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Abstract
Hypertension is the leading risk factor for death and causes heart attacks, strokes, and kidney
disease (Canadian Hypertension Education Program [CHEP], 2013; Heart & Stroke Foundation,
2012; Hypertension Canada, 2013). Over 21% of Islanders have been diagnosed with
hypertension, and research indicates that less than 25% are meeting recommended targets
(Centers for Disease Control and Prevention [CDCP], 2011; Heart & Stroke Foundation of
Ontario, 2013; Siegel, 2005). There is limited access to primary care practitioners on Prince
Edward Island (P.E.I.), and according to Statistics Canada (2013), over 10% of Islanders report
not having a physician and are referred to as unaffiliated patients. This means that over 15,000
unaffiliated patients rely on walk-in clinics and emergency departments for their primary care
needs (Statistics Canada, 2013). The proposed Nurse Practitioner (NP)-led Hypertension
Program for Unaffiliated Patients can significantly reduce the gap in primary care services by
addressing unaffiliated patients’ needs through partnering with them to reduce modifiable risk
factors by providing education, appropriate pharmacological and non-pharmacological
interventions, and regular follow-up. This NP-led Hypertension Program for Unaffiliated
Patients is designed to optimize blood pressure control for unaffiliated patients and therefore
reduce the risk of heart attack and stroke, improve quality of life, and improve access to highquality health services.
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Translating Evidence into Practice: The Development of a Nurse Practitioner-led Hypertension
Program for Unaffiliated Patients
Part I: Project Description
Project Overview/Introduction
Hypertension (high blood pressure), a chronic condition that can result in damaged
arteries and hypo-perfusion of organs, is the leading risk factor for death worldwide, killing 9.4
million people annually (Lim et al., 2012; Public Health Agency of Canada [PHAC], 2010b).
Blood pressure is the measured force of blood against the arteries and is reported as systolic
pressure/diastolic pressure (Heart & Stroke Foundation, 2013a). Systolic blood pressure is the
force against the arteries when the heart is contracting, and diastolic blood pressure is the force
on the arteries when the heart is at rest (Heart & Stroke Foundation, 2013a). Primary
hypertension, the focus for this paper, has no identifiable cause and is associated with modifiable
risk factors (Viera & Neutze, 2010). Secondary hypertension is a result of an underlying
condition such as obstructive sleep apnea, renal artery stenosis, and certain thyroid conditions,
that if treated, may normalize the blood pressure (Viera & Neutze, 2010). Hypertension is
defined as measured blood pressure that is consistently above 140/90, and pre-hypertension is a
measured blood pressure between 130-139/85-89 (Heart & Stroke Foundation, 2013a) although
isolated systolic or diastolic hypertension can occur (CHEP, 2013). Complications of
hypertension include stroke, heart attack, and kidney disease (CHEP, 2013).
It is estimated that 25% of Canadian adults have a diagnosis of hypertension, an
additional 20% of Canadians have pre-hypertension and will likely go on to develop
hypertension, and approximately 17% have undiagnosed hypertension (Heart & Stroke
1

Foundation, 2013a; PHAC, 2010b). In 2011, over 21% (25, 610) of adults were diagnosed with
hypertension in P.E.I. (Department of Health and Wellness, 2012). Prince Edward Island exceeds
the national average in risk factors associated with hypertension including obesity, physical
inactivity, stress, sodium intake, smoking, and alcohol consumption (Department of Health and
Wellness, 2012).
Up to 80% of the complications of hypertension, including stroke, heart attack, and
kidney disease, can be prevented by implementing lifestyle changes to reduce modifiable risk
factors (PEI Chronic Disease Monthly, 2012b). Interventions from health care professionals can
increase the likelihood of positive lifestyle changes (CHEP, 2013). However, 15,136 Islanders
(unaffiliated patients) reported not having a family physician in 2011 (Statistics Canada, 2012),
which represents a significant gap in primary care services in P.E.I. Therefore unaffiliated
patients, who are patients without a primary care provider, rely on walk-in clinics and emergency
departments for health related needs and have poorer health outcomes as a result of fragmented
care (Mikkonen & Raphael, 2010). Most concerning are these untreated and undiagnosed
patients with hypertension or pre-hypertension who have an increased risk of developing
complications such as a stroke or heart attack (CHEP, 2013, Heart & Stroke Foundation, 2012).
Health PEI is committed to a collaborative model of care that ensures health care
providers can practice to their full scope and that the right care is given by the right provider
(Health PEI, 2013). Nurse practitioners’ advanced educational preparation and holistic approach
to patient care make them appropriate health care providers for patients with chronic diseases
such as hypertension (Watts et al., 2009). Current research indicates NP-led programs in primary
care settings are cost effective ( Schuttelaar, Vermeulen, & Coenraads, 2011), provide high
quality care to patients with hypertension (Ali et al., 2011; Allen et al., 2011; Litaker et al.;
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Mundinger et al.; Schuttelaar et al., 2011; Wright, Romboli, DiTulio, Wogen, & Belletti, 2011 ),
result in increased adherence and better outcomes for patients with hypertension (Ali et al., 2011;
Charlton, Dearing, Berry, & Johnson, 2008; Hayes, 2007; Heale & Pilon, 2012; Litaker et al.;
Mundinger et al.), and increase patient satisfaction (Ali et al., 2011; Allen et al., 2011; Charlton
et al., 2008; Hayes, 2007; Heale & Pilon, 2012; Jo Gagnan & Maybee, 2011). Given the strength
of the supporting evidence that an NP-led program will increase access, clinical outcomes, and
patient satisfaction, the NP-led Hypertension Program for Unaffiliated Patients is proposed for
communities in P.E.I. The purpose of this paper is to justify the rationale and present a plan for
the NP-led Hypertension Program for Unaffiliated Patients in P.E.I.
Problem Statement/Needs Assessment
The nature of the problem. Hypertension has been identified as the largest risk factor
associated with world-wide disease burden (Lim et al., 2012), and more than 90% of Canadians
will develop hypertension in their lifetime (Hypertension Canada, 2012). According to Statistics
Canada (2011), 5,113,315 Canadians have a diagnosis of hypertension and 450,000 new cases of
hypertension are diagnosed (Heart & Stroke Foundation, 2012). The population of P.E.I. has a
higher rate of diagnosed hypertension than the national average. More than 25,000 adults in
P.E.I. have been diagnosed with hypertension (see Appendix A for comparison of local and
national data).
According to CHEP (2013), risk factors for hypertension include a diet high in sodium,
physical inactivity, smoking, high stress levels, and increased alcohol consumption. Prince
Edward Island has higher rates of physical inactivity, increased alcohol consumption, higher
rates of obesity, and less consumption of healthy foods than the rest of Canada (Department of
Health and Wellness, 2012). Heart disease and stroke are two of the main causes of non3

accidental deaths in P.E.I. (Department of Health and Wellness, 2012). The mortality rate for
heart disease in P.E.I. is 127.5 per 100,000 versus 107.9 per 100,000 for the rest of Canada, and
although the incidence rate for stroke in P.E.I. compared to the national average is not known,
the mortality rate for stroke in P.E.I. is 30.8 per 100,000 versus 28.8 per 100,000 for other
Canadians (Department of Health and Wellness, 2012).
Complications of hypertension include heart failure, cerebral vascular accident,
myocardial infarction, kidney disease, dementia, and erectile dysfunction (Heart & Stroke
Foundation, 2012; Hypertension Canada, 2012). Seventy percent of strokes and approximately
half of heart attacks are caused by hypertension and cost the Canadian economy almost 21
billion dollars annually (Heart & Stroke Foundation, 2012).
Despite knowing that the population of P.E.I has increased risk factors for hypertension,
higher rates of diagnosed hypertension, higher rates of cardiovascular disease and stroke, and a
large number of patients without a primary care provider (unaffiliated patients), there is currently
no program in P.E.I. that provides regular, holistic care to unaffiliated patients with hypertension
as a means to reduce the risk of developing complications.
Contributing factors. Determinants of health (DOH) are individual, social, and
environmental factors that influence health status (Mikkonen & Raphael, 2010; PHAC, 2013).
There are 12 DOH, but for the purpose of this paper, the four core DOH that contribute to the
development of hypertension in P.E.I. will be discussed. They include income and social status,
personal health practices and coping skills, education, and health services (Department of Health
& Wellness, 2012).
Income and social status. Income is associated with health (World Health Organization,
2013). Low income results in inadequate housing, food insecurity, inability to eat nutritious
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foods, and decreased quality of life (Vollman, Anderson, & MacFarlane, 2004). Individuals with
low income are more likely to be overweight, to smoke, and to consume excessive amounts of
alcohol, which are modifiable risk factors for developing hypertension (CHEP, 2013; Mikkonen
& Raphael, 2010).
The majority of workers in P.E.I. are employed in the public and private sectors
(Statistics Canada, 2013). Islanders consistently have lower incomes than their Canadian
counterparts (Department of Health and Wellness, 2012). Minimum wage in P.E.I. is $10 per
hour (Department of Environment, Labour, and Justice, 2012), and based on data from 2009, the
average personal income is $29,788 for Islanders compared to $36,429 for other Canadians
(Department of Health and Wellness, 2012). The unemployment rate in P.E.I. (11.8%) is also
higher than the Canadian average (7%) (Department of Finance and Municipal Affairs, 2013).
Prince Edward Island currently has the highest unemployment rate in the country, with 9,900
(11.8%) unemployed workers (Department of Finance and Municipal Affairs, 2013). Islanders
with low incomes have an increased risk of developing chronic diseases, such as hypertension,
therefore the need to identify and develop preventative interventions is paramount.
Personal health practices and coping skills. Personal health practices and coping skills
refer to actions that can prevent disease, improve coping skills, and promote well-being which
enhances health (PHAC, 2013). Currently the personal health practices of most concern in the
Island population are physical inactivity, smoking, and excessive alcohol intake (Department of
Health and Wellness, 2012).
The pandemic of physical inactivity as a precursor to obesity and a risk factor for
developing hypertension (CHEP, 2013) is significant, with 48% of Islanders reported as inactive
compared to 46% of Canadians (Department of Health and Wellness, 2012).
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Smoking results in constriction of blood vessels and an increased heart rate which in turn
elevates blood pressure (Heart & Stroke, 2012). Smoking is associated with hypertension, heart
disease, stroke, and lung disease (Department of Health and Wellness, 2012). In P.E.I., 16.9% of
people over 12 years of age continue to smoke compared to 15.5% nationally (Department of
Health and Wellness, 2012).
Although the exact mechanism is unknown, excessive alcohol intake can increase blood
pressure and reduce the effectiveness of anti-hypertensive medications (CHEP, 2013). Islanders
report higher rates of heavy drinking compared to the rest of Canadians (Department of Health
and Wellness, 2012). Statistics Canada (2012) defines heavy drinking as more than 5 drinks on
one occasion at least 12 times in 1 year. Twenty-six percent of Islanders report drinking more
than 5 drinks on one occasion at least 12 times in 1 year, compared to 23% for the rest of Canada
(Department of Health and Wellness, 2012).
Education. There is a positive correlation between health status and education level
(Department of Health and Wellness, 2012). Education is positively correlated with income,
increasing accessibility to health care services and ability to afford appropriate treatments.
Education also increases understanding of how individuals can promote their health through
individual actions (Mikkonen & Raphael, 2010).
Prince Edward Island has one university and one college, 12 high schools, and 48 junior
high and elementary schools (Government of Prince Edward Island, 2013). Based on individuals
aged 20 and above, 19% of Islanders have less than high-school education compared to 14.4 %
nationally; 20.8% report having high-school education compared to 23.7% nationally, and 60.2
% of individuals in P.E.I. report having post-secondary education compared to 61.8% of other
Canadians (Department of Health and Wellness, 2012). Individuals with a low level of education
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generally have less income, less employment security, and poorer working conditions (Mikkonen
&Raphael, 2010), which can affect their ability to afford medications and their ability to access
primary care in the community, as they may not work in jobs which allow for paid leave for
illness or appointments. Decreased literacy is also related to low education levels, which can
result in decreased skills and knowledge to evaluate potential negative health-related behaviours,
such as excessive alcohol intake and smoking among patients with hypertension (Mikkonen
&Raphael, 2010).
Health services. In the context of this paper, health services refer to providing access to
primary care services within the community with the goal of preventing health problems and
ensuring adequate management and follow-up of existing conditions (Health Canada, 2011).
Inadequate management. Many patients with hypertension are not meeting recommended
blood pressure targets. The Heart and Stroke Foundation of Ontario (2013) reported that 15% of
patients being treated for hypertension are not managed effectively for multiple reasons
including obesity, medication adherence, and sodium intake, and similar numbers have been
reported by the Centers for Disease Control and Prevention (2011) and Siegel (2005).
Limited access. There is a lack of access to appropriate health care providers in P.E.I..
According to Statistics Canada (2013), over 10% of Islanders do not have a family physician.
This means that people with chronic conditions, such as hypertension, who do not have access to
primary care in the community from a physician or NP rely on the emergency departments and
walk-in clinics for prescription renewals, referrals, follow-up, and general maintenance of
chronic health conditions. This results in fragmented care and poorer health outcomes
(Mikkonen & Raphael, 2010). Despite ongoing difficulties recruiting and retaining physicians in
P.E.I., and with 51% of practicing physicians over the age of 50 and 18% over 60, there is
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potential for a significant shortage in primary care providers over the next 5 to 10 years (Hay
Group, 2010). Nurse practitioners are recognized as health professionals who can play a key role
in addressing this gap in primary care services. Additionally, although the government is
committed to the role of the NP increasing access to primary care in P.E.I., its recruitment
strategy of securing NPs across North America is an ongoing process that will likely occur over
an extended period of time (C. Sinclair, personal communication, February 29, 2012). There are
currently eight vacant positions: six positions in primary care settings, one in long-term care, and
one at the Cancer Treatment Center. Despite the overwhelming evidence about the prevalence
and complications associated with hypertension, none of the available positions is for an NP with
a specialty in hypertension management.
Impact of the problem. Complications that result from untreated hypertension can have
lasting devastating effects. Hypertension can result in strokes, myocardial infarctions, kidney
failure, erectile dysfunction, dementia, loss of income, and lower quality of life (Heart & Stroke
Foundation, 2012). These complications are more likely to occur in patients with untreated
hypertension, those without regular follow-up, and those without a primary care provider
(CHEP, 2013; Mikkonen & Raphael, 2010). Approximately 70,000 people have heart attacks and
50,000 people have strokes in Canada each year which costs the Canadian healthcare system
almost 21 billion dollars annually. In P.E.I., there are approximately 200 people with strokes
annually excluding mini-strokes (transient ischemic attacks) (PEI Chronic Disease Monthly,
2012b), and 23% of deaths in P.E.I. are a result of cardiovascular disease (Department of Health
and Wellness, 2012).
The major factors that contribute to a higher rate of hypertension in P.E.I. are an
increased prevalence of risk factors for hypertension, a high percentage of patients without a
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primary care provider, sub-optimal blood pressure control for patients with primary care
providers, and limited accessibility to an evidenced-based hypertension program. Of particular
concern is the major gap in the system that results when unaffiliated patients do not have access
to a physician or NP. Limited accessibility results in fragmented care, poor health outcomes, and
increased health care costs as a result of exacerbations and complications of inadequate
management of chronic diseases, such as hypertension (Mikkonen & Raphael, 2010).
Promising approaches. There are several promising approaches, nationally and locally,
related to the NP-led Hypertension Program for Unaffiliated Patients, such as the implementation
of the Canadian Hypertension Education Program (CHEP), a national sodium reduction strategy,
a dramatic increase in the number of practicing NPs, and recognition of the importance of
hypertension management from the Government of P.E.I..
At the national level, it is recognized that hypertension is a significant health concern
that results in negative health outcomes and costs the Canadian healthcare system billions of
dollars annually. As a result, CHEP was formed, which consists of a panel of experts who review
literature and best practice guidelines related to hypertension management. Recommendations
for diagnosis and treatment of hypertension in Canada are released on an annual basis, and then
great effort is made to disseminate the recommendations to health care professionals, with an
emphasis on the need for a multi-disciplinary approach. Since the implementation of the CHEP,
blood pressure control in Canada has increased from less than 20% at target in the 1990s to over
66% reaching blood pressure targets today (CHEP, 2013). The proposed NP-led Hypertension
Program for Unaffiliated Patients will be based on current CHEP guidelines for lifestyle
management, pharmacologic intervention, appropriate screening, and follow-up.
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According to the Heart and Stroke Foundation (2013b), if the average Canadian reduced
his/her salt intake by half (from 3000 mg to 1500 mg), hypertension would be eliminated in
1,000,000 Canadians, double the number of Canadians would have blood pressures at target, and
$430 million per year in healthcare costs would be saved. In 2010, a national public health
strategy to reduce sodium intake in Canada was developed with an overall goal of preventing and
treating hypertension and reducing the number of cardiovascular events; similar initiatives were
undertaken in the United States and United Kingdom (Health Canada, 2010; Henney & Boon,
2010; Scientific Advisory Committee on Nutrition, 2003). The federal government recognized
the importance of education programs promoting sodium reduction as a strategy to lower the risk
of hypertension and cardiovascular events (Health Canada, 2010). One component of the
proposed NP-led Hypertension Program for Unaffiliated Patients will be to educate patients
about modifiable risk factors for hypertension, including dietary sodium reduction. A
multidisciplinary approach to patient education will be utilized, particularly in collaboration with
the NP and dietician, and will include providing plain-language education in both individual and
group sessions using existing evidenced-based patient education tools developed by the CHEP,
Hypertension Canada, and the Heart and Stroke Foundation.
Nurse practitioners provide high quality care to patients with hypertension (Ali et al.,
2011; Allen et al., 201l; Litaker et al.; Mundinger et al.; Watts et al.; Wright et al., 2011 ) that
can result in increased adherence and better health outcomes (Ali et al, 2011; Charlton et al.,
2008; Hayes, 2007; Heale & Pilon, 2012). The number of NPs in Canada has more than doubled
from 1,344 in 2007 to 2,777 in 2011 (Canadian Institute for Health Information [CIHI], 2013).
The University of Prince Edward Island implemented a Master’s of Nursing – Nurse Practitioner
Stream in 2011, which increases access for nurses interested in advancing their education; this is
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a testament of the University’s commitment to being part of the solution for current gaps that
exist in healthcare in P.E.I. (University of Prince Edward Island, 2012). The provincial
government is committed to implementing NP positions, and the majority of these positions will
be in the community (M. Barrett, personal communication, February 29, 2012). Nurse
practitioners usually have longer appointment times than physicians, which are conducive to
educating patients, they provide comprehensive holistic care, they are cost effective, and they
provide comparable care to physicians (Bauer, 2010; Wright et al., 2011). The proposed
outcomes of the NP-led Hypertension Program for Unaffiliated Patients are to provide access to
an NP, access to a best practice program for prevention and maintenance of hypertension, and
improved health outcomes for unaffiliated patients with hypertension and pre-hypertension in
P.E.I. (Mikkonen & Raphael, 2010).
The provincial government in P.E.I. recognizes the need for increased attention to the
treatment of hypertension. There is currently a hypertension pilot project that is being conducted
at community health centers (CHCs) in Hunter River and Souris, with plans to expand to CHCs
Island-wide (T. Harper, personal communication, February 14, 2013). Unfortunately, Islanders
who do not have a physician or NP who practices within these CHCs and those without a
primary care provider, do not have access to this program. This means that thousands of
Islanders with hypertension do not have access to the hypertension program.
Target population. The initial target population for the proposed NP-led Hypertension
Program for Unaffiliated Patients includes unaffiliated patients over the age of 20 in P.E.I. who
are diagnosed with primary hypertension or those who have pre-hypertension and risk factors,
with the long-term goal of offering the service to any adult patients with primary hypertension
regardless of whether or not they have a primary care provider. Exclusion criteria include
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patients under age 20 with diagnosed hypertension, adults with secondary hypertension, pregnant
women with hypertension, and initially, patients with a primary care provider. Patients who
present with a hypertensive emergency will be sent to the emergency department for immediate
intervention and will enter the program when his/her blood pressure is stabilized.
Part II: Project Goals and Objectives
The overall program goal is to improve blood pressure in unaffiliated patients with
hypertension or pre-hypertension in order to reduce the risk of stroke and myocardial infarction
by increasing access to an NP-led, high quality, holistic, evidenced-based hypertension program.
Objectives
1. By the end of the first year in the NP-led Hypertension Program for Unaffiliated
Patients, 80% of patients will be satisfied or very satisfied with the NP care within the
NP-led Hypertension Program for Unaffiliated Patients.
2. By the end of each patient’s first year in the NP-led Hypertension Program for
Unaffiliated Patients, 60% of patients will have measured blood pressures that meet
current evidenced-based CHEP targets.
3. By the end of each patient’s first year in the NP-led Hypertension Program for
Unaffiliated Patients, 50% of overweight patients will have achieved a 10% weight
reduction.
4. By the end of each patient’s first year in the NP-led Hypertension Program for
Unaffiliated Patients, 30% of smoking patients will have a 50% reduction in the
number of cigarettes smoked per day from their baseline.
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Rationale to support objectives. The target for the first objective is based on previous
literature that indicates high patient satisfaction with NP care (Ali et al., 2011; Allen et al., 2011;
Charlton et al., 2008; Hayes, 2007; Heale & Pilon, 2012; Jo Gagnan & Maybee, 2011). A study
conducted in various regions in Ontario revealed that 87% of patients were satisfied with NP
care (Health Force Ontario, 2013).
The rationale for the second objective is that patients requiring lifestyle interventions,
pharmacotherapy, or a combination of both should be at or below recommended targets within 1
year of initiating treatment (CHEP, 2013; S. Tobe, personal communication, May 2, 2013).
Currently, 66% of Canadians with hypertension are at target (CHEP, 2013; S. Tobe, personal
communication, May 2, 2013), and although specific provincial data are not available, by
increasing access to a hypertension program for unaffiliated patients, it is expected that the
proportion of patients meeting targets will increase.
The target for the third objective was based on the “Canadian Clinical Practice
Guidelines on the Management of Obesity in Adults and Children” (Lau et al., 2007), which
states that a modest weight loss of 10% is reasonable to achieve over a 6 month period. As
weight loss may not be an initial goal for all patients upon entering the program, a 10% weight
reduction in 50% of participants over 1 year was chosen. Currently, over 50% of Islanders are
overweight or obese (Department of Health and Wellness, 2012).
The target for the last objective is based on research findings cited in “Best Practices for
Clinical Smoking Cessation in Canada” (University of Ottawa Heart Institute, 2012). A
community based smoking cessation program in New Brunswick had a 6 month abstinence rate
of 12% prior to the implementation of the Ottawa Model of Smoking Cessation. After
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implementation, the 6 month abstinence rate increased to 31%. In the proposed NP-led
Hypertension Program for Unaffiliated Patients, the NP and RNII will be trained in the
components of the Ottawa Model for Smoking Cessation. As smoking cessation may not be an
initial goal for all patients upon entering the program, a 50% reduction in the number of
cigarettes smoked per day in 30% of smoking patients was chosen.
Part III: Literature Review and Synthesis
Nurse Practitioners and Hypertension Management
With an aging population and an increased incidence of chronic diseases in P.E.I., there is
added pressure on the already strained health care system to provide care to these complex
patients. Nurse practitioners’ advanced educational preparation and holistic approach to patient
care make them appropriate health care providers for patients in P.E.I. with chronic diseases such
as hypertension (Watts et al., 2009).
A randomized controlled study by Mundinger et al. (2000) examined patient outcomes
with hypertension for patients randomly assigned to NPs and physicians. Measurements included
patient satisfaction, health status, lab results, and healthcare service utilization. Results revealed
no statistically significant difference between NP and physician care in terms of health status,
healthcare service utilization, and satisfaction. However, there was a statistically significant
difference in terms of hypertension management. Patients in the NP group had statistically
significantly lower diastolic blood pressure than patients in the physician group. This study
reinforces that NP care is comparable to physician care.
Litaker et al. (2003) examined the effectiveness of a chronic disease management model
consisting of an NP and physician working together compared to physician care alone. Labour
14

costs, glycosylated hemoglobin , HDL cholesterol, and patient satisfaction were measured.
Although labour costs were higher, patients who were randomized to the NP and physician group
versus the physician only group had statistically significant reductions in glycosylated
hemoglobin and HDL cholesterol and increased patient satisfaction. The results of this study
indicate that NPs are valuable providers in chronic disease management.
A study conducted by Wright et al. (2011) examined blood pressure control between
patients managed by NPs and physicians. The outcome measure was how many patients were
meeting recommended blood pressure targets. The results revealed that 70.5% of the NP group
were meeting blood pressure targets and 63.2% of the physician group were at target, and
patients in the NP group required less anti-hypertensive medication. The results suggest that NPs
provide comparable care to physicians, when caring for patients with hypertension. In addition,
Ali et al. (2011) found increased patient engagement, increased patient satisfaction, and
comparable blood pressure measurements between the NP group and the general practitioner
group.
A randomized control trial conducted by Allen et al. (2011) examined the effectiveness of
an NP-led cardiovascular risk reduction program in a community health center. Five hundred
and twenty five people with cardiovascular disease, including hypertension, were randomized to
either the intensive NP-led intervention or a control group that received usual care by their health
care provider. The NP-led program included individualized education and counselling for
lifestyle changes, medication management, telephone follow-ups, and pre-appointment
notifications. Measurements in this study were collected at baseline, 6 months, and 12 months
and included biological measures (blood pressure, body mass index, and blood work), selfreported physical activity, smoking status, and dietary intake. Quality of life was measured using
15

a five item questionnaire and health-care utilization was self-reported. Measurements at 12
months revealed the intervention group achieved statistically significant reductions in blood
pressure, cholesterol levels, low-density lipoprotein, triglycerides and hemoglobin A1C and
patients in the NP-led program perceived their care to be significantly improved compared to the
control group.
Hypertension Programs
A hypertension program in Ontario was analysed to determine cost effectiveness of a
hypertension program in a primary care setting (Oliveria et al., 2012). This program consisted of
an evidenced-based model for managing chronic disease in a primary care setting using a multidisciplinary approach with the goal of improving blood pressure. Two groups were created, the
standard care group and the intervention group. Health-care costs associated with office visits,
hospitalizations, emergency department visits, and medication use were calculated and results
revealed that the patients in the hypertension program incurred less health-care costs than those
in the control group, which indicates that the hypertension program was a cost effective way to
provide care to patients in a primary care setting (Oliveria et al., 2012).
A similar study evaluated the cost effectiveness of a program focused on managing
hypertension in patients with type II diabetes (Ly, Alex, & Christopher, 2009). In this study,
patients had hypertension and were newly diagnosed with diabetes. Participants were divided
into a usual care group and an intervention group who were entered into the hypertension
program. The results indicated that the participants in the intervention group had greater qualityadjusted life years and incurred lower health care costs (Ly et al., 2009).
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Given the supporting evidence that hypertension programs which utilize a
multidisciplinary approach improve blood pressure (Irmak et al., 2011; Ly et al., 2009; Oliveria
et al., 2012 & Wright et al., 2011), decrease medication use (Oliveria et al., 2012; Wright et al.,
2011), decrease costs related to decreased hospitalizations and ER visits (Ly et al., 2009;
Oliveria et al., 2012), and increase patient satisfaction (Ali et al., 2011; Allen et al., 2011;
Charlton et al., 2008; Hayes, 2007; Heale & Pilon, 2012; Jo Gagnan & Maybee, 2011), the NPled Hypertension Program for Unaffiliated Patients in P.E.I. is being proposed as a measure to
improve blood pressure and therefore decrease hypertension, which should ultimately save health
care costs by reducing hospitalizations and ER visits among unaffiliated patients with
hypertension.
Part IV: Theoretical Framework
A theoretical framework provides an overall structure upon which a study or program is
built (Polit & Beck, 2012). The theoretical basis of the proposed NP-led Hypertension Program
for Unaffiliated Patients is the health belief model (HBM) and the transtheoretical model of
change (TTM). These theories are focused at the individual level and focus on identifying and
overcoming barriers to change, assessing patients’ readiness for change, empowering and
encouraging the patients to change health related behaviours, and educating patients about
associated risks of negative health related behaviours such as physical inactivity, obesity,
smoking, excessive alcohol intake, and increased sodium consumption (Hayden, 2009; Poole,
Matheson & Cox, 2005).
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The theoretical framework upon which the proposed NP-led Hypertension Program for
Unaffiliated Patients is established provides a solid foundation for behaviour change since it
addresses both intentional change, and the emotional components related to change.
Motivational interviewing is a technique used to facilitate behaviour change by building a
relationship with the patient and exploring beliefs and attitudes surrounding behaviour change,
with the goal of increasing awareness between the discrepancy of current behaviours and desired
outcomes (Boutin-Foster et al., 2013). It has been utilized with many patient populations and
behaviour changes including: patients with substance abuse (Lundahl, Kunz, Brownell, Tollefson
& Burke, 2010), smoking cessation (Bredie, Fouwels, Wollersheim & Schippers, 2011),
cardiovascular disease (Thompson et al., 2011; Van Nes & Swatzky, 2010), diabetes (Chen,
Creedy, Lin & Wollen, 2012; Greaves et al., 2008), chronic kidney disease (Saunders, Whited &
Martin0, 2013), lifestyle factors such as diet and exercise (Lundahl et al., 2010), and
hypertension (Boutin-Foster et al., 2013). The program staff will use motivational interviewing
to explore the patient’s intent and emotions surrounding potential lifestyle changes and will
facilitate the process based on the patient’s stage of change.
Health Belief Model
The health belief model was developed by Hochbaum in 1958 to explain why healthrelated screening programs were not successful. The underlying assumption of the HBM is that
behaviours related to health can be explained by beliefs related to health (as cited in Poole et al.,
2005). Hochbaum (1958) conducted a study to identify what factors determined whether or not
people would voluntarily participate in a tuberculosis screening program. Three sets of factors
were identified that determined the likelihood of whether or not patients would obtain a chest X-
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ray to screen for tuberculosis. The first set of factors was called the psychological stage of
readiness and included the beliefs that the individual might contract tuberculosis, that they could
have tuberculosis and be asymptomatic, and that the early detection of tuberculosis would be
beneficial. The second set of factors related to situational factors such as changes in body
functions that could be interpreted as symptoms of tuberculosis and public perception, peer
pressure, medical advice, and public awareness campaigns surrounding the use of X-ray. Lastly,
Hochbaum identified factors related to environmental conditions, which included how
convenient it was to obtain a chest X-ray, expenses such as associated travel costs, and the
amount of time it took to obtain the X-ray. From this original research, four main constructs of
the HBM were developed along with the identification of modifying variables and cues to action
as well as the role of self-efficacy within the constructs, as described in Hayden (2009).
Although the HBM does not take into account emotional components and an individual’s
previous experiences, it has been used with success in various health behaviour change
programs, including behaviour change related to hypertension risk factors (Park, Kwon, Kim,
Lee & Kim, 2012; Thalacker, 2011). The four main constructs of the HBM are perceived
seriousness, perceived susceptibility, perceived benefits, and perceived barriers (Hayden, 2009).
Modifying variables that impact the constructs, as well as cues to action are also described (see
Appendix B for more information on the HBM). The NP and RN will utilize motivational
interviewing at each visit to determine patients’ beliefs and attitudes surrounding health
behaviours.
Four main constructs. The four main constructs of the HBM are perceived seriousness,
perceived susceptibility, perceived benefits, and perceived barriers.
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Perceived seriousness. Perceived seriousness refers to the patient’s beliefs surrounding
the severity of a disease. These beliefs are often based on the patient’s knowledge of the disease,
medical information, and beliefs the patient has about how the disease could potentially impact
his/her everyday life (Hayden, 2009).
In the context of the NP-led Hypertension Program for Unaffiliated Patients, perceived
seriousness refers to the patient’s beliefs regarding the severity of his/her hypertension, which is
based on the knowledge the patient has about hypertension and associated complications and the
potential impact that the complications of hypertension could have on the patient’s daily life. The
role of the NP is to inform the patient about specific consequences and negative health outcomes
associated with hypertension. This will be done through plain-language education in both
individual and group sessions using existing evidenced-based patient education tools developed
by the CHEP, Hypertension Canada, and the Heart and Stroke Foundation.
Perceived susceptibility. Perceived susceptibility is a powerful perception (Hayden,
2009). The greater the perceived risk, the greater the likelihood for positive behaviour change.
When individuals believe they are at risk for developing a disease, such as hypertension, they are
more likely to take action to prevent it from happening. Conversely, when individuals believe
they are not at risk for developing a disease, they are less likely to take action (Hayden, 2009).
The role of the NP is to increase the patient’s perceived susceptibility by identifying the
individual’s risk factors and behaviours that negatively impact health. The NP will use lab data,
blood pressure, and smoking status to calculate cardiovascular age and a Framingham score
which indicates level of risk for a potential cardiovascular event, and the NP will share the
relevance with the patient.
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Perceived benefits. This construct refers to the patient’s belief that a positive health
related behaviour change will decrease the risk of developing a disease (Hayden, 2009). People
are more likely to change their current behaviour if they believe that it will lessen their risk for
disease. For example, people with hypertension are more likely to quit smoking if they believe it
will decrease their risk for stroke, heart attack, and lung cancer (Hayden, 2009).
The role of the NP is to emphasize the positive effects of behaviour change. For example,
implementing one lifestyle intervention such as healthy eating can decrease blood pressure and
the risk of developing heart failure by 50%, decrease stroke by 38%, decrease heart attacks by
15%, and decrease the risk of death by 10% (CHEP, 2013). The knowledge regarding the
positive benefits of behaviour change can increase the likelihood of making changes (Hayden,
2009).
Perceived barriers. According to Hayden (2009), this construct refers to an individual’s
perception of obstacles that hinder positive behaviour changes. Perceived barriers have the most
significant impact on determining if behaviour change will occur. The benefits of positive
behaviour change need to outweigh the consequences of continuing with the current behaviour.
Self-efficacy plays a role in this construct in that if the patient does not believe he/she is capable
of behaviour change, the likelihood of that change occurring is slim (Hayden, 2009).
The role of the NP is to work with the patient to identify potential barriers and obstacles.
Program staff will decrease barriers by reassuring the patient and working with the patient to
identify strategies to overcome the barriers and an action plan will be created which will consist
of mutually agreed upon goals.
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Modifying variables. According to Hayden (2009), modifying variables are any
variables that affect the four main constructs. These include demographics such as age, sex, and
ethnicity, as well as education, previous knowledge and personal experiences with hypertension,
MI, and stroke, and motivation to change health related behaviours. For example, a patient who
knows someone who has suffered a debilitating stroke may be more likely to make health
behaviour changes to lessen his/her risk of stroke than those patients with no personal
experiences.
Motivational interviewing will be used to identify health beliefs and modifying variables
during the initial appointments with the NP and registered nurse. Modifying variables that will
increase the likelihood of behaviour change will be used to encourage change. Variables that
decrease the likelihood of behaviour change, such as lack of education surrounding hypertension,
will be the initial focus in the appointments so the variable will be less of an obstacle for the
patient to overcome. The NP will complete the analysis of the patient data and will use these
modifying variables to help inform the individualized patient plan.
Cues to action. The four constructs of the HBM are also influenced by cues to action
which include media coverage and campaigns, encouraging reminders from health care
professionals, advice from others, and experience with the disease (Hayden, 2009) which can
influence patients’ behaviours and beliefs related to heath. In the NP-led Hypertension Program
for Unaffiliated Patients, videos and information pamphlets developed by the CHEP and the
Heart and Stroke Foundation will be used to increase the cues to action, along with follow-up
phone calls on a monthly basis to encourage positive health behaviour changes. Pre-appointment
phone call reminders will also be made by the administrative assistant.
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Self-efficacy. Self-efficacy was incorporated into the HBM by Rosenstock, Stratcher, and
Becker (1988) when it became apparent that self-efficacy was a large component of long-term
behaviour changes associated with chronic disease. Long-term behaviour change requires people
to have confidence that they are capable of making the change. If a person is confident he/she
can make a change, the chances of successfully implementing the change are much higher. A
major role for the NP in the proposed NP-led Hypertension Program for Unaffiliated Patients is
to increase the patient’s belief that he/she is capable of making positive lifestyle changes.
Transtheoretical Model of Change
The transtheoretical model of change, developed by Prochaska and DiClement (1982), is
focused at the individual level and describes the process of intentional behaviour change. It was
developed as a way to explain the smoking cessation process (Prochaska & DiClement, 1982)
and has been the basis for many health care interventions including: diabetes management (Kirk,
MacMillan & Webster, 2010; Lin & Wang, 2012), smoking cessation (Lisa & Sara, n.d;
Robinson & Vail, 2012), cardiovascular disease management (Kirk et al., 2010; Van Nes &
Swatzky, 2010), and hypertension management (Boutin-Foster et al., 2013; Drevenhorn,
Bengaston, Allen, Salgo &Kjellgren , 2007; Johnson et al., 2006; Maya, Rachel & Katarina,
n.d.). According to the TTM, there are five stages of change: precontemplation, contemplation,
preparation, action, and maintenance (Van Nes & Swatzky, 2010) (see Appendix C for
information on the 5 stages, along with patient behaviours and beliefs and the task of the NP and
RNII for each stage). Progression through the stages is individual and relapse can occur at any
stage.
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Precontemplation. In the precontemplation stage, the patient is either unaware of an
issue or unwilling to make a change (Van Nes & Swatzky, 2010). In this stage, the cons
outweigh the pros of behaviour change. For example, a patient will not quit smoking because
he/she will gain weight and have increased stress. In terms of self-efficacy, the patient feels that
he/she is unable to change the behaviours. When a patient is in the precontemplation stage, the
priority is to raise awareness of the issue and encourage the patient to begin thinking about it so
he/she might move from the precontemplation stage to the contemplation stage.
Contemplation. When the patient is in the contemplation stage, he or she is considering
making a change, but is not ready to change at this point (Van Nes & Swatzky, 2010). The cons
still outweigh the pros of behaviour change, but to a lesser degree. Belief in his/her ability to
make a change is increasing. In this stage, the role of the NP is to build the patient’s confidence
regarding his/her ability to make a change. Staff will work with the patient to make a list of pros
and cons regarding the issue, and encourage the patient to continue thinking about the benefits of
the behaviour change.
Preparation. In this stage, the patient is getting ready to make a behaviour change and
preparing to take action (Van Nes & Swatzky, 2010). The patient is confident that he/she can
make a behaviour change and now recognizes that the benefits of behaviour change outweigh the
risks of continuing with the status quo. The role of the NP in this stage is to work with the patient
to finalize an individualized action plan after program staff has collaborated on the best plan of
action.
Action. This is the stage where the patient changes his or her behaviour (Van Nes &
Swatzky, 2010). The patient has confidence in his/her ability to sustain a behaviour change.
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During this stage, the NP provides support and encouragement and works to ensure that the
action plan is being followed.
Maintenance. In this stage, the behaviour change is maintained, although it is common
for the patient to experience relapses (Van Nes & Swatzky, 2010). The role of the NP is to
continue to provide emotional support and encouragement during this stage. The patient’s
confidence level is high because he/she has successfully implemented a behaviour change, but if
the patient relapses, his/her confidence level will decrease. Program staff will work with the
patient to identify potential triggers for relapse, and identify strategies to overcome the trigger.
Part V: Project Design
The foundation of the proposed NP-led Hypertension Program for Unaffiliated Patients is
based on the CHEP (2013) guidelines and will include individualized education and counselling
for lifestyle changes, medication management, telephone follow-ups, and pre-appointment
notifications. Outcomes will be measured at baseline, 6 months, and 12 months based on the
outcomes of the study conducted by Allen et al. (2011).
The proposed NP-led Hypertension Program for Unaffiliated Patients is guided by the
concepts of the HBM and TTM and treatment recommendations from the Canadian
Hypertension Education Program (2013), including lifestyle modification, pharmacological
treatment, screening guidelines, and suggested follow-up intervals. The proposed NP-led
Hypertension Program for Unaffiliated Patients is led by a NP who provides holistic care to
unaffiliated patients with a special focus on hypertension. It is designed to function in any
geographical location in P.E.I., rural or urban, with referral sites being local walk-in-clinics,
emergency departments, and pharmacies. For the purpose of this paper, the proposed NP-led
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Hypertension Program for Unaffiliated Patients will be located at the Boardwalk Professional
Center in Charlottetown because it is central, wheelchair accessible, and offers free parking for
staff and patients. The building is open from 8 am to 9 pm, which allows for flexible program
hours to accommodate patients’ schedules.
Program Overview
Unaffiliated patients who present to an emergency department, walk-in clinic, or
pharmacy with an elevated blood pressure will be referred to the NP-led Hypertension Program
for Unaffiliated Patients. Upon receiving the referral, the administration assistant will contact the
patient to set up a 1 hour initial appointment with the NP. During this visit, a detailed history,
family history, physical exam, and medication review will be completed. The NP will order and
interpret investigations such as blood work, urinalysis, and electrocardiogram (CHEP, 2013) as
indicated for individual patients. Using components of the HBM and TTM, the NP will work in
partnership with the patient and program staff to prioritize a list of potential lifestyle
interventions which will be a focus for follow-up appointments. Follow up appointments will be
scheduled for 30 minutes with the RNII with the exception of complex patients who will have
follow-up appointments with the NP. The number of appointments will vary based on the
patient’s blood pressure, risk factors, medication use, stage of change, and the complexity of the
patient. Patients will exit the NP-led Hypertension Program for Unaffiliated Patients when target
blood pressure has been maintained for 1 year. There will be approximately 10-15 appointments
per day, and while patient appointments are individualized, each visit will consist of health
assessment, lifestyle changes, pharmacotherapy, and health promotion as described in the
sections below.

26

Interventions
The NP-led Hypertension Program for Unaffiliated Patients interventions will be carried
out with the NP and RNII working as a team, with the NP leading patient care. The NP and RNII
form a partnership with the patient to create patient-specific intervention plans that consist of
health assessment, lifestyle changes, and pharmacotherapy. The proposed NP-led Hypertension
Program for Unaffiliated Patients will provide assessment of the individual’s health beliefs
utilizing motivational interviewing, and data from that will be incorporated into the individual
care plan. This plan will be adjusted depending on his/her beliefs and readiness to change that
will be assessed using a reliable and valid measurement ruler, Readiness Ruler tool, a tool with
applicability to the TTM (Appendix D), and the reliable and valid Self-Efficacy Questionnaire
(Bandura, 2006) (Appendix E). Based on the analysis of the data from the history and physical
exam, the patient’s health beliefs, and stage of change assessment, the NP will identify an
appropriate plan of care, in partnership with the patient, for the individual’s blood pressure
management. Although the actual interventions are patient-specific, aspects of these
interventions will be addressed at every patient visit. Data will be entered on a master
spreadsheet by the administration assistant for future analysis by the NP. Plain-language
education in both individual and group sessions using existing evidenced-based patient education
tools developed by CHEP, Hypertension Canada, and the Heart and Stroke Foundation will be
utilized in the proposed NP-led Hypertension Program for Unaffiliated Patients, and emphasis
will be placed on educational videos and individual and group discussions related to lifestyle
modifications for patients who are functionally illiterate.
The number of appointments will vary based on patients’ blood pressure, risk factors, and
medication use. Patients being managed solely with lifestyle interventions will be booked for 30
27

minute follow-up appointments at 3 to 6 month intervals with the RNII. Appointment intervals of
1 to 2 months will be considered for patients being managed with lifestyle interventions who
have higher blood pressure (CHEP, 2013). Patients requiring antihypertensive medications to
manage blood pressure will be scheduled for follow-up appointments at 1 to 2 month intervals
with the NP until blood pressure measurements from two consecutive appointments are below
the recommended target (CHEP, 2013). When the patient’s blood pressure is at or below target
for 3 months, follow-up appointments will be scheduled with the RNII at 6 month intervals
(CHEP, 2013).
Health assessment. Blood pressure will be measured by the NP or RNII at every visit.
Three blood pressure readings will be taken using an appropriate technique, and the average will
be recorded. Elevated blood pressure readings will be reported to the NP who will be responsible
for initiating/modifying treatment plans. Weight, body mass index (BMI), and waist
circumference will be measured at baseline, 6 months, and 12 months. Patient weights will be
measured at every visit, and these measurements will be obtained by the NP or RNII.
Assessment is a key function the NP will be doing with his/her staff and the analysis of the data
will be the responsibility of the NP.
Lifestyle changes. Lifestyle changes, such as healthy eating, increasing physical activity,
weight reduction, and smoking cessation can reduce modifiable risk factors and significantly
lower blood pressure (CHEP, 2013; Hypertension Canada, 2013). Implementing one lifestyle
change can reduce blood pressure as much as introducing one anti-hypertensive medication
(CHEP, 2013). Beliefs surrounding lifestyle changes will be assessed using motivational
interviewing, the Self-Efficacy Questionnaire, and assessing the patient’s readiness to change
using the Readiness Ruler. Based on the analysis of the data, the NP and patient will work
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together to identify achievable goals for behaviour change. This might include individual and or
group sessions depending on the needs of the patient.
Healthy eating and sodium reduction. Education surrounding healthy food choices such
as the Dietary Approaches to Stop Hypertension (DASH) diet, portion control, and sodium
reduction will be done by the NP and RNII and through referral to the dietician who works for
the primary care network. Emphasis will be placed on the importance of dietary sodium
reduction, including identifying foods high in sodium, reading food labels, and choosing
healthier alternatives (CHEP, 2013). This information will be offered individually and in small
group sessions based on patient preferences. Sixty minute, small-group sessions on healthy
eating and sodium reduction will be offered monthly or bimonthly by the primary care network
dietician or NP, based on availability. Currently 70% of the dietitian’s time is dedicated to
diabetes management and 30% is open for referrals from primary care providers (A. MacKenzie,
personal communication, June 25, 2013). Decreasing sodium intake and making healthier food
choices will reduce blood pressure and can delay or prevent the need for anti-hypertensive
medications (CHEP, 2013).
Physical activity. A collaborative effort by the NP and RNII will emphasize the
importance of physical activity to prevent and treat hypertension (CHEP, 2013; Hypertension
Canada, 2013; Heart & Stroke Foundation, 2012). The NP and RNII will encourage 30 to 60
minutes of moderate-intensity continuous or accumulated exercise daily at least 4 days each
week as per the CHEP (2013) recommendations. Several of the Island communities have
developed a partnership with Recreation PEI, a not-for-profit group whose focus is to increase
the physical activity level of Islanders (Recreation PEI, 2011). Many of the communities in
P.E.I. have some form of recreation centres where several programs for different age levels and
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fitness level are offered, and there are a number of programs and activities that are offered free of
charge, such as walking and biking (Recreation PEI, 2011). Patients will be encouraged to access
these programs within their community. The NP will ensure there is current information
available to patients regarding free programs within their community and will assist patients with
registering for those programs.
Weight reduction. The NP and RNII will encourage patients to achieve and maintain a
healthy BMI. This will be done through increasing physical activity, making healthy food
choices, and achieving portion control (CHEP, 2013). A healthy BMI can prevent or lower high
blood pressure but even as little as a 10 pound weight loss can lower blood pressure (CHEP,
2013). A multidisciplinary approach will be used to facilitate weight reduction. The NP and RNII
will provide basic information regarding portion sizes and healthy food choices, and the NP will
refer patients to the network dietitian for comprehensive assessment and education. Patients will
also be encouraged to participate in recreation programs offered within their community.
Smoking cessation. Smoking cessation is the most important behaviour change an
individual can make to improve their overall health (CAN-ADAPTT, 2011). Smoking results in
vasoconstriction and an increased heart rate, which elevates blood pressure (Heart & Stroke
Foundation, 2012), and has numerous negative health consequences. The NP and RNII will be
educated on the components of the Ottawa Model for Smoking Cessation. Patients will be
encouraged to quit smoking and motivational interviewing will be used to determine the patient’s
readiness to quit and to identify and overcome barriers to quitting (CAN-ADAPTT, 2011). The
use of nicotine replacement therapy (NRT) alone or in combination with prescription medication
and counselling has been shown to increase cessation success (CAN-ADAPTT, 2011; University
of Ottawa Heart Institute, 2012). Both the RNII and NP will be responsible for educating the
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patient about NRT, and the NP will be responsible for prescribing of medications and follow-up.
Referral to the smoking cessation program at the Provincial Addictions Center will be made
when the patient is ready to quit.
Pharmacotherapy. In terms of pharmacotherapy, the priority focus for the NP is
managing blood pressure, but he/she will also ensure proper management and treatment
associated with other acute and chronic diseases while the unaffiliated patients are participants in
the NP-led Hypertension Program for Unaffiliated Patients. Ordering and interpreting of lab
work and diagnostic testing will be the responsibility of the NP. Complex patients with resistant
hypertension, blood pressure not controlled on four or more medications one of which is a
diuretic, will be referred to the internal medicine specialist by the NP. A complete medication
history including vitamins, minerals, and herbal remedies will be reviewed every 3 months and
as needed depending on treatment of disease entities.
Health promotion and disease prevention. Health promotion and illness prevention
involves encouraging patients to take control over and increase his/her health and to take action
to prevent disease, and is an important aspect of holistic patient care provided by the NP (PHAC,
2010a). The NP will assess immunization status and direct the patient to public health for
boosters as needed. The NP will give flu vaccines and pneumovax vaccines when appropriate.
Gender and age specific screening will also be arranged by the NP. Examples include bone
mineral density testing, occult blood testing, mammograms, pap tests, and prostate exams.
Health promotion screening will be conducted by the NP with the assistance of the RNII.
Measurement tools. Measurement tools provide concrete data pre and post intervention
that can be analyzed to determine the strength of the program. The tools that will be used in the
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NP-led Hypertension Program for Unaffiliated Patients include the Framingham risk score, the
Self-Efficacy Questionnaire, the Readiness Ruler, and a Patient Satisfaction Survey. Other
measurements tools for physical activity and nutritional assessment will be developed in
consultation with a dietitian and exercise physiologist.
Framingham. The Framingham Risk score is a reliable and valid tool used to assess
cardiovascular risk in adult patients (National Heart, Lung and Blood Institute & Boston
University, 2013). Risk is calculated by age, cholesterol levels, smoking status, blood pressure
measurements, and whether or not the person has diabetes. The higher the score, the more risk
the patient has of experiencing a heart attack or stroke within 10 years. This score will be
calculated and saved on a computer program and will be measured at the beginning of the
program and after 12 months. Data will be analyzed to determine risk reduction in patients (see
Appendix H for Framingham Risk calculator).
Self-Efficacy Questionnaire. The Self-Efficacy Questionnaire for this program is
Bandura’s (2006) reliable and valid Self-Efficacy to Regulate Exercise and Self-Efficacy to
Regulate Eating Habits questionnaires. The self-efficacy questionnaire will identify potential
barriers to healthy eating and exercise, and the NP and patient will work together to implement
strategies to overcome the barriers.
Readiness Ruler. The Readiness Ruler was developed by Zimmerman et al. (2000) and is
a practical tool that has applicability to the TTM, which assesses a patient’s readiness to make a
behaviour change. The ruler is labeled from 0-10 and the patient is asked to rate his/her ability to
change a specific action. Motivational interviewing is then used to explore the patient’s response.

32

Patient Satisfaction survey. The Patient Satisfaction Survey will be given to patients at
the end of their first year in the NP-led Hypertension Program for Unaffiliated Patients. The
satisfaction survey consists of 17 questions that are answered using a 5-point likert scale and five
questions surrounding patient demographics. The survey is a modified version of the reliable and
validated Nurse Practitioner Satisfaction Survey (NPSS) developed by Agnosta (2009) (see
Appendix I for the Patient Satisfaction Survey).
Staffing
The NP-led Hypertension Program for Unaffiliated Patients will be staffed by one fulltime NP, one full-time RNII, and one full-time administrative assistant and will utilize existing
dieticians and social workers working within the primary care networks. An internal medicine
specialist at the Prince County Hospital who expressed interest in working collaboratively to
manage hypertension will be approached to be a collaborating physician. Patients in the NP-led
Hypertension Program for Unaffiliated Patients that require hospitalization will be under the care
of the hospitalists which is usual protocol for unaffiliated patients.
Allocation of Space
The NP-led Hypertension Program for Unaffiliated Patients is designed to function in any
community in P.E.I., with the overall goal of rolling the program out Island-wide. It is designed
to run using two exam rooms, co-shared office space for the NP and RN, and space for the
administration assistant. As mentioned previously, the Boardwalk Professional Center will be the
pilot site for the proposed program, therefore Anita MacKenzie, Manager of Queen’s East
Primary Care Network in conjunction with Marilyn Barrett, Director of Primary Care Networks
and Chronic Disease Management will be approached regarding the allocation of space.
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Referral Process
When an unaffiliated patient presents to a walk-in clinic, emergency department, or
pharmacy with an elevated blood pressure, with or without a previous diagnosis of hypertension,
the individual will be identified by a healthcare worker who will gauge the patient’s interest in
the NP-led Hypertension Program for Unaffiliated Patients, provide the patient with an
information sheet that contains basic program information (See Appendix F for a sample
information sheet) and obtain consent if the patient chooses to be referred. The patient’s contact
information and blood pressure measurement will be forwarded on to the NP-led Hypertension
Program for Unaffiliated Patients, which can be done through email or fax using the referral
form that has been created for the program (see Appendix G for the NP-led Hypertension
Program for Unaffiliated Patients referral form). The administrative assistant for the NP-led
Hypertension Program for Unaffiliated Patients will contact the patient to book an initial
appointment with the NP. A reminder call will be made 1 day before the scheduled appointment
at which time the secretary will remind the patient to bring an updated list of all prescription and
non-prescription medications.
Project Activities and Timeline
Development of proposal. The proposal for the proposed NP-led Hypertension Program
for Unaffiliated Patients will be prepared by the NP over an 8 week period. This proposal will
include an abstract, gap analysis and needs statement, project description and budget
information. The NP will collaborate with the Network Manager during the creation of the
proposal, and the proposal will be submitted to the Manager of Primary Care Networks and
Chronic Disease Management in P.E.I., and the CEO of Health P.E.I.
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Engaging stakeholders. Prior to implementation of the NP-led Hypertension Program for
Unaffiliated Patients, an advisory committee of stakeholders will be established, key
stakeholders will be engaged and funding will be secured. A key element of this partnership
process will be sharing the evidence of the need for the NP-led Hypertension Program for
Unaffiliated Patients, the program goals and objectives, intervention strategies, the role of the
NP, and potential funding opportunities. This process will take approximately 6 months. The
program will be promoted as a pilot project, with funding requests from the provincial
government to sustain the program for 1 year. Individual appointments will be set up with
Therese Harper, the Hypertension Coordinator for PEI, Marilyn Barrett, Director of Primary
Care Networks and Chronic Disease Prevention/Management, the CEO of Health PEI, Dr.
Richard Wedge, Anita MacKenzie, Manager of Queen’s East Primary Care Network, as well as
the clinical nurse lead, social worker and dietitian for Queen’s East Primary Care Network to
discuss program details including securing space, funding, and utilization of existing social
worker and dietitian services.
Referral development. The Queen’s East Primary Care Network recently hired a fulltime dietician and social worker. The positions are allocated as 70% diabetes care and 30%
referral from the providers within the network. The social worker is located in the Diabetes
Education Centre, and the dietitian travels to the different sites and has individual appointments
with patients within the primary care providers’ offices. There has been promising discussion
between providers and the dietitian regarding the dietitian providing some small group sessions
as opposed to individual appointments alone. The NP, Network Manager, and dietician will work
together to arrange a schedule for small group sessions either monthly or bimonthly depending
on the dietitian’s availability.
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Human resource planning. Once government funding is obtained, it will take
approximately 6 months to create and post job descriptions, and to interview and hire the
successful candidates. Since this will be a Health PEI initiative, job descriptions and hiring will
be done in collaboration with the Primary Care Network managers and Human Resources. The
creation of the NP job description will be a collaborative effort between the NP and the Network
Manager. The job description is for a NP with preference given to those with a subspecialty in
hypertension, or who are willing to specialize. An information letter regarding the NP-led
Hypertension Program for Unaffiliated Patients will be sent to the Manager of Laboratory
Services, Diagnostic Imaging, and community pharmacists to make them aware that they will be
receiving requisitions and prescriptions from the NP.
Training of program staff. The NP and RNII will complete 1 day of training on the
Ottawa Model of Smoking Cessation through online tutorials available through the University of
Ottawa Heart Institute, a 2 day session on motivational interviewing offered by Dr. Michael
Vallis, and a 1 day Canadian Hypertension Education Program training session.
Communication and marketing. There will be an ongoing public awareness campaign
promoting the NP-led Hypertension Program for Unaffiliated Patients. CBC, local radio stations
and the Guardian will be the main focus. Posters and pamphlets prepared by the Queen’s Printer
will be distributed at walk-in clinics, emergency departments, and pharmacies across the Island 8
weeks before the program start date. A communication plan will be developed and shared with
healthcare professionals, including the P.E.I. Medical Society and the College of Family
Physicians in P.E.I. to negotiate a partnership between NPs and physicians in caring for patients
with hypertension. The NP and the Network Manager will be the spokespersons for the program.
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Budget
The budget for the NP-led Hypertension Program for Unaffiliated Patients will be
developed in consultation with the Manager of Queen’s East Primary Care Network and will be
based on current operating costs. The majority of the required funding will go toward labour
costs, which have been calculated at the highest pay scale. As per the Prince Edward Island
Collective Agreement (2011-2014), both the RNII and NP have six payment levels. Although the
proposed NP-led Hypertension Program for Unaffiliated Patients is designed to function with an
NP at the first payment level, budgeted labour costs are quoted at the highest pay scale to be
inclusive of all applicants without going over budget. Other costs include operating costs,
education and training, office rent, and equipment (see Appendix J for a breakdown of the
proposed budget).
Part VI: Implications for Practice
The development of the NP-led Hypertension Program for Unaffiliated Patients will
advance the role of the NP in P.E.I. by creating a speciality area in hypertension. It provides the
NP an opportunity to provide holistic care to adult patients, with a special focus on hypertension.
The leadership role of the NP will be highlighted as a result of the NP coordinating care for the
unaffiliated patients with hypertension, and the NP will become an expert clinician in the
diagnosis and treatment of hypertension in adult patients in P.E.I.
Nurse Practitioner Core Competencies
The proposed NP-led Hypertension Program for Unaffiliated Patients requires the NP to
practice competently and ethically, within his/her scope of practice. The Canadian Nurses
Association (2010) created a framework that details the competencies required for NPs to
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practice safely, competently, and ethically. The framework is based on 10 assumptions and four
core competencies: professional role, responsibility, and accountability; health assessment and
diagnosis; therapeutic management; and health promotion and prevention of illness and injury.
Professional role, responsibility, and accountability. This category addresses the four
competencies associated with advanced practice nursing including clinical practice, collaboration
consultation and referral, research, and leadership.
Clinical practice. This involves the NP practicing to provincial standards with an
advanced scope, incorporating knowledge of the determinants of health, social, and
developmental factors that impact clinical outcomes (CNA, 2010). In terms of the proposed NPled Hypertension Program for Unaffiliated Patients, the NP is aware of the individual’s DOH and
social/environmental factors that negatively impact health and partners with the patient to
mitigate these factors through lifestyle change. The NP will advance his/her education and
clinical practice by receiving additional training on motivational interviewing, CHEP workshops,
and on the Ottawa Model of Smoking Cessation. The NP will also expand his/her clinical
practice by advancing his/her education related to behaviour modification, including using and
interpreting self-efficacy questionnaires, readiness to change tools, and incorporating
components of the HBM and TTM into individual care plans.
Collaboration, consultation and referral. The NP will collaborate with the physician
when the patient’s condition is not within the NP’s scope of practice. The NP will also
collaborate with the RNII, social worker, and dietitian to promote patient-centred care (CNA,
2010). The NP-led Hypertension Program for Unaffiliated Patients provides an opportunity for
interprofessional collaboration. Nursing, nutrition, and social work students can spend clinical
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time working with unaffiliated patients with hypertension, and NP students in P.E.I. will have the
opportunity to be preceptored in a specialty area. Having students from different disciplines will
provide the NP an opportunity to educate students about the importance of a multidisciplinary
approach, which is essential for chronic disease management, including hypertension care.
Research. The NP-led Hypertension Program for Unaffiliated Patients will promote an
environment conducive to research. The program will provide research opportunities not only for
the NP, but for students and faculty in areas such as weight loss, blood pressure reduction,
smoking cessation, chronic disease management, patient satisfaction, and quality of NP care. The
NP will collaborate with the University of Prince Edward Island to facilitate research and
learning opportunities for students and will assist with data collection as needed, as well as
conducting research on the benefits of the NP-led Hypertension Program for Unaffiliated
Patients.
Leadership. The proposed NP-led Hypertension Program for Unaffiliated Patients will be
led by an NP who oversees clinical care of the unaffiliated patients. The NP will use leadership
skills to develop and implement roles, such as the NP hypertension specialty, within the health
care system. The NP will utilize leadership skills to engage stakeholders and secure funding for
the NP-led Hypertension Program for Unaffiliated Patients. The NP will work with the Network
Manager to facilitate the implementation of the NP role, not only in the pilot project but
provincially, along with managing and overseeing program staff. The NP will use his/her
leadership skills to assess and manage interpersonal and clinical situations ethically and
appropriately (CNA, 2010). The NP also has the opportunity to introduce the role of a
specialized NP in P.E.I. The NP will provide an alternative to care for unaffiliated patients who
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rely on walk-in clinics and emergency departments for their healthcare needs, which has the
potential to change healthcare delivery for unaffiliated patients on P.E.I.
Health assessment and diagnosis. The NP utilizes advanced education and training, and
broad knowledge base to assess, diagnose and treat illness (CNA, 2010). In the proposed NP-led
Hypertension Program for Unaffiliated Patients, the NP will conduct a detailed history, physical
exam, and medication history. The NP will order and interpret appropriate diagnostic tests, and
initiate and modify evidenced-based treatment plans. The NP will also introduce theoretical
approaches to advanced health assessment through the use of specific assessment tools for selfefficacy and readiness to change. The NP will use a holistic approach to assess and treat the
patient incorporating biological, psychological, and environmental factors that affect the
patient’s health status, and working with the patient and collaborating with professionals to
maximize the patient’s health.
Therapeutic management. The NP will be responsible for prescribing, monitoring, and
modifying medications in the NP-led Hypertension Program for Unaffiliated Patients according
to current CHEP guidelines, as well as promoting non-pharmacological interventions to improve
health outcomes in unaffiliated patients with hypertension.
Health promotion and prevention of illness and injury. Health promotion and illness
prevention involve encouraging patients to take control over and increase their health, and to
take action to prevent disease (PHAC, 2010). The NP will assess immunization status and refer
to public health as needed. Influenza and Pneumovax vaccines will be provided to patients
annually. Gender and age specific screening will also be arranged by the NP and any follow-up
or referrals will also be arranged. By providing health promotion strategies and screening to an
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underserved population, there is increased likelihood for early detection of cancers, diabetes,
osteoporosis, and other diseases that would otherwise not be screened for.
Policy implications. The proposed NP-led Hypertension Program for Unaffiliated
Patients provides an opportunity for the NP to increase access to high-quality, evidenced-based
healthcare for an otherwise underserviced population on P.E.I. This program will allow the NP to
work to his/her full scope in a unique setting that addresses a gap in community-based primary
care services on P.E.I., which speaks to the value-add that NPs provide to patient care. Based on
the success of the NP-led Hypertension Program for Unaffiliated Patients, there may be
opportunity to replicate the program to manage other prevalent chronic diseases such as diabetes
and chronic obstructive pulmonary disease. This will provide opportunities for more NPs to
specialize and provide high quality care to specific patient populations.
The NP provides an alternative to care for unaffiliated patients on P.E.I. and has the
potential to change the way healthcare is provided to Islanders. The proposed NP-led
Hypertension Program for Unaffiliated Patients can set a precedent for other population-based
programs, such as an NP-led primary stroke prevention clinic, NP-led diabetes care, and wellpregnancy care by NPs to name a few.
Part VII: Program Evaluation
The Public Health Agency of Canada Guide to Program Evaluation will be used to
evaluate the NP-led Hypertension Program for Unaffiliated Patients. The guide consists of five
evaluation questions and five process evaluation steps which act as a guide to answer the five
evaluation questions (PHAC, 2000). The five key evaluation questions are: Did we do what we
said we would do? What did we learn about what worked and what didn’t? What difference did
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it make that we did this work? What could we do differently? How do we plan to use evaluation
findings for continuous learning? (PHAC, 2000). The five process evaluation steps are: define
the project work, develop success indicators and their measures, collect the evaluation data,
analyse and interpret the data, and use the evaluation results (PHAC, 2000) (see Appendix K for
a table of objectives, indicators, and measurements).
Five Key Evaluation Questions
Did we do what we said we would do? This question refers to whether or not program
objectives were met. This requires that specific indicators for each objective are identified
(PHAC, 2000). The first program objective is: By the end of the patient’s first year in the NP-led
Hypertension Program for Unaffiliated Patients, 80% of patients will be satisfied or very
satisfied with NP care in the program. This objective will be measured using a Patient
Satisfaction Survey that will be given to patients at the end of the patient’s first year in the
program. The survey consists of 17 questions that are answered using a 5-point likert scale and
five questions surrounding patient demographics. The survey is a modified version of the reliable
and validated Nurse Practitioner Satisfaction Survey (NPSS) developed by Agnosta (2009).
The second objective is: By the end of each patient’s first year in the NP-led
Hypertension Program for Unaffiliated Patients, 60% of patients will have measured blood
pressures that meet current evidenced-based CHEP targets. Patients should be at target within 1
year of initiating treatment (CHEP, 2013; S. Tobe, personal communication, May 2, 2013). The
indicator for this objective will be measured by blood pressure readings. Sixty percent of patients
should have measured blood pressures at or below recommended targets. The administration
assistant will record blood pressures on a computerized spread sheet at each visit during each
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patient’s first 12 months in the program for comparison. The NP will compile and analyze the
data, and the NP and RNII will document changes in employment and living conditions, as well
as adverse life events will be that recorded to inform the analysis.
Objective three is: By the end of each patient’s first year in the NP-led Hypertension
Program for Unaffiliated Patients, 50% of overweight patients will have achieved a 10% weight
reduction. Overweight is defined as a BMI greater than 24.9, and according to the “2006
Canadian Clinical Practice Guidelines on the Management of Obesity in Adults and Children”
(Lau et al., 2007), a modest weight loss of 10% is reasonable to achieve over a 6 month period.
The indicator for the objective is the patient’s measured weight at 12 months compared to his/her
starting weight. The administration assistant will record weight and BMI on a computerized
spread sheet for analysis at the end of each patient’s first year in the program. The NP will
compile and analyze the data, along with analysis of self-reported triggers for weight gain during
the program.
Objective four is: By the end of each patient’s first year in the NP-led Hypertension
Program for Unaffiliated Patients, 30% of smoking patients will have a 50% reduction in the
number of cigarettes smoked per day from his/her baseline. This will be a pre/post measurement.
The patient will self-report the number of cigarettes smoked per day at baseline and 12 months.
The administration assistant will record the number of cigarettes smoked on a computerized
spread sheet for analysis at the end of each patient’s first year in the program. The NP will
compile and analyze the data, along with analysis of self-reported triggers for smoking during
the program.
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What did we learn about what worked and what didn’t? This question involves
exploring what strategies worked and did not work, what was changed throughout the process,
assessing whether or not the project goals and objectives were realistic, and what was learned
about working with others on this project (PHAC, 2000). This will be achieved by examining
measured outcomes, such as lab data and blood pressure readings, and patient feedback that will
be compiled by the NP and RNII using a patient feedback form that will be created for the NPled Hypertension Program for Unaffiliated Patients, and by conducting group sessions with
patients to discuss what they believed the strengths and weaknesses of the program were.
What difference did it make that we did this work? This evaluation question explores
the change in knowledge, skill, and attitudes of patients and provider and the impact the change
had on the patients (PHAC, 2000). Questions that will be explored will examine whether or not
the unaffiliated patients access to care and health statuses improved as a result of the NP-led
Hypertension Program for Unaffiliated Patients. This will be done through data analysis
conducted by the NP including the reduction in patients’ blood pressure, cardiovascular risk, and
weight.
What could we do differently? This question involves examining the struggles and
challenges that were encountered throughout the NP-led Hypertension Program for Unaffiliated
Patients and what can be done differently in the future. Potential issues with community support,
public participation, support from funders, management, and program costs will be explored in
this section (PHAC, 2000). Patients will be provided with a feedback form that will be developed
for the NP-led Hypertension Program for Unaffiliated Patients, and patients will be invited to
participate in one of several 1 hour group sessions to discuss areas for improvement and potential

44

changes to the program. Feedback from the Network Manager and Manager of Primary Care and
Chronic Disease Management will also be sought.
How do we plan to use evaluation findings for continuous learning? This involves using the
evaluation results to make appropriate modifications to the program (PHAC, 2000). Questions
explored in this section will include how evaluation results were incorporated into the program,
how project outcomes will be used to advance knowledge, and how evaluation results will be
made available so others can learn from them (PHAC, 2000). This involves data analysis that is
obtained from the Framingham, Readiness Ruler, and Patient Satisfaction Survey and generating
a written report based on the results. The information will be shared with key stakeholders in the
form of an executive summary and will be presented at the Nursing Research Day, medical
CMEs, and an abstract will be submitted to present at the annual Heart and Stroke Clinical
Update. This will be a collaborative effort of the NP and RNII.
Part VIII: Dissemination Plan
A key element of any new health program is to ensure that core stakeholders and the
public are informed of the program benefits including improving access as well as patient health
outcomes. The purpose of a dissemination plan is to disperse knowledge acquired through
research to a target audience for the purpose of improving health outcomes and health systems
(Fraser Health Authority, 2007; Graham, 2009). It involves tailoring the message and delivery to
the audience (Graham, 2009) and is a process that actively involves increasing awareness about
the NP-led Hypertension Program for Unaffiliated Patients Island-wide, to promote the
continuation of the program as well as the expansion of the program to all Primary Care
Networks on P.E.I. This will be done through engaging the media, providing briefs and reports to
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stakeholders/funders, providing educational sessions, such as poster presentations, to healthcare
workers and policy makers, and partnering with end users in the development and
implementation of dissemination plans (Graham, 2009).
Audience
The target audience for the dissemination plan includes the general public, healthcare
professionals including NPs, physicians, and RNs, and key stakeholders such as the Heart and
Stroke Foundation and Health PEI including Marilyn Barrett, Director of Primary Care Networks
and Chronic Disease Prevention/Management, Dr. Richard Wedge, CEO of Health PEI, as well
as the managers and clinical nurse leads of the Primary Care Networks on P.E.I. Consistent with
recommendations from Graham (2009), stakeholders will be engaged in planning and
implementing the dissemination plan.
Medium
General public. An interview with a reporter from CBC Compass will be arranged after
data analysis is complete. The interview will be done by the Manager of the Primary Care
Network who will discuss the benefits of the NP-led Hypertension Program for Unaffiliated
Patients within the network and community. The NP will then highlight basic program
information, eligibility criteria, contact information, and data outcomes. The goal is to increase
public awareness and demand for an Island-wide NP-led Hypertension Program for Unaffiliated
Patients.
Stakeholders. Stakeholders, including Heart and Stroke Foundation and Health PEI
including Marilyn Barrett, Director of Primary Care Networks and Chronic Disease
Prevention/Management, Dr. Richard Wedge, CEO of Health PEI, as well as the managers and
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clinical nurse leads of the Primary Care Networks on P.E.I. and the Association of Registered
Nurses of Prince Edward Island (ARNPEI) will be sent a copy of the NP’s written report, along
with a one page executive summary. The summary highlights the location of the NP-led
Hypertension Program for Unaffiliated Patients, number of participants, length of time the
program has been operational, data outcomes, and implications for the future. As the lead for the
program, the NP will complete this work drawing on the assistance of program staff.
Healthcare professionals. The one page brief that has been created for the stakeholders
will be sent to the Medical Society of P.E.I. and the ARNPEI to be distributed to all of their
members. This brief will contain a link to the full report written by the NP that contains outcome
data from the NP-led Hypertension Program for Unaffiliated Patients. A poster will be created by
the NP and presented at the Nursing Research Day and medical CMEs. An abstract will be
submitted to present at the annual Heart and Stroke Clinical Update, and formal publication of
the pilot project will be published in a peer-reviewed journal.
Conclusion
Prince Edward Island exceeds the national average for risk factors for developing
hypertension and for prevalence of diagnosed hypertension. Despite the significant morbidity
and mortality caused by hypertension in P.E.I., a significant number of the population do not
have access to primary care providers. Many of the devastating consequences of hypertension
can be mitigated through lifestyle and pharmacological interventions under the supervision of
NPs. By partnering with key stakeholders and policy makers in developing the NP-led
Hypertension Program for Unaffiliated Patients, P.E.I. can significantly reduce the gap in
primary care services of unaffiliated patients with hypertension or pre-hypertension. By
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optimizing blood pressure control for unaffiliated patients in the NP-led Hypertension Program
for Unaffiliated Patients, the risk of heart attack and stroke can be reduced which can save
healthcare dollars by decreasing the number of hospitalizations and ER visits, improving quality
of life, and preventing long-term loss of income associated with disability (CHEP, 2013;
Mikkonen & Raphael, 2010). Nurse practitioners have the expertise to provide leadership,
coordination, and evidence-based practice to ensure high quality assessments, education, lifestyle
changes, appropriate pharmacological and non-pharmacological interventions, and regular
follow-up.
In this paper the need and justification for the NP-led Hypertension Program for
Unaffiliated Patients in P.E.I. is clear. Further, the leadership to develop and move this initiative
forward is currently in place. The next steps will require a commitment by the province of P.E.I.
to move forward.
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Appendix B
Table 1
Components and Applications of the Health Belief Model

University of Twente (2013).
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Appendix C
Table 2
Transtheoretical Model of Change

Love (2007).

63

Appendix D
Readiness Ruler
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ADMINISTRATION
1. Indicate the specific behavior to be assessed on the Readiness-to-Change Ruler form. Ask
the person to mark on a linear scale from 0 to 10 their current position in the change process. A
0 on the left side of the scale indicates “not prepared for change” and a 10 on the right side of
the scale indicates “already changing”.
2. Question the person about why he or she did not place the mark further to the left, which
elicits motivational statements.
3. Question the person about why he or she did not place mark further to the right, which elicits
perceived barriers.
4. Ask the person for suggestions about ways to overcome identified barriers and actions that
might be taken.

SCORING
A score above 5 shows that the person is willing to consider change and should be supported
and encouraged.

FOLLOW-UP QUESTION SUGGESTIONS
If the person’s mark is on the left of center:
• How will you know when it is time to think about changing?
• What signals will tell you to think about making a change?
• What qualities in yourself are important to you?
• What connection is there between those qualities and not considering a change?
If the person’s mark is near the center:
• Why did you put your mark there and not closer to the left?
• What might make you put your mark a little further to the right?
• What are the good things about the way you are currently trying to change?
• What are the things that are not so good?
• What would be a good result of changing?
• What are the barriers to changing?
If the person’s mark is on the right of center:
• What is one barrier to change?
• What are some things that could help you overcome this barrier?
• Pick one of those things that could help and decide to do it by __________________ (specific
date).
If the person has taken a serious step in making a change:
• What made you decide on that particular step?
• What has worked in taking this step?
• What helped it work?
• What could help it work even better?
• What else would help?
• Can you break that helpful step down into smaller parts?
• Pick one of those parts and decide to do it by __________________ (specific date).
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If the person is changing and trying to maintain that change:
• Congratulations! What’s helping you?
• What else would help?
• What makes it hard to maintain the change?
If the person has “relapsed”:
• Don’t be hard on yourself. Change is hard and may take time.
• What worked for a while?
• What did you learn that will help when you give it another try?
Zimmerman et al. (2000).
Retrieved from adultmeducation.com
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Appendix E
Self-Efficacy to Regulate Exercise and Self-Efficacy to Regulate Eating Habits
A number of situations are described below that can make it hard to stick to an exercise routine.
Please rate in each of the blanks in the column how certain you are that you can get yourself to
perform your exercise routine regularly (three or more times a week).
Rate your degree of confidence by recording a number from 0 to 100 using the scale given
below:
0

10

20

30

40

Cannot do at all

50

60

70

80

Moderately can do

When I am feeling tired _____
When I am feeling under pressure from work _____
During bad weather _____
After recovering from an injury that caused me to stop exercising _____
During or after experiencing personal problems _____
When I am feeling depressed _____
When I am feeling anxious _____
After recovering from an illness that caused me to stop exercising _____
When I feel physical discomfort when I exercise _____
After a vacation _____
When I have too much work to do at home _____
When visitors are present _____
When there are other interesting things to do _____
If I don’t reach my exercise goals _____
Without support from my family or friends _____
67

90

100

Highly certain can do

During a vacation _____
When I have other time commitments _____
After experiencing family problems _____

A number of situations are described below that can make it hard to stick to a diet that is low in
fat. Please rate in each of the blanks on the column how certain you are that you can stick to a
healthy diet on a regular basis.
Rate your degree of confidence by recording a number from 0 to 100 using the scale given
below:
0

10

20

30

40

Cannot do at all

50

60

Moderately can do

While watching television ______
Feeling restless or bored ______
During holiday times ______
Feeling upset or tense over job-related matters ______
Eating at a friend’s house for dinner ______
Preparing meals for others ______
Eating at a restaurant alone ______
When angry or annoyed ______
When very hungry ______
When depressed ______
When you want to sit back and enjoy food ______
When lots of high fat food is available in the house ______
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70

80

90

100

Highly certain can do

Feel like celebrating with others ______
Someone offers you high fat foods ______
Feel a strong urge to eat foods high in fat that you like ______
When you are entertaining visitors ______
During vacations ______
Eating out with others when they are ordering high fat meals ______
Parties where a lot of appetizing high fat food is served ______
At recreational and sport events where high fat fast foods are served ______
When visiting a city and needing a quick meal ______
Airplane meals with high fat items ______
When visiting a city and wanting to experience the local food and
restaurants ______
Holidays and celebrations where high fat foods are served ______
When upset over family matters ______
When you want some variety in your diet ______
When eating breakfast in a restaurant ______
Others bring or serve high fat foods ______
When you have to prepare your own meals ______
When faced with appealing high fat foods in the supermarket ______

Bandura (2006).
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Appendix F
Sample Information Sheet

•

High blood pressure can cause people to have heart attacks, strokes, and problems with
their kidneys

•

Healthy eating, more activity, being a healthy weight, and not smoking are ways to lower
high blood pressure

•

Nurse Practitioners (NPs) are Registered Nurses with extra training that allows them to
treat illness, write prescriptions, and order tests.

The High Blood Pressure Program is run by an NP who knows how to treat high blood pressure,
and how to make positive lifestyle changes. The NP works with a RN, dietitian, social worker,
and doctor to care for people.
This program is for patients over 20 years of age who have, or are at risk for, high blood pressure
and who do not have a doctor or NP. While you are in this program, the NP will manage other
illnesses you may have.
If you are interested in this program and have high blood pressure, the health care worker will
send your information to the program, and you will be called to book an appointment.

Flesch-Kincaid Grade Level 8
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Appendix G
Hypertension Program Referral Form

Name:

Address:

Phone:

PHN:

Blood Pressure:

Previously diagnosed with hypertension?

Yes

No

Is blood pressure being treated?

Yes

No
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Appendix H

Figure 2. Framingham Risk score calculator based on modifiable and non-modifiable risk factors
for cardiovascular disease.

National Heart, Lung and Blood Institute & Boston University (2013).
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Appendix I
NP Satisfaction Survey
Please indicate your degree of satisfaction with the following statements:

1= Strongly Disagree 2= Disagree 3= Agree 4= Strongly Agree 5= Uncertain

1. Overall I was satisfied with my visit with the nurse practitioner (NP)
1 2 3 4 5
2. I am likely to recommend the NP to others
1 2 3 4 5
3. I am likely to schedule appointments with the NP in the future
1 2 3 4 5
4. The NP was not rushed
1 2 3 4 5
5. I would rather see the NP than a physician
1 2 3 4 5
6. I was able to schedule a convenient appointment with the NP
1 2 3 4 5
7. My NP is a skilled healthcare provider
1 2 3 4 5
8. My NP discusses methods other than medication to treat my problem
1 2 3 4 5
9. I am satisfied with how the NP treated me
1 2 3 4 5
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10. I was satisfied with the amount of time the NP spent with me
1 2 3 4 5
11. My NP is caring
1 2 3 4 5
12. My NP is knowledgeable about health problems
1 2 3 4 5
13. I trust my NP
1 2 3 4 5
14. My NP knows when to refer to or consult with a physician
1 2 3 4 5
15. The NP listened to what I had to say
1 2 3 4 5
16. The NP was interested in my health concerns
1 2 3 4 5
17. The NP respected me
1 2 3 4 5
18. Highest Education Level Completed
Less than High School Degree _______
High School Degree/GED _____
Some Vocational/Technical School_____
Vocational/Technical School Diploma _____
Some University______
Bachelors Degree______
Graduate degree______
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19. Gender
Male _____
Female_____
20. Employment Status
Unemployed_____
Full Time_____
Part Time_____
Retired_____
21. Marital Status
Single _____
Never Married_____
Married/Cohabitating_____
Separated _____
Divorced _____
Widowed_____

22. Number of prescription medications that you currently take:______
23. Your yearly net (take home) income
<$25,000
$25,001 - $50,000
$50,001 - $75,000
$75,001 - $100,000
>$100,001

Adapted from Agnosta (2009).
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Appendix J
Table 3
Budget for the First Year
Expense
Operating Costs

Breakdown
- General office supplies: pens,
pencils, paper, photocopier, etc.
- Field supplies: stethoscope,
ophthalmoscope, otoscope, general
equipment
- Medical supplies: needles,
syringes, etc

Cost per Year
$2000

$3000

$2000

-Courier specimens
$1500
-Three phones
$ 1200

Salaries
Cost at highest pay scale

-Information sheets prepared by
Queen’s Printer
- Nurse Practitioner

- Registered Nurse II

Education and Training

Office space rental

Special Equipment

Data Analyst

- Medical Secretary II
- Motivational Interviewing training
- CHEP education workshop
- Heart & Stroke Clinical Update
- 2 exam rooms
- one office- shared by NP and RN
- space for administration assistant
-Includes housekeeping, lights, heat,
insurance, computer and internet
access
-Utilize office and exam room
furniture from exiting surplus
-BpTRU machine x 2
- weight scale
- Ambulatory blood pressure
monitor x 2
- 60 hours at $20/hr

Total cost

$1000
$100,054 + 18.5% benefits =
$118,564
$72,290 + 18.5% benefits= $85,634
$52,300 + $10,000 replacement
costs= $62,300
$ 2500

$25,000

$0
$2,100
$700
$4,000
$1,200

$ 312,698
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Appendix K
Table 4
Program Objectives, Indicators, Measures, and Timelines

Program Objective
By the end of the first
year in the program,
80% of patients will
be satisfied or very
satisfied with NP care
within the
Hypertension
Program.
By the end of each
patient’s first year in
the program, 60% of
patients in the
Hypertension
Program will have
measured blood
pressures that meet
current evidencedbased CHEP targets.
By the end of each
patient’s first year in
the program, 50% of
overweight patients
will have achieved a
10% weight
reduction.

Indicator
Patient satisfaction
with NP care.

Tool or Measure
Patient Satisfaction
Survey adapted from
the NPSS.

Timeline
By the end of each
patient’s first year in
the Program.

The number of
patients with blood
pressure
measurements falling
within the current
CHEP
recommendations

Accurately measure
blood pressure using
appropriate technique.

By the end of each
patient’s first year in
the Program.

The number of
patients who were
overweight/obese
(BMI > 24.9) upon
entering the program
who achieve a 10%
weight reduction

Measurements of
By the end of each
weight and BMI upon patient’s first year in
entering the Program
the Program.
compared to measured
weight and BMI at 12
months

By the end of each
patient’s first year in
the program, 30% of
smoking patients will
have a 50% reduction
in the number of
cigarettes smoked
from their baseline

The number of
patients who smoke
upon entering the
program who achieve
a 50% reduction in the
number of cigarettes
smoked per day

Patient self-report on
the number of
cigarettes smoked per
day upon entering the
Program compared to
the number of
cigarettes smoked per
day at 12 months
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By the end of each
patient’s first year in
the Program.

