, 2015) This was felt to be especially true for serious conversations (Oliver et al.,
2009; van Gurp, 2015) and initial encounters (Read Paul et al., 2019). Although most of
the studies found VCVs acceptable, in a study by Solli et al. (2015), some family
caregivers of patients with dementia felt VCVs to be unnatural and intense, and
preferred in-person encounters. Several studies noted that in VCVs with multiple

caregivers and/or interprofessional dialog, patients can get lost in the exchange or feel
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sidelined (Funderskov et al., 2019a; Pappas et al., 2019; Tachakra & Rajani, 2002), which
interferes with rapport. Finally, Ritchey et al. (2020) discussed asking family members
about a patient’s personal life details and goals for care to establish rapport in VCVs
during COVID-19 when family inpatient visits were limited.

Rapport in VCVs has seldom been the focus of research to date, yet this
systematic review suggests that patients and nurses find VCVs more desirable than
telephone consultations due to the visual component but not a replacement for all in-
person encounters. Many attributes of rapport in VCV and in-person encounters are
similar, but VCV attributes appear to have some distinct facilitators and barriers. Studies
to date that explore rapport building in VCVs with persons with cancer have focused on

the interactions between the patient and the palliative care team.

1.3 Theoretical and Conceptual Framework

The theory of Technological Competency as Caring in Nursing (TCCN) explores
the nurse’s capacity to provide care within a technological environment (Locsin &
Purnell, 2015). This theory was developed to safeguard the mutual engagement that
transpires between nurse and patient as humans, suggesting that nursing care is not
controlled by technology; rather, technology is a tool to be used in the service of caring
(Locsin & Purnell, 2015). Much of the theoretical and conceptual work associated with
the theory of TCCN, as well as practical applications like nurse-based competencies, has

focused on nurse telephone consultation or triage. To fill this gap, Barrett's (2017)
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grounded theory focused specifically on videoconferencing, and Nagel and Penner
(2016) created a new conceptual model for telehealth in nursing practice to guide the
complexity and diverse range of technology-mediated practices. These recent theoretical
and conceptual advances provide frameworks for a wide range of research questions
that need to be explored. In this dissertation, Locsin’s (2015) mid-range nursing theory
of TCCN is used to map knowledge about the phenomenon of nurse-patient rapport in
oncology ambulatory care using VCVs. The Nagel framework (Nagel & Penner, 2016)
for telehealth in nursing practice is also used to illustrate and explore major concepts

and their relationships.

1.3.1 Theory of technological competency as caring in nursing

TCCN proposes that technological competency can be expressed as caring in
nursing and is a necessity given the ubiquity of technology in contemporary health care.
The assumptions and elements of the theory of TCCN are illustrated in Figure 1. Five
major assumptions of the theory support nursing practice and the use of technologies for
care: (1) persons are caring by virtue of their humanness, (2) ideal wholeness is a
perspective of unity, (3) knowing persons is a multidimensional process, (4) technologies
of health and nursing are elements of caring, and (5) nursing is a discipline and a
professional practice (Locsin & Purnell, 2015, p. 51). Three elements (technological
knowing, designing, and participative engaging) guide nursing practice in environments

requiring technological expertise. Technological knowing (Locsin, 2009) describes a
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unique way for nurses to know their patients while using various technologies: Persons
receiving care are seen as dynamic and as participants in their care rather than as objects
of care (Locsin, 2010). This theory describes technology used in health care as presenting
“opportunities for furthering the knowing of persons in their wholeness” (Locsin &
Purnell, 2015, p. 51). The co-creation of a mutually agreed upon care process by the
nurse and patient is represented by the “designing” element (Locsin, 2010), and
“participative engaging” is representative of the activities shared between the nurse and
patient that facilitate the ongoing nature of knowing the patient (Locsin, 2010). These
elements, held together within the universal technological domain, illustrate the

technological nursing process of knowing persons.

& Technological
),b Domain
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Figure 1: Theory of Technological Competency as Caring in Nursing within
the Universal Technological Domain (Locsin & Purnell, 2015)

By highlighting technology as an opportunity to know the patient more
accurately and fully, this theory postulates that technology can enable nurses to practice
the art of nursing and “focus more on being with the person who is being nursed, rather
than simply illustrating proficiency with the technology,” which is described more as a
skill or technique (Locsin & Purnell, 2015, p. 52). The theory describes the human
connection and communication between the nurse and patient as a “cocreated moment”
essential to protecting humanness and preventing patients from becoming objects of
care in technological environments. Each of the three elements has applicability to the

development of nurse-patient rapport.

1.3.2 Conceptual model of telehealth nursing

A conceptual model of telehealth nursing (CMTN) was proposed by Nagel and
Penner (2016) to provide a broader, more holistic and patient-centered model for
telehealth nursing; their framework represents a synthesis of eight models identified in a
review of telenursing models (Nagel & Penner, 2016). Major dimensions of CMTN
include (1) knowing the person, (2) building a picture, (3) clinical decision making, and
(4) nursing competencies (Nagel & Penner, 2016, p. 101-102). These elements are
interrelated and overlap, as depicted in Figure 2. In addition, all four elements contain

the core nursing practice concepts of assessment, communication, and relational
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practices that surround the core focus of the model for “holistic person-centered care.”
The elements of this conceptual model offer a broad framework which guides this

dissertation investigation.

Knowing the Person

Presence

Nursing
Competencies

Building a
Picture

Clinical Knowledge Contextualization

Requisite
Competencies

Clinical Decision
Making
Collaboration

Prioritization
Shared

Figure 2: Conceptual Model of Telehealth in Nursing (Nagel & Penner, 2016)
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1.4 Gaps in Empirical Knowledge

There are numerous gaps in the existing knowledge related to the development
of rapport in traditional in-person oncology ambulatory care visits as well as the
development of rapport using videoconferencing modalities for nurse-patient visits.
Specifically, there is a need for research to (1) map the available evidence on nurse-
patient rapport in oncology ambulatory care, including factors that facilitate or inhibit its
development, (2) explore how the cultivation of nurse-patient rapport in
videoconferencing visits differs from traditional in-person visits for patients receiving
oncology ambulatory care, (3) discover which behaviors, communication techniques,
and relational practices need adaptation to ensure nurse-patient rapport in oncology
ambulatory care, and (4) identify nurse competencies and educational needs of nurses
using videoconferencing to provide nursing care to ambulatory care patients with

cancer.

1.4.1 Justification and significance

This dissertation will create the foundation for (a) a program of research focused
on nurse-patient rapport and related concepts that influence the nurse-patient
relationship, (b) educational methods for teaching nursing students how to cultivate
rapport, and (c) research on the outcomes of nurse-patient rapport. In addition, the
exploration of rapport within telehealth nursing is timely because (a) the current

pandemic has forced as much care as possible to be offered to patients with cancer
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remotely, and (b) virtual care is likely to continue to be a significant component of
ambulatory care, even after the pandemic has subsided (Hollander & Sites, 2020;

Knudsen, Willman, & Winn, 2021; Turner et al., 2022).

1.5 Dissertation Purpose and Specific Aims
1.5.1 Purpose

The purpose of this dissertation was to explore how oncology nurses and

patients with cancer develop rapport in a virtual health care environment.

1.5.2 Aim one

Describe what is known about developing rapport with patients in ambulatory
care and VCVs, the importance of understanding rapport, and the implications for

persons with cancer and oncology nurses (Chapter one).

1.5.3 Aim two

Complete an initial gap analysis of the state of current knowledge regarding
oncology nurse-patient rapport during VCVs (Chapter one) and oncology ambulatory

care (Chapter two) using systematic review methodologies.

1.5.4 Aim three

Explore the nature of rapport between oncology nurses and patients with cancer

during VCVs (Chapter three).
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1.5.5 Aim four

Determine the feasibility of using behavioral indicators of positivity resonance
and self-report items of perceived positivity resonance to measure rapport between

nurses and patients with cancer in VCVs (Chapter four).

1.5.6 Aim five
Synthesize findings from the previous chapters and delineate implications for

nursing practice along with recommendations for practice changes and additional

research (Chapter five).
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2. Rapport between Nurses and Adult Patients in
Ambulatory Oncology Care Settings: A Scoping Review

This chapter is a manuscript that is currently under review at the International Journal of

Nursing Studies. Co-authors contributions are noted at the end of the chapter.

2.1 Background

Care of individuals with cancer represents a significant aspect of nursing;
projections of new cases during 2022 are 1.9 million in the United States (Siegel, et al.,
2022) and over 19.3 million internationally (Sung et al., 2021). A harmonious and
empathetic connection between a patient and healthcare clinician, herein described as
rapport, often provides the initial foundation of a therapeutic and trusting relationship
(Becker, 2020; Epstein & Street, 2007; Leslie & Lonneman, 2016; Tran, 2021). Research
demonstrates that patients with cancer value their nurse’s support and guidance as well
as their skilled and knowledgeable delivery of treatment (Epstein & Street, 2007;
Komatsu & Yagasaki, 2014; Radwin et al., 2005; Rchaidia et al., 2009; Thorne et al,, 2005).
Patients describe rapport with their nurse as an important attribute when recounting
quality oncological care (Radwin 2000, 2005). Both patients (Radwin, 2000; Rchaidia et
al., 2009; Thorne, 2005) and nurses (Aldaz et al., 2017; Karlou et al., 2018) perceive that
rapport contributes to positive patient outcomes such as trust, openness to sharing
concerns, and a sense of comfort. Strong rapport between healthcare clinicians and

patients can facilitate nurses” personalization of care as well as patients” navigation of

24



complex treatments and care systems over the trajectory of their disease (i.e., diagnosis,
treatment, relapse, survivorship, or death) (Aldaz et al., 2017; Epstein & Street, 2007;
Rchaidia et al., 2009; Thorne et al., 2005, 2007). Nurse-patient rapport has also been
associated with patient satisfaction (Tejero, 2012); however, evidence suggests that care
and clinician-patient encounters within oncology outpatient environments differ from
those in other settings, and this difference may impact communication and relationship-
based care.

Interactions in the outpatient setting are brief and often treatment- or task-
centered, with less conversation focused on psychosocial aspects that facilitate rapport
building (Mcilfatrick et al., 2006; Prip et al., 2018, 2019). In addition, the context of the
care experience, which can include much time spent with little privacy and frequent
movement between waiting rooms, phlebotomy stations, examination rooms, and
treatment bays has an impact on nurse-patient communication (Prip et al., 2019). The
chemotherapy day hospital environment has been described by patients as
dehumanizing (Mcilfatrick et al., 2006); a related observational study found that
psychosocial concerns were rarely addressed (Prip et al., 2019). Studies that focus on
nurse-patient rapport or have specific rapport findings have primarily been conducted
in an inpatient setting (Mortensen, 2021; Sabo, 2011; Segaric & Hall, 2015; Tejero, 2010)
or have collected data about patients” experience of cancer care across the care

continuum without delineating findings on ambulatory care (Pool, 2016; Radwin, 2000).
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Although the importance of the nurse-patient relationship in oncology nursing is well
established, a consolidated body of research describing attributes of rapport and its
cultivation in the outpatient setting appears to be lacking. Mapping the available
evidence on rapport is critical to understanding relationship-based care in oncology,
especially in ambulatory care, where the majority of cancer treatment is delivered
(Kamimura et al., 2012; Prip et al., 2018).

This use of the term “rapport” in the healthcare literature has become more
prominent since the onset of the COVID-19 pandemic, with teachers, business leaders,
and healthcare clinicians questioning the feasibility of creating rapport with students,
customers, and patients virtually through videoconferencing platforms. Perhaps because
of rapport’s colloquial nature, our understanding of rapport’s qualities and the nature of
its development appear to be lacking in the healthcare literature (English et al., 2022).
This underdevelopment was especially evident when our research team sought to
understand its nuance in oncology nursing ambulatory care. The prevalence of cancer,
the importance of relationship-based care for this population, and the unique
characteristics of care provided in ambulatory care make a thorough review of the
research on rapport in this setting essential, however a preliminary search conducted in
MEDLINE (Ovid), CINAHL (EBSCOhost), JBI Systematic Review Register, and
Cochrane Database of Systematic Reviews found no systematic or scoping reviews

specifically on nurse-patient rapport in ambulatory care settings. Studies of relevance
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(Mcilfatrick et al., 2006; Prip et al., 2018; Thorne et al., 2005) tended to lack specific
research questions on rapport within this population and to focus more broadly on
communication or quality of care involving healthcare clinicians but not specifically
nurses.

To better understand the existing sources of evidence and gaps in knowledge
and provide a broader exploration and direction for future research, a scoping review
methodology was deemed appropriate and necessary (Levac et al., 2010; Tricco et al.,
2018); therefore, the primary aim of this scoping review is to explore what is known
about cultivating and sustaining rapport between adult patients and their nurses in
ambulatory oncology care. As a secondary aim, a bibliometric analysis of written
publications was undertaken to search for and map connections among the studies
included in the review. The following review question was addressed by this review:
Which nurse-related attributes, behaviors, and interventions and system- and patient-
related attributes and behaviors are identified in the literature as influencing rapport

between nurses and adult patients in ambulatory oncology care?

2.2 Method

This review was conducted using the Joanna Briggs Institute for Scoping
Reviews methodology (Peters, Godfrey et al., 2020; Peters, Marnie et al., 2020) and

reported in accordance with the Preferred Reporting Items for Systematic reviews and
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Meta-Analyses extension for Scoping Reviews (PRISMA-ScR) guidelines (Tricco et al.,

2018).

2.2.1 Protocol and Registration

The objectives, inclusion criteria, and detailed description of the method for this
scoping review were specified in advance and the protocol was published (Koppel, et

al., 2020).

2.2.2 Search Strategy

The search strategy followed a 3-step approach to identify both published and
unpublished studies. First, a draft search was conducted in MEDLINE (Ovid) and
CINAHL (EBSCO), allowing for an analysis of text words in the titles, abstracts, and
index terms. Second, the search strategy for these two databases was finalized and
adjusted according to each additional database. Third, reference lists and citations from
the final selected studies were screened for additional eligible studies. The search was
developed and conducted by one of the authors, a professional medical librarian (LL)
who has expertise in this area, with input from the other authors. The databases
searched included MEDLINE (Ovid) and CINAHL (EBSCOhost). The search for
unpublished or gray literature included ProQuest Dissertations and Theses Global
database. The original protocol proposed searches in PapersFirst and EThOS; however,
these additional sources were not included in the final search as the authors no longer

had access to these sources. No date or language limits were imposed in the search,
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which was initially conducted on July 8, 2020, with updates on December 11, 2020,
December 20, 2021, and June 22, 2022. A total of 4,538 citations were found. Complete
reproducible search strategies, including date ranges and search filters for all databases,
are detailed in Appendix A. On July 15, 2022, forward and backward citation searching
was completed using citationchaser (Haddaway et al., 2021;
https://estech.shinyapps.io/citationchaser). References and articles citing the included
articles were screened to look for any additional relevant studies.
2.2.3 Eligibility Criteria

The criteria for inclusion and exclusion of the studies for the review were
broadly defined by population, context, and concept, as is expected for a scoping review
(Peters, Marnie, et al., 2020; Tricco et al., 2018). A detailed inclusion and exclusion

criteria table was used by the research team (see Appendix B).

2.2.3.1 Participants/Population

The review considered studies with participants who were (a) adult patients (18
or older) with any form of cancer, and (b) oncology nurses from all levels of practice
who were providing care to adults undergoing palliative or curative treatment for any
form of cancer. Studies were excluded if the sample population included any unlicensed
nursing students, assistive personnel, unlicensed healthcare clinicians, non-nursing

clinicians (e.g., doctors, social workers), or family members or informal caregivers.
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Studies that focused on patient groups run by nurses or on cancer screening,

survivorship services, or end-of-life care were also excluded.

2.2.3.2 Context

The review included studies that focused on the interactions and relationships
between nurses and adult patients being cared for within an ambulatory oncology care
setting. Other oncology settings (e.g., acute care, inpatient care, community-based home
care, residential or community-based hospice care, primary care) were not considered
because these contexts differ significantly from ambulatory care, where encounters are
more likely to be brief, intermittent, highly focused on task-based delivery of therapies,
and lacking in privacy. Many qualitative studies screened by the research team focused
on patient or nurse experiences across the cancer care trajectory (i.e., diagnosis through
survivorship or end of life care) including but not limited to ambulatory care
experiences. When screening these studies, the research team intentionally excluded
articles that did not clearly identify the setting as oncology ambulatory care. This
decision was made because different terms and incomplete descriptions were used to
describe care settings across countries, and the team wanted to ensure that that extracted
tindings were related specifically to the outpatient context. The team included studies
where oncology patients described their experiences with a variety of healthcare
clinicians if the research question and/or findings included an aspect of nursing care

within an ambulatory care setting. No geographic restrictions were applied.
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2.2.3.3 Concept

A definition of rapport from the National Cancer Institute was used by the study
team to guide the identification of findings related to this experience within the nurse-
patient dyad. Described as “a perception of connection with another individual based on
respect, acceptance, empathy, and a mutual commitment to the relationship” (Epstein &
Street, 2007, p. 18), these terms, along with other common expressions found in the
nursing literature (e.g., bonding, caring moment, caring behaviors, support,
attentiveness) were incorporated into the search terms and used to evaluate the findings

from studies during the screening process.

2.2.3.4 Types of Sources

All types of data-based studies were included. Conference abstracts and posters,
commentaries and opinion papers, protocol papers, and clinical review papers were

excluded.

2.2.4 Selection of Sources

After running all searches, identified studies were uploaded into Covidence
(Veritas Health Innovation, Melbourne, Australia), a software system for managing
systematic reviews, and 912 duplicates were removed by software. A final set of 3,626
citations were left to be screened in the title/abstract phase. Four authors (EJW, HKP,
LCR, and PDK) independently carried out the study selection. Studies were excluded if

they did not clearly meet the inclusion criteria based on title and/or abstract review by
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two team members. In the next phase of the project, two team members independently
read each of the full-text articles. When conflicts occurred, at least 2 team members met
and resolved the conflicts by discussion; when necessary, another team member (JCDG)
was available to reach consensus. The abstracts of studies not published in English
which met the inclusion criteria during the title/abstract screening were reviewed for
usable data. Due to restrictions in funding, we chose not to have these papers translated,
and they were excluded at the full text screening phase. A list of these studies can be
found in Appendix C. The article selection is presented by flowchart as per PRISMA

guidelines in Figure 3.
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Figure 3: Flowchart of Study Selection Process

Diagram from: “The PRISMA 2020 statement: An

updated guideline for reporting

systematic reviews,” by M. J. Page, J. E. McKenzie, P. M. Bossuyt, I. Boutron, T. C.
Hoffmann, C. D. Mulrow, et al., 2021 BM], 372(71). https://doi.org/10.1136/bmj.n71
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2.2.5 Data Extraction and Synthesis

As recommended by Valaitis et al. (2012), the extraction form was initially
piloted on two sources. Revisions to the form after this pilot included (1) adding the aim
of each study; (2) adding study variables for quantitative studies and interview
questions for qualitative studies; and (3) focusing extraction on those study findings,
including outcomes, related to rapport. Extraction of data from each article included in
the review was done by two independent reviewers (EJW, HKP, LCR, and PDK), then
reviewed by a different team member, with discrepancies resolved by discussion. Data
were summarized in a tabular form based on the a priori protocol, which was revised as
noted above, to answer our research questions. The extracted elements included general
characteristics of each study and specific findings related to nurse-patient rapport. These
specific findings were tabulated to illustrate nurse-related attributes, behaviors, and
interventions; patient-related attributes and behaviors; system-level attributes; and
patient and nurse outcomes.

Findings were organized based on a framework used for developing
competency-based educational programs that focus on knowledge, skills, and attitudes
(KSA) because descriptions of nurse characteristics supporting rapport could be viewed
as knowledge, skills and/or knowledge. This framework is based on Bloom and
colleagues” Taxonomy of Learning Domains (Cutcliffe & Sloan, 2014) addressing three
types of learning: cognitive or mental skills (knowledge), manual psychomotor skills
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(skills), and affective skills (attitudes). This taxonomy is commonly used in nursing
education as well as other interpersonally focused professions like counseling and
psychotherapy (Cutcliffe & Sloan, 2014). Nurse-patient rapport is considered an
essential component of the nurse-patient relationship and the associated outcomes of
nursing practice that flow from relationship-based care. To build consensus on
organization of the findings from the studies, four research team members (JCDG, HKP,
PDK, and LCR) with certification and experience in nursing education collectively
determined how each finding should be classified within the table.

Cambridge Dictionary definitions of “attribute,” “behavior,” and “outcome”
were used to guide the extraction process. The definition of attribute, “a quality or
characteristic that someone or something has” (Cambridge Dictionary, n.d.), was used to
identify system attributes (e.g., staffing ratios, documentation requirements, technology
interfaces, privacy) as well as nurse- and patient-related attributes (e.g., age, gender,
experience). Behavior was defined as “the way in which one acts or conducts oneself,
especially toward others” (Cambridge Dictionary, n.d.), and outcome was defined as “a
result or effect of an action, situation, etc.” (Cambridge Dictionary, n.d.). Formal
assessment of methodological quality or confidence assessment was not performed as
the purpose of this research was to map existing evidence rather than select evidence to

answer our research questions (Peters, Godfrey et al., 2020).
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A bibliographic mapping analysis was performed on the citation data retrieved
from MEDLINE using VOSviewer (van Eck & Waltman, 2010;
https://www.vosviewer.com). A co-author network was constructed to identify people
who have written about the concept of "rapport.” In addition, a co-occurrence term map
was generated using the data from the search. This involved text mining the titles and
abstracts to determine what terms are being used to describe the concept of rapport and
how these terms interconnect with other concepts. Furthermore, a corpus analysis of the
full text of the papers was performed using Voyant (Sinclair & Rockwell, 2016;
https://voyant-tools.org) to generate a visual representation of the terms used to discuss

the concept of rapport in the final set of selected articles.

2.3 Results

The analysis included a total of 18 studies that met the inclusion criteria. A table
of the characteristics of the included studies is available in Appendix D. Out of the 18
studies, 12 used qualitative methodologies (n = 12), 2 studies were quantitative and
descriptive or exploratory in nature, and 3 studies employed mixed methods integrating
qualitative and quantitative methodologies. Only 1 study was a controlled trial. Of the
studies included, 5 were published between 2000-2010, 12 between 2011-2022, and one
prior to 2000. Three of the included studies were published in 2022. Most of the studies
were conducted in Europe (n = 11), including Ireland (n = 3), Sweden (n = 3), United

Kingdom (n = 2), Denmark (n = 2), and Scotland (n =1). In addition, studies were
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conducted in Japan (n = 2), Australia (n = 1), Brazil (n =1) Canada (n = 1), New Zealand
(n=1), and the United States (n = 1). Although inclusion criteria required all studies to
have a focus on oncology ambulatory care, some studies had more specific settings (e.g.,
infusion, radiation) or explored research questions about specific nurse roles within
ambulatory care (e.g., counseling and support, clinical nurse specialist, nurse
practitioner). Participants in the included studies were either nurses (n = 4) or patients (n
=9), with 5 studies including both patients and nurses. Nurse participants had a wide
range of ages, experience levels, educational backgrounds, and types of roles while

patient participants had at least one of a wide range of cancer diagnoses.

2.3.1 Key Findings

Our analysis explored the facilitators and barriers to rapport that were related to
patient and nurse attributes and behaviors, as well as nursing interventions and system-
level attributes that were reported in the studies. Key findings from the review include:
(a) an absence of studies focusing directly on nurse-patient rapport; (b) the importance
of nurses having a friendly, open, supportive attitude and providing care that is
personalized rather than standardized and task-oriented; (c) variation in patient needs,
preferences, and perceptions influencing rapport; (d) the contribution of system-level
factors like continuity of care and sufficient time to facilitate person-centered care; and
(e) evidence of outcomes of rapport for the nurse, the patient and the nurse-patient

dyad.
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2.3.1.1 Absence of Studies with an Aim Focused on Rapport

Only one of the studies included in the review (Koppel et al., 2022) had a
research question that specifically addressed nurse-patient rapport. This study
conducted interviews with patients and nurses to understand how rapport was
developed in telehealth VCVs. Additionally, none of the studies in the review had
interventions designed to impact rapport building although Rask et al. (2009) evaluated
patient and nurse-related outcomes after completion of a standard communication skills
training program in a cancer center. Although the aim of Rask et al.’s (2009) study was
to improve general communication skills, not specific to nurse-patient rapport, attributes
related to rapport were part of several of their measures (e.g., empathy, attentiveness).
Despite the limited number of studies with aims or specific variables focused on
rapport, incidental findings from the studies reviewed have provided information on
the current knowledge level of nurse-patient rapport in an oncology ambulatory care

setting.

2.3.1.2 Nurse Attributes and Behaviors Influencing Rapport

Nurse attributes described in the studies included the nurse’s level of experience
(Arantzamendi & Kearney, 2004; Larsson et al., 2007; Rask et al., 2009) and self-efficacy
in relationship to providing psychosocial support (Rask et al., 2009). While none of the
studies explored the impact of the nurse’s age, gender, or perceived similarity with the

patient, characteristics of the nurse’s affect were frequently described in the studies. For
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example, 8 studies described the importance of the nurse being friendly and accepting,
11 as reassuring and supportive, as well as 9 as empathetic and understanding. Nurse
behaviors were also frequently described in the articles in this review. Behaviors most
frequently identified include teaching and providing holistic guidance, attentive
listening, and providing care that was individualized and person-centered care. Table 2
provides a full list of the attributes and behaviors of nurses that were extracted from the
studies reviewed.

Table 2: Nurse Rapport-Related Attributes and Behaviors Using Knowledge
Skills Attitudes Framework

K: Knowledge

e Knowledgeable*””
e Using evidence-based practices*
e Knowledge of disease process and impact on patients” quality of life®
¢ Knowledge of when and how to engage with patients, especially those
needing additional support'®
¢ Identifying patient strengths and resources®!”
e Individualizing/personalizing care*”8131617
e Identifying patient strengths and resources>!”
S: Skills

e Years of nursing experience'”!* and years of oncology nursing experience'*

¢ Using strong communication skills®*1®> and related self-efficacy4

e Observing/using non-verbal communication®®1!

e Attentive listening!>678911

e Using humor®*" and cheerful banter/small talké8!.13

e Seeking shared experiences to create connection and facilitate
communication (i.e., nurse self-disclosure)®118

e Teaching, and providing holistic guidance!3457111316

e Providing holistic, person-centered versus task-oriented information and
care2567:89,10,11,13,17,18
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e Coordinating care and collaborating with patient*>'® and healthcare
team?>7.17

¢ Meeting the needs of patients and their families*>81015

e Individualizing/personalizing care*”8131617

¢ Maintaining “professional distance” to maintain objectivity®

e Ensuring privacy

A: Attitudes

e Valuing the development of nurse-patient relationships®!°

e Attentiveness (observing/assessing)®71114151618

e Emotionally supportive, providing reassurance34>67811131516.17

e Respectful of patient preferences and decisions?#561517

e Compassionate, empathetic, understanding?>6789121416

e Accepting, receptive, approachable, welcoming, friendly, open>68911.151618

e Seeking shared experiences to create connection and facilitate
communication (i.e., nurse self-disclosure)®!118

° Klnd, Caring5,7,9,11,13,16

e Happy, positive®®1316

e Spending time to build a trusting relationship>691617

e Spending time to answer questions®'?

¢ Understanding patient values, strengths, and attitudes>!”

e Being patient5°12

e Acting professionally!31417

e Treating patients as persons®67.8917

e Dedicated!>*

e Building trust'®

e Treating patients equally?®

e Accountable”

e Accessible, perceptive, non-authoritarian, and engaging*

¢ Confidence in providing psychosocial support!+

e Maintaining “professional distance” to maintain objectivity®

e Ensuring privacy®

Note. Some attributes and behaviors were fit into more than one category.
!Arantzamendi & Kearney (2004); 2Cameron & Waterworth (2014); *Droog et al. (2014);
*Hajdarevic et al. (2021); ’Komatsu & Yagasaki (2014); °Koppel et al. (2022); "Larsson et
al. (2007); SLynch & McCance (2022); "McCarthy (2014); ®Mcilfatrick et al. (2006);
1O’Baugh et al. (2009); ?Olausson et al. (2020); *Prip et al. (2022); “Rask et al. (2009);
15Silva et al. (2015); '¢Sitzia et al. (1998); 1"Stahlke et al. (2017); '®Yagasaki & Komatsu
(2013).
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2.3.1.3 Diverse Patient Attributes, Behaviors, and Perceptions Influencing Rapport

As can be seen from Table 3, the types of patient factors extracted that influence
rapport included demographical factors (e.g., age, background, type of cancer, stage of
treatment) as well as other attributes including coping styles, patient preferences for
sharing and receiving information, and being involved in care, which were felt to
influence psychological support. Additionally, studies reported that patients” awareness
and/or perceptions of humanization (Silva et al. 2015), vulnerability (Larsson et al.,
2007), and their nurse’s empathetic presence (Komatsu & Yagasaki, 2014) were factors.

Table 3: Patient and System Factors Related to Rapport

Patient-Related Factors

e Demographic attributes: Age,"* Gender'®

e Type of cancer/stage of treatment!

e Holistic needs beyond context of disease>'318

e Patient needs and preferences, including amount of information desired,
vary and change continually 461018

¢ Anxiousness and vulnerability related to uncertainty!7101618

e Ability to communicate needs®®

e Awareness and/or appreciation of nurses’ relational, holistic nursing
approach5,11,15,17

e Coping style (e.g., desire for support versus self-reliance)'*

¢ Openness to sharing information® and desire for engagement in care
planning?*

e Desire by some for more intimate or existential conversations*1?

e Learning to comply with acceptable communication within the outpatient
environment!3

e Hearing deficits or language barriers (related to rapport in VCVs)®

e Withholding information if trust has not been established
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e Curiosity!!
e Positive attitude toward treatment?

System-Level Factors

e Continuity of carel347131417

e Adequate time!361013

e Privacy within care environment!310

e Adequate training’

e Adequate staffing31®

e Care coordination®*

e Teamwork!?

e Technological challenges and limitations (e.g., internet connectivity; limits

of what can be documented in electronic records)®®

Notes. 'Arantzamendi & Kearney (2004); 2Cameron & Waterworth (2014); *Droog et al.
(2014); “Hajdarevic et al. (2021); ’Komatsu & Yagasaki (2014); °Koppel et al. (2022);
’Larsson et al. (2007); 8Lynch & McCance (2022); “McCarthy (2014); '"Mcilfatrick et al.
(2006); "O’Baugh et al. (2009); ?Olausson et al. (2020); *Prip et al. (2022); “Rask et al.
(2009); >Silva et al. (2015); 1¢Sitzia et al. (1998); 1"Stahlke et al. (2017); '¥Yagasaki &
Komatsu (2013).

2.3.1.4 System-level Factors Influencing Rapport

System-level factors identified in the review (see Table 2) included those that had
both a positive and negative impact. Continuity of care had a positive impact on rapport
building and was the system-level factor most frequently identified in the studies of this
review (Arantzamendi & Kearney, 2004; Droog et al., 2014; Hajdarevic et al., 2022;
Larsson et al., 2007; Prip et al., 2022; Rask et al., 2009; Stahlke et al., 2017). A lack of time
or providing care without rushing was also noted as having an impact on rapport
(Arantzamendi & Kearney, 2004; Droog et al., 2014; Koppel et al., 2022; Mcilfatrick et al.,
2006; Prip et al., 2022). Other system-level factors that presented a barrier to rapport

building reported included the lack of a safe and private environment (Arantzamendi &
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Kearney, 2004; Droog et al., 2014; Mcilfatrick et al., 2006), inadequate training
(Arantzamendi & Kearney, 2004), staffing patterns and responsibilities (Droog et al.,
2014; Yagasaki & Komatsu, 2013), care coordination (Droog et al., 2014; Hajdarevic et al.,
2022), teamwork (Mcilfatrick et al., 2006) and technology (Koppel et al., 2022; Lynch &

McCance, 2022).

2.3.1.5 Outcomes of Rapport

The outcomes related to nurse-patient rapport extracted from the studies in this
review can be found in Table 4. The task-orientation of care in addition to lack of
privacy, time and teamwork meant nurses were less attentive to patients” psychological
needs, which negatively impacted the nurse’s ability to create emotional intimacy with
patients in the ambulatory setting (Droog et al., 2014; Mcilfatrick et al., 2006). Other
studies noted that rapport enhanced the nurse’s ability to make good clinical decisions
(Koppel et al., 2022) and identify patients at risk for being noncompliant (Yagasaki &
Komatsu, 2013). Other outcomes described by the articles in the review included the
overall positive experience created for patients and high levels of satisfaction (Cameron
& Waterworth, 2014; Droog et al., 2014; Olausson et al., 2020; Silva et al., 2015; Sitzia &
Woods, 1998). Findings from other studies described the importance of rapport in
reducing negative affective states like anxiety and fear (Larsson et al., 2007; McCarthy,
2014; O’Baugh et al., 2009; Rask et al., 2009) as well as enhancing positive feelings such

as stability, safety, fortitude, strength, hope, and optimism (Komatsu & Yagasaki, 2014;
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Hajdarevic et al., 2022; Larsson et al., 2007). Trust and confidence were described as
outcomes of rapport in 6 studies (Cameron & Waterworth, 2014; Hajdarevic et al. 2022;
Koppel et al., 2022; Larsson et al., 2007; Silva et al., 2015; Stahlke et al., 2017). Rapport
was found to enhance patients” willingness to share their needs and concerns (Komatsu
& Yagasaki, 2014; Koppel et al., 2022; Larrson et al., 2007; Yagasaki & Komatsu, 2013)
and engage in their care (Komatsu & Yagasaki, 2014; Koppel et al., 2022; Yagasaki &
Komatsu, 2013). In other studies, patients described how relationships with their nurses
created a friendly atmosphere where they felt cared for and known (Cameron &
Waterworth, 2014; Koppel et al., 2022; Stahlke et al., 2017). Outcomes for the nurse-
patient dyad that were reported in the studies included improved communication and
trust (Hajdarevic et al., 2022; Komatsu & Yagasaki, 2014; Koppel et al., 2022; Larsson et

al., 2007).
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Table 4: Outcomes of Rapport-Related Attributes and Behaviors in Oncology
Ambulatory Care

Nurse Outcomes

Less ability to attend to patients’ psychological needs in absence of rapport®°
Enhanced ability to make good clinical decisions®

Professional satisfaction®

Frustration when task-based care interfered with relationship building®
Enhanced ability to identify patients who may not adhere to treatment
protocol'®

Patient Outcomes

Positive care experience and satisfaction with care2312151617

Increased comfort in sharing needs and concerns>67.17.18

Enhanced self-efficacy 45717

Enhanced stability and sense of safety*57.1217

Increased fortitude, strength, hope, optimism#*>717

Increased level of trust and confidence in care24671517

Feeling known as a person, heard, and acknowledged?¢'

Reduced anxiety/worries” 10111417

Increased perception of nurse’s level of empathy (with familiar nurse)4
Enhanced comfort and healing®

Nurse-Patient Dyadic Outcomes

Better communication and clinical information exchange*>¢7
Trusting relationship*567

Better personalized care coordination and shared action>'

Smiling as shared emotion!!

Loss of intimacy in nurse-patient relationship in absence of rapport!

Notes. 'Arantzamendi & Kearney (2004); 2Cameron & Waterworth (2014); *Droog et al.
(2014); “Hajdarevic et al. (2021); >’Komatsu & Yagasaki (2014); °Koppel et al. (2022);
’Larsson et al. (2007); SLynch & McCance (2022); “McCarthy (2014); '°Mcilfatrick et al.
(2006); "O’Baugh et al. (2009); ?Olausson et al. (2020); *Prip et al. (2022); “Rask et al.
(2009); ©5Silva et al. (2015); 1¢Sitzia et al. (1998); 1"Stahlke et al. (2017); ¥Yagasaki &
Komatsu (2013).
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2.3.1.6 Bibliographic Mapping Results

Our attempts to generate a co-author network of people writing about rapport
using VOSviewer (van Eck & Waltman, 2010; https://www.vosviewer.com) and our final
set of articles, were unsuccessful as we found no connection between authors. We also
used the title and abstract data from the original search to generate a co-occurrence term
map to determine what words are used to describe rapport and how these terms
interconnect with other concepts. However, due to the low occurrence of the term
“rapport” within the dataset, no meaningful network visualizations were generated.
Similarly, the corpus analysis of the full text of the final selected papers using Voyant
(Sinclair & Rockwell, 2016; https://voyant-tools.org) also generated futile visualizations
due to the low occurrence of “rapport” within our final set of papers. These tools were
not effective in generating meaningful visuals to assist in answering our research
question due to the lack of sufficient literature specifically focused on nurse-patient

rapport in the oncology ambulatory setting.

2.4 Discussion

Our analysis of the extracted data suggests that there are few studies focused on
nurse-patient rapport in oncology ambulatory care, indicating a significant gap in
knowledge regarding an important foundational aspect of oncological nursing care. The
studies included in the review had a wide range of primary objectives, thus reliance on

their incidental findings related to rapport may be insufficient to guide evidence-based
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practice. For example, in a seminal study by Radwin (2000), patients with cancer who
knew specifics about their nurse reported that they felt more bonded and connected, and
that mutual sharing and rapport enhanced their well-being and comfort; however, this
study was excluded from the review because patients spoke about their overall
experiences of nursing care without differentiating between care settings. The dynamics
of cultivating rapport may be the same or similar in ambulatory care, but there does not
currently appear to be sufficient evidence to assert that this is the case.

It appears that even without filtering studies for oncology ambulatory care, little
research can be found on nurse-patient or healthcare clinician-patient rapport (English et
al., 2022; Shin et al., 2017). In reviewing the meaning of rapport for patients, families,
and healthcare professionals, English et al. (2022) identified only 34 studies published
since 2000, of which six focus on nurse-patient rapport. The scarcity of research and a
distinct definition of nurse-patient rapport suggests that the concept of rapport has
largely been left unquestioned and underexplored by healthcare and nursing
researchers. The lack of consensus in healthcare on how to define, conceptualize, and
measure rapport makes it challenging to effectively study clinician-patient experiences
and outcomes.

In nursing, rapport has been variously described as bonding (Duis-Nittsche,
2002), an element of a caring moment (Watson, 2008), and elements of engagement and

openness (Tejero, 2010). A recent concept analysis of rapport within a healthcare context
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identified the antecedents of rapport as effective communication and relation-oriented
attitudes; the attributes of rapport were described as understanding, sharing
information, empathy, and a harmonious relationship (Shin et al., 2017). Similarly, the
conceptualization of rapport in psychology has been described as the gestalt of three
interrelated parts: mutual attentiveness, positivity, and coordination (Tickle-Degnen,
2006). This allows for the development of variables that facilitate measurement within
psychological research (Baker et al., 2020; Fredrickson, 2016; Puccinelli et al., 2003;
Tickle-Degnen & Rosenthal, 1990; Zhao et al., 2014) and highlights the importance of
considering perception and action within and between individuals as well as the
surrounding physical and social environment into account (Tickle-Degnen, 2006).
Comparable nursing research on rapport should be conducted within the context of both
the nurse-patient relationship and the ambulatory care environment, yet there has been
no apparent systematic use of theories and frameworks that could help study nurse-

patient rapport in oncology ambulatory care.

2.4.1 Effect of Nurse Attributes and Behaviors on Nurse-Patient Rapport

Despite the lack of research focused specifically on rapport between oncology
nurses and patients in outpatient settings, incidental findings from the studies in this
review suggest that nurse-patient rapport-related factors in oncology ambulatory care
settings possess similarities to those found within other settings (e.g., inpatient, home,

hospice). For example, Tejero (2010) characterized the attributes of nurse-patient
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bonding in an inpatient setting as openness and engagement, describing such attributes
in regard to patients as “at-ease behaviors” (e.g., eye contact, initiating greetings,
volunteering information and concerns) and a willingness to participate in interventions,
and in regard to nurses, as behaviors that demonstrate attentiveness (e.g., friendly
exchange, listening, touch, asking clarifying questions) and provision of thoughtful care
and teaching. Initial research of the model demonstrated through path analysis that
nurse-patient bonding mediated patient satisfaction.

A ground theory study by Segaric and Hall (2015) described building nurse-
patient/family rapport in an inpatient setting as engaging progressively. Nurses and
patients used the initial focus on clinical tasks as an opportunity to explore whether
further engagement was desirable. At the next level of engagement, both nurses and
patients disclosed information through “chatting,” which transitioned the relationship
from a focus on tasks to “doing the job with heart” (Segaric & Hall, 2015, p. 45). These
stages resulted in establishing a nurse-patient rapport characterized by high levels of
trust and reciprocity. Behaviors were described as positive, mutually supportive
gestures of recognition, and willingness to “go the extra mile” (Segaric & Hall, 2015, p.
46). Similarly, Komatsu and Yagasaki’s (2014) grounded theory suggests that oncology
nurses guide patients across the cancer trajectory through three phases. The initial
phase, described as connecting with the patient, aligns most closely with rapport and

includes caring, having an accepting attitude and empathetic presence, taking time to
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develop trust, and discovering and sharing patients” holistic needs and values. Studies
between nurses and patients receiving palliative care at home and in residential hospice
settings also described such nursing behaviors as facilitating rapport (Errasti-Ibarrondo
et al., 2015; van Gurp et al., 2015).

In various studies in this scoping review, patients reported that they preferred
care that was personalized rather than standardized and task-oriented (Hajdareic et al.,
2021; Larsson et al., 2007, Lynch & McCance, 2022; Prip et al., 2022, Sitzia et al., 1998;
Stahlke et al., 2017). These findings are aligned with those of research on the impact of
nursing caring behaviors and the importance of persons with cancer feeling known
personally and holistically (Karlou et al., 2018; Radwin et al., 2000; Radwin et al., 2005;
Rchaidia et al., 2009; Thorne et al., 2005).

Communication training is often reported in the literature as an intervention to
improve clinician-patient relationship building and care outcomes in cancer care. In one
study in our review, nurses who reported higher communication-related self-efficacy
and confidence in providing psychosocial support were more likely to report that
patients perceived them as attentive and expressed satisfaction with contact (Rask et al.,
2009); however, the communication training intervention in this study did not
significantly change patients’ experience of nurse empathy and attentiveness, or their
mood and cancer-related self-efficacy. A Cochrane systematic review of communication

training in oncology healthcare clinicians also demonstrated limited if any impact of
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training on healthcare clinicians” behaviors or patient satisfaction (Moore et al., 2018).
These findings could be accounted for by evidence that what patients expect and need in
their relationships with nurses and physicians may differ (Hansen et al., 2018; Kvale,
2007; Wright, et al, 2004) and necessitate unique training objectives for nurses;
furthermore, the limitations of training have been described as related to the complexity
and dynamic nature of relationship research (Thorne et al., 2013). As some have
suggested, nurses are best positioned to support the health and healing experiences of
patients by focusing on the relational aspects of caring and connection rather than the
mechanics of communication (Hartrick,1997; Watson 2012). This contention is supported
in the study by Silva et al. (2015) in which patients expressed placing a higher value on
nurses’ welcoming, receptive, kind, and caring attributes than on their respect for
nurses’ decisions and clear communication. Although knowledge and skills, including
communication skills, were identified as important nursing characteristics, the
preponderance of findings in this review focused on the nurses’ attitudes in building
connection with patients. Use of the KSA framework to organize the nursing
characteristics associated with rapport in this review may be useful in providing
direction for future research questions on the efficacy of educational programs on
rapport-building, especially the importance of incorporating learning objectives in the

affective domain.
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2.4.2 Effect of Patient Attributes and Behaviors on Nurse-Patient Rapport

This review identified patient attributes and behaviors that could potentially
serve as barriers or facilitators to nurse-patient rapport. Of note, our review revealed
that patients’ (a) coping styles (Arantzamendi & Kearney, 2004; Hajdarevic et al., 2022),
(b) openness, and (c) ability to communicate their needs, engage in care, and receive
support (Arantzamendi & Kearney 2004; Hajdarevic et al., 2022; Koppel et al., 2022)
varied both by patient and among patients depending on where they were in the
trajectory of care. For example, in a study by Prip et al. (2022), some patients positively
reflected on small talk and the nurse’s focus on clinical task while others described this
as “superficial” and an indication that nurses in the ambulatory clinic wished to avoid
discussing the significance of their disease. Such findings further support the
importance of personalized rapport-building and care. Future studies designed to help
nurses build rapport should explore methods and timepoints for determining
individualized needs and tailoring interventions to patient preferences for
communication, education, and information.

Patient experience of fear was reported to be a potential barrier in the outpatient
oncology setting (Arantzamendi & Kearney, 2004). A recent qualitative study that
included patients across different care settings identified fear as a barrier and found that
patients who used techniques such as humor to avoid difficult emotions did so at the
expense of building rapport (Mortensen et al., 2021). In one study, nurses working in an
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inpatient setting reported that stress could provoke patients to channel their anger
toward their nurse; in such instances, the nurse had to expend energy processing the
patient’s challenging emotions rather than building aspects of rapport such as nurse-
patient communication (Chan et al., 2019). Some studies identified rapport building as
key to reducing challenging emotions (Larsson et al., 2007; McCarthy, 2014; Rask et al.,
2009. Future studies should clarify the relationship between patient emotions and
rapport and explore ways to maximize factors that facilitate rapport while minimizing
barriers. Such studies could contribute to the development of evidence-based

interventions.

2.4.3 Effects of System-Level Factors on Nurse-Patient Rapport

This review explored the system-level factors affecting rapport in outpatient
settings. Continuity of care was identified as important to rapport building. Studies
found that patients who received treatment from familiar nurses rated these nurses as
more empathetic (Rask et al., 2009), and nurses in advanced practice or specialty roles
were often seen as instrumental in helping to provide continuity across settings of
cancer care (Droog et al., 2014; Larrson et al., 2007; Stahlke, et al., 2017). Similar findings
have resulted from studies of gynecological oncology nurse specialists (Kobleder et al.,
2017) and oncology nurse navigators (Berglund et al., 2015; Jeyathevan, et al., 2017;

McMullen, 2013).
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In some studies, nurses described that time constraints and pressure to focus on
task-based care in oncology outpatient settings prevented them from knowing and
caring for their patient holistically (Arantzamendi & Kearney, 2004; Mcifatrick et al.,
2006). Research has demonstrated that person-centered care is more difficult to provide
in task productivity-focused work environments (Epstein et al., 2017) but more studies
are needed to elucidate ways to manage these barriers. The need to focus on tasks was a
finding in an observational study of communication practices between ambulatory care
nurses and patients with cancer (Prip et al., 2019) in which lack of privacy, time
constraints, and insufficient communication skills were described as factors that could
restrict communication to a type focused on treatment-related topics. The
communication challenges observed by Prip et al. (2019) in the oncology ambulatory
care setting are pertinent to cultivating nurse-patient rapport and require future

exploration.

2.4.4 Outcomes of Rapport-Related Attributes and Behaviors

It is reasonable to suggest that trust, confidence, and communication of clinical
information links the nurse and patient into a dyad (Larsson et al., 2007; Olausson et al.,
2020) in which the patient is comfortable sharing their concerns and goals, thus creating
an opportunity for the nurse to provide personalized care coordination and engage in
shared action (Komatsu & Yagasaki, 2014; Stahlke et al., 2017). In addition, the

development of a therapeutic relationship within the nurse-patient dyad (Shin et al.,
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2017) can create a sense of fortitude and optimism for the patient (Larsson et al, 2007)
and enhance their ability to cope (Prip et al., 2018) with their unpredictable health
situation. In such instances, the nurse can serve as a source of safety, stability, and
reassurance, leading to reduced patient anxiety (Komatsu & Yagasaki, 2014; McCarthy,
2014; Stahlke et al., 2017). Future studies, however, are needed to test these hypotheses
empirically. The development of rapport between nurses and patients appears to lead to
positive outcomes, beginning with the establishment of trust and eventually leading to
the creation of relationships in which patients feel comfortable expressing their worries
and hopes. Rapport provides patients both the opportunity and confidence to
participate in shared decision making, thus allowing them to experience a sense of
control and companionship throughout their care journey. Additionally, enhancements
in patient (Droog et al., 2014) and nurse (Koppel et al., 2022) satisfaction may be
important outcomes for healthcare organizations that support rapport-related attributes
and behaviors. Although these outcomes have been reported in other oncology settings
(Aldaz et al., 2017; Radwin 2000, 2005; Rchaidia et al.,2009; Tejero, 2012; Thorne et al.,
2005, 2007), future research that clearly defines and measures rapport as a distinct

variable is needed to provide evidence of these outcomes in ambulatory care.

2.4.5 Limitations

This review has several limitations. First, the lack of a well-delineated definition

and measure of rapport in healthcare made it necessary to include a large number of
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related terms in the search strategy to increase the likelihood of capturing as many
related studies as possible; nevertheless, we may have missed relevant studies. Second,
the lack of study aims, specifically related to rapport in the articles extracted and the
reliance on incidental findings, introduces the chance of selection bias. Third, during the
screening process, it was not always possible to ascertain whether the study setting was
ambulatory care. Because study context was an essential component of the research
question in this review, our research team made the decision to include only studies
clearly conducted within an ambulatory care environment. This decision may have
resulted in the exclusion of some studies which were conducted in an ambulatory care
setting or resulted in findings relevant to the outpatient setting. Fourth, the exclusion of
studies published in non-English languages could have introduced publication bias and
reduced the applicability of the findings to a wider audience. Lastly, although the
research team followed a rigorous and systematic approach to our analysis, the data
analysis and its interpretation were inevitability influenced by our collective skills,

assumptions, and experiences.

2.5 Conclusions

Personalized and patient- or person-centered care has become an important
hallmark of cancer care. Although a strong connection or rapport between a person with
cancer and their nurse has acknowledged benefits for patient-, nurse-, and system-level

outcomes, the lack of studies with an aim specifically focused on nurse-patient rapport
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indicates a significant gap in our empirical understanding of this aspect of relationship-
based care. This review contributes to our understanding of nurse-patient rapport-
related factors within the context of the oncology ambulatory care environment,
including (a) how rapport is cultivated and maintained in an outpatient setting, (b) what
nurse-, patient-, and system-level factors facilitate or inhibit development, and (c) what
outcomes result from nurse-patient rapport. The prevalence of cancer and the likelihood
of patients receiving some or most of their care within this environment makes future
research on rapport in the oncology ambulatory setting essential if the mission to

provide personalized care is to remain a hallmark of cancer care.
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3. Exploring Nurse and Patient Experiences of
Developing Rapport During Oncology Ambulatory Care
Videoconferencing Visits: A Qualitative Study

This chapter was published in the Journal of Medical Internet Research. Co-author

contributions and publication citation are noted at the end of the chapter.

3.1 Background

During the COVID-19 global pandemic, the use of telehealth to provide oncology
care as safely as possible increased dramatically. Some National Cancer Institute (NCI)-
designated cancer centers reported that 33% to 50% of all cancer patient encounters were
telehealth visits, with utilization increases as high as 4,693% compared to pre-pandemic
rates (Knudsen et al., 2021). Although telehealth includes a variety of technologies that
support long-distance clinical health care, the use of VCVs as a modality to care for
patients during the pandemic rapidly expanded in oncology during the pandemic
(Alpert et al., 2022). Despite initial logistical challenges, many patients and oncology
health care clinicians have decided that videoconferencing provides an innovative and
effective way to receive and deliver care, yet little is known about how this modality of
care affects clinician-patient relationships.

Review studies of videoconferencing in telehealth indicate that this computer-
mediated modality has utility and comparable outcomes to in-person visits (IPVs) for

patients with various chronic conditions (Almathami et al., 2020; Ignatowicz et al., 2019;
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Penny et al., 2018; Speyer et al., 2018). Systematic reviews in oncology suggest that VCVs
are feasible and can be effective for certain types of cancer care (Kitamura et al., 2010;
McGrowder et al., 2021). Pre-pandemic studies focused on videoconferencing for
palliative care consultation and provision of support between patients, family
caregivers, and community-based care clinicians (Funderskov et al., 2019a; Jess et al.,
2019; Steindal et al., 2020) indicated that VCVs are often preferable for palliative care
consultations (Funderskov et al., 2019b; Steindal et al., 2020), hospice family meetings
(Bradford et al., 2012; D. Oliver et al., 2009), and support groups (Melton et al., 2017).
Recent studies suggest that patients are similarly satisfied with cancer care received via
videoconferencing (Calton et al., 2020; McCabe et al., 2021; Nordtug et al., 2021) and that
oncology clinicians are increasingly receptive to videoconferencing and acknowledge its

numerous benefits to patients (Alpert et al., 2022).

3.1.1 Knowledge Gaps

Although videoconferencing is feasible and can be effective for certain types of
care, nurses, doctors, and mental health clinicians across health disciplines have
expressed concern that the two-dimensional nature of videoconferencing interactions,
including the loss of physical proximity, presence, and touch, depersonalizes and
inhibits care and the clinician’s ability to understand the patient fully (Brahnam, 2017;
Chhabra et al., 2021; Grumme et al., 2016; Locsin & Purnell, 2015). In palliative care

studies, clinicians have indicated a reluctance to initiate emotional topics during VCVs
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as they cannot be physically present to provide necessary support (Lally et al., 2020; van
Gurp et al., 2015) or ensure that patients have adequate privacy (Oliver et al., 2009).
Suggestions for adapting in-person rapport techniques such as small talk, eye contact,
and body language for VCVs have been discussed in the popular press and clinical
commentaries (Banerjee et al., 2021; Car et al., 2020; Chua et al., 2020; Webb et al., 2021);
however, little research has evaluated these modalities (Dalley et al., 2020; Henry et al.,
2018; Newcomb et al., 2020; Shaw et al., 2020) or more advanced relational skills for
providing presence (Barrett, 2017; Groom et al., 2021; Tuxbury, 2013), conveying caring
(Sitzman, 2017) or empathy (Liu et al., 2007), and delivering person-centered care

(Heckemann et al., 2016).

3.1.2 Importance of Nurse-Patient Rapport

Rapport can be defined as a connection established with another person based on
respect, acceptance, empathy, and a mutual commitment to engagement (Epstein &
Street, 2007; Tickle-Degnen & Rosenthal, 1990). Interpersonal interventions that cultivate
rapport between patients and clinicians can potentially improve patient health outcomes
and satisfaction (Haverfield et al., 2020). For persons with cancer, feeling personally
known and connected with nurses and health care clinicians on a level beyond their
disease process reduces suffering and improves satisfaction, health outcomes, and
quality of life (Aldaz, 2016; Boston & Bruce, 2014; Grover et al., 2018; Thorne et al., 2005).

Research suggests that rapport facilitates a trusting and therapeutic relationship
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(Crawford et al., 2017; O’Grady et al., 2014), enabling the clinician to become a source of
emotional support for patients with cancer (Epstein & Street, 2007; Komatsu & Yagasaki,
2014; Radwin et al., 2005; Rchaidia et al., 2009). The literature supports that nurse-patient
rapport facilitates the trusting relationship necessary to ensure holistic assessment of

needs, personalization of care, and adaptive work.

3.1.3 Critical Need for Research

COVID-19 necessitated a rapid adoption of VCVs into the standard care of
patients with cancer, leaving little time to create thoughtful guidelines based on quality
improvement or research focused on the impact of VCVs on patient-clinician
relationships or care outcomes. Clinicians are seeking guidance regarding ways to
transfer interpersonal skills to computer-mediated forms of care (Goodchild et al., 2022).
Studies comparing IPVs and VCVs indicate that (a) clinicians use less empathetic,
supportive, and facilitating statements (Liu et al., 2007), (b) exchange of information is
reduced, and (c) patients present fewer problems (Hammersley et al., 2019) in VCVs;
however, evidence regarding the effect of these findings on rapport and clinical care

outcomes is lacking.

3.1.4 Research Aim and Questions

The purpose of this qualitative descriptive study was to explore the experiences
of nurses and patients participating in oncology telehealth VCVs, specifically in relation

to the cultivation of rapport. This study explored rapport-building strategies as well as
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similarities and differences between rapport in VCVs compared to IPVs with the aim of
providing a foundation for relationship-building guidelines for telehealth

videoconferencing.

3.2 Methods
3.2.1 Study design

This qualitative descriptive design included interviews with oncology nurses
and patients with cancer from October 2021 to March 2022. Semistructured interviews
were conducted through a secure videoconferencing platform (Zoom Video
Communications, Inc.). Participants were asked to share their general thoughts and
teelings about VCVs; follow-up questions probed more deeply into their experiences of
rapport during these visits. This descriptive qualitative approach, as described by
Sandelowski (Sandelowski, 2000, 2010), focused on experiences as directly reported by
participants while limiting deeper interpretation. This study included a sufficient
number of nurse and patient participants to comprehensively describe the experiences of
nurse-patient rapport in the new context of videoconferencing in ambulatory oncology
(Sandelowski, 2000, 2010), providing rich interpersonal experiences of VCVs. A brief
description of the study components is found below, and further details are available in

the published protocol (Koppel & De Gagne, 2021).
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3.2.2 Setting, recruitment, and eligibility criteria

The study was conducted at an NCI-designated comprehensive cancer center in a
northeastern metropolitan area of the United States. The scheduling and management of
VCVs was centralized and standardized on the oncology center’s approved secure Zoom
communication platform. As few VCVs occurred in the oncology center prior to COVID-
19, in the Winter of 2020, nurses were provided with tip sheets on the logistics of virtual
visits and a recorded training session that included strategies for completing a physical
examination virtually as well as suggestions for enhancing webside manner (the manner
in which a clinician interacts with a patient in VCVs) (Chua et al., 2020).

Purposive sampling was utilized to recruit participants who had recently used
videoconferencing for their ambulatory care visits. Both oncology nurses and patients
with cancer were included to enhance understanding of how rapport building occurs
within a nurse-patient dyad. Recruitment for the study began in September 2021. Nurses
and patients were recruited remotely through a combination of efforts including
announcements at virtual nursing staff meetings and requests that participating nurses
recommend colleagues and patients for the study. Efforts to recruit underrepresented
participants were undertaken in the institution’s community-based satellite clinics.
Patient recruitment focused on individuals who had nurse VCV teaching sessions or had
seen their advanced practice nurse within the previous 12 months. Participants were not
compensated for their participation.
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Patient inclusion criteria were (1) adult (18 or older), (2) able to read and
converse in English, (3) currently receiving care at the oncology institute, (4) current or
former participant in at least one VCV with a nurse from the oncology center, and (5)
enrolled in the oncology center’s patient portal. Patients with cognitive impairment or
any condition that prohibited their ability to give informed consent (e.g., Alzheimer’s or
related dementias) were excluded. Nurse inclusion criteria were (1) licensed registered
or advanced practice nurse employed at the cancer institute for at least 1 year post
orientation, and (2) current or former participant in VCVs with patients at the oncology
center. No restrictions on the length of nursing practice were necessary as competency in
developing rapport with patients is a foundational skill. Institutional Review Board
(IRB) approval was obtained from the cancer center prior to beginning the study as well
as from the first author’s (PK) university IRB. Written consent was obtained by the first

author (PK) from all participants prior to the collection of any data.

3.2.3 Data collection procedures

All interviews were conducted through the institution-approved platform by the
tirst author (PK), a trained nurse scientist with 3 years of experience in qualitative
methods. Although interviews were conducted in a videoconference format, only the
audio portion was recorded. Audio recordings were transcribed verbatim. All
identifiable participant information was removed, and records were assigned participant

IDs to ensure confidential analysis of the text-based data.
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Semistructured interviews were conducted. Participants were given an
opportunity to tell complete stories about their experiences before the interviewer asked
probing follow-up questions from a guide developed by the research team. Similar
questions were asked of patient and nurse participants. The interview procedures and
guide were published elsewhere (Koppel & De Gagne, 2021) and are found in Appendix
E. By March 2022, the data collected was large enough to capture the rich experiences of
nurses and patients but small enough to permit a thorough analysis (Sandelowski, 1995).
The final interviews identified no new themes related to the research questions,

indicating data saturation (Marshall & Rossman, 2016).

3.2.4 Data management and analysis

Conventional content analysis was used to analyze the narrative qualitative data
given how little is known to date and the consequent need for robust descriptive data.
Codes were derived directly from the transcribed text data and kept close to
participants” descriptions (Marshall & Rossman, 2016; Sandelowski, 2000). Nurse and
patient interviews were analyzed separately using identical procedures. Elo and
Kyngas’ (2008) content analysis management process was used to organize the analysis
process into three phases: (a) preparation, (b) organization, and (c) reporting. This
analysis process included creating, defining, and recording codes, categories, and
themes, and matching themes with exemplar quotations in a codebook using the data

analysis management tool, NVivo 12.0 (QSR International Pty Ltd., Doncaster, Victoria,
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Australia). Initially, two research team members (PK, JDG) independently coded the
same cases while compiling the codebook. Once agreement was reached on the
codebook and coding of 20% of the transcripts, one team member (PK) completed
coding the remaining transcripts while meeting with the team to discuss new codes and
revise the codebook weekly. After coding four transcriptions from each group, the team
decided to use one codebook to analyze nurse and patient data as the interview
questions and responses were similar. Most of the codes were defined to capture both
nurse and patient responses, but a small number were specific for each group. Although
a common codebook was utilized, nurse and patient data were initially analyzed
separately, then compared to explore similarities and differences. This process led to the
discovery of a model to explain the overall research findings. Exemplar quotes from
participants provide the evidence for our findings. Both individual and comparative
analyses are reported to provide a rich and deep understanding of the data (Elo &
Kyngds, 2008; Hsieh & Shannon, 2005). Findings are evaluated within the context of
related theories, models, and evidence-based research. The study’s rigor, also described
as trustworthiness in qualitative research (Marshall & Rossman, 2016; Morse et al., 2002),
was enhanced by (1) conducting all analyses as a team with 18 combined years of
qualitative research experience, (2) using weekly coding meetings to discuss and define
all codes, categories, and themes, (3) collecting and analyzing the data concurrently

(Morse et al., 2002), (4) using detailed memos to create an audit trail of analytical
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decisions (Elo et al., 2014; Marshall & Rossman, 2016), (5) confirming categories
representing expansive and diverse experiences with exemplar quotations from multiple
participants (Marshall & Rossman, 2016; Tracy, 2010), and (6) using member checking
techniques by asking participants to clarify questions during interviews (Marshall &
Rossman, 2016). The consolidated criteria for reporting qualitative research (COREQ)

checklist guided the reporting of results (Tong et al., 2007).

3.3 Results
3.3.1 Participant characteristics

The NCI-designated comprehensive cancer center and satellite locations where
patients and nurses were recruited from has an academic affiliation and Magnet
Recognition for nursing excellence; per its primary care model, patients usually interact
with the same nurse or advanced practice nurse. During the pandemic, the center used
VCVs to follow patients during active treatment, provide education, and facilitate
emotional support to online groups. The study sample included 22 participants (10
persons with cancer and 12 oncology nurses). Interviews with nurses lasted between 18

and 43 minutes, and those with patients from 16 to 48 minutes.

3.3.1.1 Patient participant characteristics

Persons with cancer ranged from 36 to 67 years (M =54.3, SD = 8.31). The sample
included more women (n =7, 70%) than men (n = 3, 30%), and all participants identified

as White/Caucasian. All patient participants had some college education, with half
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having graduate or professional degrees (n =5, 50%). Most participants were married (n

=7,70%), employed full-time (n =7, 70%), and had an annual income of $100,000 or

more (n =6, 60%). Patient participants were evenly split between those with a recent

diagnosis and treatment of less than 1 year (n =5, 50%) and those having received

treatment for over 1 year (n =5, 50%). Most patients had experienced 3-5 VCVs over the

past 12 months (n =7, 70%) and at least one within the past 3 months (n =7, 70%). All

patient participants reported spending at least one hour a day on their computers, with

a majority spending four or more hours a day (n =7, 70%). Half the participants reported

having participated in at least 50 VCVs for work or personal connections within the past

year (n =5, 50%). Table 5 display detailed characteristics of patient participants.

Table 5: Sample Characteristics of Persons With Cancer (n = 10)

Characteristic

Mean (SD, range)/Frequency (%)

Age (years), mean (range)
Gender
Female
Male
Ethnicity/race
White/Caucasian
All other ethnic/racial categories
Education
Less than high school diploma
Some college or associate’s degree
Bachelor’s degree
Graduate or professional degree
Marital status
Married
Employment status
Full-time

54.3 (8.31, 36-67)

7 (70)
3 (30)

10 (100)
0(0)

0 (0)
3 (30)
2 (20)
5 (50)

7 (70)

7 (70)
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Part-time 2 (20)

Seeking employment 1 (10)
Retired 0 (0)
Household income (US dollars)?
Less than $25,000 0 (0)
$25,000-49,999 1(10)
$50,000-74,999 1(10)
$75,000-99,000 1(10)
$100,000-149,999 2 (20)
$150,000 or greater 4 (40)
Time in treatment (years)
Less than one year 5 (50)
1-3 year 3 (30)
More than 3 years 2 (20)
Video visits past 12 months, mean (range) 5.15 (3.51, 2-12)
1-2 videoconference visits 1 (10)
3-5 videoconference visits 7 (70)
More than 5 videoconference visits 2 (20)
Video visits past 3 months
Yes 7 (70)
No 3 (30)
Time per day on computer (hours)
Less than one 0 (0)
1-3 3 (30)
4-6 4 (40)
More than 7 3 (30)
Personal/work VC meetings past year
Less than 10 2 (20)
10-49 3 (30)
50-100 2 (20)
Over 100 3 (30)

Note. SD: Standard deviation; *One participant declined to answer this question

3.3.1.2 Nurse participant characteristics

Nurse participants (n = 12) were mostly female (n =10, 83.3%) and identified as

White/Caucasian (n =11, 91.7%). Their average age was 42.25 years (SD = 8.62) with
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most aged either 31-40 years (n =5, 41.6%) or 41-50 years (n =5, 41.6%). All had attended

at least some college with the majority having a master’s degree (n = 8, 66.7%). Nursing

experience within the sample ranged from 4-35 years (M = 16.54, SD = 8.67). Half the

participants had worked at the cancer center for over 10 years (n = 6, 50%). Their

experiences with VCVs ranged from less than 15 (n =5, 41.7%) to over 50 visits (n =3,

25%) within the past 3 months. Half the nursing participants (n = 5, 50%) reported

having participated in over 100 VCVs within the previous 12 months. Table 6 displays

detailed characteristics of the nurse participants.

Table 6: Sample Characteristics of Oncology Nurses (n =12)

Characteristic

Mean (SD, range)/Frequency (%)

Age (years), mean (SD, range)
Less than 30 years old
31-40 years old
41-50 years old
51-60 years old
Gender
Female
Male
Ethnicity/race
White/Caucasian
African American-Other
All other ethnic/racial
categories
Nursing education
Diploma
Associate’s degree
Bachelor’s degree
Master’s degree
Doctorate degree
Nursing experience (years)

42.25 (8.62, 32-59)

0 (0)

5 (41.6)
5 (41.6)
2 (16.7)

10 (83.3)
2 (16.7)

11 (91.7)
1(8.3)
0 (0)

1(8.3)
0 (0)

2 (16.7)
8 (66.7)
1(8.3)

16.54 (8.67, 4-35)




Less than 5 years

5-10 years

11-20 years

21-30 years

Over 31 years
Cancer center employment (years)

Less than 2 years

2-5 years

6-10 years

11-20 years

Over 20 years
Video visits past 3 months

Less than 15 visits

15-50 visits

51-100 visits

More than 100 visits
Video visits past 12 months,

Less than 15 visits

16-60 visits

61-100 visits

101-200 visits

More than 200 visits

2 (16.7)
1(8.3)
5 (41.6)
3 (25)
1(8.3)

10.5 (9.06, 1-33)

1(8.3)
3 (25)
2 (16.7)
4(33.3)
2 (16.7)

43.42 (63.06, 3-240)

5 (41.7)
4(33.3)
2 (16.7)
1(8.3)

168.17 (247.37, 3-960)

1(8.3)
4(33.3)
1(8.3)
5 (41.7)
1(8.3)

Note. SD: Standard deviation; "participant listed ethnicity as African American and

other

3.3.2 Qualitative Analysis of Patient Interviews

The data showed that patients view VCVs with their health care clinicians

positively and appreciate having a personal relationship with their nurse which they

find achievable in videoconferencing. Three key themes were identified during the

analysis of patient interviews: (1) building rapport in VCVs and IPVs requires a personal

touch, (2) rapport can facilitate trust in VCVs and impact how patients feel about their

care, and (3) videoconferencing works well for some visits but is not ideal for others.



Appendix F displays a narrative description of each theme, associated categories, codes,

and additional participant quotations.

3.3.2.1 Theme 1: Building rapport in videoconferencing visits and in-person
encounters requires a personal touch

Theme 1 relates to the personal level, focusing on the patient’s description of the
nurse’s (a) understanding of their life and feelings apart from their diagnosis and
treatment, and (b) willingness to take time to present information and answer questions.

Being known as a person not a patient. Some patients expressed that establishing
rapport in videoconferencing was harder and that small talk at the beginning of the visit
was more important than during IPVs. One participant said, “Things that help build the
rapport would just be establishing the connection and relationship, like asking those
little family questions and taking a moment to get a little bit beyond just the medical
piece” [P09]. They appreciated being asked questions about their families, occupation,
and things that brought them joy, and appreciated the nurses remembering these. One
participant said:

Through conversations, my nurse remembered that my wedding anniversary was in

May, my kid's birthday was coming up in July...you build that relationship, and...it

makes it that much easier when you go through your treatment. [P05]

One participant indicated that knowing their nurse on a personal level contributed to

their sense that the nurse viewed them as a person, not just a patient. They appreciated
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the nurse’s willingness to share a few things about themself and glimpses of the nurse’s
personal environment when videoconferencing was done from the nurse’s home.

Being heard and knowing what’s important. Participants expressed feeling
heard, known, understood, validated, and valued when the nurse used active listening
techniques. They had more confidence that the nurse understood what was uniquely
important to them. One participant remarked that “A big part of rapport is that you
want to feel heard and feel responded to in a way that acknowledges that you are heard
[PO6].

Taking time to provide information and answer questions thoughtfully.

Participants felt the nurse was competent and cared about them as a person
when they were given time to ask questions and received comprehensive, personalized
answers. One participant noted, “I want to...ask as many questions as I need to,
[without] a rush on the time...I don’t want a pat answer. I want it customized to me or

to my situation” [P06].

3.3.2.2 Theme 2: Rapport can facilitate trust in videoconferencing and impact how
patients feel about their care

This theme (a) focuses on how affect and nonverbal communication impacted
patients” ability to develop rapport, trust, and confidence with their nurses during
VCVs; and (b) incorporates the outcomes that participants felt resulted from rapport,

including enhanced comfort and healing.
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Creating an open atmosphere with positive affect and nonverbal
communication. Participants described the importance of the nurse having a friendly
demeanor and using eye contact, facial expressions, vocal tones, and other body
languages to convey care, concern, attentiveness, and active listening. Participants felt
these behaviors helped establish rapport and set the tone in VCVs. One participant
stated, “Facial cues help establish a good rapport. When you’re nodding your head, I
realize that you are hearing me, understanding me, and maybe agree or at least sense
my viewpoint” [P06].

Participants felt the nurse’s ability to incorporate these behaviors and attributes
influenced the success of the VCV and encouraged open engagement. One participant
said, “A relationship...has to be two ways. The patient[‘s]...willing[ness] to engage as
well and be open [is] encouraged by the nurse” [P09].

Building confidence in the plan of care. Patients described how rapport and trust
affected the sharing of information and built confidence. One patient explained, “If I
don't have a good relationship with somebody, I don't feel comfortable enough to trust
them, to tell them things, be open and honest” [P09]. Patients described having
confidence in their care when they felt their nurse understood what was important to

them. One participant stated, “If you have a good rapport with them, you know that
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every decision they're making and everything they're doing is in your best interests”
[PO2].

Promoting comfort and healing. Patients expressed that rapport with their nurse
created a sense of comfort. One participant indicated that rapport contributes to healing:
“When you feel the [nurse] is looking at you in a compassionate way and caring about
you as a human, it contributes to a positive outcome because you're taking in positive
energy, and that's how it aids the healing process” [P06].

One patient was equally enthusiastic about IPVs and VCVs, and described in
detail a seamless sense of knowing with his nurse:

My primary nurse, when she would see me, would have an intuition for how I was doing

that particular day, and accommodate quickly, and that’s because we’d built a rapport to

know that. She could just say one thing to me, and I would know, "Oh, I've got to do
this today,” because we had established the rapport, and I knew where she was coming

from as well, so it allows for ease of the communication and a bidirectional understanding
of what the needs are. [P04]

3.3.2.3 Theme 3: Videoconferencing works well for some visits, but is not ideal for
others

The third theme focuses on the best circumstances for VCVs and IPVs. All the
patient participants (a) expressed that VCVs were beneficial in certain situations,
increased convenience, and improved access to clinicians, and (b) hoped they would
remain available post COVID for persons with cancer; however, they acknowledged that

some oncology care needed to be provided in person.
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Leveraging the advantages of videoconferencing visits and technology.

Participants indicated that they found videoconferencing convenient and easy,
and that it saved time, money, and energy. One patient described the ease of reviewing
test results with their nurse without disrupting their day:

Going over test results with me,...he's showing me the pictures. If you were in person,

you'd have to try and peek around the computer...it really is a benefit, and then like 15

minutes are over, and I feel good about myself, and I can go on about my day. Idon't

need to get in a car and drive somewhere. [P05]

Participants felt VCVs improved access to their nurse and other health care
clinicians. “It allows me to go to the site that I want to for the labs and then I can do a
video call for the appointment itself. So, it just gives me flexibility [and] more options”
[P10]. One participant indicated their nurse was able to be more attentive during their
VCVs: “It's more relaxed, and people are under less of a time constraint. At the
hospital...people seem more rushed” [P07].

VCVs reduced the stress associated with travel to appointments, as one
participant noted: “There's so many appointments [for which] you do have to actually
be there in person, so to have some things that are taken off that, it really does reduce
stress” [P08]. Patients appreciated the ability to have supportive family members or

friends participate in VCVs. Overall, the participants were willing to accept the

challenges of a new technology to leverage its advantages.
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Accepting the challenges of a new technology. Challenges included learning to
use the technology, managing internet connectivity issues, and minimizing distractions.
Older participants acknowledged their lack of confidence with videoconferencing
technology but seemed empowered by learning to use it. One older participant noted,
“People my age gets scared by the [idea of] technology...We're getting better ...every
time it gets easier” [PO7].

Internet connectivity problems were acknowledged as challenges rather than
barriers. One participant noted, “Losing the connection...That's the way of the world”
[P07]. Participants also mentioned the importance of managing distractions during
VCVs. One participant stated, “If there's a lot of...distractions on both sides, you're not
going to really feel like you're able to talk” [P03].

All the patients interviewed recognized that some visits are feasible in
videoconferencing. One explained, “If you physically have to be there...[for] your cancer
treatment, chemo, radiation, anything like that, or...an examination...you can't do some
of those things over a video health” [P05]. Others favored an IPV when visualizing
physical conditions was important: “In person, you can see the struggles physically that
the person has. If they’re using a wheelchair. If they need assistance to go to the
bathroom...but not virtually” [P01].

Patient participants identified the type of information to be shared as another

important determinate of VCV appropriateness. One patient stated, “I'm thinking if it
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was positive news, it's great on Zoom. Negative news might be not so great on Zoom.
That might be...a little impersonal” [P09]. Another participant indicated, “I would
default to teleconferences over in person if everything else were equal...[an] exception
might be if the decision or something you needed to learn was very complex” [P04].
Another participant commented that they felt less comfortable sharing confidential
matters in videoconferencing:

If you had something highly personal to discuss, I would feel less comfortable doing it

virtually...we don't know how secure it is...[I]f I had problems that I didn't want to say

out loud, I'd feel more comfortable saying it with [my] nurse in a little room...somebody
else might also be listening. [P06]

One participant had a difficult time describing why she preferred IPVs: “I don't
know why [IPVs and VCVs are] different, but I suspect some of it has nothing to do with
words or body language or anything [but] just wanting to be in the same room with the
person” [P10]. Of note, this participant had been receiving care over a long period of
time, and videoconferencing meant she lost the support experienced by being in the
cancer center and interacting with team members.

Although positive about VCVs, participants recognized the challenges of
comprehending complex emotions and situations in their entirety in a virtual
environment. They emphasized the importance of combining VCVs and IPVs:

You can build a good rapport through Zoom meetings, but it’s important that there be

face-to-face meetings intermingled. They don’t have to be as often, but a combination of
the two would be most beneficial. [P02]
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Finding minimal differences in terms of communication effectiveness.
Participants largely felt communication with their nurse in VCVs was
comparable to in IPVs. Most of the patients interviewed indicated that they felt
comfortable expressing emotions and asking questions in VCVs. One participant
expressed that “If that rapport is there, if [the nurse and patient are] paying attention to
each other, it's just as good as an in-person visit” [P03]. Another noted:
I didn’t find there was much difference between the two....You could feel the concern.
You could feel the genuineness in [the nurse’s] voice even though it was on the Zoom,
which makes it so much easier to be able to deal with...a fresh diagnosis of cancer. [P02]
However, some subtle aspects of communication during emotionally charged
conversations may be compromised in videoconferencing. As one participant explained:
Communication [about scan results]...I feel like they're harder to do over video....It's
sort of the contextual meaning of the words, if that makes sense...there’s going to be a lot
of words about the disease, and my question is, "How much time do I have?” That's
really at the heart of it, right?..."What does this mean in terms of my quality of life and
my quantity of life?” And nobody knows the answer to that, but the doctors and

nurses...can give some contextual information. It's in the body language, it’s in the tone
of voice. It may not be in the words themselves. [P10]

3.3.3 Qualitative Analysis of Nurse Interviews

The data from nurse interviews demonstrated that rapport develops when
nurses know their patients as persons and is achievable in VCVs with some adaptations.
Four key themes were identified during the analysis of the nurse data: (1) rapport
building begins with nurses knowing their patients as persons, (2) much of bedside

manner can be translated into “webside” manner, (3) differences in videoconferencing
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that may impact rapport are important to recognize, and (4) cultivating nurse-patient
rapport in VCVs is essential for quality care and nurse job satisfaction. Appendix G

displays each theme, associated categories, codes, and additional participant quotations.

3.3.3.1 Theme 1: Rapport building begins with nurses knowing their patients as
persons

This theme focuses on how nurses build rapport with their patients. Nurse
participants described the importance of getting to know their patients holistically as
individuals with needs, priorities, and lives apart from their cancer diagnosis. This
connection facilitated trust and a sense of being well cared for that was valued by the
nurse, patient, and patient’s family.

Viewing the patient from a holistic perspective. Oncology nurses must be
knowledgeable about their patient’s diagnoses and treatment plans and understand the impact of
the disease on their quality of life. This holistic knowing was described by one participant:

We are here to talk about their health,...go through the review of systems and how

they re feeling,...the labs,...the scan results, but I also like to say, "When you 're not

here, what are you doing outside of your cancer? Are you getting out of the house?” or

"What's your family situation like? Are you working?"” Just to know them on a more

personal level and their families...the whole person, not just the cancer. [N10]

Attentiveness and listening to know the patient and understand their

perspective. Nurses described how getting to know patients on a personal level created a

sense of bonding or rapport that facilitated understanding patient needs and allowed
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the nurse to be empathetic and a good patient advocate. One nurse participant

described:
Ower the time that you spend with a patient in the clinic, you get to know them...their
family, their likes, their dislikes, where they ve traveled to. You make bonds. You might
have similar situations or families. They tell you a lot of stories....I almost feel like I'm
able to ask the physician a question on their behalf,...I try to be the patient advocate and
put myself in the patient’s shoes....It"s like having a new friend that you just kind of
learn everything about, and you want the best for them. [N06]
Shared experiences enhance trust, open communication, and quality of care.
Nurses described intentionally asking patients questions about things they might
have in common to facilitate a sense of connection. They often described rapport as
foundational to building trust and open communication. One nurse noted:
Trust goes both ways. The patient has to trust the nurse to give them the correct care,
and the nurse has to trust the patient to tell [them] when things are different or
problematic. Some patients don’t want to complain, and so they don’t speak up when
they have new pain or are more nauseous. If you have that rapport, you can kind of get to
those underlying issues a little easier. [NO2]
Relationships built on rapport and trust were valued by nurses, in part because they
believed it facilitated their ability to make good clinical decisions. One nurse stated,
When you connect with a patient, it's easier to navigate their care because you

understand them. You understand if they're having certain symptoms, what it does and
doesn’t mean. Rapport really helps in terms of clinical judgment. [N10]

3.3.3.2 Theme 2: Much of bedside manner can be translated into “webside” manner

Theme 2 focuses on how nurses are adapting communication and relationship-

building techniques to the videoconferencing setting, recently coined as “webside”
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manner. Most of the nurses felt some extra effort was necessary to enhance connection
and ensure humanization during VCVs. Many expressed confidence in their ability to
create and maintain strong nurse-patient relationships in VCVs, especially with patients
they knew from IPVs.

Ability to communicate is similar to in-person. Nurses viewed their
communication with patients in VCVs comparable to in-person communication. One
nurse practitioner stated,

The rapport remained heavily intact throughout videoconferencing. I didn’t feel I missed

anything. Our conversations were very fruitful. We still had the same abilities to cover

every topic. [NO5]
Some nurses even felt communication was enhanced as it allowed them to schedule a
VCV to share results or check on symptoms, which in the past might have been done by
phone or email. One participant stated,

It actually improves our ability to communicate with patients. Oftentimes a patient I'm

seeing virtually is not someone I would have brought into the office...so it allows a

patient to communicate more with us than perhaps they would have otherwise. [N03]
Another participant suggested that small adaptations to teaching were required for
videoconferencing to be most effective:

If I'm doing like a chemotherapy teach, I send them written instructions so that they can

review them with me, and they can relay back. It helps if you communicate in multiple different
ways at the same time. [N08]
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Making extra efforts to connect. Many strategies mentioned for creating a
comfortable environment applied to VCVs and IPVs. One nurse explained:

I make more of an effort to have small talk over video. I need to bring everyone in, calm

everyone down, and make this seem as comfortable as possible before we get to what we

need to talk about. [N02]
Some nurses related a need to take extra measures to connect with patients on
videoconferencing to avoid a dehumanizing effect. One participant expressed:

If you don't come off human in a virtual box, then it just becomes like an automated

survey type of appointment. “Where are you experiencing pain? What is the pain now?

Okay, are you taking medications?” [N12]

Nurses described asking patients about their home environment, family, and important
personal events, and using humor. One participant described helping patients feel at
ease:

[Videoconferencing is] more awkward than real life, but...you can kind of have a laugh

over [it]: “Oh, this is so awkward, but isn’t nice that we didn't have to go out in the cold

today?” Just stating the obvious is one way to kind of break the ice. [N09]

All the nurses described the importance of using eye contact and body language
to demonstrate attentiveness and compassion. As one participant described, “[by]
maintaining eye contact, nodding, trying to use hand gestures, trying to limit
distractions so that I can really focus, I can be more outward with my emotions
and...convey compassion and empathy with my face” [N03]. Some nurses described

being extra alert and attentive during VCVs to compensate for cues that might be more

obvious in an IPV.
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Ability to form relationships and develop rapport remain intact. Nurses
reported an ability to build relationships and rapport over videoconferencing. One nurse
stated:

We did the initial nursing assessment. We would talk about the emotional aspects, how

patients were handling the diagnosis, how to start the treatments, and what that looked

like. Overall, the rapport with the patients was not problematic. [NO1]
However, some nurses preferred IPVs for the initial visit and met patients in person
whenever possible. One participant explained,

Ifit's a patient that I'm familiar with, it's a little easier [to establish rapport], but if it's a

new patient that I've only met virtually during COVID, it’s harder to build that rapport

virtually, and if they 're here to see the doctor and I can pop in, I try to pop in to meet

them in person because I feel like it just adds to the rapport when you like actually see
them face to face. [N04]

One benefit to video visits during COVID-19 was that nurses and patients could
interact without wearing the face masks required for IPVs. Many nurses described the
value of the unmasked interactions with patients afforded by VCVs. For example, a
nurse noted:

I felt like we were able to develop that trusting relationship....Now that we are seeing

people more regularly in person, some patients have actually said they appreciated the
telehealth because I didn’t have a mask on. [NO7]
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3.3.3.3 Theme 3: Differences in videoconferencing visits that may impact rapport are
important to recognize

This theme focuses on how nurses described some unique characteristics of
videoconferencing and their personal experiences of how videoconferencing created
barriers to or facilitated care.

There is only so much you can do on Zoom. Nurses described clinical evaluations
(e.g., assessment techniques requiring hands-on physical examination) that were
unfeasible in a VCV. As one nurse described:

There’s no doubt about the fact that when you 're in person, you know, you can put your

hands on people. You can check an incision. You can listen to someone’s lungs if they

have a complaint. You can look in their mouth if they have a mouth sore. You can look
at a rash. [N09]
Participants considered some aspects of patient care, such as difficult or emotional
conversations, best suited to IPVs. Nurses wanted to be with patients physically to
evaluate their response and provide comfort and support. One nurse explained:

[What is lost in VCVs is] the body language and the cues that you would do in person. If

you're having a difficult conversation, I would roll my chair over and bridge the gap

physically....[During] a hospice talk, I might put a hand on a shoulder or on an arm or

on a knee, offer tissues...show [in] nonverbal ways that I care, I'm concerned, and I'm

really listening and engaged. 1 feel like you can only do so much on a Zoom [call]. [N04]

For many of the nurses, not being in the same physical space as the patient
inhibited their ability to assess the encounter (e.g., how the patient received information)
thoroughly. The abrupt endings of video visits made some participants uncomfortable.

One nurse participant explained:
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Sometimes I leave a virtual visit not knowing how things landed with the patient because

I'm not there, so if it's a big conversation, or a difficult conversation, or we're talking

about a lot of things at once, sometimes it's harder to read the patient and how things are

being processed. Whereas in person, before I leave a room, I usually make sure that things

[are okay]. [NO3]

There’s no place like home. Nurses observed that patients seem more
comfortable in their own homes during VCVs and appreciated the opportunity to see
into the patient’s home environment. As one nurse stated, “[Patients] may feel they have
more time to answer questions when they're on the computer in their own environment
and they’re not stressed about coming into an appointment in an unfamiliar situation”
[NO06].

Barriers related to technology, language, and hearing. Nurses noted that the
patient’s level of experience with videoconferencing technology could present a barrier,
and they had mixed impressions about its impact on rapport building. One nurse noted:

Patients have different levels of comfort and knowledge about the technology.

Some...can't figure it out. Sometimes those barriers, like not being able to see them or

make the eye contact, diminish rapport. [N04]

Some nurses acknowledged difficulties but felt they did not interfere with rapport
building:

If the wi-fi’s bad or the connection’s bad or...they can’t hear me or I can’t hear them, or if

theyre trying to bring up audio or the video. I think those can impact [the patient’s stress

level], but I'd say for the most part, I don’t think I've had difficulty developing rapport
with patients. [N07]
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Videoconferencing with patients who have hearing impairments or do not speak
English presented an additional challenge according to some nurse participants. One
nurse noted:

We have taken care of [some]ethnically diverse patients lately, and I find that’s definitely

more challenging on video because they re often not sitting in front of me. There could be

a language barrier or they re just not quite understanding what you 're trying to

communicate. That definitely takes extra work, [and] you have to be sensitive to those
things. [N11]

3.3.3.4 Theme 4: Cultivating nurse-patient rapport in videoconferencing is essential
for quality care and nurse job satisfaction

This theme focuses on practice adaptations to accommodate the addition of
videoconferencing as a modality of care. Nurses expressed a desire for guidelines
related to balancing patient convenience with the clinician’s need to accomplish clinical
goals. Maintaining a sense of connection or rapport with patients was described as
important in ensuring quality care and the nurse’s sense of fulfillment.

Everyone is still learning but we are finding ways to adapt. Nurses
acknowledged that using videoconferencing required them to adapt, and some
expressed mixed feelings. Overall, participants” descriptions suggested that they and
their patients were acclimating. One participant described:

The pandemic taught us a lot....In health care at least, we learned there’s a lot of things

we can do, and how quickly we all acclimated is amazing, and so I just hope [VCVs] stay

around. [NO5]

Another nurse described her experience of adapting to VCVs more tentatively:
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It's kind of bumpy....I do prefer an in-person visit...but a telehealth visit with video is a
lot better than just the telephone....It’s still new, so I have mixed feelings about it. [NO6]

Determining what is best for the person and the patient. Nurses recognized the
advantages and limitations to videoconferencing, expressing that the best option
differed from patient to patient and nurse to nurse, even for difficult conversations.
Nurses commonly described a preference for sharing bad news with patients in person.
One participant shared:

Someone asked me today, "Am I going to die?” and I moved closer to her...these

moments of eye contact where you really have to make a connection with someone so that

they know you're telling them the truth, that’s hard over Zoom. [N09]
However, one nurse described that patients and nurses are acclimating:

When we were at the beginning of the pandemic, we were worried that having a hospice

conversation would be really hard over video...[but] if the patient’s not feeling well, they

don’t want to come in. They have their family there,...the world is changing, and people
are more and more used to having hard conversations over Zoom. [N10]

Nurses reported a need to balance patient preferences with clinical evaluation,
communication, and rapport factors. Some felt patients were the major beneficiaries of
videoconferencing, with clinicians left to figure out how to adapt. Participants did view
videoconferencing as an opportunity to follow patients more closely. Nurses felt that
granting patients a choice over the format of visits was a means of empowering them.

The nurses interviewed hoped that VCVs would continue to be an option for

seeing patients after the pandemic. As one nurse stated:

88



I hope...[for] sort of a hybrid where we can connect with our patients virtually, and...in
person. We can be there in multiple ways, but always constantly there. [N08]

The unique challenges presented by videoconferencing require professional
development and practice guidelines. The collective experiences of the nurses in the
study, revealed a need and desire for practice guidelines for nurses and patients and
professional development. As one nurse explained:

It is important to have guidelines...on an institutional level,...for patients to understand

that it isn't the sole way that we can take care of them, . . . they do need to still see

someone in person, because [otherwise] that could be dangerous. Things can be missed, so
having those guidelines from an institutional level would...set the boundaries and the
safety checkpoints to ensure that we're providing the best care we can for patients and in
proper intervals. [NO5]

Several nurse participants expressed disappointment that as the pandemic
waned, they were encouraged to bring patients to the clinic for IPVs when a VCV would
have been sufficient. One nurse stated:

I think that [VCVs] serve a purpose for a very specific group of our patients....I'm not

sure why it took the pandemic for us to realize that they were a really useful and

appropriate way [to provide carel.... They ve been incredibly successful for providers and
for patients, in certain settings, and 1 wish that we could use them more. I was kind of
expecting a revolution to happen, and 1'm really disappointed [this has not] played out.

[NO9]

Developing rapport with patients is important to oncology nurses. Without
exception, the nurses interviewed described rapport as important to nursing practice

and essential to high quality care. Nurses described a sense of professional satisfaction

from developing close relationships with their patients. As one nurse stated:
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[Rapport] really can make my day. It's one of the best parts of the job, and that’s probably
what brings people to this line of work....It's a job with a lot of stress and it can be
emotionally taxing....[H]aving that level of satisfaction and warmth and looking forward
to seeing our patients really makes the job so enjoyable. It's very helpful in...grounding
me in what I do and why I do it every day. [NO5]

3.3.4 Comparison of Patient and Nurse Analyses

Comparison of the themes derived from the interviews showed similarities in how the
nurses and patients described the experience of rapport during VCVs. Taken in totality,
the data from all participants demonstrate that a person-centered and relationship-based
approach can support nurse-patient rapport and the development of guidelines in
videoconferencing for persons with cancer. The three themes that emerged from the
collective data are as follows: (1) person-centered and relationship-based care is valued
and foundational to nurse-patient rapport in oncology ambulatory care regardless of
how care is delivered, (2) adapting bedside manner to facilitate rapport in VCVs is
feasible, and (3) nurses and patients can work together to create options across the care

trajectory that are person-centered and ensure quality care outcomes.

3.3.4.1 Theme 1: Person-centered and relationship-based care is valued and
foundational to nurse-patient rapport in oncology ambulatory care regardless of how
care is delivered.

This theme focuses on the importance of person-centered and relationship-based
care to both the nurse and the patient. The synergy between the patient’s desire to be
known on a personal level and the nurse’s desire to know the patient provides a

foundation for rapport building in oncology care delivered in an ambulatory care setting
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in both IPVs and VCVs. Patients and nurses used the words “treated as a person not
just a patient,” to describe a desire for holistic and personalized knowing. One patient
emphasized the importance of the nurse and patient being an authentic person:
It's about me being a person and the nurse being a person rather than a job and a patient.
You can’t build rapport around a job and a patient. That’s not doable, so anything that
makes the nurse more of a person....She asks how things are going. I ask how things are
going, and she answers...that little bit of back and forth makes a big difference....I trust a
person, and I feel more seen as a person. [P10]
Nurses and patients emphasized the importance of the nurse-patient relationship being
built on mutual trust and understanding. This evolved out of knowing each other and
the shared experience of managing a cancer diagnosis. One patient noted:
[Rapport is] having developed a relationship of trust and understanding . . . like you're
on the same page. You understand each other....It’s very important to have rapport

because there are times when you really need somebody who understands what you're
going through...so [you]'re not feeling alone and isolated. [P01]

3.3.4.2 Theme 2: Adapting bedside manner to facilitate rapport in VCVs is feasible

This theme focuses on common strategies identified by patients and nurses to
facilitate rapport and communication during VCVs. The behaviors nurses and patients
described as important were the same for VCVs and IPVs; however, both nurses and
patients seemed acutely aware of how body language in particular communicated
attentiveness, compassion, and empathy in videoconferencing. One nurse described the
importance of “maintaining eye contact, nodding, trying to use like hand gestures while
I'm talking, trying to limit distractions in the visit so that I can really focus and...convey

compassion and empathy with my face” [NO3].
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Most of the participants expressed that cultivating rapport and communicating
in a VCV was feasible but that being able to have at least some IPVs was best for
nurturing the nurse-patient relationship. As one nurse stated, “We see a lot of our
patients frequently, and the ability to be able to alternate visits, like every other or every

second visit in person and do the other ones on video has been a great benefit” [N07].

3.3.4.3 Theme 3: Nurses and patients can work together to create options across the
care trajectory that are person-centered and ensure quality care outcomes

This theme highlights how both patients and nurses recognized that not all care
can be provided in VCVs, but when used selectively, good care can be provided in
VCVs. As one nurse stated:

Patients [who] are established and they 're just coming in for a scan review or a quick lab

check, it just makes their life so much easier. You already have an established

relationship, so it doesn’t change anything. [N10]

Similarly, a patient stated, “I find it's a really good way for communicating. . . . [F]or

certain visits, it really works” [P10].

3.4 Discussion
3.4.1 Principal Findings

The purpose of this qualitative study was to describe the experiences of nurses
and patients participating in oncology telehealth VCVs with a focus on their ability to
cultivate rapport. The findings suggest that rapport building is achievable within VCVs,

with many traditional bedside, in-person strategies transferrable to the
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videoconferencing environment. There was a striking similarity in the descriptions of
rapport building by patients and oncology nurses; both described a personal connection
as foundational to building a trusting relationship and important for high quality,
satisfying care. Patients and nurses acknowledged that videoconferencing had benefits,
challenges, and limitations but were interested in determining when and how to make
optimal use of this new care modality.

Few studies to date have focused on ambulatory oncology nurse-patient rapport
in VCVs. Consistent with previous research on relationship building in oncology IPVs
(Aldaz, 2016; Boston & Bruce, 2014; Grover et al., 2018; Thorne et al., 2005), all
participants in our study described the importance of the patient being known as a
person rather than solely as a patient. Nurses described strategies to know the patient
more holistically and some patients appreciated knowing the nurse in a more personal
way. Nurses described using self-disclosure, a common strategy for building
relationships in nursing practice (Unhjem et al., 2018), to create a personal connection
with their patients. Self-disclosure has been described as beneficial in building rapport
with persons who have cancer (Radwin, 2000; Thorne et al., 2005).

Patients in our study valued being heard and appreciated the nurse taking time
to provide information and answer their questions thoughtfully and nurse participants
described the importance of being attentive and listening closely. The importance of

these behaviors is well described in the literature (Epstein & Street, 2007; Komatsu &
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Yagasaki, 2014; Loos, 2021; Radwin et al., 2005; Rchaidia et al., 2009; Thorne et al., 2005).
In a recent study exploring nursing listening behaviors, 70% of patients described nurse
eye contact and attentiveness as an indication that the nurse was listening (Loos, 2021).
Conversing with patients on a personal level by asking and answering questions and
providing a welcoming environment was described as a way to “transform an otherwise
inauspicious moment into a powerful connection” (Loos, 2021, p. 327). Studies in
oncology ambulatory care note that the absence of these caring behaviors leads patients
to describe care as dehumanizing (Mcllfatrick et al., 2007; Prip, 2019).

Our findings reflect attributes used to define rapport in the literature, including a
shared experience comprising positive affect; mutual respect, acceptance, care and
concern; and behavioral synchrony (Epstein & Street, 2007; Fredrickson, 2016; Tickle-
Degnen & Rosenthal, 1990). Patient and nurse participants indicated that a shared
connection facilitated outcomes similar to those described in the literature, including
trust (Loos, 2021; O’Grady et al., 2014), open communication (Epstein & Street, 2007),
comfort (Loos, 2021; Street et al., 2009), confidence in the plan of care, and improved
clinical judgment. Studies have suggested that rapport not only influences the patient’s
perception of care but has a tangible impact on care outcomes (Haverfield et al., 2020;
Kelley et al., 2014).

Both nurses and patients in our study felt that many of the strategies that built

rapport in IPVs were effective in VCVs. Similarly, Elliott et al. (2020) suggested that

94



patients who are satisfied with telemedicine encounters value their relational
experience. The terms associated with their study’s code for “build rapport” align with
the findings in our study, including “affective connection/comments of appreciation,
trust-building, caring, concerned bedside manner, used nonverbal gestures that show
care and concern, provided emotional support, understanding, developed a partnership,
helpful, nice, friendly, easy to talk to” (Elliott et al., 2020, p. 309). Other studies of
videoconferencing have described the importance of knowing the patient as a person
(Rose et al., 2021), and using eye contact, facial expressions (Bohannon et al., 2013;
Schmidt et al., 2011), and other body language (Gupta et al., 2015) in conveying
attentiveness and emotions including empathy. Our participants described the
importance of nonverbal behaviors during VCVs to enhance communication and
connection.

Though limited studies have explored relationship-building in oncology VCVs,
our study had findings similar to a qualitative study by van Gurp (2015) that
interviewed patients receiving care via videoconferencing with a palliative care team of
whom over half were nurses. This study found that personalized patient-clinician
relationships during videoconferencing were facilitated by consistent, empathetic
engagement with the same clinician and like our study, relationships were facilitated by
clinicians who listened attentively, and exchanged a mixture of medical and personal

information during conversations.
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Other nursing studies have described technology failures as a barrier to rapport
(Barrett, 2017; Hibbert et al., 2004). Some participants in our study noted that disruptions
in the home environment or internet connectivity had the potential to interfere with
rapport, although this was not a significant concern. One patient participant expressed a
preference to share confidential information with their nurse in person, due to
uncertainty about videoconferencing security. In van Gurp’s (2015) study, the ability to
see but not touch made some palliative care clinicians reluctant to share difficult news
(e.g., a nurse expressed a desire to be able to provide physical comfort in these
situations); however, for some patients, this physical separation made it easier for them
to express feelings. These different perspectives were articulated by nurses and patients
in our study. Some participants felt being in the comfort of their own homes made
sharing emotions and concerns easier, while others felt it was important to have difficult
news shared in person.

Although van Gurp’s study (2015) was the only research we identified that
focused on rapport and videoconferencing in an oncology population, incidental
findings from other nursing studies pre-pandemic suggest that setting up the
environment to allow mutual attentiveness (e.g., adjusting camera position and audio
volume), and ensuring privacy facilitated rapport in video visits (Barrett, 2017;
Funderskov et al., 2019a; Hastings et al., 2020; D. Oliver et al., 2009; D. P. Oliver et al.,

2014; Savenstedt et al., 2005; Sharma & Clarke, 2014; van Gurp et al., 2015). Other studies
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show a nurse’s positive attitude toward technology (Savenstedt et al., 2005) and the
availability of others to assist patients onsite are helpful (Barrett, 2017; Foster &
Whitworth, 2005; Read Paul et al., 2019; Savenstedt et al., 2005; Tachakra & Rajani, 2002).
In our study, nurses and patients seemed equally willing to accept the challenges
associated with videoconferencing given the perceived benefits. There were relatively
few concerns expressed about using the technology or its impact on relationship
building. This phenomenon may be due to the increased need for and utilization of
videoconferencing during the pandemic, especially for persons with cancer. In a study
using videoconferencing with older adults experiencing depression, patients described
the technical challenges as “little things,” which the authors suggested was because the
patients benefited from videoconferencing in many ways (Christensen et al., 2021). A
central finding of this study was that an optimistic outlook on videoconferencing
influenced the expectations and attitudes of both patient and clinician participants,
mitigating negative feelings about technological challenges.

Concerns that videoconferencing would depersonalize care (Brahnam, 2017;
Chhabra et al., 2021; Grumme et al., 2016; Locsin & Purnell, 2015) were not supported by
our findings. Although patients and nurses expressed that IPVs were more desirable in
certain situations, none of the participants described their VCVs as impersonal; on the
contrary, many described their ability develop rapport and communicate effectively

during VCVs. According to Barrett’s (2017) ground theory, the primary function of the
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nurse in videoconferencing is to provide an operational, clinical, therapeutic, and social
presence. The nurse cultivates rapport in the nurse-patient relationship during
videoconferencing by providing reassurance and support (therapeutic presence) and
creating connection, thus “giving the patient the sense they are ‘in the room” with them”
(social presence) (Barrett, 2017, p. 2093). Although the word “presence” was not used to
describe behavior or attributes by any of our participants, the need to have more focused
attention was described by several of the nurses and one patient. The importance of
telepresence, generally described as feeling physically present during a computer-
mediated encounter (Draper et al., 1998), has been the focus of some research (Barrett,
2017; Grumme et al., 2016; Sitzman, 2017).

Our findings suggest that oncology nurses and persons with cancer are receptive
to integrating videoconferencing into the care trajectory but feel it is important to
determine what type of visit will best serve the patient for each care encounter. This like-
mindedness bodes well for nurse-patient collaboration on decisions about whether a
visit should occur virtually or in person at the cancer center. Similar to our results,
recent studies indicate that both patients and clinicians are increasingly receptive to
oncology care provision through VCVs and want the option of videoconferencing to
extend post-COVID (Darcourt et al., 2020; Turner et al., 2022). As in previous nursing
studies, both patients and nurses in our study acknowledged that video visits could not

replace all in-person encounters (Barrett, 2017; Christensen et al., 2021; Hastings et al.,

98



2020; Lindberg et al., 2009; Read Paul et al., 2019; van Gurp et al., 2015). This was felt to
be especially true for serious conversations (Oliver et al., 2009; van Gurp et al., 2015) and
initial encounters (Christensen et al., 2021; Read Paul et al., 2019). At least one nurse in
the study looked for opportunities to physically see patients during their chemotherapy
treatments whom she had only meet in VCVs in order to enhance her connection.
Although the study did not ask patients during the interview about how long they had
known their nurse, 50% of the patient participants had been in treatment for less than a
year. Most, though not all patients and nurses in the study, felt IPVs visits were better
for more difficult conversations. Our findings and those of previous studies suggest that
decisions about whether to use videoconferencing must consider the patient’s
preferences and everchanging needs. This conclusion is supported by the Institute for
Healthcare Improvement’s (IHI) recent white paper on telemedicine (Perry et al., 2021),
leading some to suggest that decisions regarding virtual care requires the following
amendment to the precision medicine maxim: “Provide the right treatment, to the right

patient, at the right time, and in the right place” (Binder et al., 2020, p. 4).

3.4.2 Implications for Practice, Policy, and Professional Development

We recommend that policy and practice guidelines be person-centered, allowing
clinicians to assess in real time the type of visit that can best meet the patient’s holistic
needs. The IHI has proposed a framework for telemedicine that is safe, equitable, and

person-centered; “Honoring the patient’s wishes as long as those desires are consistent
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with delivering safe and effective care” (Perry et al., 2021, p. 8). Our results suggest that
nurses and persons with cancer have an appreciation for the challenges as well as the
benefits of VCVs and understand that this environment may not always provide the best
option for high quality, safe care.

Although the pandemic forced a rapid adoption of video visits, clinicians remain
uncertain about how best to provide virtual care. In a recent mixed methods study by
Elsevier Health of 3,000 nurses and doctors, over half the clinicians felt telehealth would
negatively impact their ability to demonstrate empathy and requested guidance on
learning webside skills (Goodchild et al., 2022). Although most of our participants felt
able to transfer many bedside skills into VCVs, there is mixed evidence in the literature
on whether videoconferencing can produce the same empathetic experience as an IPV
(Myronuk, 2022). Notable efforts have been made to provide guidance on webside
manner (Banerjee et al., 2021; Chike-Harris et al., 2021; Chua et al., 2020; Watts et al.,
2021; Webb et al., 2021), but additional research is needed to ensure that professional
development and practice guidelines are evidence-based, and our findings provide data
regarding relationship-based care and patient-centered communication in a
videoconferencing environment. Schools of nursing and medicine need to prepare
future practitioners to care for patients in a virtual health care environment with
competencies specific to these digital tools (Cheng et al., 2021; Myronuk, 2022).

Fortunately, nursing theories (Barrett, 2017; Groom et al., 2021; Locsin & Purnell, 2015)
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and conceptual models (Nagel & Penner, 2016) exist to support this important work and
relationship-based care has been successfully incorporated into health care clinician
curriculum and professional practice models (Haertl & Theismann, 2022; Reilly et al.,
2019) showing improvement in health care delivery (Ansari et al., 2022; Haverfield et al.,
2020; Zulman et al., 2020).

Our findings identified barriers to rapport building in videoconferencing that
have been previously identified in studies on videoconferencing, including interruptions
due to breaks in internet connection (Barrett, 2017; Christensen et al., 2021; Hibbert et al.,
2004; Perry et al., 2021; Shaw et al., 2020) and concerns about privacy (Funderskov et al.,
2019a; Funderskov et al., 2019b; Read Paul et al., 2019; van Gurp et al., 2015) and the
limitations imposed by a lack of physical presence (Barrett, 2017; Perry et al., 2021; Read
Paul et al., 2019; Shaw et al., 2020; van Gurp et al., 2015). Nurses and patients in our
study recognized that balancing these challenges and limitations with the benefits of
videoconferencing was an essential competency requiring additional research and

guidelines.

3.4.3 Future Research

Research is needed to better understand how specific rapport-building strategies
can be translated or adapted to VCVs including nonverbal communication and active
listen techniques. Additionally, exploring how various types of visits (e.g., first

encounters, delivery of bad news) and contextual factors (e.g., virtual backgrounds,
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quality of connectivity, sensory and language barriers) influence rapport building in
videoconferencing would be useful.

Ensuring adequate access to VCV is multifaceted and requires not only that
adequate devices and Wi-Fi resources are available and affordable but also that patients
and clinicians have the skills and support to incorporate them into their care services
(Sieck et al., 2021; Turner et al., 2022). Investigating how digital literacy and access to
telehealth technology influences patient and nurse utilization of VCVs, while not
addressed in this study, must be a focus of future studies if videoconferencing is to
become a mainstay of healthcare. Existing health and technological disparities became
more apparent during COVID-19 (Rivera et al., 2021; Sieck et al., 2021) and future
studies are needed to better understand the relationship between the services offered
and the needs and abilities of patients and clinicians. For example, the lack of access to
adequate devices and Wi-Fi resources for VCV is well documented (Benda et al., 2020;
Knudsen et al., 2021; Zahnd et al., 2022) but the impact of other factors like language
barriers and availability of privacy and safe spaces for VCV (Majeed, et al., 2020) require
better understanding and accommodation. Specifically in relationship to rapport, there
is some evidence that qualitative differences between type of device, strength of
broadband, and level of literacy impact the level and quality of empathetic
communication within VCV (Myronuk, 2022). Addressing these factors is essential if we

are to avoid increasing the digital divide among populations that may already at higher
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risk for cancer due to social and economic disparities (National Cancer Institue at the
National Institutes of Health, 2022.; Vohra et al., 2016). Infusing a health equity lens as
we generate new knowledge about VCV can help prevent the augmentation of health
disparities and promote health and scientific equity, especially for groups that are
underrepresented.

Other interesting questions generated from our findings include the role of nurse
self-disclosure on the development of rapport, and whether videoconferencing can
create a safer space or reduce the power differential between clinicians and patients. Our
study shows the importance of rapport in the nurse-patient relationship and its impact
on patient care and nursing job satisfaction, highlighting the need for additional

research in this area.

3.4.4 Strengths and Limitations

Strengths of this study include the collection of data from persons with cancer
and oncology nurses. Multiple strategies were used to improve the trustworthiness of
findings. The analysis included categories covering a wide range of participants’
responses to achieve credibility. Dependability was ensured by selecting quotations
from multiple participants and identifying how these were linked to results. To allow
the findings to be transferred or applied to other settings or groups, the context of the

study and participant characteristics have been thoroughly described.
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This study has several limitations. First, the data analysis and its interpretation
depend on the researchers’ skills, assumptions, and experience. Second, data were
collected from one cancer center and therefore influenced by the organizational system
and its practices. Third, to minimize burden on the participants, member checking was
not employed after the data were analyzed; however, the researcher conducting the
interviews frequently validated her understanding of participants’ answers during the
interview to ensure accuracy. Fourth, despite our efforts to include a diverse range of
nurses and patients, the study participants mostly self-identified as female, were
White/Caucasian, and were employed full-time with at least some college education.
While there was a wide range of experience with VCVs among the participants, most
were using computer technology and videoconferencing for work and personal lives,
suggesting their technological skills, devices, and internet access might not be
representative of most patients with cancer and their nurses. This limits the ability to
draw generalizable conclusions from the study findings to the broader population with

less access to and experience with VCV technology.

3.5 Conclusions

Although providing care within the videoconferencing environment may require
adapting practices, the essential nature of nursing need not be affected. The overall
alignment between the nurse and patient data, and the detailed descriptions from both

patients and nurses on ways to establish rapport were notable in this study. Patients and
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nurses considered rapport essential to the nurse-patient relationship and high quality
care, thus affirming nursing’s commitment to person-centered care and the profession’s
capacity to understand patient needs holistically. Nurses are well positioned to assume
an advocacy role for care across the cancer continuum and leadership in the
development of guidelines, policies, and future research inquiry on VCVs. Contrary to
concerns that videoconferencing would be impersonal and inhibit rapport and
relationship-building, this study indicated that rapport can be established during VCVs,
and that many of the strategies used during IPVs are equally successful in
videoconferencing. Findings from this study provide some of the descriptive research
necessary for the development of evidence-based practice guidelines and interventions

to support nurse-patient therapeutic relationships during VCVs.
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4. Measuring Nurse-Patient Rapport in Telehealth
Videoconferencing Visits: An Observational Study

4.1 Background

When telehealth videoconferencing became essential for patients with cancer due
to the COVID-19 pandemic, clinicians had little research to support this change in
practice and were concerned about the effect on the clinician-patient relationship
(Leung, et al., 2020). Studies have suggested that interactions during videoconferencing,
as opposed to in-person encounters, present unique challenges that can affect rapport,
diagnostic accuracy, and treatment compliance (Dalley et al., 2020; Shaw et al., 2020).
Rapport is critical for facilitating holistic assessment of needs and personalization of care
and establishing a trusting and therapeutic relationship (Aldaz et al., 2017; Coolbrandt et
al.,, 2016; Thorne et al., 2013). A recent qualitative study found that rapport is equally
important for VCVs (Koppel et. al., 2022). However, to better understand nurse-patient
rapport and its impact on care outcomes in VCVs, it is essential to establish a feasible

way to measure rapport.

4.1.1 Exploring Rapport Using Measures of Positivity Resonance

Rapport has been described as a desirable state of connection or bonding,
requiring mutual responsiveness and understanding (Epstein & Street, 2007; Tickle-
Degnen, 2006). The affective and behavioral expressions of rapport have been described

as a gestalt of three interrelated components: mutual attentiveness, positivity, and
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coordination (Tickle-Degnen, 2006), which have been identified repeatedly in the
research (Baker et al., 2020; Fredrickson, 2016; Puccinelli et al., 2003; Tickle-Degnen &
Rosenthal, 1990; Zhao et al., 2014). Rapport is generated within the context of an
interaction between individuals and is the result of qualities that emerge from each
participant during their interaction (Tickle-Degnen & Rosenthal, 1990). Rapport can be
short and limited, as in a single fleeting exchange, or of longer duration, and it can occur
repeatedly over an extended period (Tickle-Degnen, 2006). Benefits of rapport appear to
span a broad range of types of relationships (e.g., hierarchical [Granitz, et al., 2009],
between strangers [Markey et al., 2003], established [Bernieri et al., 1994]).

Research on concepts of rapport spans many disciplines, including nursing, and
the plethora of research that has incorporated Tickle-Degnen and Rosenthal’s (1990)
conceptualization of rapport in various contexts has demonstrated the theoretical
usefulness of this model. Within the fields of social and positive psychology, the term
“positivity resonance” has recently been coined to describe an interpersonal connection
characterized by positive affect, mutual care and concern, and behavioral and biological
synchrony shared across individuals (Fredrickson, 2016). While Fredrickson (2016)
describes positivity resonance as “love-the-emotion,” she also suggests that love and
rapport appear to differ primarily be degree, sharing the same biopsychosocial
foundation (pp. 850-851). Positivity resonance is associated with better marital quality

(Wells et al., 2022) and physical and psychological health and wellbeing (Kok et al., 2013;
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Major et al., 2018; Prinzing et al., 2020; Wells et al., 2022), and it facilitates prosocial
behaviors (West et al., 2021). As positivity resonance results from the co-experienced
positive affect of individuals engaged in interaction, positivity resonance theory focuses
on holistic, observed patterns of behavior that transpire during dyadic interaction (Otero
et al., 2020). Although self-report measures of positivity resonance have been used as
proxy measures (Kok et al., 2013; Major et al., 2018), observational coding of the gestalt
of the behavioral indicators (Behavioral Indices of Positivity Resonance or BIPR) is now
being reported (Otero et al., 2020; Wells et al., 2022). Importantly, in studies using BIPR
to measure this co-experience of connection, it has been found to be more predictive of
positive relational outcomes in married couples than traditional measures of intra-
individual affect (Otero et al., 2020; Wells et al., 2022). Such findings have led to calls for
more research using methods that capture co-experienced emotions like positivity
resonance (Brown & Fredrickson, 2021).

Designing research around the concept of positivity resonance is an innovative
approach to exploring how rapport cultivated within nurse-patient relationships may
impact patient and nurse outcomes including trust, responsiveness, health-related
behaviors, well-being, resilience, and satisfaction. Additionally, measuring positivity
resonance in health care research has recently become a more realistic option, especially
during telehealth VCVs because a researcher can record a visit while remaining

relatively anonymous. Although the measurement of positivity resonance seems
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promising, and the use of non-participant observation is highly valued as an effective
research method, the use of these approaches to study nurse-patient relationships has

not been fully explored.

4.1.2 Special Challenges Related to Measuring Rapport in
Videoconferencing Visits

BIPR as an observational measure of positivity resonance appears to be well
suited to the study of rapport in VCVs but has not yet been applied to health care
encounters or traditional videoconferencing technology. Non-participant observation is
highly valued as an effective research method. Observational studies allow researchers
to observe individuals’ actions rather than relying on their self-perceptions; however,
this approach has ethical and logistical constraints (Broyles et al., 2008; Caldwell &
Atwal, 2005; Harte et al., 2017; Heyman et al., 2014; James et al., 2019). Patients, family
members, health care clinicians, and health care organizations may express valid
concerns about security, liability, and burden associated with health care encounter
recording (Broyles et al., 2008; Harte et al., 2017). Careful preparation and thoughtful
attention to the consent process and study procedures in response to these concerns has
permitted the completion of several nursing studies using video recording of nurse-
patient encounters (de Leeuw et al., 2014; James et al., 2020; O’Baugh et al., 2009;

Svenden & Bjork, 2021).
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Recognition of the known and unknown challenges of recording nurse-patient
interactions using BIPR obliges researchers to engage in careful exploration before
initiating full-scale outcome or interventional studies. Preliminary work ensures that
future studies can be feasible, with designs that reduce threats to validity. Such effort
and consideration ensure the ethical stewardship of funding, a pragmatic and efficient
use of resources, and a systematic approach to knowledge generation (Arain et al., 2010;
National Institute for Health and Care Research, 2022; Orsmond & Cohn, 2015).
Preliminary studies typically include pilot and feasibility studies; there has been some
debate regarding the differences between these types of studies, but there is agreement
that due to their small sample size and lack of sufficient statistical power, neither should
test null hypotheses (Arain, et al., 2010; Whitehead, et al., 2014). The focus of this study,
therefore, was to evaluate the feasibility and acceptability of using measures of
positivity resonance to examine nurse-patient rapport in VCVs. Our study design
followed the framework proposed by Orsmond and Cohn (2015) for feasibility studies,
which included the following questions:

1. Can eligible participants be recruited?

2. Are the study procedures feasible for the participants and the research team?

3. Are the measures appropriate for the intended population and purpose of the
study?

4. Does the research team have the resources and ability to accomplish the study?
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To address these questions, our study had two specific aims: (a) to explore the training
processes and recording/coding procedures necessary to measure positivity resonance in
nurse-patient VCVs using BIPR, and (b) to explore the feasibility, acceptability, and
appropriateness of the study procedures developed and outcome measures utilized.
While it is difficult to directly quantify the subjective construct of 'rapport’, research
suggests that measuring positivity resonance, which refers to the mutual exchange of
positive emotions and behaviors between individuals, may provide an indirect measure

of rapport in interpersonal interactions.

4.2 Method
4.2.1 Study Design and Participants

This observational study aimed to investigate the feasibility and acceptability of
the training process, procedures, measures, and recruitment strategies necessary for a
planned future investigation to test the reliability and validity of positivity resonance
measures in health care encounters. Video recordings of telehealth video visit
encounters were collected and coded by a trained research team. A post-visit survey was
conducted to gather data on the participants’ perceptions of their visit experience and
the study procedures. In addition, the research team members completed memos and
procedural logs to collect narrative data during the study.

The population for this feasibility study consisted of nurse-patient dyads using

videoconferencing at a large academic oncology ambulatory care center located in a
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southeastern area of the United States. Eligible patients were required to meet the
following criteria: (a) be adults, age 18 and older, (b) be able to read and converse in
English, and (c) be receiving care at the identified oncology ambulatory care center.
Patients with a medical diagnosis related to cognitive impairment (e.g., Alzheimer’s or
related dementias) were excluded from the study. To be eligible to participate in the
study, nurses had to (a) be licensed, registered, or advanced practice nurses employed at
the cancer ambulatory center for at least 6 months; and (b) have served as the clinician in
at least five previous telehealth VCVs with patients at the identified oncology
ambulatory care center. Nurses who had engaged in at least five VCVs were deemed
likely to be proficient in the use of VCV technology.

Approval was obtained from the Institutional Review Board (IRB) of the medical
center prior to the study, which was conducted in two phases. Phase 1 (Pro00108647)
was determined to be exempt and focused on creating mock VCVs, training the coding
team, and developing video recording procedures. In Phase 2 (Pro00110064), informed
written consent was obtained from all nurse and patient participants before collecting

any data. The research methods involved minimal risk to participants.

4.2.2 Recruitment and Consent Process

Potential nurse study participants were identified and recruited through various
means. Research team members attended staff meetings and other forums where the

study information was provided verbally. Information about the study was also posted
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in Duke University School of Nursing, Duke Cancer Institute, and Duke University
Health System newsletters, announcement forums, and emails. Study information sheets
(see Appendix H) were distributed electronically via email to eligible nursing staff. After
these informational initiatives, nurses and nurse practitioners who were actively
engaged in VCVs were directly approached by the study coordinator to explore
participating in the study. Eligibility screening of potential nurse participants was
performed by email, phone, or in person. The study coordinator contacted patients who
had upcoming VCVs with nurses enrolled in the study. Patients were contacted by email
and phone to explore interest in the study. The research study coordinator confirmed
eligibility of prospective participants in a phone call and by consulting with the patient’s
nurse. Study materials and email communication with patients was sent via the secure
university email. There were no additional costs or travel required for participation in
this study; however, as a token of appreciation, participants were offered $10 gift cards
for each VCV recorded.

The study was initially described to patient participants by phone after which the
study coordinator conducted Zoom videoconferencing meetings to obtain an electronic
signature via REDCap for the written consent. A link to the consent form in REDCap
was sent to nurses via the university’s secure email once their eligibility had been
confirmed. Nurses were given an opportunity to ask questions via phone or email before

signing the consent. On the day of the VCV, the study coordinator asked nurse and
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patient participants if they had any questions and confirmed their permission to video
record the VCV before beginning the recording. Participants were told that they could
request that the recording be paused at any time for any reason, and that the recording

would not be restarted unless both participants gave permission.

4.2.3 Study Procedures and Data Storage

Care was taken to contextualize any data that could potentially threaten the
confidentiality, privacy, and anonymity of participants. Data collected from participants
was deidentified and used only for research purposes and associated dissemination. All
tiles for the study were electronic and stored on the researchers’ computers on the secure
password-protected hard drive or server with firewall protection and multi-factor
authentication. Because this observational study required analysis of the nurse-patient
VCVs, including observation of nurse and patient facial expressions and body language,
complete deidentification of the records was not feasible. To ensure that participant
privacy and confidentiality was protected, the VCVs were conducted on the medical
center’s approved secure electronic medical record-integrated Zoom videoconferencing
platform in conformance with Health Insurance Portability and Accountability Act
(HIPAA) requirements and with policies and procedures established for telehealth
videoconferencing at the medical center. These Zoom security measures include user-

specific authentication, real-time encryption, and a secure password-protected server.
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The video recordings of the nurse-patient VCVs were captured using Camtasia
(TechSmith), which is an approved university recorder and video editing software. This
software was installed on a university-owned laptop designated solely for use by the
research study coordinator. After each nurse-patient VCV was completed, the
recordings were transferred to a video drive on a secure, password-protected server
with firewall protection and multi-factor authentication. The research study coordinator
then edited the recordings on the laptop before returning them to the secure drive.

Viewings of the recordings to allow research study members to complete
behavioral coding were done only on the secure password-protected server. Research
members who were coding the videos were not allowed to download the recordings to
their own devices. Editing of the recordings using Camtasia (TechSmith) and any data
analysis was conducted exclusively on a university-owned machine to ensure that
storage of the recordings and any study data always remained on the secure server.
Research team members viewed and coded the video recordings in a private location to

ensure that no potential bystanders could view or hear the recordings.

4.2.4 Measures

This feasibility study measured positivity resonance using a self-report
questionnaire and by coding the behaviors observed during the nurse-patient VCVs.
Both nurse and patient questionnaires included (a) items about perceived positivity

resonance during the VCV, (b) acceptability and appropriateness of the questionnaire
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and study procedures, and (c) demographic information. Participants completed the
demographic questionnaire immediately after signing the study consent form. The
remaining information was collected after each VCV was recorded. Completion of this
final questionnaire was encouraged but optional. All questionnaires were housed in
REDCap, with links to the questionnaires sent via secure email.

In addition, over the course of the study, research team members kept detailed
memos and a procedural challenge log to document problems or challenges that arose
with data collection procedures, recruitment, the consent process, or use of study
measures. Research team members coding the video recordings tracked any problem:s,
questions, and time spent coding in a coding log (see Appendix I for sample of log).
Detailed descriptions of the study measures are provided below.

Behavioral observation data is useful for research questions that explore social
interactions and is valued for its objective qualities as well as its ability to examine the
relationship of behaviors within individuals and between dyad or group members
(Heyman et al., 2014). Because self-reporting biases (e.g., social desirability) can impact
the reliability and validity of self-report measures related to interpersonal behaviors
(Furr, 2018), using data from more than one participant (e.g., patient and nurse) and
more than one assessment method (e.g., both behavioral observation data and self-
report measures) provides a more reliable and valid indication of a construct (Heyman

et al.,, 2014) and has been recommended for assessing positivity resonance (Prinzing et
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al., 2020). To optimally assess positivity resonance, multiple measures will be used in
future studies and were therefore tested in this feasibility study. These measures
included the use of behavioral indices of positivity resonance (BIPR) to code
observational data and a survey to collect participants” perception of positivity

resonance during their VCV.

4.2.4.1 Behavioral indicators of positivity resonance

BIPR was created as a holistic measure that requires coders to make a single
rating of a gestalt of the behavioral indicators of positivity resonance at the macro level.
This requirement aligns with positivity resonance theory’s contention that the synergy
of the positivity resonance characteristics is most powerful when they co-occur. When
coding the nurse-patient video recordings, coders were asked, “Did positivity resonate
between the nurse and the patient?” and “Did the nurse and patient show actions,
words, or voice intonation that conveyed mutual warmth, mutual concern, mutual
affection and/or shared tempo (e.g., shared smiles and laughter)?” Coders viewed
videoconferencing recordings in 30-second segments and gave each segment a behavior
rating on a 3-point scale (0 =not present, 1 =low intensity, and 2 = high intensity) based
on magnitude, duration, and clarity. The nurse and patient were not rated separately,
rather a single dyadic-level rating was given to each segment. To date, studies using
BIPR have primarily involved coding the conversations of married couples, and these

studies have demonstrated high interrater reliability, with intraclass correlation
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coefficient = .80 (Otero et al., 2019; Wells et al., 2022). In the studies by Otero et al. (2019)
and Wells et al. (2022), examples of Level 1 behaviors included simultaneous closed-
mouth smiles, single instances of head tilting, or vocalizations of warmth. Examples of
positivity resonance at Level 2 are shared open-mouth laughter, two or more instances
of head tilting, or two or more instances of using terms of endearment. We used this
same criterion in our study to determine whether these behavioral indicators were

apparent in nurse-patient encounters.

4.2.4.2 Perceived Positivity Resonance Scale

The Perceived Positivity Resonance Scale (P-PR) is a 7-item scale that reflects the
key components of positivity resonance (Major et al., 2018). This scale has been used to
assess positivity resonance at the level of social encounters using the Day Reconstruction
Method (DRM) (Schwarz et al., 2009). Typically, DRM requires participants to
retrospectively recall specific episodes in their day. In our study, participants were
asked about their perceived positivity resonance immediately after the VCV (see
Appendix | for complete post-VCV survey). In two recent studies, the use of two items
from Major et al. (2018)’s original scale was found to be effective (Prinzing et al., 2020;
West et al., 2021). The two items that had strong correlation with the full scale (r = .97)
(Prinzing, et al., 2020) and were used in these studies asked participants to indicate the

proportion of time during their social encounter (from 0% to 100%) that they
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“experienced a mutual sense of warmth and concern toward one another” and “felt “in

sync’ with the other(s).”

4.2.4.3 Demographic Questions

Participants were asked about self-identified non-PHI information that included
age, gender identity, race, ethnicity, length of time receiving care (patients) or
employment at cancer institute (nurses), estimate of hours spent on computer per day
(patient), estimate of the number of VCVs they had participated in as a patient, or as a

nurse, during the past 12 months. See Appendix ] for complete questionnaire.

4.2.4.4 Feasibility and Acceptability

Recruitment strategies. The productivity of specific recruitment approaches (e.g.,
email, phone outreach, attendance at staff meetings, referrals, in-person contact) were
evaluated by calculating the number of participants contacted by each method who
agreed to participate (% contacted/% enrolled). The reasons participants declined
participation were collected and reported whenever this information was voluntarily
offered. Patient and nurse recruitment were assessed separately.

Study procedures. Acceptability of study procedures was also evaluated and
included collection of data from study participants and the research team members.
Data collected from participants included questions after each video visit about their
comfort level during the recording and whether study procedures could be adapted to

increase their comfort. In addition, the acceptability of the overall study procedures to
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patient and nurses was assessed by measuring the number of participants who
withdrew from the study prior to completion. Finally, we monitored the study for any
adverse events.

Use of BIPR. Research team members provided data on the acceptability and
feasibility of using BIPR to code the nurse-patient video visits. This included capturing
the time required for coding recordings and open-ended comments on challenges
related to coding on the coding log for each encounter (see Appendix I). In addition, a
procedural log and study memos captured data on the study’s procedures by the
research team throughout the study process.

Use of P-PR. The appropriateness and acceptability of the P-PR survey was
assessed by determining the number of missing data and by asking participants whether
the survey questions were understandable and reflected their experience during their

video visit.

4.2.5 Team Training for Use of Behavioral Indicators of Positivity
Resonance

Training the research team on the use of behavioral observational coding
methodology and the use of BIPR was an important preliminary step in this research
project. Nurses and students from our school of nursing with an interest in learning
about behavioral coding were recruited for the project. These nurses included doctoral

students, a prelicensure nursing student, and nursing professors representing a range of
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ages and experiences. These individuals also volunteered to be actors (patients or
nurses) in mock VCVs and to participate in a training program on behavioral
observation. The research team created three mock telehealth VCV recordings. For each
recording, vignettes were developed by an oncology nurse specialist and used by our
volunteer actors to role-play a nurse-patient VCV encounter. The recordings were edited
to create training videos that demonstrate examples of each of the BIPR components and
were used to create coding assignments for use in the training course. The logistical and
technical process of recording and editing these recordings informed the development of
the procedures needed for the study’s protocol.

A training course on behavioral observation consisting of asynchronous learning
modules was developed to facilitate standardized learning for coding team members.
The modules included short lecture videos, 1-minute papers posted in discussion
forums, and mini-coding assignments. The course included a module devoted to
measuring positivity resonance using BIPB, and all coding assignments for the course
involved the use of BIPB. Table 7 outlines the course learning objectives, and a full
course syllabus is provided in Appendix K. Synchronous virtual weekly team meetings

allowed team members to discuss BIPR coding conflicts and clarify coding criteria. All
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Table 7: Training Course Description and Objectives

Course

Description: This course provides theoretical background on behavioral

observation methodology as well as hands-on behavioral coding experiences to
prepare participants to contribute to or develop behavioral observational research
projects. Course participants are expected to log the time they spend on the course
modules, assignments, and synchronous sessions.

Course Objectives: Upon completion of this course, the participant will be able to:
1. Engage in behavioral observational research as a coding team member.
2. Identify behavioral observational methodologies for future team research
projects.
3. Describe how to leverage benefits and address challenges of behavioral
observational methods during team meetings.
Module Objective
Week 1 Course Overview and Describe project plans and responsibilities
Introduction associated with participating in this team
project.
Week 2 Introduction to Behavioral Describe the use of behavioral observation
Observation and Coding as a research method.
Week 3 Behavioral Indicators of Describe the three elements of positivity
Positivity Resonance resonance and their behavioral indices.
(BIPR)
Week 4 Video Recording as a Data  Describe five important elements to consider
Collection Method when using video recordings for behavioral
observation.
Week 5 Interrater Reliability Describe interrater reliability and the process
of establishing this benchmark.
Week 6 Training Wrap-up Describe importance of maintaining

interrater reliability in behavioral
observational research.

project materials (training modules, coding assignments, coding instructions, and

coding logs) were housed in a learning management system (i.e., Sakai), thus keeping

team members organized and facilitating team communication. The project team leader
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posted team announcements on the learning management system and monitored a
dedicated discussion forum on which team members posted questions that arose during
the training. See Appendix L for coding instructions.

Outcomes of the training program were assessed according to the New World
Kirkpatrick Evaluation Model (Kirkpatrick & Kirkpatrick, 2016). All four levels of
evaluation (i.e., Reaction, Learning, Behavior, Results) were assessed: (1) the level of
participants’ reaction to instruction, including how the coding team members viewed
the training experience (i.e., teaching methods, quality of teaching, and learning
platform); (2) changes in participants’ learning, including evidence of affective,
cognitive, and psychomotor learning outcomes; (3) the transfer of learning into specific
behaviors (i.e., ability to code video recordings), and (4) the program’s effectiveness in
achieving its research goal (i.e., inter-rater reliability) (Kirkpatrick & Kirkpatrick, 2016).
Evaluation of the training program informed revisions to the coding materials and
procedures for the study.

All five female nurses who composed the final coding team participated in the
original training course. The team member who had conducted the BIPR training, was
trained by the original developer of BIPR, and had previous experience using BIPR,
served as the anchor coder and coded all 30 recordings. Each of the other 4 team
members independently coded a portion of the 30 recordings over the course of one

week. This approach has been used in other health care studies to establish IRR
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(Nicholas et al., 2019; Onate et al., 2010). In the week prior to coding the study
recordings, these team members met to review the BIPR coding criteria and reestablish
interrater reliability. This refresher meeting included 10 practice-coding assignments
with discussion of conflicts and assessment of interrater reliability. Coding the
recordings in a narrow timeframe immediately after the refresher training was done

intentionally to preserve interrater reliability.

4.2.6 Data Analysis

A sample of 30 nurse-patient dyads was determined to be sufficient to address
our feasibility questions using descriptive statistics (e.g., training acceptability and
effectiveness, recruitment rate, acceptability of procedures and measures, composition of
video recordings) and interrater reliability (coding reliability) (Arain et al., 2010).
Although small, our target sample size was comparable to other feasibility studies
(Bannon et al., 2020; Barbosa Neves et al., 2019; Billingham et al., 2013; Vilaysack et al.,
2016).

All videos were coded independently by at least two team members (the anchor
coder and one other team member), providing partial overlap. Coding members were
blind to each other’s results. One-third of the videos were coded by all five team
members. The RAND function in Excel was used to randomly assign VCV recordings to
each coding team member. Interrater reliability was assessed using Cohen’s Kappa to

compare bin-by-bin each coder to the anchor coder. In addition, an intraclass correlation

125



coefficient was calculated using the mean BIPR score for each recording. The impact of
compressing the BIPR codes to represent presence of positivity resonance (score of 1 or
2) or the absence of positivity resonance (score of 0) on level of interrater reliability was
explored.

The study was not powered to test hypotheses, but the researchers used the
Spearman’s correlation coefficient to explore whether there were any relationships
between nurse and patient P-PR scores and BIPR. A mean BIPR score for each recording
(codes summed across all 30-second bins, divided by the total number of bins) was
calculated since the length of each VCV recording was different. Under the assumption
that high IRR would be achieved, when disagreement occurred in any bin, the anchor
coding was recorded for the final coding computation. This was felt to be preferrable to
using a mean of all coders as the final coding computation, because it avoided the
introduction of more variance into the data and the associate extra noise (J. Thompson,
personal communication, January 6, 2023). Cronbach’s alpha was also calculated to
determine whether a 2-item P-PR was sufficient for use in this population.

Additionally, rich qualitative data from memos and narrative notes in the BIPR
coding and procedural logs were analyzed using conventional content analysis. Codes
were derived from the narrative data. This analysis process included creating, defining,
and recording codes, categories, and themes in a codebook using the data analysis

management tool NVivo 12.0 (QSR International Pty Ltd., Doncaster, Victoria,
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Australia). The data was coded, and a codebook was compiled by one researcher (PK)
with review provided by another research member (JDG). Conflicts were discussed and
resolved. This process and detailed memos to create an audio trail of the analytical
decisions enhanced the study’s rigor or trustworthiness (Elos et al., 2014; Morse, et al.,
2002). The consolidated criteria for reporting qualitative research (COREQ) checklist
guided the reporting of results (Tong, Sainsbury & Craig, 2007) along with guidelines

for non-randomized feasibility studies (Lancaster & Thabane, 2019).

4.3 Results

4.3.1 Participant and Nurse-Patient Video Conferencing Visit
Characteristics

The study sample consisted of 46 participants, including 33 persons with cancer
and 13 oncology nurses. The study recorded a total of 30 unique nurse-patient dyads
during the study period, allowing for the recording of one VCV for each dyad. The
VCVs addressed various issues: follow-up care (n = 16), pre-operative education (n = 8),
survivorship care (n = 2), and palliative care (n = 4). The number of VCV recordings per
nurse varied, and 4 nurses participated in more than 3 recordings each (M =3, SD =2.16,
range 1-7). The length of the VCV recordings ranged from 4 to 60 minutes (M = 26.67, SD
=15.02). Four recordings included a third party, such as a family member, who was

visually masked during the editing process when feasible. See Table 8.
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Table 8: Characteristics of Videoconferencing Visit Recordings

Mean (SD, range) Frequency (%)

Length of each VCV recording
Time (minutes) 26.67 (15.02, 4-60)
Bins (30-seconds each) 45.77 (25.25; 7-102)

Total BIPR score for each VCV 0.395 (0.237, 0.11-1.15)?

recording!
Bins without BIPR (coded as 0)? 1001 (73%)
Bins with BIPR (coded as intensity 1)3 271 (20%)
Bins with BIPR (coded as intensity 2)3 99 (7%)

VCV recordings with at least one bin
with connectivity issue 22 (73%)
Bins with connectivity issues per 4.33 (13.54, 1-73)
recording
Total bins with connectivity issues for 130 (9.48%)
all recordings (1371 total bins)

VCV recordings per nurse 3(2.16,1-7)
Note. 'A total positivity resonance score per nurse-patient dyad recording was
computed by summing the BIPR scores across each 30-second bin within each VCV and
dividing by the total number of bins in the VCV. This was necessary because each VCV
was a different length. 2When disagreement occurred in any bin, the anchor coding was
used to determine the mean BIPR score for the final coding computation. 3This
represents the frequency of BIPR bin scores of 0, 1, 2 for the 30 video visit recordings
(1371 bins) that were scored by the anchor coder.

4.3.1.1 Nurse Participants

All 13 nurses identified as White (100%) and non-Hispanic (100%). Gender was
15.4% male (n = 2) and 84.6% female (n = 11). The highest participant education level was
a doctorate for one nurse (7.7%), a master’s degree for 10 (76.9%), a bachelor’s degree for

one (7.7%), and an associate’s degree for one (7.7%). The mean age was 41 (SD = 6.87)
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with a median of 43 and a range of 30 to 53. The average years of nursing experience
was 15.67 (SD = 7.58) with a range from 7.33 to 25 (Median = 13.64). The average years
working at DCI was 7.56 (SD =7.25, Median = 6.41) and ranged from .50 to 25. The
number of telehealth video visits in the past 3 months ranged from 5 to 200, with a mean
of 34.92 (SD = 51.67, Median of 15). The number of telehealth visits the nurses had
conducted over the past 12 months ranged from 15 to 800, with a mean of 124.23 (SD =

210.19, Median of 50). See Table 9.
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Table 9: Nurse Demographics

Variable Summary Statistics
Gender, female, n (%) 11 (84.6)
Race, n (%)

Caucasian/White 13 (100)
Ethnicity, n (%)

Hispanic or Latino 0 (0)

Non-Hispanic 13 (100)
Highest Education

Associates 1(7.7)

Bachelors 1(7.7)

Masters 10 (76.9)

Doctoral or Professional (e.g., JD, MD) 1(7.7)
Age, years, M (SD), Median 41 (6.87), 43
Nursing Experience, years, M (SD), Median 15.67 (7.58), 13.64
Time at DCI, M (SD), Median 7.56 (7.25), 6.41
No. Telehealth Visits in the past 3 months, M (SD), 34.92 (51.67), 15
Median
No. Telehealth Visits in the past 12 months, M (SD), 124.23 (210.19), 50
Median

Note. M = mean; SD = standard deviation

4.3.1.2 Patient Participants

For the 33 patients, the mean age for 26 responses was 62.04 (SD = 9.57) with a
range from 41 to 78. The median age was 61. The highest level of education was most
commonly a bachelor’s degree (n =13, 38.2%). The majority were non-Hispanic

participants (n =27, 79.4%) with two noting that they were Hispanic (5.9%) and five not
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indicating (14.7%). Race was Black for 1 (2.9%), White for 31 (91.2%), Asian for 1 (2.9%),
and American Indian for one (2.9%). Most were male (n = 23, 67.6%). Seven (20.6%)
reported having had a telehealth video visit in the past 3 months, with number of visits
ranging from 0 to 6 in the past 12 months. The majority (n = 20, 58.8%) reported having
had no tele-visits in the past 12 months, and most had video calls for work or with
family and friends in the past year (n =25, 73.5%). The range of video calls was 2 to 1000
in the past 12 months (mean = 63.58 video calls). The average hours spent on a computer
was 4.52 (SD = 3.91) with a range from 0 to 20 and a median of 4 hours. When asked,
“How long have you been receiving care at Duke Cancer Institute?” the average
reported time was 3.40 years (SD = 4.61) with a range from .08 to 18 and a median of 1.5

years. See Table 10.
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Table 10: Patient Demographics

Variable Summary
Statistics

Age, years, M (SD), Median 62.04 (9.57), 61

Gender, male, n (%) 23 (67.6)

Years receiving care at DCI, M (SD), Median

Highest Education, n (%)
High School or Equivalent
Some college
Associate’s
Master’s
Doctoral or Professional (e.g., JD, MD)
Not Reported

Ethnicity, n (%)
Hispanic or Latino
Not Hispanic or Latino

Race, n (%)
Caucasian/White
African American/Black
Asian
American Indian or Alaska Native

Telehealth Visit within Past 3 months, n (%)
Telehealth Visit within Past 12 months, n (%)
Video Call within Past 12 months, n (%)

Hours spent on computer every day, M (SD), Median

3.40 (4.61), 1.5

2 (5.9)
7 (20.6)
4(11.8)
4 (11.8)
3 (8.8)
1(2.9)

2 (5.9)
32 (94.1)

31 (91.2)
1(2.9)
1(2.9)
1(2.9)

7 (20.6)
12 (35.3)
25 (73.5)

452 (3.91), 4

Note. M = mean; SD = standard deviation
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4.3.2 Qualitative Analysis of Study Data

Analysis of the qualitative data collected in memos, narrative notes in the BIPR
coding and procedural logs showed that measuring positivity resonance through
recordings of nurse-patient VCVs is feasible, with study procedures being well-received
by patients, nurses, and the study team. Three key themes were identified during the
analysis of the qualitative data: (1) adapting recruitment methods and making study
procedures simple and comfortable for participants ensured a sufficient sample for the
population, (2) despite challenges from technology, environment, participant, and
training factors successful identification of behavioral indicators of positivity resonance
was achieved in VCVs, and (3) occasional technical issues impacted VCVs but recording
and editing procedures were otherwise deemed acceptable. Appendix M displays a
narrative description of these themes along with associated categories, codes, and
exemplar quotations. Although a brief description of the themes is provided below,
detailed exemplars have been integrated into each of the results sections as they pertain
to the specific feasibility questions.

Theme 1 relates to the recruitment methods and procedures that made it feasible
to recruit a sufficient sample and ensure participants were comfortable participating in
the study. This included: (a) finding the right participants, (b) making it easy to
participate, (c) finding the right strategy, and (d) having a data collection process that
was acceptable. Theme 2 described the specific challenges that were encountered,
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including: (a) technological factors (e.g., internet connectivity issues, visibility of
participants), (b) environmental factors (e.g., impact of using virtual backgrounds,
presence of family members), (c) participant factors (e.g., uncertainty about facial
features, emotions and affect, purpose of VCV), and (d) training factors (e.g.,
instructional challenges, uncertainty about level of BIPR intensity). Theme 3 focused
more specifically on how technological issues had an impact on the recording and

editing of the VCV as well as the participants’ comfortable level.

4.3.3 Feasibility of Recruitment

Nurses were initially recruited for the study beginning in August of 2022.
Strategies included attending staff meetings and emailing nurses thought to be
conducting VCVs. Of 40 nurses recruited, 18 were eligible and 13 enrolled (73%). Three
of the enrolled nurses did not have any patients enroll in the study and therefore did not
participate in a VCV recording. Nurses who declined participation indicated that they
did not have time due to staffing shortages or did not feel that they were doing enough
VCVs. Once nurses were enrolled, the study coordinator monitored the nurses’
schedules for upcoming video visits and assessed the eligibility of their patients for the
study. Patients were emailed information about the study and then called if they did not
respond to the study email. Most patients did not respond to the email (104 patients) but

spoke to the study coordinator about the study during the follow-up phone call (59
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patients). Of 117 patients recruited for the study, 110 were eligible and 33 enrolled in the
study (30%). Reasons for declining participation included not being interested (10
patients) and feeling overwhelmed or too sick to volunteer for the study (6 patients).
Although three patients declined to enroll in the study due to privacy concerns,
participants seldom had questions or raised concerns about the privacy of the recorded
VCV during the consent process. Table 11 provides a summary of the recruitment and

enrollment.
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Table 11: Recruitment and Enrollment

Contact  Recruitment Eligibility = Reasons for Rate of

method Volume and Declines when  Enrollment

and gender shared of Eligible

response (frequency) Participants

rate (frequency,

(frequenc %)

Y, %)
Nurse Email N =40 N=18 -Not interested (13, 72.2%)
Recruitment response 3 males in participating

rate 26/40 37 females (1)

(65%) -Not enough

In-person time due to

contact staffing

(18) shortages (2)

Referral -Not doing

by enough VCV

another (1)

participa

nt (2)
Patient Email N =117 N =110 -not interested (33, 30.0%)"
Recruitment response 77 males (10)

rate 40 females -overwhelmed

13/117 or too sick (6)

(11%) -privacy

Response concerns (3)

to follow- -too busy to

up phone participate (3)

contact -nervous about

59/104 VCV (2)

(57%)

45

patients

did not

respond

to email

or phone

outreach
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Note. Three patients who enrolled in the study were not able to provide video visit
recordings. One patient did not attend the visit, and video visits for two participants
were converted to telephone encounters when the patients’ video cameras were not
functioning.

4.3.4 Feasibility of Study Procedures

Only three planned VCV recordings were not completed, one due to the patient
missing the appointment and two because patients had malfunctioning cameras
requiring the VCV be converted to a telephone encounter. Without exception, the nurses

remembered to invite the research coordinator into the VCV to facilitate the recording.

4.3.4.1 Recording and editing processes

Qualitative data from the study memos indicated no issues using Camtasia to
record and edit the VCV recordings. The editing process included de-identification of
participants’ names, covering third parties (i.e., family members) who participated in the
VCV, and editing out the full names of other clinicians mentioned during the recording.
There was no indication in the Coding Log that coding team members found these edits
interfered with the coding process. However, the coding log did note that participants’
positioning in relationship to the camera and the use of a virtual background during the
VCVs made it more difficult at times to see participants’ facial features, which impacted

the ability to code for positivity resonance.
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4.3.4.2 Internet connectivity within videoconferencing visits

As noted previously, two planned VCV recordings were canceled when patients
were unable to activate the video during their Zoom VCV. It was unclear whether this
activation issue was related to connectivity issues, technical difficulties (i.e., camera was
not properly connected to Zoom) or the patient’s inexperience with the technology.
However, internet connectivity issues were apparent in the recordings as evidenced by
poor quality in the audio and visual components during the VCVss. Challenges included
poor quality audio, interruptions requiring patients to reenter the VCV meeting room,
and buffering with lags in audio and visual components. The study coordinator
monitored these challenges during the recording process to alert coders of these
potential coding challenges. Team members identified the individual bins that had
internet connectivity issues while coding the VCV recordings. As noted in Table 8, a
total of 1371 bins were coded by the team of which 130 included some internet
connectivity issue (9.48%). Twenty-two of the 30 VCV recordings had a least one bin
with an internet connectivity issue. The number of bins within each recording with
internet connectivity issues ranged from 1-73 bins (M = 4.33, SD = 13.54). Coding team
members made 40 comments in the coding log related to internet connectivity issues.
Some comments indicated that internet connectivity issues made observation of
behaviors more challenging (e.g., “video distortion/freezing made it challenging to code
certain bins”), while others noted that behaviors were still observable (e.g., “buffering
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but could still see shared smiles and hear laughter”). Of the 40 comments on internet
connectivity, 13 indicated this issue may have impacted the coding of a specific bin. As
noted in Table 13, although internet connectivity issues were noted by some of the study
participants, only two participants indicated a related impact on their sense of
connection with the patient or nurse during the VCV.

Table 12: Acceptability of Study Procedures, Nurse and Patient Evaluation

Survey Item Frequency (%) for Frequency (%) for
Nurses (N = 28)! Patients (N = 29)

Were there issues with the internet

during this video visit?

Yes 4 (14.3) 6 (6.9)
No 24 (85.7) 23 (93.1)

Did the internet issues impact your

ability to feel connected with your

patient/nurse during the video visit?

Yes 2 (50) 0(0)
No 2 (50) 6 (100)

How comfortable were you with
having your video visit recorded?

Very Comfortable 22 (78.6) 27 (93.1)
Comfortable 6 (21.4) 2 (6.9)
Slightly Uncomfortable 0 (0) 0 (0)
Very Uncomfortable 0 (0) 0(0)

Did you have problems completing
the questions??

Yes 0 (0) 6 (30.7)
No 27 (96.4) 21 (72.4)
Undecided 1(3.6) 2 (6.9)
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Did the questions seem related to
the health care visit??

Yes 27 (96.4) 22 (75.9)
No 1(3.6) 3(10.3)
Undecided 0 (0) 4(13.8)

If yes, how? (Option to select more

than one)

Feeling connected with my 26 (92.9) 19 (65.5)
patient/nurse is important to me

Having a shared experience with 25 (89.3) 18 (62.1)
my patient/nurse makes things

better

It resonates/matches with my 23 (82.1) 20 (69.0)
experience in this visit with my

patient/nurse

If not, why not? (Option to select

more than one)

I did not relate to the experiences 0 (0) 0(0)
described

Having these types of experiencesis 0 (0) 0(0)
not important to me

While these experiences are nice, 0(0) 0(0)
they are not that important to

treatment

Would you be willing to participate

in future research?

Yes 28 (100) 29 (100)

No 0 (0) 0(0)
Note. 'Nurses completed the survey for each VCV recorded. *These items refer to
questions within the survey asking participants to describe the proportion of time
during the VCV (from 0 to 100 percent) that pertained to their experience of the qualities
of positivity resonance as described by the P-PR measure.
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4.3.4.3 Perceptions of study participants

The study procedures were highly acceptable to the study participants with no
withdrawals from the study. Although one question in the demographic questionnaire
was found to be confusing, the study coordinator was able to assist participants in
completing it during the consent process. Almost all participants completed the
electronic post-visit questionnaire (95%) despite it being optional, and the responses to
the survey showed high acceptability of the study’s procedures. Survey responses
indicated that participants felt comfortable or very comfortable with having the VCV
recorded (N =57, 100%) and would be willing to participate in future recordings of their
VCV (N =57, 100%) (see Table 13). As one nurse in the study stated, “I sorta forget that
you are recording, so I'm happy to help.” Although no patients requested that the
recordings be paused at any time during the VCVs, the qualitative data indicate that
knowing this option was available made the participants feel more comfortable with
participating. Sensitive material shared during one VCV was edited from the recording
prior to coding, although neither the nurse nor the patient requested that the material be

edited. There were no adverse events identified during the study.

4.3.5 Feasibility of Using Behavioral Indicators of Positivity
Resonance to Code Nurse-Patient Videoconferencing Visits

The coding team successfully completed coding of the 30 VCV recordings over

the course of several weeks. The data collection process was successful, with only three
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bins requiring cleaning prior to statistical analysis. The interrater reliability (IRR) of the
coding team’s use of BIPR was assessed both prior to and during the coding process.
Prior to initiating the coding process, the Cohen’s Weighted Kappa between each team
member and the anchor coder ranged from .636 to .842. During the study, Cohen’s
Weight Kappa ranged from .575 to .752, with reliability improving to .742 to .807 when
BIPR coding was compressed to represent an absence of positivity resonance (score of 0)
or presence of positivity resonance (score of 1 or 2). Interclass correlation coefficients
were greater than .8 in the compressed and original BIPR models. Tables 14 and Table 15

provide additional detail.
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Table 13: Interrater Reliability, Weighted Cohen's Kappa as Measured Over

the Course of the Study
IRR After Training Course Using BIPR Intensity Levels 0-2
with Mock Recordings!

Cohen’s 95% lower 95% upper p

weighted kappa confidence limit confidence limit

coefficient
Coder 1 483 122 844 <.001
Coder 2 757 .500 1.000 <.001
Coder 3 907 746 1.000 <.001
Coder 4 .654 379 929 <.001

IRR Prior to Coding Study Data Using BIPR Intensity Levels 0-2!
Cohen’s 95% lower 95% upper p
weighted kappa confidence limit confidence limit

coefficient
Coder 1 .842 719 964 <.001
Coder 2 .833 .706 .960 <.001
Coder 3 .636 474 .798 <.001
Coder 4 .676 527 .825 <.001

IRR After Coding Study Recordings Using BIPR Intensity Levels 0-2!

Cohen’s 95% lower 95% upper p

weighted confidence confidence

kappa limit limit

coefficient
Coder 1 716 670 761 <.001
Coder 2 752 .705 799 <.001
Coder 3 575 529 621 <.001
Coder 4 716 .667 765 <.001

'Note. The Cohen’s weighted kappa coefficient was calculated to demonstrate the level
of agreement two coders at a time (between each of the listed coders and the anchor
coder). The anchor coder had expertise in coding with the behavioral indices of
positivity resonance (BIPR). Cohen’s weighted kappa was used because the coding
variable was ordinal. This analysis evaluates the IRR based on coding each bin with a 0,
1, or 2 based on level of intensity using training videos.
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IRR After Coding Study Recordings Using Compressed BIPR Intensity Levels:
Absent (0) or Present (1 or 2)

Cohen’s 95% lower 95% upper p

weighted confidence limit confidence limit

kappa

coefficient
Coder 1 795 744 846 <.001
Coder 2 .807 757 .857 <.001
Coder 3 742 .690 794 <.001
Coder 4 770 717 823 <.001

Note: This analysis evaluates the IRR based on a compressing the BIPR codes to
represent an absence of positivity resonance (bins scored as 0) or presence of positivity
resonance (bins scored as 1 or 2) during coding of the study data.

Table 14: Interrater Reliability, Intraclass Correlation

IRR After Coding Study Recordings Using BIPR Intensity Levels 0-2

Intraclass 95% lower 95% upper p
correlation’ confidence limit confidence limit
Single Measures 8712 721 960 <.001
Average 9713 928 992 <.001

Measures

IRR After Coding Study Recordings Using Compressed BIPR Intensity Levels:
Absent (0) or Present (1 or 2)

Intraclass 95% lower 95% upper p
correlation! confidence limit confidence limit
Single Measures  .908? 801 970 <.001
Average .980° 953 994 <.001

Measures

Note. The intraclass correlation was used to assess the IRR using the average BIPR
scores for the recordings that were coded by all team members (N = 10). Two-way mixed
effects model where people effects are random and measures effects are fixed. 'Type C
intraclass correlation coefficients using a consistency definition. The between-measure
variance is excluded from the denominator variance. 2The estimator is the same, whether
the interaction effect is present or not. *This estimate is computed assuming the
interaction effect is absent because it is not estimable otherwise.
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A mean positivity resonance score for each VCV recording was calculated by
totaling the BIPR score from each bin in a recording and dividing by the total number of
bins in the recording. The length of the VCV could not be controlled in this study as the
number of bins per VCV recording ranged from 7 to 102 (M = 45.77, SD = 25.25). An
average BIPR score was calculated for each recording (N = 30) using BIPR intensity
levels 0-2; these scores ranged from 0.11 to 1.15 (M = 0.395, SD = 0.237, Median = 0.295).
See Table 8 for details. The frequency of bins scored as 0, 1, and 2 were explored to
identify the intensity of BIPR in the VCV recordings and can be seen in Table 16. Most of
the bins were scored as 0, indicating an absence of BIPR (73%); however 27% of the bins
had evidence of BIPR (20% with an intensity of 1, and 7% with an intensity of 2).

Table 15: Frequency of BIPR Intensity by Bin

BIPR Bin Score  No. of Bins: Frequency (%)

0 1001 (73.0)
1 271 (19.8)
2 99 (7.2)

Note. This represents the frequency of BIPR scores of 0, 1, or 2 in each bin for the 30
video visit recordings (1371 total bins) as scored by the anchor coder.

BIPR  Anchor Coder 1 Coder 2 Coder 3 Coder 4

Bin Coder No. of Bins: No. of Bins: No. of Bins: No. of

Score No. of Bins: Frequency Frequency Frequency Bins:
Frequency (%) (%) (%) Frequency
(%) (%)

0 382 (75.1) 351 (69.0) 378 (74.3) 365 (71.7) 380 (74.7)

1 93 (18.2) 100 (19.7) 99 (19.5) 38 (7.5) 103 (20.2)

2 34 (6.7) 58 (11.3) 32 (6.2) 106 (20.8) 26 (5.1)

Note. This represents the frequency of BIPR bin scores of 0, 1, or 2 for the 10 video visit
recordings (509 total bins) that were scored by all five coding team members.
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Qualitative analysis of the coding log, challenge log, and study memos found
that although technological, environmental, participant, and training factors can present
challenges to coding VCV recordings, positivity resonance was identifiable in the
telehealth video visits. A word frequency analysis of coding log text-based data found
coder comments directly related to the BIPR criteria used in the study. The most
frequently used terms in the coding logs were smile and forms of smile (1012), laughter
and forms of laughter (227), chuckle and forms of chuckle (154), and shared or forms of
share (881). Technological factors that were challenging included connectivity issues and
reduced visibility of participants when the nurse choose to share her video screen
during the visit. In addition, coders indicated that the bins that separated the recording
into 30-second segments made it hard to code behaviors that spilled from one bin into
the next. The use of devices other than computers by patients (i.e., smart phones and
tablets) did not impact coding. Coders indicated that the use of virtual backgrounds
appeared to blur facial features occasionally, making it more difficult to code. The
presence of a third party in the VCV also made coding “tricky,” according to one coder,
“because the family member starts off the positivity resonance and it bounces around to
the patient and nurse.” Participant factors were frequently mentioned as making coding
challenging; for example, the distance the patient was from the camera, the presence of a

face mask or facial hair, and the patient’s looking away to take notes. Coding team
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members also noted that it was sometimes challenging to distinguish between grimaces
and smiles or to determine whether facial expressions represented a “soft smile” or
neutral affect. Using the context of the conversation was noted to be useful in these
situations. Team members noted that empathy, compassion, and gratitude were often
shared within the nurse-patient dyad and that this could occur both with and without

behaviors such as smiling.

4.3.6 Feasibility Perceived Positivity Resonance Measure

Participants were asked in the post-visit survey whether they had had difficulty
completing the P-PR questions and whether the items had been related to their health
care visit. None of nurse participants indicated that they had had difficulty answering
these questions; however, 31% of patients indicated having had difficulty. Most
participants (96% of nurses and 76% of patients) indicated that the questions seemed
related to their health care visit. Although this data suggests that most participants
understood and related to these questions, several patients provided additional
teedback within the survey textbox or via email after the VCV. One patient indicated
that they were more interested in getting information during their VCV and that being
“in tune” with the nurse was appreciated but less important. Another patient shared
that they didn’t really understand the questions but would give the nurse a grade of

100% for each question because “she was great. . . I found her personable, helpful, and
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she listened.” Finally, a third patient shared, “It is hard to put a number on a mutual
feeling or need, for me, since I don’t know [what] the nurse feels.”

The internal consistency of the P-PR measure’s 7 items was explored using
Cronbach’s alpha. High alpha scores were found for both the patient sample (a = .966)
and nurse sample (a =.893). Given the high internal consistency between items, an
average P-PR score was calculated for both groups. Patient scores (N = 29) ranged from
21.43 to 100 (M =92.50; SD = 17.32), and nurse scores (N = 28) ranged from 64.29 to 100
(M =96.96; SD =7.38).

Nonparametric Spearman’s rho correlation coefficient, selected due to the lack of
variability and non-normality in the data, did not find significant relationships (2-tailed)
between nurse P-PR and BIPR (N = 28; p =.048; p = .808) or patient P-PR and BIPR (N =
29; p=.031; p = .871) using BIPR intensity levels 0-2. In addition, the correlation
coefficient found no significant relationship (2-tailed) between nurse P-PR and patient P-
PR (N =27; p=.274; p=.167). Table 17 provides descriptive statistics of P-PR and

average BIPR scores, and Table 18 has the correlational analysis.
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Table 16: Descriptive Statistics, P-PR and BIPR

Variable N Minimum Maximum Mean SD  Skewness
(Median)

Average 29 21.43 100.00 92.08 17.90 -3.20

PPR (100.00)

Score

(Patient)

Average 28 64.29 100.00 96.87 7.50 -3.58

PPR (100.00)

Score

(Nurse)

Average 30 0.11 1.15 039  0.237 1.36

BIPR 0-2 (0.295)

Average 30 0.11 0.77 0.307  0.161 1.013

BIPR 0-1 (0.257)

Note. N = sample size, SD = standard deviation

Table 17: Nonparametric Correlations Between P-PR and BIPR

Average PPR Average PPR Score Average BIPR 0-2
Score (Patient) (Nurse)
Average PPR
Score (Patient)
Average PPR p=0.274
Score (Nurse) p=0.167
N =27
Average BIPR 0-2 p=0.031 p=0.048
p=0.871 p=0.808
N =29 N =28
Average BIPR 0-1 p =0.066 p=0.032 p=0.956
p=0.733 p=0.870 p =0.000
N =29 N =28 N =30

Note. Spearman’s rho (p), 2-tailed significance level (p)
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4.3.7 Adequacy of Resources and Skills
4.3.7.1 Time required for training and coding

The overall time required to train a coding team to use the BIPR was
approximately 12 hours, which included the time that team members spent completing
the initial training course (9.392 hours, SD=0.197, range 9-9.5 hours) and a 2.5-hour
meeting prior to coding the study videos. Training time involved asynchronous
activities, completing coding assignments, synchronous meetings, and conflict
resolution sessions. Collectively, the coding team required 4228 minutes or 70 hours and
28 minutes to code the final study recordings. The anchor, who coded all 30 VCV

recordings, required 1375 minutes to code 1373 bins, or roughly 1 minute per bin.

4.3.7.2 Adequacy of Training

Survey feedback from team members on the initial training program activities
indicated that the course environment was engaging, relevant, and supported learning.
Self-reported level of confidence (1 = not confident, 2 = developing confidence, 3 =
confident) in engaging in behavioral observational coding was high (M =2.4, SD = 0.49),
with 4 out of five team members feeling confident after the initial training course.
Effectiveness of the training course was also reflected in the interrater reliability
achieved at the end of the course, with Weighted Cohen’s Kappa coefficients of .483,

.654, .757, and .907. IRR improved after the refresher training and was sufficient during
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the study period as evidenced by both adequate Cohen’s Kappa and ICC coefficients as
previously noted in Table 13.

Qualitative analysis of the data from the study coding logs and memos found
that it was challenging to articulate in the training materials and meetings how to
differentiate between levels of BIPR intensity (1 and 2). Comments in the coding logs
such as “hard to decide between 1-2,” and “ugh, so tough, could be a 2 as well” verified
that coding team members continued to find these aspects challenging, even after the
training. The coding instructions were also unclear on what to do when participants’

facial features were not visible, but they could be heard laughing.

4.4 Discussion

This feasibility study allowed us to (a) explore the feasibility, logistics, and
acceptability of video recording nurse-patient dyads, and (b) evaluate the feasibility of
using BIPR and P-PR to measure rapport in nurse-patient VCVs. Challenges were
identified, and recommendations will be offered to improve our future studies; overall
however, the study procedures were found to be feasible and acceptable to nurse and
patient participants. An adequate sample of participants were enrolled and retained in
the study. Training a coding team to use BIPR reliably was reasonable, and the study
found evidence of positivity resonance in all 30 video visits.

To organize this discussion, we will return to the feasibility framework proposed

by Orsmond and Cohn (2015) that informed our study design: (1) Can eligible
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participants be recruited? (2) Are the measures appropriate for the intended population
and purpose of the study? (3) Are the study procedures feasible for the participants and
the research team? (4) Does the research team have the resources and ability to

accomplish the study?

4.4.1 Recruitment and Retention of Participants

Recruiting nurses for the study was initially challenging. The approach of
attending staff meetings to recruit nurse participants was unsuccessful as few nurses
doing VCVs attended the meetings. Reaching out to nurses who were conducting VCVs
by email also had limited effectiveness; however, speaking with these individuals in
person was highly successful. Only two nurses who were eligible for the study declined
enrollment when approached in person. Nurses participating in the study were
enthusiastic and referred additional nurses, who also enrolled. Finding the right
audience was essential and required requesting data on VCV volume and identifying
which nurses to approach. Finding short breaks in a nurse’s schedule and approaching
them one-on-one during those times was most effective. Communicating clearly and
succinctly what was involved in participating in the study and connecting the study’s
research question to aspects of care valued by nurses was also very helpful. Originally,
we described the study as exploring nurse-patient experiences in telehealth
videoconferencing but discovered that nurses were much more interested when we

indicated that the study was focused on the development of rapport.
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It was important that the study procedures, including the consent process, take
as little time as possible. Initial study procedures were amended, allowing nurses to
consent by email. Originally, the study asked participating nurses to assist in
identification of potential patients, but the nurses did not view this request favorably
given their demanding work schedules. After this responsibility was shifted to the
research coordinator, nurses were much more receptive. Similar to our experience,
Bruneau et al. (2021) found that recruitment of nurses and nurse practitioners was
enhanced by articulating briefly and clearly their role in the study as well as the study’s
relevance to issues of importance in nursing. In addition, their study found that
connecting with nurses face-to-face allowed them to address concerns and reinforce the
value of their participation in the research, all of which enhanced enrollment.

Few participants vocalized in the current study expressed concerns about being
recorded during the VCVs, which is consistent with findings from a recent study by
Henry et al. (2020). In that study, only 7 of 134 eligible patients (5%) declined
participation due to discomfort with being video recorded, while none of the 62 patients
declined participation in audio recording within the same study population. Although a
small number of patients indicated a concern for privacy as a reason to decline
participation in this study, this concern was not an obstacle to recruiting an adequate
study sample. None of the nurses expressed concern or asked questions related to

privacy or liability during the recruitment process, but we cannot rule out that such
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concerns were why some nurses chose not to participate. Interestingly, one nurse
participant inquired about obtaining access to view the video recordings in which they
had participated as a strategy for improving their practice. Although privacy was not a
major concern for participants in our study, the privacy and security of the study data
during recording, editing, and coding procedures was essential in receiving IRB
approval. Future investigators using videoconferencing recordings will need to
understand and carefully follow the institutional guidelines for the secure collection,
storage, and use of video recording data, and our study demonstrates that these
procedures are not unreasonable or prohibitive. Other studies have successfully
navigated these requirements in the clinical environment; of note, a recent systematic
review of video-based observation research in outpatient health care settings included
47 studies in which clinical encounters were video recorded (Golembiewski et al., 2023).
Once nurses who were actively conducting VCVs had been identified, and
changes had been made to the processes for nurse consent and study participation, the
study coordinator was able to enroll nurses easily and recruit patients for the study, thus
it was feasible to enroll 2-5 patients a week and successfully record 30 nurse-patient
dyad VCVs within 10 weeks. The 73% enrollment rate for nurses in the study is higher
than the 56% mean clinician participation rate reported by Golembiewski et al. (2023).
Informing patients of the opportunity to participate in the study a week prior to

their upcoming VCV and then following up with a phone call was productive. Like the
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nurses, patients were receptive when they realized that completing the consent and
study procedures would require little time and could be done remotely. The desirability
of participating in videoconferencing studies related to these conveniences has been
noted by other researchers (Archibald et al., 2019; Weller, 2017). Our 30% patient
enrollment rate is less than the mean (71%) patient enrollment rate in the studies
reported by Golembiewski et al. (2023); however, they noted that only in 34% of the
studies in their systematic review were patients approached about study participation in
advance of their clinical appointments, as is recommended for ethical research practice.
Our results indicate that it is feasible to recruit a sufficiency of nurse-patient dyads in a

reasonable amount of time for a study involving the recording of VCVs.

4.4.2 Acceptability of Study Procedures

Survey data from participants, qualitative data collected by the research team,
and the absence of any withdrawals from the study indicate that most participants felt
comfortable with the study procedures. Although some revisions to the study’s
procedures and coder training were identified which will inform and improve future

studies, overall, the procedures were well received and effective.

4.4.2.1 Recording Procedures

Qualitative data suggests that the nurse participants” willingness to participate in
multiple recordings was ensured by the research coordinator’s rapport and use of

personalized and supportive yet nonintrusive reminders (emails, and text messages). In
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addition, the study team made a conscious decision to refrain from making the
environmental conditions or positioning of participants too prescriptive prior to the
recording. Participants were encouraged to use a computer if available; however, some
participants used tablets and smartphones, and this did not negatively impact the
coding process. Participants were asked to keep their facial features and gestures visible,
and the study coordinator helped patients to resolve video, audio, and positioning
issues during the videoconferencing consent meeting; this increased the chances that
these factors were sufficient during the VCV recording without increasing the burden on
nurse and patient participants or extending the time required for the VCV. Ongoing
support that is respectful and kind in relation to nurse participants’” time is as critical to
study retention as it is to recruitment (Bruneau et al., 2021). Although the environment
and participants’ distance from the camera sometimes made the coding process more
challenging, none of the completed recordings were unusable.

Nurse and patient participants were given an opportunity in the post-visit
survey to offer suggestions for improving the comfort of the recording procedures;
although no suggestions were offered, it was encouraging that none of the participants
withdrew from the study or indicated that they were uncomfortable or unwilling to
participate in future research that required video recording of their care encounters. As
some of the patient participants expressed, knowing that the video recording could be

paused upon request was comforting, although no such requests were made.
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4.4.2.2 Internet Connectivity

Internet connectivity problems impacted 9.48% of the recorded VCV bins, but
qualitative data from coding team members and survey data from participants indicated
that these issues did not significantly impact rapport building in the VCVs or the ability
to observe positivity resonance. All 30 VCV recordings were able to be behaviorally
coded. Our results are comparable to studies described by Perry et al. (2021) with a
similar research design. In these studies, 94-95% of recordings had adequate audio/video
quality to be behaviorally coded (Perry et al., 2021). While coding the recordings in our
study, our research team became aware that our internet connectivity had the potential
to interfere with accurate coding of the VCV. Coding team members were required to
watch the recordings on the secure server to ensure data security, which at times created
lags. This challenge has been identified in other studies (Henry et al., 2020). Although
our research coordinator made notes when major internet connectivity issues were
evident during the VCV recording process, close monitoring and documentation of
these issues was not part of the study procedures. Although coders noted the presence
or absence of internet connectivity issues on a bin-by-bin basis, it is uncertain whether
issues identified were the result of internet connectivity problems during the VCV or

while viewing the recoding during the coding process.
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4.4.2.3 Coding procedures

Qualitative data from the coding and procedural logs demonstrated that
procedures were generally effective. For example, minimal cleaning of the BIPR data
was required prior to analysis, and no problems were identified related to use of the
coding log or access to the recordings; however, tangible suggestions for ways to
improve coding instructions included more specific directions on how to code bins
when participants were not fully visible but evidence of positivity resonance (i.e.,
laughter) was present, or when smiles were hard to detect due to facial hair or
downward gazes. Perry et al. (2021) similarly found it necessary to identify common
circumstances that arose during their recordings of in-home conversations along with
specific protocol instructions on how to respond to ensure a systematic process for their
observational procedures; these instructions are important for both recording and
coding procedures and instruction.

During the training, it was challenging provide sufficient instructions to support
the coding process without being too specific or prescriptive, in part due to the global
nature of the BIPR measure. Because BIPR, as described by Otero et al. (2019, p.3), was
designed to “capture the gestalt of positivity resonance at the macrolevel,” coders were
instructed to make one rating for each 30-second bin based on a single prompt. This
prompt included assessing for the presence (at two levels of intensity) or absence of
behaviors as well as the context of mutual care and concern within a conversational
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encounter. Qualitative data suggest that team members continued to find it difficult to
differentiate certain facial expressions in participants (i.e., smiles from grimaces, soft
smiles from resting facial expressions). Although the terms smile, laughter, and shared
were, as expected, frequently reported in the coding logs, other behavioral terms
indicating mutual care, a concern, or attentiveness (i.e., head tilts and nods) were
notably absent. This may have been related to an emphasis during training on the
behavioral signs of positivity resonance that are easiest to identify (i.e., laughter, visible
smiles). Lack of identification of more subtle behavioral indicators (i.e., head nods and
tilts) may have resulted in an underestimation of the level of BIPR in some encounters.
Recommendations for our future study include additional coding practice sessions with
discussions, using training recordings of spillovers, about the presence of family

members, difficult facial expressions, and the subtle signs of positivity resonance.

4.4.2.4 Training Acceptability and Interrater Reliability

Training and execution of the coding process using BIPR was not only
acceptable, as described previously, but also effective as indicated by the ability to
establish interrater reliability (IRR). IRR testing using both Weighted Cohen’s Kappa
and Interclass Correlational Coefficients (ICC) indicated good to excellent reliability
among the coding team members. According to Heyman et al. (2014), Kappa scores of
.60 to .74 are considered good, and .75 and above excellent; ICC scores should exceed .7,

with .8 and above considered very good. This suggests that BIPR is a measure that
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research team members can be trained to use reliably for the observation of telehealth
nurse-patient VCVs. Reliability was higher when the coding scheme was (0,1) but still
excellent between four out of our five coding team members with all three BIPR

intensity levels (0, 1, 2) used.

4.4.3 Appropriateness of Study Measures

Evaluation of the appropriateness of BIPR and P-PR was an important
component of this feasibility study because neither measure has been used to explore

nurse-patient dyadic interactions or within the context of health care.

4.4.3.1 Behavioral Indicators of Positivity Resonance

Positivity resonance was evident in all 30 nurse-patient VCV recordings. Most of
the 30-second bins within each encounter did not contain evidence of positivity
resonance, which is to be expected as much of the nurse-patient encounters included
information sharing. However, the research team identified behaviors of positivity
resonance of some level of intensity in over a quarter of the encounter bins (27%), with
shared smiles and laughter being the most frequently identified behaviors. Although no
other studies using the BIPR measure in nurse-patient encounters are available for
comparison, other qualitative studies have identified smiles and laughter as common in
nurse-patient encounters. O'Baugh et al. (2009) reported that the common occurrence of
smiles shared between nurses and patients during chemotherapy in an outpatient

setting. Similarly, James et al. (2020) found the convergence of laughing, smiling, and
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eye contact were the most common nurse-patient behaviors in chronic disease
consultations. Additional research is needed to further establish norms of frequency,
contextual relevance, and the importance of these behaviors in relationship to nurse,
patient, and dyadic outcomes, but our coding team was able to identify positivity

resonance clearly within the VCV recordings.

4.4.3.2 Perceived Positivity Resonance

Internal consistency of the P-PR items was strong, with high Cronbach’s alpha
scores in both the patient and nurse samples, consistent with what has been reported
when it is used in other populations (Major et al., 2018; Prinzing et al., 2020; West et al.,
2021); this is an indication that a smaller subset of the items would be sufficient in future
studies. Interestingly, nonparametric Spearman’s correlation coefficient did not find a
significant relationship between nurse-perceived positive resonance and BIPR or patient
-perceived positive resonance and BIPR. In addition, Pearson’s correlation coefficient
found no significant relationship between the nurses’ P-PR and patients” P-PR. This
statistical analysis was exploratory, and it is possible that the results are related to the
non-normality of the data, lack of variability, or the fact that BIPR is an objective variable
while P-PR is subjective. It is also possible that the participants” perceptions of positivity
resonance are not consistent with their behaviors, and that their responses to the P-PR
items were influenced by a need to conform to socially desirable behaviors. This may

have been especially true for the nurse participants, who had an obligation to provide
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professional nursing care. In addition, it is possible that participants behaved differently
because they knew that the VCV was being recorded, a confounding factor commonly
called the Hawthorne effect. Although social desirability and the Hawthorne effect
cannot be ruled out, studies have shown that participants quickly forget that they are
being recorded (Henry & Fetters, 2012; Henry et al., 2020), and this seems more likely to
occur during a VCV, when the presence of the recording process is essentially invisible.
In fact, one nurse explicitly stated that she forgot about the recording when the visit
began. In addition, previous use of P-PR required participants to capture and evaluate
non-health care experiences over longer periods of time, such as days and multiple
experiences, using a diary. This may make it less applicable in the context of a single
nurse-patient encounter, such as those observed in this study.

It will be important to consider other measures or methods to validate the
construct of positivity resonance within health care encounters. These could include
other self-report measures that evaluate high-quality connections, positive emotions or
affect, attentiveness, trust, perceived responsiveness, and satisfaction. Some of these
measures have been used in other studies of embodied rapport and the use of BIPR
(Vacharkulksemsuk & Fredrickson, 2012; West, et al., 2021). In addition, it may be
worthwhile to explore other coding systems that have been used to evaluate para- and
nonverbal indicators in health care encounters, such as those used by D’Agostino and

Bylund (2011, 2014) and James et al. (2020). These measures could provide a more
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complete and accurate evaluation and help delineate how rapport in health care
encounters may be similar or different than positivity resonance. Furthermore, more
traditional content analysis of the nurse-patient VCV could be employed in future
analysis to provide a more detailed description of the positivity resonance or rapport in
these encounters. During the current study, both procedural and analytical memos were
used to collect qualitative data about the context of the nurse-patient VCV, including
factors that may have influenced positivity resonance. Questions were asked about the
use of self-disclosure, shared emotions such as empathy and compassion, the purpose of
the VCV, and whether the dyad had an established relationship. Although an analysis of
these comments was not included in this feasibility study, incorporating content analysis
of the conversational and contextual data in a full-scale study could provide more

comprehensive evaluation of the use of BIPR and P-PR in health care encounters.

4.4.4 Reasonable Resource Requirements

We found that we could effectively train a coding team and reach reasonable IRR
within 6-weeks with 12 hours of instruction and coding practice. Other researchers have
reported more consolidated training over 2 weeks with similar IRR (Otero et al., 2019;
Wells et al, 2022). Recently, confirmatory factorial analysis has shown the theorized
covariance of positivity resonance components and shown strong association between
the BPIR measure and a group of latent measures (Wells et al., 2022), which suggests

that future research can utilize BIPR alone to measure positivity resonance efficiently
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and effectively. Each video required approximately 1 minute of coder time per bin. To
provide the appropriate overlap in the coding process, our team required just over 70
hours to completely code the study’s videos. Few studies report the time required for
training and data analysis, which makes it difficult to compare our resource utilization
to other projects; however, the time required was manageable for our small nursing
research team. Additionally, the technologies we used to record and edit the videos and
train our coding team leveraged educational resources already available in many
academic nursing environments. Taken together, the efficiency of the coding system and
the ability to use readily available academic resources make this type of research
reasonable.

Overall, our analysis suggests that it is feasible to train a coding team and
develop the procedures necessary to measure positivity resonance in VCVs using BIPR.
The study’s procedures were largely acceptable and effective. The challenges and
problems that were identified can be reasonably addressed (as summarized in Table 19)
and should support the success of a larger full-scale study.

Table 18: Key Recommendations for Future Full-Scale Study

Challenges or Problems Recommendations for Full-Scale
Identified in Feasibility Study
Study
Recruitment and -Enrollment of nurse -Plan on face-to-face recruitment
retention of participants of nurses after identifying those
participants -Concerns about any who are conducting VCV
additional burden from
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study procedures due to
staff shortages/burnout
(nurses) and overwhelming
nature of cancer treatment
(patients)

-Email patients one week prior to
VCV and follow up with phone
call

-Emphasize ease of procedures
and option of pausing of
recording VCV when needed
-Ensure study procedures are
respectful of participants” time
-Build rapport with participants
throughout study procedures
-Plan on recruiting enough dyads
to allow for missed appointments,
internet connectivity issues that
will preclude coding of some
recordings

Study procedures

-Internet connectivity issues
-Participant positioning in
relation to camera to allow
optimal coding

-Include specific instructions on
how to manage internet
connectivity issues (i.e., recording
audio only if video not available)
-Use the consent meeting with
patients to review and practice
positioning in front of camera to
improve visualization of facial
features

-Enhance data captured in log of
video recordings to include issues
related to positioning, internet
connectivity, third party
involvement that could impact
coding and assist with
determining whether recording is
sufficient to allow accurate
coding.

-Consider deleting bins with
significant connectivity issues to
enhance reliability of coding and
total BIPR scores of each
encounter.
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Training, -Uncertainty among -Larger sample will require

instructions, and research team members on | regularly scheduled meetings

procedures related | the coding of bins with with coders to maintain reliability

to use of BIPR spillovers, subtle facial - Modify coding instructions and
expressions, and provide additional training
unexpected scenarios exercises focused on difficult-to-

code and unexpected scenarios
-Encourage coders to pay
attention to other types of
synchronous behaviors such as
head nods and tilts

Study Measures -Lack of correlation -Consider other possible
between nurse and patient measures and methods (i.e.,
P-PR scores as well as P-PR | content analysis) to explore

and BIPR validation of the construct of
positivity resonance within health
care encounters

-Consider more purposive
sampling techniques to facilitate
recruitment of a more diverse
participant population and
increased variability in the data.

4.45 Limitations

This feasibility study was conducted on a relatively small convenience sample of
nurse-patient dyads with little racial or ethnic diversity. Nurses were experienced and
highly educated, and most patients were experienced with using videoconferencing
technologies. These characteristics may not be representative of most patients with
cancer and their nurses, and along with the selection bias that can inevitably accompany
research studies, may limit the ability to generalize our study findings to patients and

clinicians with less access to and experience with videoconferencing technology, or to
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those who choose not to participate in research. In addition, the non-normality and lack
of variability in the data made conclusions based on the correlational data tenuous.
Although member checking was not incorporated into the study protocol, multiple
strategies were employed to improve the trustworthiness of findings including the (a)
use of multiple sources of data and identification of how these were linked to the results,
and (b) maintenance of a codebook and audit trail of procedural and analytical

decisions.

4.4.6 Future Research

Observational studies have the potential to improve clinical practice, educational
interventions, and policy decisions by providing more direct and real-time evidence of
practice patterns. Traditionally, these studies rely on self-report measures and outcomes
that may or may not be direct indicators of quality care. While there are many important
research questions which need to be explored related to the nature and impact of
rapport in nurse-patient VCVs, these questions cannot be answered until effective and
practical measures of rapport are available. BIPR as a measure of positivity resonance
provides an innovative and efficient way to evaluate the shared experience of
connectedness or rapport between patients and nurses. A full-scale study to test the
utility of using BIPR to evaluate nurse-patient encounters is, therefore, an essential first

step.
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4.5 Conclusion

In oncology care, a warm and positive connection between nurse and patient is
essential to the well-being of both. Despite the challenge of measuring this construct,
advancements in technology and an efficient behavioral measure offer hope. The results
of this study indicate that it is feasible to recruit and retain nurse-patient dyads willing
to have their VCV recorded. In addition, the required procedures for recording and
analysing the observational data collected are both acceptable to participants and
adequate to address the study questions. The resources required to conduct such a study
are reasonable and attainable within most academic and research settings. Therefore, the
results of this study provide a foundation for future research aimed at understanding

the impact of positivity resonance on the quality of care in nurse-patient VCVs.
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5. Conclusion

It is well known that the reciprocal nature of the nurse-patient relationship can
be healing for both patients and nurses, but the current COVID-19 pandemic has
revealed vital new areas that require scholarly inquiry associated with the nurse-patient
relationship. During the past several years, virtual platforms have become essential tools
for providing nursing care. My initial doctoral work focused on nurse-patient rapport in
the oncology ambulatory care setting; however, restrictions on in-person research and
the subsequent widespread use of telehealth led me to consider whether and how a
beneficial rapport can be developed during VCVs between nurses and their patients
with cancer. I expanded my original dissertation research to include this broader focus,
which holds tremendous relevance for both nursing care and education for current and
future generations of nurses as telehealth and online nursing education are likely to be
ubiquitous after the pandemic ends. This dissertation focused on exploring nurse and
patient experiences of rapport within the context of oncology, identifying differences
and similarities in rapport development during videoconferencing and IPVs. The
outcomes of this research establish the foundation necessary for future studies to
develop evidence-based practice guidelines and specific learning objectives for nurses
and nurse educators using this modality. In addition, this work paves the way for
interventional studies exploring the rapport building strategies in a variety of health

care and educational settings.
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5.1 Summary of Findings

Oncology care has changed over the past decade. There has been a rapid shift
toward ambulatory care settings and brief, task-based visits that often involve a
computer, creating a sense of distance between patients and clinicians. Under these
circumstances, patients’ concerns can go unidentified, leaving them to feel isolated and
unsupported. Additionally, during COVID-19, many ambulatory care visits for persons
with cancer were transitioned to telehealth VCVs, a modality unfamiliar to most patients
and health care clinicians. When telehealth videoconferencing became essential for
patients with cancer, clinicians had little research to support this change in interactive
practice.

Rapport is the foundation of interpersonal relationship; it is critical for
facilitating holistic assessment of needs and personalization of care and for establishing
a trusting and therapeutic relationship. Despite its importance, little is known about the
impact of the ambulatory setting and VCV on nurse-patient rapport, and measures of
rapport have not been tested in these settings. This lack of knowledge made a gap
analysis of the state of current knowledge regarding nurse-patient rapport in oncology
ambulatory settings an important first step of this dissertation.

Systematic review methodologies were used to explore what was known about
nurse-patient rapport in ambulatory care in both in-person and virtual encounters. A
scoping review was conducted to explore the (a) facilitators and barriers to in-person
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rapport related to patient and nurse attributes and behaviors, and (b) nursing
interventions and system-level attributes reported in studies conducted in oncology
ambulatory care. This review involved screening 3626 records and resulted in 18 studies
for extraction. The studies in the review had a wide range of primary objectives, and
only one focused directly on nurse-patient rapport. The lack of studies focused
specifically on nurse-patient rapport in oncology ambulatory care indicated a significant
gap in our empirical understanding of this aspect of relationship-based care. Rapport-
related incidental findings from the studies in the review suggested that it is important
for nurses in oncology ambulatory care to have a friendly, open, supportive attitude and
provide personalized rather than standardized and task-oriented care. In addition,
continuity of care and sufficient time to facilitate person-centered care were found to be
important for promoting nurse-patient rapport.

In addition, 2937 records were screened and 16 studies were extracted in an
integrative review of the literature on rapport in telehealth videoconferencing not
confined to oncology ambulatory care. Incidental findings on rapport were analyzed
because only one study had a research aim specifically related to rapport. This
integrative review found that patients and nurses prefer VCVs over telephone
consultations but feel VCVs are not a replacement for in-person encounters, especially
when patients and nurses are meeting for the first time or must engage in serious

conversations. Unique facilitators for establishing rapport in VCVs included adjusting
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camera positioning for eye contact, using more verbal utterances to show attention,
assessing the patient’s physical surroundings to ensure privacy, and helping with
technical challenges to put patients at ease with the VCV technology. The lack of studies
in these reviews with variables and questions focused specifically on oncology nurse-
patient rapport, and the deficit in evidence-based practice guidelines for nurses building
relationships with patients during videoconferencing highlighted the need for
additional exploratory qualitative research.

In response to this need, a qualitative descriptive study in which patients (n = 10)
and oncology nurses (n = 12) were interviewed about their experiences of rapport-
building during videoconferencing visits was conducted. Patient and nurse interviews
were analyzed separately using conventional content analysis, with a comparative
analysis of patient and nurse results performed in the final analysis. Although patients
and nurses expressed that IPVs were more desirable in certain situations, none of the
participants described their VCVs as impersonal; on the contrary, many described their
ability develop rapport and communicate effectively during VCVs. Both nurses and
patients in this study felt that rapport was important and indicated that many of the
strategies that build rapport in IPVs, as identified in the scoping review, are effective in
VCVs; these included attentive listening, eye contact, mutual respect, empathetic
responses, and finding ways to connect on a personal level. Patient and nurse

participants indicated that a shared connection during VCV facilitated outcomes similar
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to those in IPV (described in the scoping review). These outcomes included trust, open
communication, comfort, confidence in the plan of care, and improved clinical
judgment. Three themes fit the collective data: (1) Person-centered and relationship-
based care is valued and foundational to nurse-patient rapport in oncology ambulatory
care regardless of how care is delivered, (2) Adapting a “bedside” manner to facilitate
rapport during videoconferencing visits is feasible, and (3) Nurses and patients can
work together to create person-centered options across the care trajectory to ensure
quality care outcomes.

Nurses and patients agreed that some visits were best done in-person but that
many visits could be facilitated virtually, reducing the costs and burden on patients
associated with the travel to see clinicians onsite. Nurses verbalized a desire to work
with their patients to determine the type of visit that would ensure the best outcome.
This collaborative, person-centered approach can be viewed as an outcome of nurse-
patient rapport. Although barriers to relationship-building in VCVs included
unexpected interruptions from others, breaks in internet connection, concerns about
privacy, and limitations associated with not being physically present, these were not
perceived as a deterrent to including VCV as an option for care.

Finally, an observational study of 30 nurse-patient dyads participating in VCVs
conducted at an ambulatory cancer center was designed to evaluate two measures of

positivity resonance including an observational measure of behavioral indicators and
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self-report items of perceived positivity resonance. This initial evaluation suggested that
the behavioral observational measure (BIPR) is feasible and can be a useful measure in
this setting and with this population. Evaluation of the self-report measure was less
conclusive and requires further study. In addition, the recruitment and study
procedures were acceptable to participants and effective. This feasibility study
established the foundation for a planned future investigation to test the reliability and

validity of positivity resonance measures in health care encounters.

5.2 Limitations

Several limitations are important to acknowledge regarding this dissertation
work. First, the lack of a well delineated definition and measures of health care rapport
informed the exploratory work that was required in this dissertation but also required a
synthesis of incidental findings from studies on nurse-patient relationship. These studies
included variables or research questions related to rapport but not directly measuring
rapport, thus introducing a possibility of missing relevant information, selection bias,
and misinterpretation of findings. Second, the qualitative descriptive and feasibility
studies had population samples that lacked adequate diversity, and the findings may
not be representative of most patients with cancer and their nurses. Additionally,
patients and nurses who chose to participate in the research may not adequately
represent individuals in this environment, which limits the ability to generalize the

dissertation findings to patients and clinicians with more diverse backgrounds and
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experiences. Finally, although multiple strategies were used to improve the
trustworthiness of the findings, the data analysis and interpretation depend on my

developing skills, as well as my assumptions and lived experiences.

5.3 Future Directions

This study establishes a foundation for future investigations into the relationship
between rapport and outcomes for patients and nurses, as well as nursing students and
nurse educators. My goal is to promote and build upon this dissertation research by
developing interventional and educational studies to support evidence-based guidelines
for practice and teaching.

Despite the importance of rapport between clinicians and patients, the concept of
rapport remains underexplored in health care and nursing research due to the lack of
clear definition and validated measures. To better understand nurse-patient
relationships in the oncology ambulatory care setting and during VCVs, future research
with study aims and variables specific to rapport is necessary. These studies will require
a validated conceptual model and measures of rapport tested in a variety of health care
environments including those used for telehealth. I hope to be able to quantify the
importance of nurse-patient rapport to care outcomes, patient satisfaction, and nurse
resilience and retention, and this will not be possible until these initial steps are

undertaken.
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A priority for my future research is to conduct a full-scale study that tests the
current measures of positivity resonance within oncology nurse-patient VCVs, including
confirmatory factorial analysis. Developing a conceptual model of nurse-patient rapport
based on the exploratory work done in this dissertation could inform this full-scale
investigation and inform the development of evidence-based guidelines for rapport-
building strategies in telehealth videoconferencing.

Once reliable and valid measures of rapport are established, further research can
explore the relationship between rapport and important outcomes such as trust,
participation in care, perceived responsiveness, and satisfaction with care. Additionally,
moderators, mediators, and covariates, such as age, gender, ethnicity, race,
socioeconomic factors, social distance, and perceived similarity will need to be
investigated. This work will lead to opportunities for interventional studies that can
investigate deliberate rapport-building strategies such as active listening, self-disclosure,
non-verbal communication, body positioning, eye contact, and humor in both IPVs and
VCVs.

This foundational research to support relationship-based and person-centered
care may have broad applicability to other populations and settings. Our qualitative
descriptive study showed that rapport has a positive impact on patient care and nursing
job satisfaction. Positivity resonance theory suggests that moments of rapport during a

nurse-patient encounter will have a positive impact on the mental and physical well-
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being of both patient and nurse. By laying the groundwork for measuring rapport and
positivity resonance in nurse-patient encounters, I hope to make a compelling case for
system-level investments in resources, policy initiatives, and training practices to foster

and sustain rapport building in health care.

5.5 Future Implications for Nursing Education and Practice

My dissertation study supports future research aimed at exploring strategies for
teaching rapport-building skills and interventional studies of strategies for building
relationships between teachers and students in online learning environments. In
addition to changing the provision of health care, videoconferencing is transforming
educational communities, promoting interprofessional communication and decision
making, and presenting new issues that must be addressed on a systems level (for
example, cyberincivility and lack of privacy during videoconferencing visits or classes).
Telehealth and online teaching venues allow for global participation in learning and
sharing, so it is imperative that sustained policies and strategies be implemented to
provide a safe forum for open, truthful communication and respect for diversity and
inclusion. I believe that my research on videoconferencing and rapport has relevance not
only to the cultivation of rapport between nurses and patients but to advocacy for
integrity in the academic online community, promotion of excellence in online learning

in schools of nursing and medical institutions, respect for diversity in the development
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and implementation of new modalities, and advancement of more accessible and

equitable care.
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Appendices

Appendix A: Search Strategy

Database: MEDLINE (Ovid)
Inclusive Date Coverage: 1946 -

Search | Query Records
retrieved
exp Neoplasms/ 3337565
(neoplasms or oncology or oncological or cancer or cancers or | 2268795
radiation or chemotherapy).ti,ab.
3 lor2 4090541
4 exp Nurse-Patient Relations/ 35310
5 ("patient-nurse" or "nurse-patient").ti,ab. 2574
6 4orb 36447
7 exp Nurses/ 88050
8 Health Personnel/ or Nursing staff/ or Medical Staff/ or 152979
Physicians/
9 (nurse or nurses or nursing or "Health Personnel" or 573099
"Healthcare Personnel" or "Health care Personnel" or
"Healthcare professionals" or "Healthcare professional” or
"Health care professional” or "Health care professionals" or
"Health professional" or "Health professionals" or "Healthcare
Provider" or "Healthcare Providers" or "Health care Provider"
or "Health care Providers" or "Health Provider" or "Health
Providers").ti,ab.
10 exp Outpatients/ 15931
11 (patient or patients or client or clients).ti,ab. 6733568
12 10 or 11 6738261
13 7or8or9 719871
14 12 and 13 250760
15 6 or 14 275288
16 exp Psychosocial Support Systems/ 485
17 exp Empathy/ 18940
18 (Rapport or "psychosocial support" or "emotional support" or 598226
bond or bonding or empathy or empathetic or respect or
"mutual commitment" or attentiveness or "caring behaviors" or

179




"caring behavior" or "caring relationship" or "caring
relationships” or "caring moment" or "caring moments").ti,ab.
19 16 OR 17 OR 18 611223
20 3 and 15 And 19 1620
21 20 NOT (abstract or editorial or letter or comment).pt. 1611
22 21 not (exp animals/ not humans.sh.) 1611
23 22 not ((exp Adolescent/ or exp Child/ or exp Infant/) not exp 1544
Adult/)
24 23 not exp Students, Nursing/ 1536
Database: CINAHL Complete (via EBSCOhost)
Inclusive Date Coverage: 1937 —
Search Query Records
retrieved
1 (MH "Neoplasms+") OR TI (neoplasms or oncology or 767,387
oncological or cancer or cancers or radiation or
chemotherapy) OR AB (neoplasms or oncology or
oncological or cancer or cancers or radiation or
chemotherapy)
2 (MH "Nurse-Patient Relations") OR TI ("patient-nurse" or 32,074
"nurse-patient") OR AB ("patient-nurse" or "nurse-
patient")
3 (MH "Nurses+") OR (MH "Health Personnel") OR (MH 899,673

"Physicians+") OR (MH "Nursing Staff, Hospital") OR (MH
"Medical Staff+") OR (MH "Medical Staff, Hospital+") OR
TI (nurse OR nurses OR nursing or "Health Personnel" or
"Healthcare Personnel" or "Health care Personnel" or
"Healthcare professionals" OR "Healthcare professional"
OR "Health care professional” OR "Health care
professionals” OR "Health professional" OR "Health
professionals” OR "Healthcare Provider" OR "Healthcare
Providers" OR "Health care Provider" OR "Health care
Providers" OR "Health Provider" OR "Health Providers")
OR AB (nurse OR nurses OR nursing or "Health
Personnel" or "Healthcare Personnel” or "Health care
Personnel" or "Healthcare professionals" OR "Healthcare
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professional” OR "Health care professional" OR "Health
care professionals" OR "Health professional” OR "Health
professionals” OR "Healthcare Provider" OR "Healthcare
Providers" OR "Health care Provider" OR "Health care
Providers" OR "Health Provider" OR "Health Providers")

((MH "Outpatients") OR TI (patient OR patients OR client
OR clients) OR AB (patient OR patients OR client OR
clients))

1,882,027

3 AND 4

251,091

o)}

20R5

269,488

(MH "Empathy") OR (MH "Support, Psychosocial") OR TI
(Rapport or "psychosocial support" or "emotional support"
or bond or bonding or empathy or empathetic or respect or
"mutual commitment" or attentiveness or "caring
behaviors" or "caring behavior" or "caring relationship" or
"caring relationships" or "caring moment" or "caring
moments") OR AB (Rapport or "psychosocial support" or
"emotional support" or bond or bonding or empathy or
empathetic or respect or "mutual commitment" or
attentiveness or "caring behaviors" or "caring behavior" or
"caring relationship” or "caring relationships" or "caring
moment" or "caring moments")

174,018

8

1 AND 6 AND 7

3,196

9

8 NOT (MH animals+)

3,193

10

9 NOT (MH "Students, Nursing+")

3,186

11

10 Limiters - Research Article

2,161

ProQuest Dissertation & Theses (ProQuest)
Inclusive Date Coverage: 1861 -

Search

Query

Records
retrieved

ti(neoplasms OR oncology OR oncological OR cancer OR
cancers OR radiation OR chemotherapy) OR ab(neoplasms
OR oncology OR oncological OR cancer OR cancers OR
radiation OR chemotherapy)

122,328

ti("patient-nurse" or "nurse-patient") OR ab("patient-nurse"
or "nurse-patient”)

632
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3 ti(nurse OR nurses OR nursing or "Health Personnel" or 61,350
"Healthcare Personnel" or "Health care Personnel" or
"Healthcare professionals" OR "Healthcare professional"
OR "Health care professional" OR "Health care
professionals" OR "Health professional" OR "Health
professionals" OR "Healthcare Provider" OR "Healthcare
Providers" OR "Health care Provider" OR "Health care
Providers" OR "Health Provider" OR "Health Providers")
OR ab(nurse OR nurses OR nursing or "Health Personnel”
or "Healthcare Personnel" or "Health care Personnel” or
"Healthcare professionals" OR "Healthcare professional"
OR "Health care professional" OR "Health care
professionals" OR "Health professional” OR "Health
professionals” OR "Healthcare Provider" OR "Healthcare
Providers" OR "Health care Provider" OR "Health care
Providers" OR "Health Provider" OR "Health Providers")

4 ti(patient OR patients OR client OR clients) OR ab(patient | 212,248
OR patients OR client OR clients)

5 3AND 4 24,097

6 20R5 24,097

7 TI (Rapport or "psychosocial support" or "emotional 841,261

support" or bond or bonding or empathy or empathetic or
respect or "mutual commitment” or attentiveness or
"caring behaviors" or "caring behavior" or "caring
relationship"” or "caring relationships” or "caring moment"
or "caring moments") OR AB (Rapport or "psychosocial
support" or "emotional support" or bond or bonding or
empathy or empathetic or respect or "mutual
commitment” or attentiveness or "caring behaviors" or
"caring behavior" or "caring relationship" or "caring
relationships” or "caring moment" or "caring moments")

8 1 AND 6 AND 7 236

Note. Original Search conducted: July 8, 2020; Updated searches conducted December
11, 2020; December 20, 2021; June 22, 2022. Searcher: LL
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Appendix B: Inclusion and Exclusion Criteria

Inclusion

Exclusion

Participants/Population

-Adult patients >18 years with any form
of cancer

-Registered and advanced practice nurses
from all levels of practice providing
curative or palliative care! in an oncology
outpatient/ ambulatory setting

-If population includes any unlicensed
nursing students, assistive personnel or
unlicensed health care providers (i.e.,
nursing assistants), non-nursing licensed
healthcare providers (i.e., doctors, social
workers, etc.), family members or informal
caregivers of patients with cancer

Context

-Focus on the nurse-patient dyad
experience (can be from patient
perspective or nurse perspective)
-Focus on care delivered only in an
oncology outpatient/ambulatory setting

-Studies that focus on patient groups run
by nurses

-Studies that focus on patient or nurse
experiences across cancer trajectory and
treatment settings (i.e., including diagnosis,
inpatient care, outpatient care, home and
end-of-life care) unless a theme or variable
is specific to rapport in an oncology
outpatient/ambulatory care setting.
-Studies that focus on cancer screening,
survivorship services, or end-of-life care
-Studies that focus on social media,
telephonic, or web-based services unless
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they are part of routine ambulatory care
services

-Oncology care delivered in any other
settings (acute or inpatient settings,
community-based home care, residential or
home-based hospice care, primary care
settings)

Concept: Rapport

Definitions:

1. A perception of connection
with another individual based
on respect, acceptance, empathy,
and a mutual commitment to the
relationship (NCI)

2. Gestalt of three parts: mutual
attentiveness, positivity, and
coordination that are co-created,
purposefully maintained, and
action-oriented (Tickle-Degnen)

-Qualitative studies with a finding
(theme) related to nurse-patient rapport
-Quantitative study with rapport as a
variable or variables strongly related to
rapport (i.e., bonding, connectedness)
-Findings related to connection, bonding,
mutual attentiveness/care, mutual
positivity (friendliness), collaborative
efforts to create/maintain relationship
-Studies may describe experiences of
rapport, as well as system, nurse, and
patient attributes, behaviors, and/or
interventions that contribute or inhibit
rapport

-If the primary focus of study was
communication for the purpose of
information gathering and sharing,
education, and/or treatment compliance
-If primary focus of study is a specific
attribute (i.e., empathy, compassion,
support, caring, respect, trust, competency)
unless findings include the impact on the
nurse-patient connection

-If studies focus on outcomes such as
patient satisfaction, quality of life, or
unmet needs without showing/measuring
the relationship with rapport or rapport
attributes.

Language

-Full-text articles in English AND full-text
articles in other languages that have
Abstracts in English that clearly
demonstrate the study meets all scoping
review criteria

-If full-text article is not in English and is
needed to determine whether study meets
scoping review criteria
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Study design

-Data-based studies
-No time-limits

-Conference abstracts and posters,
commentaries and opinion papers,
protocol papers, clinical review papers
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Appendix C: Non-English Studies with Abstracts in English Meeting Initial Screening

Criteria

Author

Title

Citation

Fontes, C.A.S.; Alvim, N.A.T.

Human nursing care for clients with
cancer grounded in dialogical nursing
practices

Revista Enfermagem UER] 2008;16(2):193-
199

Editora da Universidade do Estodo do Rio
de Janeiro (EAUER]) 2008

Seo Ji, Young; Myungsun, Yi

Hermeneutic phenomenological study on
caring experience of nurses working in a
chemotherapy ward in Korea

Asian Oncology Nursing 2017;17(1):55-67

Korean Oncology Nursing Society 2017

Costa, Wagner Barreto; Vieira,
Marta Raquel Mendes;
Nascimento, Weide Dayane
Marques; Pereira, Luciana
Barbosa; Leite, Maisa Tavares de
Souza

Women with breast cancer: Nurse-patient
interactions and perceptions of nursing
care

Revista Mineira de Enfermagem
2012;16(1):31-37

Universidade Federal de Minas Gerais,
Escola de Enfermagem 2012

Karlou, Chrysoula; Patiraki,
Elisabeth

The concept of care in oncology nursing:
A literature review

Nosileftiki 2011;50(1):35-48

Hellenic Nurses’ Association 2011
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Appendix D: Characteristics of Included Studies

Author Countr | Setting/ Participant Sample | Study Description of main results related to
(Year) y Context characteristics | size design rapport between patients and nurses
Aim
Arantzamen | Scotlan | -Outpatient | -Nursing N=38 Qualitativ | ¢ Nurses assess patients” psychological
di & d unit of an experience: nurses | e needs by talking, asking, sitting, and
Kearney oncology minimum of 2 descriptiv listening, observing non-verbal
(2004) center years of e communication (assessment tool was
-Interviews | oncology not used)
Understand with nurses | experience; e Nurses meet patients’ psychological
the taking care | 50% had needs by providing oral/written
oncology of patients | advanced information, listening to, and talking
patients’ who nursing with patients one to one
emotional received education in e Uncertainty about the extent nurses
needs and chemothera | oncology meet patients’ psychological needs
how they py -Gender: related to various definitions of
are met by female (8) psychological support
nurses -Age range: e  Aspects that influence psychological
27-40 years support
-Nurses’ experience
-Patient’s age, background, type of
cancer, kind of rapport developed
-continuity of care
-lack of training
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-whether the patients opened up
with nurses
-environment (i.e., privacy)

-time
Cameron & | New -Regional -Age: adults N=10 | Qualitativ | ¢ Relationships with the nursing staff
Waterworth | Zealand | cancer over 18 years | patients | e affected treatment, especially since
(2014) center and descriptiv attending the unit was integrated into
cancer e the patients’ routines
Understand hospital e DPatients appreciated having their
patients’ -Interviews preferences respected and being
experiences with referred to by their first name
of what patients
long-term with non-
palliative resectable
chemothera metastatic
py is like for colorectal
patients cancer who
with cancer received
and related outpatient
coping palliative
strategies chemothera
Py
Droogetal. | Ireland | -Specialized | Patients: N =302 | Mixed e Emotional support dimension
(2014) breast -Breast cancer | patients | method received the lowest score
cancer patients who N=14
centers CNS
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Explore the -Patient completed e Female patients commented on the
role and survey treatment importance of coordination and
relative -Nurse -Gender: continuity of care
impact of interviews | female (300), e (NS reported that they were
the clinical males (2) understaffed due to staff embargo and
nurse Nurses: the changed role of CNS due to
specialist -CNSs increased patients resulted in these
(CNS) as a working on associated problems:
provider of the breast -Teaching patients in the busy
information team corridors without privacy

-Rushing

-Lack of continuity

-Patients not reporting problems

because they feel nurses are too busy
Hajdarevic | Sweden | -Hospital in | - Mean age: N =27 | Qualitativ | ¢ Personal support to reach a sense of
et al. (2021) northern 62.7 (33-81) patients | e control
Sweden years descriptiv -Conversations with healthcare

Describe -Interviews | -Gender: e professionals offer hope
how with female (15), -Need for support changes over
patients patients male (12) time and -needs to be personalized not
completing close to standardized
radiotherap discharge -Accessible and responsive care
y for cancer and treated reduces stress
appraise with -Experiencing empathy helped
their need curative patients feel they could return to clinic
for support radiotherap with more questions
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post- y for breast, e Developing trust-based relationships:
treatment colorectal, -When healthcare providers create
or prostate opportunities to talk about patient
cancer concerns and questions and provide
explanations, patients felt supported and
relieved
-Patients expressed trust when
staff was seen as empathetic, non-
authoritarian, perceptive and competent
-Healthcare providers” who were
engaged and willing to provide support
helped patients feel more in control and
facilitated a sense of safety and security
e Having a new nurse each time and not
recognizing patients made them feel
invisible and not valued
Komatsu & | Japan -Focus - Mean years N=21 | Qualitativ | ¢ Connecting with patient (shared
Yagasaki group counseling nurses | e needs) led to special care of patient,
(2014) interviews | experience: 5 grounded allowing their “return to oneself”
with theory -Adopting caring attitude to show
Assess certified acceptance
oncology nurses and -Investing time to build a trusting
nurses’ master-level relationship
experiences certified -Providing empathetic presence
related to nurse -Establishing professional distance

their role in

specialists
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providing with -Discovering patient’s needs and
counseling counseling values
and support and support -Assessing the whole person
services for service e Personalized coordination (shared
patients experience action) empowered patient to regain
in various control
settings -Connecting patient with
including necessary care
cancer -Providing anticipatory guidance
centers, -Appreciating limitations of
university treatment
hospitals, -Encouraging and supporting
and general patient to regain control of their life
hospitals in e Realizing patient’s potential
the greater (reassurance) led to patient living
Tokyo area their life
-Supportive presence to help
patients affirm their core values
Koppel et United | -Interviews | Oncology N=12 | Qualitativ Patient perspective:
al. (2022) States with nurses: nurses |e e Personalizing care helps build rapport
of patients and | -Gender: N=10 | descriptiv in VCVs
Describe Americ | nursesina | female (10), patients | e -Patients like being known as a
nurses’ and | a cancer male (2) person rather than a patient
patients’ center who | -Ethnicity: -Small talk that goes beyond
perceptions participated | White/Caucasi medical aspects of care helps to establish
of rapport an (11) connection
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during
oncology
ambulatory
care
videoconfer
encing
telehealth
visits

in telehealth
video visits

-Mean Age:
4225 (SD =
8.62) years
Patients
currently
receiving care
at oncology
institute:
-Gender:
female (7),
male (3)
-Ethnicity:
White/Caucasi
an (10)

-Patients felt valued when nurses
used active listening techniques
-Patients felt the nurse was
competent and cared about them when
they were given time to ask questions
e Rapport facilitates trust in
videoconferencing and influences
how patients feel about their care
-Nonverbal communication and
positive affect create an open atmosphere
-Patients feel that they can share
their needs
-Creates sense of comfort and
healing
Nurse Perspective:
¢ Building rapport begins with knowing
the patient as a person:
-Knowing patients holistically
beyond cancer diagnosis
-Attentiveness and listening
closely allows for empathy and advocacy
-Asking questions about shared
experiences facilitates connection and
trust, which leads to good clinical
decisions
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e Much of “bedside manner” is effective
in developing the nurse-patient
relationship in videoconferencing:

-Communication is similar to in-
person encounters

-Limiting distractions and making
an extra effort to show body language
and eye contact helps to generate
attentiveness and compassion

-Ability to form relationships and
develop rapport remains intact
e Differences between

videoconferencing and in-person
visits that may impact rapport are
important to recognize:

-Nurses like to be physically with
patients for difficult conversations to
evaluate response and provide support

-Challenges with technology,
language barriers, and hearing deficits
can interfere with rapport building in
videoconferencing
e Nurses gain professional satisfaction

from developing close relationships
with patients
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e Synthesis of findings from nurse and
patient interviews:

-Person-centered and relationship-

based care is important to nurse-patient
rapport regardless of how care is
delivered

-Adapting bedside manner to

facilitate rapport in VCV is feasible

Larsson et
al. (2007)

Understand
patients’
perspectives
of nurses in
a
supportive
nursing care
clinic

Sweden

-Interviews
with
patients
treated for
head and
neck cancer
with
curative
intent who
experienced
eating
problems
related to
disease or
treatment
Supportive
nursing care

-Age range:
45-80 years

N=12
patients

Qualitativ
e
phenomen

ology

Continuity in contact with the
same nurse created trustful
relationships, allowing patients to
share vulnerabilities and concerns
Care contributed to feelings of
trust and control, decreasing
feelings of abandonment

Nurse commitment and concern
shared with patients were
described as

-Compassionate

-Respectful

-Kind

-Individualized

Care resulted in outcomes that
included

-Motivation to continue with

treatment during hard times
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provided at

-Feeling confirmed when listened

clinic at a to
county -Promotion of well-being,
hospital optimism, hope, and a sense of being an
focused on individual, not just a cancer patient
nutritional
care,
symptom
control,
social and
emotional
support
Lynch & United | -Data from | -Nurses N=31 | Mixed e DPatients valued relational aspects of
McCance Kingdo | patients and | included staff | nurses | Method nursing care, and it made their
(2022) m nursing nurses trained | N =994 experience easier:
staff on 6 to use the patients -Receiving clear information
To chemothera | research app; -Sensitivity to emotional status
administer py units at 5 | unit- based -Feeling supported
the Person- hospitals champions, -Being listened to and seen as
centered included and peer individuals
Nursing interviews, | facilitators -Recognition that cancer impacted
Framework observation | -Patients with the patient’s whole life
Key s, patient any cancer -Being treated as “normal” with
Performanc stories, and | diagnosis “friendly humorous banter”
e Indicators medical -Having same staff consistently

in an

created “comradery,” reassured patients
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outpatient record that their needs would be met, and was

oncology reviews calming

environmen e FElectronic documentation system was

tand limited in ability to capture needs and

describe values important to the patient and

patient and family

nursing

team

outcomes

McCarthy Ireland | -Interviews | -Age range: N=14 | Qualitativ | ¢ Patients were nervous at beginning of

(2014) with 39-73 years patients | e treatment, but this decreased as they

Understand patients -Gender: male descriptiv came to know their nurses

how receiving (8), female (6) e e Patients were more comfortable

patients chemothera communicating with oncology nurses

perceive py than with doctors and felt it was

communicat following easier to ask nurses questions

ion from the surgery for e Nurses’ sense of humor, patience,

healthcare colorectal kindness, listening skills, caring, and

team during cancer in understanding behaviors were found

chemothera outpatient to be supportive by patients

py units e DPatients appreciated that nurses came
to know them as individuals beyond
their cancer

Mcilfatrick | Ireland | -Interviews | -Nurses age N=10 | Qualitativ | ¢ Negative aspects of working in day

et al. (2006) with nurses | range: 27-55 nurses |e hospital:

at a day years -Constant pressure and stress
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Examine
nurses’
experiences
working in
a day
hospital
chemothera
py service
compared
to an
inpatient
setting

hospital
chemothera
py service
in an acute
general
hospital in
Northern
Ireland

-Gender:
female (9),
male (1)

Experience: 5-
23 years

Oncology
experience: 4-
14 years

phenomen
ology

-Inability to provide holistic care

-Unable to know patients

-Emphasis on task-focused care
Most satisfying aspects of working in
day hospital was connecting with and
helping patients and families
Least satisfying aspect of working in
day hospital was inability to develop
nurse-patient relationships
Individual nurse characteristics such
as being task-oriented rather than
holistically oriented was seen to have
greater influence on the nurse-patient
relationship than the treatment
environment (inpatient care vs. day
unit)
Organizational factors that interfered
with providing psychological care of
patients in the day hospital included

-Lack of space/privacy

-Lack of time

-Lack of teamwork
A difference between the actual role
nurses had in the day hospital
(delivering safe chemotherapy) and
the role to which they aspired
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(developing caring relationships) led
to frustration

O’Baugh, et
al. (2009)

Assess
verbal and
nonverbal
communicat
ion between
patients
with cancer
during
chemothera
py and
nurses

Australi
a

-Video
recordings
and nurse
reflections
of nurse-
patient
dyad
interactions
in specialist
cancer care
clinic in
Sydney

Nurses:
-Gender:
Female (5),
Male (1)
-Age: 25-47
years

-All had post-
graduate

qualification in

cancer care
-Experience:
mean of 8
years nursing
experience; 3
years
providing
chemotherapy

Patients:
-receiving
chemotherapy
for colorectal
cancer

N=6
nurses
N=8
patients

Qualitativ
e
descriptiv
e

Psychological support was provided
by sharing information that was
reassuring and relaxing for the patient
or explaining that being anxious was
natural

Humor and casual conversations were
used by nurses to help patients relax
and increase comfort. Several
conversations included the patient
and nurse laughing together

Nurses” attitudes during conversation
were described as confident, friendly,
and supportive. Nurses provided
encouragement and reassurance
throughout the treatment. Nurses’
kindness and caring nature was
acknowledged by patients.

Style of conversation was described as
procedure focused, patient/partner
focused, or personal disclosure
Patient-focused conversations were
described as those in which nurses
initiated casual dialogue, noticed
patient cues, and explored patients’
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-Gender:
Female (3),
Male (5)
-Age: 50-74
years

issues or feelings. Outcomes were
described as patients (and their
partners) feeling helped to become
more involved in their treatment and
relax.

Some conversations in which nurses
shared their experiences with cancer
were described as personal in nature.
One nurse described her belief in the
importance of being positive.
Nonverbal communication was
described as looking, touching,
moving, and emotions

Nurses and patients maintained eye
contact unless a procedure required
concentration on equipment or a
specific area

Touching was not used during
encounters to convey comfort but
solely for completing procedures
Smiling was observed most often
between nurses and patients in
response to humor (to relax the
patient) or to show appreciation
Nurses expressed that it was
challenging but useful to reflect on
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encounters after viewing the videos
and transcripts. They noted good eye
contact and rapport, the use of helpful
distraction, and ways to improve their
communication with the patients by
allowing the patient more time to talk.

Olausson et | Sweden | -Free-text -Mean age of | N=261 | Qualitativ Attitudes of and responses from
al. (2020) comments patients: 63 patients | e nurses and other staff in the high-tech
in years descriptiv radiotherapy environment had the
Explore questionnair | -Gender: e potential to make patients feel
how eto female (162), welcomed, comfortable, and safe
patients measure male (99) Helpful care provider actions
experience patient included taking time to answer
radiotherap experiences questions and show compassion.
y and on 8
related radiotherap
processes y outpatient
units
Prip et al. Denmar | -Interviews | -Meanageof | N=18 | Qualitativ Informative communication described
(2022) k with women: 55 e as both supportive and impersonal
patients years descriptiv due to its general nature
Assess receiving e Cheerful banter was described as
experiences chemo or -Mean age of encouraging but perceived by some as
of patients immunother | men: 66 years superficial chatting which obscured
who receive apy in an the seriousness of illness

treatment in

oncology
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the
outpatient
chemothera
py setting
regarding
communicat
ion

outpatient
clinic that is
part of the
public
Danish
healthcare
system

-Gender:
female (9),
male (9)

-Ethnicity:
Danes

Issues absent from conversations (e.g.,
uncertainty of disease course, death,
emotional needs)

Continuity (or the lack of continuity)
in relationships with health
professionals contributed to the
richness of communication with
health care providers and a sense of
having personalized care vs. being a
number

Communication patterns with
healthcare providers taught patients
which topics could and could not be
discussed as well as roles and
behaviors expected in the outpatient
clinic

Focus on clinical tasks versus
engaging in conversation with
patients was experienced as
professional and reassuring by some
and distancing and mechanical by
others

Rask et al.
(2009)

Denmar

k

-Nurses and
patients in
an oncology
outpatient

Nurses:

-Age: > 40
years (14), <40
years (9)

Nurses:
N =24
at
baseline

Controlled
trial
design:

All nurses in control and intervention
groups perceived their patients to be
satisfied with their personal contact
and professional skills
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Assess the
impact of a
standard
communicat
ion skills
training
program

clinic at
University
Hospital

-Gender:
female (23),
male (0)
-Length of
oncology

experience: 25
years (11), <5

years (12)

Patients:

-Adults treated

in the
outpatient
clinic

regardless of
type of cancer

diagnosis or
stage of
treatment
Age: mean

56.8 years old

(SD:11.3)
Gender:
female (260),
male (151)

N =23
at first
follow-
up (1
week
post
training
)
N =21
at
second
follow-
up (3
months
post
training

)

Patients

Two
groups
of
patients
particip
ated in

-Nurses
were
surveyed
at three
time
points:
before
randomiza
tion to
treatment
or control
group,
and 1
week and
3 months
after
training
-Patients
received
questionn
aires at the
clinic
either
before
randomiza
tion or

-Nurses reporting higher
communication-related self-efficacy and
confidence in providing psychosocial
support were more likely to report that
their patients perceived them as more
attentive (p <.01) and were more satisfied
with personal contact (p <.05)

e Effect of intervention on nurses’
perception of the nurse-patient
relationship included:

-No statistically significant
differences in score changes between
intervention and control group (effect size
= 0.16 between baseline and 1 week post
training, and -0.07 between baseline and 3
months post training)

-Nurses in the intervention group
reported higher levels of attentiveness 1
week and 3 months post training

-All nurses in control and
intervention groups perceived their
patients as satisfied with their personal
contact and professional skills
e Patients’ experiences of nurses:

-Time x group interaction effects
were all nonsignificant (p > 0.05),
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the
study.
Patients
particip
ated
only
once,
either
before
or after
training

N =225
at
baseline
(before
nurse
training
)
N =188
at
follow-
up
(after
nurse

between 1
week and
3 months
after the
nurse
training
program

Training
program
based on
model by
Psycholog
ical
Medicine
Group,
Cancer
Research
Campaign
Mancheste
r
-Training
was 2
days (33
hours)

suggesting that training did not lead to
significant changes in patients” experience
of nurse attentiveness or empathy

-Patients” age and experience of
nurse empathy was negatively related (Z
=-0.22, p<0.001)

-Patients felt more empathy from
nurses with less than 10 years of
experience than nurses with more years of
experience (Z=-2.83, p <0.01), but years
of oncology experience had no effect (Z =
-1.61, p > 0.05)

-Patients felt more empathy from
nurses when treated by a familiar nurse
than by a first contact nurse (Z=-2.45,p =
0.01)

-Patients reported less
anxious/depressed mood when treated by
a familiar nurse than by a first contact
nurse (Z=-2.52, p=0.01)

-98.8% of patients in the
intervention group were satisfied with
personal contact with nurse in the
intervention group at follow-up
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training | -Aim of -69% of patients in the
) training intervention group were highly satisfied

was to with their nurse’s professional skills

improve

nurse

communic

ation skills

and

understan

ding of

psycholog

ical factors

that

influence

communic

ation
Silva et al. Brazil -Survey of |- Age:>18 N =190 | Quantitati | ¢ Patient understanding of
(2015) patients years patients | ve humanization of care:

with a solid | -Gender: descriptiv -50% of patients understood
Assess the malignant female (120) e humanization through host and quality
patients’ tumor who | (CI156.3 - 68.4) care (CI=43.2 -55.8)
satisfaction received -Ethnicity: -18.4% understood humanization
with their chemothera | mulatto (110), through communication (CI =13.2 - 22.6),
nursing care py in (CI51.1-63.7) attention (15.8%, CI=11.1 - 19.5),
oncology -Education: < commitment (13.2%, CI = 8.4 - 17.4),

outpatient

high school
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treatment
unit

(90) (CI 40.5 -
53.7)

respect (10.5%, CI=6.3 - 14.2), and

comfort (10.5%, CI=6.3 - 14.2)

-7.9% of patients (n = 15)
understood humanization through equal
treatment with other patients (CI 4.2 -
11.1)

e Patient perceptions on feeling
welcomed, having needs met, and
feeling confident and satisfied with
their nursing care

-Most patients always felt
supported (host from nursing
professionals) (89.5%, CI =85.3 - 92.6) and
that their needs were met (92.1%, CI =
87.9-95.3)

-Most patients always had
confidence in the team providing services.
Professionals almost always gave patients
confidence (94.7%, C191.1 - 97.4)

-Almost all patients reported
being always satisfied with nursing care
(97.4%, C194.7 - 99.9)

e DPatient-perceived factors that reflected
satisfactory nursing care:

-Receptiveness by team (52.6%, CI
=45.3 - 58.4)
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-Charisma (34.2%, CI =27.4 - 39.5)
-Respect for decisions (31.6%, CI =
24.7 - 37.4)

Sitzia, et al.
(1998)

Assess
patient
satisfaction
and related
patient
characteristi
cs

United
Kingdo
m

-Survey of
hematology
or oncology
patients
receiving
chemothera
py in
medical day
unit

-Age range 21-
84 (mean =
56.2 years)
-Gender:
female (69%),
male (31%)
-Diagnosis:
solid tumor
(68%),
hematological
(32%)

N=173
patients

Mixed
methods

e Interpersonal aspects of nursing care:

-Mean scores (Mean+SD) on 6
items (minimum = 0, maximum = 100)
were

-Reassurance and support (76.2 +
27.5)

-Having time to talk (75.9 + 26.7)

-Appreciation of individual needs
(71.5£29.5)

-Concern for relatives/friends (65.0
+33.5)

-Concern for privacy when giving
treatment (58.8 + 33.4)

-Concern for privacy when
discussing personal details (57.0 + 34.3)

-37% of qualitative text was
related to interpersonal aspects of care,
but less than 3% expressed dissatisfaction

-Positive comments covered
nurses’ empathy and included words
such as supportive, sensitive,
understanding
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-Nurses’ attitudes were also
described as cheerful, friendly, nice

-7% of qualitative data was related
to technical care and were mostly positive
e Opverall satisfaction:

-83% of respondents stated they
were “very happy” and 14% “fairly
happy”

-Composite score values (0 - 30)
had a mean of 24.1 + 3.8)

-Spearman correlations found
technical aspects of care had the strongest
correlation with the composite score (p =
0.66), and the mean correlation for
interpersonal aspects of nursing care was
p=0.68

-Men’s scores were lower than
women’s for all interpersonal nursing
care items except privacy. This difference
was significant for reassurance and
support (mean difference =11.2, t=23, p<
0.05)

e DPatients who were noncompliant were
less satisfied with all aspects of
nursing care and patient information,
including levels of significance for
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technical skills in giving
chemotherapy (mean difference = 24.9,
t=2.1, p <0.05), medical knowledge
(mean difference =50.4,t=3.7, p =
0.01), and reassurance and support
(mean difference = 25.0, t =20, p <
0.05)

Stahlke et Canada | -Breast -No N=9 Qualitativ | ¢ Value-added aspects of NP care:

al. (2017) cancer description of | patients | e with -Holistic approach that provided
patients sample interpretiv | personalized approach

Assess the cared for by | demographic e -Patients described being known

satisfaction NPs over characteristics descriptio -Reassurance and emotional

of patients the course n support throughout care trajectory

with breast of their -Balanced physical and

cancer with chemothera psychological aspects of care

nurse py -Holistic approach allowed care to

practitioner treatment in be integrated with home and work

(NP) care an responsibilities
outpatient -Outcome of consistent, inclusive,
setting holistic care resulted in safe, supportive
within a environments in which decisions could be
large cancer shared between patient and nurse
center

Yagasaki, & | Japan -Focus -Mean age: 36 | N=18 | Qualitativ e Nursing presence is important but

Komatsu group years nurses | e often missing for patients

(2013) interviews receiving oral chemotherapy
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Understand
how
oncology
nurses view
the current
and ideal
nursing
practice
related to
caring for
patients
receiving
oral
chemothera

Py

with
certified
oncology
nurses
providing
care to
patients
receiving
oral
chemothera
py in an
outpatient
setting

-Mean years of
nursing
experience:
17.6 years

-Mean years of
experience
with
chemotherapy:
13.6 years

grounded
theory

Nurses need to be part of the
patient’s first clinical encounter to
identify patients who need
additional support and follow-up
for adherence and psychosocial
needs

Connecting with patients
proactively helps establish trust so
that patients can speak honestly
about their needs and concerns




Appendix E: Interview Guides

General Interview Guidelines

1. After introducing yourself, remind the participant that the interview is being
recorded.

2. Let the participant know that the purpose of the interview is to provide an
opportunity to share their experiences of having videoconferencing visits.

3. Start with the grand question/request allowing participants to share their
complete story before asking any additional questions. Use non-verbal cues to
demonstrate you are listening but do not interrupt. After the participant has
shared their story ask follow questions related to what the participant has
shared and use the additional questions below to probe further their
experience of rapport.

4. Before concluding the interview, ask participants if they have anything else,
they want to share.

Nurse Interview Guide

Grand Question/Request: Please describe your thoughts and feelings about
having videoconferencing visits with your patients.

1. How do you describe nurse-patient rapport?

2. How do you experience nurse-patient rapport in a videoconferencing visit? For
example, what does it look like and how does it feel?

3. How do you go about developing rapport with your patients in a
videoconferencing visit?

4. How does the experience of rapport with your patient in a videoconference
visit compare to a traditional in-person encounter?

5. How does having a videoconference visit effect your ability to communicate
with your patient?

6.  What factors do you think may be influencing on your ability to build rapport
in videoconferencing visits?

7. Isnurse-patient rapport important and if so, why?
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Patient Interview Guide

Grand Question/Request: Please describe your thoughts and feelings about
having videoconferencing visits with your patients.

How would you describe rapport?

How do you experience rapport with your nurse in a videoconferencing visit?
For example, what does it look like and how does it feel?

How do you go about developing rapport with your nurse in a
videoconferencing visit?

How does the experience of rapport with your nurse in a videoconference visit
compare to a traditional in-person encounter?

How does having a videoconference visit effect your ability to communicate
with your nurse?

What factors do you think may be influencing or have an impact on your
ability to build rapport with your nurse in videoconferencing visits?

Is having rapport important to you and if so, why?
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Appendix F: Data Analysis of Patient Participant Interviews

Overarching Theme: Patients view VCV with their health care clinicians positively and appreciate having a personal
relationship with their nurse, which they find is achievable in VCVs.

Theme 1: Building rapport in VCVs and IPVs requires a personal touch.

Categories

Codes

Exemplars

Feeling known as a person
not a patient

e active listening

e personalized care

e small talk to build rapport

e feels more personal

e treated as a person not patient
e finding a common thread

e self-disclosure

[Videoconferencing visits are] certainly awkward in the
beginning. You're meeting a stranger face to face. But
thinking back to my experience, the nurse asks me some
personal questions about myself to get me talking about
myself. I think that helped ...break down some of the
barriers, just makes you feel more comfortable. [P09]

Developing that connection is understanding somebody
as a person, and it's harder than in person because I
don't get to know what their shoes are like. I don't really
see the whole person, so having those personal touches,
having that chitchat at the beginning, they're sort of
more important than they are in the in-person visits, and
they're in some ways harder to do. [P10]
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I feel that creating that human connection through
asking personal questions is a way to start to establish
rapport. [P06]

Being heard and knowing
what’s important

active listening

being heard and understood
empathy and compassion
knowing the patient
knowing we are cared for
feeling I'm important
willingness to share
knowing what’s important
emotional comfort level

I'm not just my cancer diagnosis, and a lot of the things
that matter to me about my cancer diagnosis have very
little to do with what's growing in my body and
everything to do with how it impacts the things that are
important to me. [P10]

[Rapport] is very important to me. I think when I have
rapport with someone, I really feel like they understand
what I'm saying. I feel validated. I feel like I'm important
in the conversation,...I'm worth having an appointment
with. [P03]

Taking time to provide
information and answer
questions thoughtfully

no question is too silly
taking time

empathy and compassion
knowing we are cared for

It was my asking questions and not feeling that any of
the questions were stupid or silly or anything like that,
that they were open to whatever information I needed.
[P02]
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I think it's encouraged by the nurse. When nurses ask
open-ended questions, it encourages a dialogue. It
makes you feel like they care, and they really want to
know. They're not just asking yes or no questions. [P09]

Theme 2: Rapport can facilitate trust in videoconferencing and impact how patients feel about their care.

Creating an open
atmosphere with positive
affect and nonverbal
communication

friendliness and positive affect
humanizing the virtual box
eye contact

facial expressions

voice tone and clarity

body language

compensating for lack of
physical presence

Having good eye contact, actually speaking
positively...being friendly, making sure that you're
engaged in what you're saying and who you're talking
to. I think sometimes you can hear it in the
voice,..making sure...you look at the person, that you're
not looking away. [P03]

If the nurse’s facial expression and demeanor show the
concern and care [for] the patient, it's more apt to work.
[P02]

Building confidence in the
plan of care

confidence in provider
credibility as expert
being on the same page
improves quality of care
relationship with mutual
understanding
emotional comfort level

It's very important, the rapport, to have that level of
trust and...comfort with your nurses,...[to] rely on them
giving you a truthful, honest answer, or even if they
don't know a definite answer [to know] that
they're...giving you the whole picture. [P08]
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The more that the nurse [understands what's important
to me], the easier it is for them to actually make the right
treatment decisions...quality of life is [more] important
to me...than the quantity, and so that has implications.
[P10]

What I really liked about [the cancer center] was you
had the same nurse primarily through your entire
treatment...We talked about various different
things...that trust factor from them, the familiarity with
them, and understanding that they're really here to care
for you. [P05]

I guess a big thing is that I want to feel comfortable that I
can ask as many questions as I need to, that there isn't a
rush on the time, and that once I ask the question, I'm
not just getting a pat answer, it's customized to me or to
my situation...it's not the person just getting their job
done, but they're really trying to help me. [P06]

Promoting comfort and
healing

mutual trust

promotes healing

trust as outcome of rapport
a valued relationship
having the same nurse

This is a difficult journey. You're going through stuff. So
much is just unknown to you, and one day you're going
on in your life, and then the next day you have cancer.
It's very, very important, the rapport, because to have
that level of trust and have that level of comfort with
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mutual care and concern
emotional comfort level

your nurses, whether it's over video or in person...it's so
important because you're going through this. [P08]

Theme 3: Videoconferencin

g works well for some visits but is not ideal for others.

Leveraging the advantages
of VCV and technology

easier

efficient

more options

more relaxed when I'm at
home

saves energy for getting better

love it
being on time

I find it much more convenient than driving to [the
cancer center]...an hour each way. [P07]

It makes it so that the massive number of doctors'
appointments is a little less overwhelming to my ability
to do things like be there for my family or have a job.
[P10]

There were times when [the nurse] was like, "Don't come
in here. There's no reason for you to come in here. Let's
do a telehealth, and don't waste the time. You need to
focus on your treatment and getting better." [P05]

Accepting the challenges
of a new technology

not feasible in VCV

harder to share bad news
Something is lost in VCV
figuring it out
determining what’s best
combination may be best
willingness to compromise
internet connectivity
avoiding distractions

My generation keeps on getting older, so there’s going to
be a higher percentage of patients [at the cancer center]
that are going to be technology savvy. [P04]

Sometimes it's things you can't anticipate. The internet
goes out. Your power goes out, those things can
happen...to anybody at any time. [P08]
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I want to say I prefer in-person meetings to virtual
meetings. I can't put my finger on it because I feel like
it's more about the people and the exchange than it is
about doing it through the computer. Something seems
more personal when you're in person, but I don't know
that it's actually that different except for where a nurse
would need to examine you. [P06]

Finding minimal
differences in terms of
communication
effectiveness

no different than in person
bulk of communication can be
done in VCV

There was really nothing discussed that couldn't be
discussed [in a VCV]...I was there anyway, and he was
there anyway, and it [VCV] gives you the old home
feeling of face to face, but that to me is obsolete now...the
only support would be drilling deeper into an answer I
might give, still that would occur [in a VCV]. [P07]

I find it very easy to ask questions. I don't find it
challenging to express my emotions over
videoconferencing. I've had to say, "I don't like this," or
"Can you clarify this point to me?" I don't find it difficult
to either express feelings or ask questions to the nurses
around any problems or concerns...so I don't find it to be
different. [P04]
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Appendix G: Data Analysis of Nurse Participant Interviews

Overarching Theme: Rapport develops when nurses know their patients as persons and is achievable in VCVs with some

adaptations.

Theme 1: Rapport building begins with nurses knowing their patients as persons

Categories

Codes

Exemplars

Viewing the patient from a
holistic perspective

holistic knowing
personalized care
feels more personal
treated as a person not
patient

knowing the patient

It's huge to understand and see a patient...holistically and
for them to feel comfortable, supported and positively
regarded,...to take care of them as a person, not always just
a patient, and for them to feel like we're interested in their
lives, and we want the best for them. [N05]

We really get an opportunity to meet our patients, to get to
know them as individuals, to really get to know who they
are as persons, not just their illness....[W]hat helps patients
feel well cared for is that sense of rapport, that sense of
being cared for as a human being...and that's the thing that
people will remember. [N09]

People are different....It's really at their comfort level.
Sometimes they’d rather keep it to the task at hand. But 1
want to at least allow an opportunity for them to share
more if they’re willing. [N12]
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Attentiveness and listening
to know the patient and
understand their
perspective

active listening

being heard and
understood

empathy and compassion

What is important to them but...might scare them, and
what their concerns are, is a huge aspect of almost every
conversation I have with a patient. Their biggest concerns,
their biggest worries, and oftentimes those worries, they
carry through into future visits. [N05]

Shared experiences
enhance trust, open
communication, and
quality of care

finding a common thread
shared experience
willingness to share

trust

improved quality of care
enhanced clinical
judgement

It has to go both ways. You can't just expect information
and not give it, and you build a better relationship when
you give a little bit of yourself. I don't give anything too
revealing, but if it's a patient that's similar in age to me,
we'll talk about our kids, light stuff...I try to find some
common thread that we can sort of bond over, and I do
think that's really important in my practice. I make a point
of doing that. [N04]

Trying to relate is the best thing. Finding a common topic
of interest, a common ground...it's impossible not to have
some type of connection. Even if there's a complete
difference,...the commonality is that we're different. It's
just establishing a connection. I mean, if you have good
rapport with someone, they're able to open up to you more.
If you have bad rapport with someone, they're probably a
little more guarded...so of course, better rapport, better
care. [N12]

Theme 2: Much of bedside manner can be translated into “webside” manner.
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Ability to communicate
similar to in person

bulk of communication can
be done in VCV
no different than in person

The context of our conversations pretty much unfolded in
very similar ways in person as well as over
videoconferencing. It's a very conversational, open, free-
flowing type of two-way street....With video visits, that
ability was not changed or affected negatively at all...they
had all the time they needed to unpack that stuff. [N05]

Making extra efforts to

friendliness and positive

The human qualities that we all have are better delivered in

connect affect person, and we try to have different inflections in your
small talk voice when you're just on video because you want them
humanizing the virtual box | [patients] to understand that you do hear and you do feel
eye contact what emotion they're trying to share with you, but
body language otherwise it could be just like watching, the same news
compensating for lack of story over and over again. [N08]
physical presence
I try to be a good listener. Silence is a good thing. It allows
patients to think about what they want to say, and I'm just
there with them in the moment. You can do that on video
and on an in-person visit....Being able to see and just be
there with the patient and know that they're still looking at
you, and I'm still looking at them. [NO7]
Ability to form no different than in in- For the majority of my patients, [clinical rapport in VCVs

relationships and develop
rapport remain intact

person experience
relationship valued by
patient and nurse

and IPVs is] pretty similar....[W]e get down to the medical
stuff and teaching and side effects and medication
management. But with a lot of patients, it's more of a social
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rapport. Especially patients that we see frequently or that
I've known for a long time. They can talk about their
family. They're asking about my family, and I don't see a
difference with video versus in person. [N07]

I usually try to be very welcoming. I use a lot of comedy. I
like humor, so I try to endear myself to them through, kind
of mechanisms like that, but I don't feel like a lot is lost in
that regard, at least with me. [N11]

Theme 3: Differences in VCV that may impact rapport are important to recognize.

There is only so much you
can do on Zoom

not feasible

loss of emotional connect
more information when
physically in same space
knowing something is not
right

something is lost in VCV
reading the room

harder to do

harder to share bad news

You really only have your own facial expression, and your
volume, and your tone, and your words when it's done by
video, but all of the rest of the human connection is
different in person. [NO8]

It's a different level of attention when you do something on
the video...a person walking through a door of an exam
room is just such a wealth of opportunity to draw upon in a
visit. And you just lose a lot of that when things are done
virtually. [N11]

There’s no place like home

more relaxed at home
easier for patients

even playing field
safer during COVID-19

I thought that it was really lovely to see people in their own
homes, and also people seemed so much more relaxed
because it was like on their turf. There was almost [more]
control....[W]hen people come into the hospital, they sit in
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traffic, they sit in the waiting room, they get this tag, and
they're kind of at the mercy of the provider. At home, they
can be in their pajamas. They can have their cup of coffee.
They don't have to wear a mask. [N09]

Barriers related to
technology, language, and
hearing

language/cultural
differences
technology issues
hearing deficits

Language barriers. We've done it, when we have an
interpreter, and the patient, and the Zoom, it can work, but
it definitely is adding in a third person....Everyone kind of
has to be ready at the same time. [N09]

I have some patients [who] can't get onto the video visit no
matter how hard we try, and sometimes those become a
telephone visit, but when we can get everybody to use it,
it's [still] not perfect. It's very good, but it's not perfect.
[NO08]

Theme 4: Cultivating nurse-

patient rapport in VCVs is essential for quality care and nurse job satisfaction.

Everyone is still learning, e figuring it out We're all still learning, the patients have been

but we are finding ways to | e strategies to enhance wonderful....This is still all new to them as well, so we're

adapt rapport in VCVs all in the same situation, so I feel like everybody's
understanding. [N06]

Determining what is best e [PVs preferable I mean there's definitely advantages to being in

for the person and the
patient

combination best

patient preference
willingness to compromise
for VCV benefits

person,...I'm not sure that that outweighs the benefit of the
televisit. [N0O9]




€ce

e easier for patients

There are certain patients [who] maybe respond better in
person, and maybe our patients [who] are not as tech-
savvy, they still need to be seen in person. But our patients
[who] feel very comfortable with technology, they've been
doing this for two years, it just is so extremely helpful in
terms of people's personal lives. [N10]

There may be a slight advantage to having [emotional]
conversations in person and being able to physically touch
the patient...[to] show our emotion and compassion versus
just facial expression. [N03]

The unique challenges
presented by VCVs require
professional development
and practice guidelines

e figuring it out
e strategies to enhance
rapport in VCVs

Figuring out the patients who would be appropriate is the
harder part. [NO2]

It's important to have expectations in place...even though it
is a good substitute, it cannot completely or should not, in
my opinion, completely replace [IPVs]. [N0O5]

Developing rapport with
patients is important to
oncology nurses

e relationship valued by
patient and nurse

e intimate connection

e impact on stress

e it makes it fulfilling

[Rapport is] why I've done my job for as long as I have. I've
been here for 20 years in the same group and being able to
develop rapport and get to know patients, get to know
their families and be with them from diagnosis to death, is
what keeps me coming back every day. [N07]
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When you foster and build a successful rapport with your
patient, then they ask questions more easily, they report
symptoms more easily...I have some patients [who] insisted
if they were doing a virtual video visit with their physician,
I had to also be on the visit, and I really appreciated them
valuing my role on their team. [NOS]




Appendix H: Study Information Sheets

Research Study Information Sheet
Telehealth Videoconferencing Visits in Oncology Ambulatory Care

ONCOLOGY NURSE/APRN VOLUNTEERS NEEDED

Participate in a research study on the nurse-patient relationship

We are video recording nurse-patient encounters during telehealth video visits to help
us understand this experience. Volunteering to have your visit recorded and completing two
brief questionnaires will help us create interventions and guidelines that will support the
development of a nurse-patient therapeutic relationship during video visits.

Purpose of the study
This study will explore nurse-patient interactions during telehealth videoconferencing
visits.

What can you do to help?
e Agree to participate in the study and allow video recording of upcoming telehealth
video visits you have scheduled with patients who also agree to enroll in the study.

e To be eligible for the study, you must (1) be a registered nurse or advanced practice
nurse employed at Duke Cancer Institute (DCI) or one of its affiliated centers for at
least 6 months, (2) have provided at least five (5) video visits with patients at the
Duke Cancer Institute.

What do you have to do to be a participant in the study?

If you join this study, the researcher will:

e Record telehealth video visits with your patients who have also consented to
participate in the study.

e Ask you to complete short questionnaires about yourself (such as your age, race,
gender, and videoconferencing use) and your experience during the video visit. You
will be asked to complete these questionnaires after you sign the consent and
immediately following the telehealth video visit. Completion of questionnaire is
always optional but neither questionnaire requires more than a few minutes to
complete.
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Will you be paid for taking part in the study?
Yes. After completing the study, participants will receive a gift card for each video visit
that is recorded.

Are there any benefits to participating?
The information you share may help improve the experiences of future patients using
telehealth video visits.

Who should you contact if you want to participate?

Please contact the researcher, Paula Koppel, MS, RN, GNP by phone: 617-835-7087 or
email: paula.koppel@duke.edu
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Research Study Information Sheet
Telehealth Videoconferencing Visits in Oncology Ambulatory Care
PATIENT VOLUNTEERS NEEDED

Participate in a research study on the nurse-patient relationship

We are video recording nurse-patient encounters during telehealth video visits to help
us understand this experience. Volunteering to have your visit recorded and then completing
two brief questionnaires will help us improve this important service.

Purpose of the study
This study will explore nurse-patient interactions during telehealth video visits.

What can you do to help?

To be eligible for the study, you must: (1) be 18 years of age or older, (2) be able to read
and converse in English, (3) be able to give informed consent, and (4) have a scheduled
video visit with a Duke Cancer Institute nurse or nurse practitioner who is participating
in the study.

What do you have to do to be a participant in the study?

If you join this study, the researcher will:

e Record your video visits with nurses or nurse practitioners participating in the study

e Ask you to complete short questionnaires about yourself (such as your age, race,
gender, and use of videoconferencing) and your experience during the video visit.
You will be asked to complete these questionnaires during the meeting when you
sign the consent and immediately following the telehealth video visit.

Will you be paid for taking part in the study?
Yes, after completing the study, participants will receive a gift card for each video visit
that is recorded.

Are there any benefits to participating?
The information you share may help improve the experiences of future patients and
nurses using telehealth video visits.

Who should you contact if you want to participate?

Please contact the researcher, Paula Koppel, MS, RN, GNP by phone: 617-835-7087 or
email: paula.koppel@duke.edu

227



Appendix I: Procedural Log and Sample Coding Log

Procedural Log
Date Procedure Challenge Resolution
Identified
Sample Coding Log

BPR  Comnectivity .o
BIN  Coding (0- lssues in Bin Behaviors/Comments to Support Code Challenges/Uncertainties
1 ) Ve

m 1 2 N One episode of large shared smiles of fairly long duration, overall
829 high intensity
830 2 0 N
831 3 0 N
832 4 1 N One episode of short shared smiling
833 5 0 N
834 6 1] N
835 END 7 1 N 6 One shared short smile at end of encounter
1 2 N Shared smiles/laughter throughout bin spilling over into Bin 2.
836 Scored all PRin Bin 1
837 2 1 N One new episode of short shared smile/laughter
838 3 0 N
839 4 0 N
840 5 0 N
841 6 1 N One short shared smile/laughter
842 7 0 N
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Appendix J: Demographic and Post-Videoconferencing Visit
Surveys for Nurse and Patient Participants

Nurse Demographic Survey

Thank you for participating in our study. Please answer the demographic questions below.

What year were you born? v

O Less than high school degree

() High school graduate (high school diploma or
equivalent including GED)

_) some college but no degree

Associate degree in college (2-year)

achelor's degree in college (4-year)

aster's degree

octoral degree

(_) Professional degree (JD, MD)

What is the highest level of school you have completed or the
highest degree you have received?

reset

Are you Spanish, Hispanic, or Latino?

reset

[ white
[ Asian
["J Black or African American

Choose one or more races that you consider yourself to be: K . .
[ Native Hawaiian or Pacific Islander

[[J American Indian or Alaska Native
[ other

What is your sex?

reset
Describe the length of your nursing experience:

Years:

Months:

How long since completing your orientation have you been employed as a nurse at Duke Cancer Institute?
Years:

Months:

Telehealth Experience

Approximately how many telehealth video visits have you
conducted in the past 3 months?

Approximately how many telehealth video visits have you
conducted in the past 12 months?
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Nurse Post-VCV Survey

Thank you for participating in this study. Please answer the questions below about the video visit you just completed

with your patient.

Were there any issues with the internet (technical difficulties)
during this video visit?

How comfortable were you with having your video visit
recorded?

Thinking about the video visit you just had with your patient,
describe what proportion of time during the video visit (from 0
to 100 percent) did you experience a mutual sense of warmth
and concern toward the patient?

* must provide value

Thinking about the video visit you just had with your patient,
describe what proportion of time during the video visit (from 0
to 100 percent) were you able to attune to and connect with the
patient’s experiences?

* must provide value

Thinking about the video visit you just had with your patient,
describe what proportion of time during the video visit (from 0
to 100 percent) did thoughts and feelings flow with ease
between you and the patient?

* must provide value

Thinking about the video visit you just had with your patient,
describe what proportion of time during the video visit (from 0
to 100 percent) did you feel energized and uplifted by the
company of the patient?

* must provide value

Thinking about the video visit you just had with your patient,
describe what proportion of time during the video visit (from 0
to 100 percent) were you and the patient mutually responsi

to one another’s needs?

* must provide value

Thinking about the video visit you just had with your patient,
describe what proportion of time during the video visit (from 0
to 100 percent) did you feel a sense of mutual trust with the
patient?

* must provide value

Thinking about the video visit you just had with your patient,
describe what proportion of time during the video visit (from 0
to 100 percent) did you feel “in sync” with the patient?

* must provide value

Did you have any probl completing the g ions above
about your connection with the patient in the seven questions
above?

Did the questions about your connection with the patient in the
seven questions above seem related to your healthcare visit
with your patient?

Would you consider participating in future research studies
that included recording telehealth video visits?
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O yes
O No

2 Very comfortable
O Comfortable
O slightly uncomfortable

O Very uncomfortable
reset

O Yes
O No
) Undecided

reset

Yes
2 No
O Undecided
reset
O Yes
JNo

O Uncertain
reset



Patient Demographic Survey

Thank you for participating in our study. Please answer the demographic questions below.

What year were you born? v

J Less than high school degree

© High school graduate (high school diploma or
equivalent including GED)

© some college but no degree

What is the highest level of school you have completed or the

highest degree you have received? Associate degree in college (2-year)

Bachelor's degree in college (4-year)
O Master's degree
O Doctoral degree
_) Professional degree (JD, MD)
reset
O Yes
Are you Spanish, Hispanic, or Latino? SR EOEREED
reset
() white
[ Asian
[ Black or African American

Choose one or more races that you consider yourself to be:
y y [ Native Hawaiian or Pacific Islander

[*) American Indian or Alaska Native
[ other

What is your sex?

reset

In the two responses below, please list the applicable years first, followed by the months.

For example, if you have been receiving care at Duke Cancer Institute for zero years and six months, please enter 0 in the
years response, and 6 in the months response.

If you have been receiving care at Duke Cancer Institute for two years and six months, please enter 2 in the years
response, and 5 in the months response.

How long have you been receiving care at Duke Cancer
Institute, in years?

How long have you been receiving care at Duke Cancer
Institute, in months?

Approximately how many telehealth video visits have you had
in the past 12 months?

O Yes
Have you had a telehealth video visit in the past 3 months? ONo
reset

How many hours do you spend on your computer every day for

any type of activity,
including work?

Approximately how many video calls have you participated in
for work or with family and
friends over the past 12 months?
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Patient Post-VCV Survey

Thank you for participating in this study. Please answer the questions below about the video visit you just completed

with your nurse.

Were there any issues with the internet (technical difficulties)
during this video visit?

How comfortable were you with having your video visit
recorded?

Thinking about the video visit you just had with your nurse,
describe what proportion of time during the video visit (from 0
to 100 percent) did you experience a mutual sense of warmth
and concern toward the nurse?

* must provide value

Thinking about the video visit you just had with your nurse,
describe what proportion of time during the video visit (from 0
to 100 percent) were you able to attune to and connect with the
nurse's experiences?

* must provide value

Thinking about the video visit you just had with your nurse,
describe what proportion of time during the video visit (from 0
to 100 percent) did thoughts and feelings flow with ease
between you and the nurse?

* must provide value

Thinking about the video visit you just had with your nurse,
describe what proportion of time during the video visit (from 0
to 100 percent) did you feel energized and uplifted by the
company of the nurse?

* must provide value

Thinking about the video visit you just had with your nurse,
describe what proportion of time during the video visit (from 0
to 100 percent) were you and your nurse mutually responsive to
one another's needs?

* must provide value

Thinking about the video visit you just had with your nurse,
describe what proportion of time during the video visit (from 0
to 100 percent) did you feel a sense of mutual trust with your
nurse?

* must provide value

Thinking about the video visit you just had with your nurse,
describe what proportion of time during the video visit (from 0
to 100 percent) did you feel "in sync" with your nurse?

* must provide value

Did you have any problems completing the questions above
about your connection with your nurse in the seven questions
above?

Did the questions about your connection with the nurse in the
seven questions above seem related to your healthcare visit
with your nurse?

Would you consider participating in future research studies
that included recording telehealth video visits?
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O Yes
O No
reset
O Very comfortable
O Comfartable
O slightly uncomfortable

© Very uncomfortable
reset

) Yes
O No
O Undecided

U Yes
ONo
O Undecided
reset

J Yes
O No
() Uncertain
reset



€ee

Appendix K: Training Course Syllabus

Behavioral Coding: A Training Course

Course Description: This course provides theoretical background on behavioral observation methodology as well as hands-
on behavioral coding experiences to prepare participants to contribute to or develop behavioral observational research
projects. Course participants are expected to log the time they spend on the course modules, assignments, and synchronous

sessions.

Course Objectives: Upon completion of this course, the participant will be able to:
1. Engage in behavioral observational research as a coding team member.
2. Identify behavioral observational methodologies for future team research projects.
3. Describe how to leverage benefits and address challenges of behavioral observational methods during team meetings.

Training Meeting and
Module Objectives

Training Materials and Assignments
Links to all articles and presentations are provided on Sakai

Project Kick Off: Course
Overview and Introduction

Describe project plans and
responsibilities associated with

participating in this team project.

October 11- Oct.17, 2021
(Week 1)

ACTIVITIES:
e View “Getting Stated Video” to learn about the project and take “tour” of online Behavioral Coding Sakai
Project site.
e  Explore various Sakai areas: project overview, modules, forums, assignments, etc.
e Listen to the narrated power point presentation describing the feasibility study in the project overview

folder if you were not able to attend Paula’s original presentation at the Cybercivility team meeting on May
25,2021 (20:17).

DISCUSSION FORUM: Post questions that arise about the project in the forum and monitor for feedback from
Paula and team members.
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Module 1: Introduction to
Behavioral
Observation and Coding

Describe the use of behavioral
observation as a research method.

October 18 — 24, 2021 (Week 2)

ACTIVITIES:
e  View the recorded presentation Introduction to Behavioral Observation and Coding
e  Explore additional articles (Heyman pp. 345-354 required)
e  Attend Training Session 1 on Zoom (10/19/21 4:30-5:30PM)

READINGS & VIEWS

e Introduction to Behavioral Observation and Coding video (13:39)

e Heyman, R. E., Lorber, M. F., Eddy, ]. M., & West, T. V. (2014). Behavioral observation and coding. In H. T.
Reis & C. M. Judd (Eds.), Handbook of research methods in social and personality psychology (pp. 345-354).
Cambridge University Press.

e Glesne, C. (2016). Becoming qualitative researchers: An introduction. Pearson. (Ch. 3 is on observational
research, p. 64-95)

e (2009, October 17). Structured observation [Video]. YouTube. (01.49)
https://www.youtube.com/watch?v=VgTpAoJEXaE (Video showing coding team observing parent-child
interaction)

ONE-MINUTE DISCUSSION FORUM: Set a timer for one minute and quickly share with the group three (3)
things you learned about behavioral observation this week. Check the forum to see how others in the group
responded and if you like, add a comment.

Module 2: Behavioral Indices
of Positivity Resonance
(BIPR)

Describe the three elements of
positivity resonance and their

behavioral indices.

October 25-31, 2021 (Week 3)

ACTIVITIES:
e  View the recorded presentation on BIPR
e  Explore additional articles (West & Fredrickson pp. 43-46 required)
e  Attend Training Session 2 on Zoom (10/26/21 4:30-5:30PM)
e Participate in group coding exercises during training session.

READINGS & VIEWS
e  Overview of Positivity Resonance and BIPR video (16:02)
e  West, T. N, & Fredrickson, B. L. (2020). Cultivating Positive Emotions to Enhance Human Flourishing. In S.
L. Donaldson, M. Csikszentmihalyi, & J. Nakamura (Eds.), Positive Psychological Science (2nd ed., pp. 38-51).
Routledge. https://doi.org/10.4324/9780203731833-4
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e Otero, M. C,, Wells, ]J. L., Chen, K.-H., Brown, C. L., Connelly, D. E., Levenson, R. W., & Fredrickson, B. L.
(2020). Behavioral indices of positivity resonance associated with long-term marital satisfaction. Emotion,
20(7), 1225-1233. https://doi.org/10.1037/emo0000634

e  Major, B. C,, Le Nguyen, K. D., Lundberg, K. B., & Fredrickson, B. L. (2018). Well-Being Correlates of
Perceived Positivity Resonance: Evidence From Trait and Episode-Level Assessments. Personality and Social
Psychology Bulletin, 44(12), 1631-1647. https://doi.org/10.1177/0146167218771324

e  Paula Koppel, Duke University GradX 2021. (2021, March 22). Rapport: Creating health and healing for
patients and providers.YouTube. (6:53) https://www.youtube.com/watch?v=Zx_xEQUCiGO0

ONE-MINUTE DISCUSSION FORUM: Set a timer for one minute and quickly share with the group your
understanding of positivity resonance. Check the forum to see how others in the group responded and if you like,
add a comment.

CODING FORUM: Post questions that arise while you are coding in the forum and monitor for feedback from
Paula and team members.

ASSIGNMENT: Submit your coding for Vignette 1 to Sakai Dropbox by Sunday, October 31.

Module 3: Video Recording as
a Data Collection Method

Describe five important
elements to consider when
using video recordings for
behavioral observation.

November 1-7, 2021 (Week 4)

ACTIVITIES:

e  View the recorded presentation on Video Recording as a Data Collection Method

e  Explore additional articles and videos (optional)

e Attend Training Session 3 on Zoom (11/2/21 4:30-5:30PM)

e Participate in discussion of coding conflicts for Vignette 1

READINGS & VIEWS

e Video Recording as a Data Collection Method video (16:59)

e Kuckartz, U., & Rédiker, S. (2019). Coding Video Data, Audio Data, and Images. In U. Kuckartz & S.
Radiker, Analyzing Qualitative Data with MAXQDA (pp. 83-91). Springer International Publishing.
https://doi.org/10.1007/978-3-030-15671-8_7

e Broyles, L. M,, Tate, J. A., & Happ, M. B. (2008). Videorecording in Clinical Research: Mapping the Ethical
Terrain. Nursing Research, 57(1), 59-63. https://doi.org/10.1097/01.NNR.0000280658.81136.e4
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e  Duke University Social Science Research Institute. (2016, November 1). What is a Code?: Qualitative Research
Methods [Video]. YouTube. https://www.youtube.com/watch?v=BAKRKZq_Ebo (Introductory video
describing qualitative coding)

ONE-MINUTE DISCUSSION FORUM: Set a timer for one minute and quickly share with the group a specific
concern you would have about using video recordings in research. Check the forum to see how others in the group
responded and if you like, add a comment.

CODING FORUM: Post questions that arise while you are coding in the forum and monitor for feedback from
Paula and team members.

ASSIGNMENT: Submit your coding for Vignette 2 to Sakai Dropbox by Sunday, November 7.

Module 4: Inter-rater
Reliability

Describe inter-rater reliability
and the process of establishing

this benchmark.

November 8-14, 2021 (Week 5)

ACTIVITIES:
e  View the 4 short videos on inter-rater reliability below OR read the article by Heyman et al. (2014)
e Attend Training Session 4 on Zoom (11/9/21 4:30-5:30PM)
e Participate in discussion of coding conflicts for Vignette 2

READINGS & VIEWS

e Heyman, R. E,, Lorber, M. F., Eddy, J]. M., & West, T. V. (2014). Behavioral observation and coding. In H. T.
Reis & C. M. Judd (Eds.), Handbook of research methods in social and personality. psychology (pp. 354-372).
Cambridge University Press.

¢ Duke University Social Science Research Institute. (2019, October 2). What is inter-rater reliability?:
Qualitative research methods [Video]. YouTube. (3:30)
https://www.youtube.com/watch?v=Z108mgzcfyl&list=RDCMUCDfHkEuoKb_TXYkQY6BkIIg&index=3

e Duke University Social Science Research Institute. (2019, October 7). How do I quantify inter-rater reliability?:
Qualitative research methods [Video]. YouTube. (4:59) https://www.youtube.com/watch?v=1V2dEgpLD1I

e  Duke University Social Science Research Institute. (2019, October 4). Will inter-rater reliability improve my
work?: Qualitative research methods [Video]. YouTube. (3:16) https://www.youtube.com/watch?v=xZXy-
4uBEMc&list=RDCMUCDfHkEuoKb_TXYkQY6BkIIgé&index=6
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e Duke University Social Science Research Institute. (2019, October 9). Common issues with inter-rater reliability:
Qualitative research methods [Video]. YouTube. (3:51)
https://www.youtube.com/watch?v=QJ8ZfRmEHD A &list=RDCMUCDfHkEuoKb_TXYkQY6BkIIg&index=2
ONE-MINUTE DISCUSSION FORUM: Set a timer for one minute and quickly share with the group a question you
still have about inter-rater reliability. Check the forum to see how others in the group responded and if you like, add
a comment.

CODING FORUM: Post questions that arise while you are coding in the forum and monitor for feedback from
Paula and team members.

ASSIGNMENT: Submit your coding for Vignette 3 to Sakai Dropbox by Sunday, November 14

Training Wrap-Up

Describe importance of
maintaining

inter-rater reliability in
behavioral observational
research.

November 16, 2021 (Week 6)

ACTIVITIES:
e  Attend Training Session 5 on Zoom (11/16/21 4:30-5:00PM)
e  Participate in discussion of coding conflicts for Vignette 3
e  Complete training course evaluation
e  Complete monthly practice coding assignments and participate in 30-minute coding discussions
immediately following Cybercivility Research Team Meetings (December 2021-March 2022)




Appendix L: Coding Guide for Behavioral Indicators of Positivity
Resonance

BIPR Coding Guide
Background on Positivity Resonance and BIPR
What is BIPR?

Behavioral Indices of Positivity Resonance (BIPR) is a global or macro coding system
designed to measure the intensity of positivity resonance (PR) within a dyad. Macro
coding systems code for the overall tone of the interaction. In our study, we will
measure PR or its absence within nurse-patient dyads during telehealth
videoconferencing visits in an oncology ambulatory care setting.

What is positivity resonance (“pos res” or PR)?

Fredrickson (2016) defines PR as a brief episodic experience of interpersonal
connectedness resulting from a synthesis of three features. Otero et al. (2019, p. 2)
describe these features as:

(1) shared positive emotion (described as a pleasant subjective state like happiness, joy,
delight, or amusement) co-experienced by two or more people,

(2) mutual care and concern (e.g., vocal intonation and verbal communication
conveying investment in one another’s well-being), and

(3) behavioral (e.g., simultaneous nonverbal behavior like smiles, laughter, head
tilts/nods) and biological synchrony (e.g., simultaneous physiological changes like heart
rate or levels of oxytocin)

More recently these features have been described as a shared positive affect
(experiential), caring nonverbal synchrony (behavioral), and biological synchrony
(physiological) with less of a focus on verbal expressions of mutual care and concern
(Brown & Fredrickson, 2021; Wells et al., 2022).

PR is a co-emotion or sharing of the same positive emotion which is different than
mirroring an emotion (i.e., smiling together verse one person smiling, the other
returning the smile). These moments of positive connection are possible between
romantic partners and close friends but also between co-workers, acquaintances, and
even strangers (Fredrickson, 2016).
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Why is PR important?
There is evidence that PR enhances interpersonal connections. West and Fredrickson
(2020) outline the impact of this connection as:

(1) having an immediate positive impact on individuals;

(2) building social bonds and improving relationship satisfaction over time; and

(3) building enduring resources at an individual level that facilitate flourishing (e.g.,
trust, loyalty, and physical health and emotional wellbeing).

Is PR measurable?

Yes! Otero et al. (2019) developed BIPR to measure PR and tested its use in a study with
long-term married couples. BIPR was found to predict marital satisfaction better than an
existing coding system demonstrating initial construct and predictive validity for BIPR.
In addition, Wells et al. (2022) demonstrated the construct validity of BIPR through
confirmatory factorial analysis and found further evidence that PR is a positive health
behavior.

Is PR apparent in nurse-patient encounters? Can it be reliably measured with BIPR in
nurse-patient encounters?

These are some of the research questions we will be exploring! In our feasibility study,
we will be exploring if PR can be detected in nurse-patient encounters and reliably
coded. We will explore how frequently it occurs, with what levels of intensity, and if it is
related to perceived positivity resonance as measured by a self-report survey. We will
use the same BIPR criteria as the married couple’s study to help us explore if using BIPR
is useful or needs to be modified for our health care context.

Coding Guidelines: What you need to know to code for BIPR in the Coding Log
General Information and steps to following for coding the study data:

+ All study materials except for videos are on Sakai (Behavioral Coding Project) in
Syllabus Materials/Feasibility Study Coding Materials Folder including the excel
spreadsheet to capture your coding. There is a separate excel spreadsheet for each
coder.

¢+ Study videos are numbered and in SED_Research Videos (V-drive)/Feasibility of
Measuring Rapport (only open mp#4 files)
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Store your excel spreadsheets with coding data in SED/Feasibility of Measuring
Rapport Other Project Material/Team Member Coding Logs

Use the “Behavioral Coding Forum” in the Discussions tab in Sakai to post
questions. This way I can respond, and all team members can benefit from
clarifications.

Complete your coding by January 29* (Saturday) and email me to confirm that the
log in the SED is complete.

Please avoid background distractions (i.e., music, TV) while coding.

Access and watch the videos on the SED drive in a private location. The study
protocol prohibits downloading any of the videos on your own computer.

You will be coding a nurse-patient video visit. The recording is broken into 30-
second segments or "bins." A black screen separates each time interval and is
labeled with a bin number. Code each bin, beginning with “Bin1” until you get to
a bin labeled "End."

Record time to code: Use the stopwatch on your phone and record total time
(round to a whole number) to record each video at the end of each video in
column E of the excel log.

It can be helpful to use two screens or split computer view with video on one side
and Excel log on other.

Watch each bin twice before finalizing your code, assigning each code to the
appropriate bin number (0,1,2) in column C of the Excel log. During first viewing
determine if there is evidence of positivity resonance (PR). With second viewing
confirm presence of PR and determine if intensity is low or high.

Identify for each bin if low connectivity issues (e.g., buffering, lags) were evident
(column D). Note in comments section if this impacts coding. If there is a (*) next
to the video number on the excel sheet, this indicates that connectivity issues were
observed when recording the original video. If you are noticing obvious
connectivity issues on a video without a (¥) this indicates, you are experiencing
connectivity issues or that the recording needs to be returned to the beginning or
reloaded.

Use the behaviors/comment section to describe the experience and behaviors that
explain your coding decisions. Your notes are important in determining what PR
looks like in health care encounters. Use the challenges/uncertainties section to
note any problems encountered with the coding process. This is also where you
can describe other shared behaviors or emotions that are apparent but not
currently defined as PR (e.g., compassion, empathy, being at ease, relief). Any
other concerns or overall thoughts can be noted in the final column.
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+ If PR begins in one bin and carriers over to the next bin, only code in the bin where
the majority of PR occurred (unless it is more than half of both bins).

+ After completing the coding for a video and recording the timing, go to the excel
tab labeled, “Overall Thoughts and Comments,” and add any additional
information for this video that you feel might be useful that has not already been
captured in your comments.

Specific criteria for coding PR:

Positivity Resonance is an experience shared between the nurse and patient with
positive emotion (happiness, joy, delight, amusement). Answer this question for
EACH 30-second bin:

Did positivity resonate between the nurse and the patient? That is, did they show
actions, words, or voice intonation that conveyed mutual warmth, mutual concern,
mutual attention and/or a shared tempo (e.g., shared smiles, laughter, head nods/tilts,
leaning forward, positive gestures)

Use the following 3-point scale to score each bin based on the INTENSITY (frequency,
duration, strength) of PR observed:

0=PR is not observed (no positive emotion co-experienced by the nurse and patient)

1=Low intensity PR is observed (a little bit/one instance) Examples: simultaneous closed
mouth smiles with single synchronous head tilts/ nodding, or instances of warm voice
intonation, words, or gestures.

2=High intensity PR is observed (a lot/more than one instance or one instance with long
duration) Examples: shared open- mouth smiles or laughter, two or more instances of
smiles, with head tilting/nodding, warm voice intonations/words/gestures lasting at
least 15 seconds.

Consider the overall “intensity” of each bin. Laughter/chuckle of short duration does not
always =2 and soft smiles of long duration can =2

® There must be evidence of the patient and nurse sharing the same positive emotion
for a bin to be scored 1 or 2. If there is no evidence of shared positive emotion within
a bin, the score must be 0. In most encounters, many of the bins will be 0.
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¢ Shared smiles and laughter that occur along with behaviors demonstrating mutual
attentiveness and care are the most visible signs of PR.

¢ Do not try to interpret what is transpiring, just code based on observed behaviors.

¢ If there are head nods, warm gestures, and body motions but no evidence of positive
emotion this is not PR (instead it might be compassion, empathy, or gratitude)

Other helpful suggestions:

e Code what you can see and observe, resisting urge to “interpret” the behavior (e.g., a
smile is a smile even if you think someone is just smiling to be polite)

e If youcan't seeit, you can’t code it as present just because you “feel” it is there (e.g.,
buffering/lags of internet connect, the nurse or patient’s turns away from the camera)

¢ If you have doubt about the intensity of PR, give it a lower score.

e If PR begins in one bin and carries over into the next bin, only code in the bin where
most of the PR occurred (unless it is more than half of both bins)

e If a bin has evidence of PR, code this as 1 or 2, even if there is also a separate
unpleasant emotion within the same bin.

e Decide on code after first viewing of bin. Then, use the second viewing to confirm
the shared positive experience and determine level of PR.

e After you get more confident and the team has achieved inter-rater reliability, you
can view bins where there is no PR just once. However, it is recommended to view a
second time if there is a near miss, and when deciding between scores of 1 or 2.

e Positive emotion is a pleasant subjective state (i.e., happiness, joy, delight,
amusement) needs to be present before the other behaviors can unfold. This will
likely be displayed as smiles or laughter.

e Smiles are often “hooks” that lead to PR. They often are seen before verbal
communication of mutual care/concern which takes longer to unfold.

e If individuals have matching intensities or a “vibe” or you feel there is a “feeding off
each other” or “being in sync” these are feelings of PR (shared positive emotion).
This is distinguished from an interaction that is volleying back and forth.

e If one person smiles and the other smiles back within a few seconds, this is
considered a shared experience. But if by the time the second person smiles the
first person is no longer smiling, this isn’t a shared experience.

e Account for participants’ baseline affect, tone, and “smiley-ness” so you can observe
subtle changes.

e Even during an encounter that has mostly negative emotion, there can be bins where
PR is experienced.
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There are many types of positive interpersonal processes (e.g., gratitude, helpfulness,
compassion, empathy), but these alone are not PR and may represent nurse
expressing compassion and patient expressing gratitude. Remember to look for a
shared experience with positive emotion (happiness, joy, delight, amusement) and
behavior that you can see is synchronized.

In our health care encounters, there might be behavioral signs of calmness,
peacefulness, ease, or relief that are pleasant. If you notice softer signs, please note
them in the comments and challenges section of the coding log and describe what
they look like. But only code bins as having PR if they include clear signs of
positive emotion with smiles and laughter.
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Appendix M: Qualitative Data Analysis

Overarching Theme: Measuring positivity resonance through recordings of nurse-patient telehealth video visits is feasible,

with study procedures being well-received by patients, nurses, and the study team.

Theme 1: Adapting recruitment methods and making study procedures simple and comfortable for participants
ensured a sufficient sample for the study.

getting referrals from other
nurses
inclusion criteria

Categories Codes Exemplars
Finding the right e staff meetings unhelpful Continuing to attend staff meetings but have yet to enroll
participants e telehealth volume a nurse in the study. Staff meetings are often attended by

individuals who don’t qualify for the study. (Procedural
Challenge Log)

[Nurses] recommended one nurse practitioner who they
felt had time and was doing VCV. This individual agreed
to participate. (Procedural Challenge Log)

Found nurses largely were either not doing VCV right
now or volume was significantly reduced. (Procedural
Challenge Log)

[Study inclusion criteria] slightly revised to increase the
number of patients who will qualify to participate in the
study. (Study Running Notes)
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Making it easy to not willing to add to my I am going to decline. ... I am sure you are aware how
participate overfilled plate, nurses stretched all advanced practice providers are. . . . I am not
reasons for declining willing to add to my already overfilled plate at this time.
participation, nurses (Email from nurse as documented in Procedural
reasons for declining Challenge Log)
participation, patients
feeling overwhelmed, Patient reasons ranged from general statement of not
patients being interested (10) to feeling overwhelmed/too sick to
volunteer for the study (6). These responses highlight the
importance of making participation as easy as possible,
not only for nurse participants but also patients. (Study
Memo)
Finding the right changing the recruitment Changing the narrative of our presentation slightly to
strategy narrative acknowledge the burnout/staffing shortage issue. . . .

face-to-face recruitment
effective

incentives to participate
phone call recruitment for
patients

Describing that we had made amendments to the study to
make it very easy to participate and a quick description of
procedures worked well. (Procedural Challenge Log)
Found again meeting staff in-person was effective
especially when I came at a time . . . that they had a break
between patients. . . . [It was] most helpful when the
consent process [was] facilitated as soon as possible after
my meeting with the nurse. (Study Running Notes)

Although we had received some indication that the gift
cards were not important to the nurses, I observed at least
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one instance where this appeared to not be the case. One
of the nurses I enrolled, introduced me to another nurse
doing VCV by stating, “and there are gift cards!” (Study
Running Notes)

Contacting patients by phone prior to [their] VCV was the
most successful recruitment strategy (59 responded to
calls), followed by email contact (13). (Study Memo)

Data collection
process acceptable

formatting issue

data cleaning

behavioral indices of
positivity resonance evident
in VCV

Incongruence of patient
report and evidence of
positivity resonance

Bin 8 is missing in this video . . . this cell won’t let me
write 1. (BIPR Coding Log)

Checked to make sure all bins included 0, 1, or 2. Only
three bins required modifications. (Study Memo)

A word frequency query of the BIPR Coding Log section
on “behaviors supporting coding” identified smile and
forms of smile as occurring 1012 times, laughter and
forms of laughter occurred 227 times, chuckle and forms
of chuckle occurred 154 times, and share or forms of share
occurred 881 times. These primary behavioral indicators
of positivity resonance occurred frequently and per this
query are the most frequently used terms in the coding
log. (Study Memo)
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I had to call this patient after the [VCV] encounter, and
she expressed frustration with the nurse wearing a face
mask and need to drive to [cancer center] for in-person
[visit next time]. It is interesting that despite these
feelings, there were numerous instances of positivity
resonance in the [VCV] encounter. (Study Memo)

Theme 2: Despite challenges from technological, environment, participant, and training factors, successful
identification of behavioral indicators of positivity resonance was achieved in the telehealth video visits.

Technological factors | e

audio and/or video frozen or
buffered (40 references by
coding team members)
spillovers (16 references by
coding team members)
visibility of participants
during screen sharing

VCV on iPhone or iPad

Patient screen warped while patient nodding, [so] hard to
tell if patient was smiling or not while nurse was smiling.
(BIPR Coding Log-Challenges/Uncertainty Section)

Buffering but could still see shared smiles and hear
laughter. (BIPR Coding Log)

Video distortion/freezing made it challenging to code
certain bins. (BIPR Coding Log-Overall
Thoughts/Comments Section)

Muffled audio of nurse (BIPR Coding Log-
Challenges/Uncertainty Section)

Spillover between bins, most of the time put where
majority of positivity resonance was in, but sometimes
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was hard to tell if it should be coded in one bin or both.
(BIPR Coding Log-Overall Thoughts/Comments Section)

Screen sharing a challenge because faces were so small
[that] it was hard to see facial expressions clearly. (BIPR
Coding Log-Overall Thoughts/Comments Section)

Patient in recording today was using an iPad, and this
appeared to make the image more vertical verse [sic]
horizontal [during the VCV]. Still felt I could adequately
see facial features. (Study Memo)

Environmental
factors

impact of virtual background
third party impact on coding
(15 references)

Patient had background blurred [virtual background],
and family member was popping into frame standing
behind him. This occasionally blurred the patient’s face.
(Study Memo)

Tricky because family member starts off the positivity
resonance and it bounces around to the patient and nurse,
but patient and nurse share smile. (BIPR Coding Log-
Challenges/Uncertainty Section)

View of patient’s face was obstructed for part of this bin;
may have been from family member joining visit and
standing behind him. (BIPR Coding Log-
Challenges/Uncertainty Section)
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Participant factors

coding challenges related to
ability to clearly visualize
facial features

uncertainty about facial
expressions (25 references)
positive verbal expressions
without shared behavior
emotions and affect
purpose or type of VCV

Patient is sitting a bit further from the camera which
makes his facial features a little more difficult to see (BIPR
Coding Log-Uncertain/Challenge Section)

Patient has a full beard, making it more difficult to detect
soft smiles. (BIPR Coding Log-Uncertain/Challenge
Section)

Looks like smile by patient but was a bit unclear
[whether] just resting facial expression (BIPR Coding Log-
Uncertain/Challenge Section)

Patient expressing gratitude and happiness verbally but
neutral facial expression (BIPR Coding Log-
Uncertain/Challenge Section)

I struggled with coding this bin. . . . [I] can see how these
smiles could represent amusement; however, I also
wondered if these smiles were really signs of empathy
(nurse) and relief from getting help (patient). This might
be a common behavioral observation in health care that
we will need to be aware of. (BIPR Coding Log-
Uncertain/Challenge Section)
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This encounter felt like the nurse and patient shared lots
of rapport; however, there were not many instances
where both patient and nurse were smiling/laughing
together. I wonder if this is an example of rapport being
different in health care encounters, or positivity resonance
not being exactly the same as rapport. (BIPR Coding Log-
Overall Thoughts/Comments Section)

Some of the visits are primarily educational, some are
monitoring response to treatment, some are annual
checkups, some are to share test results, some are
supportive . . . we have a wide variety of visits. (Study
Memo)

Training factors

instructional challenges
uncertainty about level of
BIPR intensity (19 references)

The ability to differentiate between coding a bin as “1” or
“2” was difficult to articulate. After meeting with the
team as a group and each member one-on-one, I began to
wonder if the coding log instructions were too
prescriptive. (Study Memo)

In the future will need to give more explicit instructions
on how coders should handle this type of situation
[inability to see patient or nurse but hearing laughter].
(Study Memo)
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Borderline between 1 and 2. (BIPR Coding Log-
Uncertain/Challenge Section)

Hard to decide between 1-2. (BIPR Coding Log-
Uncertain/Challenge Section)

Ugh, so tough, could be a 2 as well. (BIPR Coding Log-
Uncertain/Challenge Section)

Theme 3: Occasional technical issues impacted telehealth vi

otherwise deemed acce

table.

deo visits, but recording and editing procedures were

Internet connectivity
issues

e impacton VCV
e precluding VCV

In both VCVs today, there were some mild internet
connectivity issues. These were acknowledged by both
the nurse and patient. There are questions on the post-
VCV survey asking patient and nurse about their
perceptions. Coders will be able to note this in the coding
log as well. I believe this is the first instance of this
problem out of the nine [VCV] encounters to date. (Study
Memo)

The nurse felt the connectivity issues impacted their
ability to connect with the patient; however, the patient
did not feel it had an impact per the survey responses.
(Study Memo)
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This is the third [video visit] where there were significant
connectivity issues. . . . [I]n two previous [video visits],
the patients could not get their videos to work, and the
visit became a telephone encounter. (Study Memo)

Recording and
editing of video visits

no difficulty with recording
procedure

text message reminder useful
editing processes

Overall, the recording process went smoothly. ... I
followed the procedure outlined in the protocol without
difficulty (Study Memo)

The nurse practitioner sent me the VCV link almost
immediately after I text messaged her the reminder. She
indicated that without the text message, she would have
forgotten [to invite me into the VCV]. (Study Memo)

The types of things that are edited out of the recordings
include nurse asking patient to state their name and date
of birth, mentions of other clinicians by full name,
moments when patients must leave the room temporarily.
(Study Memo)

Comfortable
participating

I forget you are recording
looking forward to seeing
you

privacy concerns

As one nurse told me in an email, “I sorta forget that you
are recording so I'm happy to help.” (Study Memo)

The only time I really felt the presence of being recorded
was as [the recording process] was being started and the
resulting pause, which feels out of place (open ended
response from nurse, Post-VCV Survey Questionnaire)
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I do not sense [the recording] could have been done
differently, it was simply the awareness of being observed
(open ended response from patient to Post-VCV Survey
Questionnaire)

Both nurses and patients have been openly supportive
and enthusiastic about this study. Not all but many of the
nurses respond promptly to my emails about potential
patients. Some of the nurses respond to emails and text
message reminders with thoughtful responses like,
“looking forward to seeing you.” (Study Memo)

Most participants, nurses and patients, did not express
concerns or even ask questions about maintaining privacy
of the recordings during the consent process. (Study
Memo)

Although none of the participants have asked for the
recordings to be paused during the video visits so far,
several participants have indicated that knowing this is an
option increases their comfort in participating in the
study. (Study Memo)
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