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ABSTRACT 

 

 

Racism, classism, and gender discrimination—compounded by heterosexism, gender 

binarism, weight-bias, etc. are social forces that undermine equitable distribution of the social 

determinants of health and result in health disparities, afflicting historically marginalized 

populations most severely. When health professionals do not effectively confront these social 

forces in the care of their patients, detrimental systems are reinforced and become normative. An 

innovative health equity curriculum (HEC) was designed and implemented in a graduate nursing 

program for midwifery and women’s health nurse practitioner students. As an upstream 

intervention, the HEC aims to mitigate racism and biases in clinical practice through promotion 

of patient-centered care and knowledge-building around structural competency and 

intersectionality across topical areas in midwifery and women’s health. Using the Kirkpatrick-

Barr Evaluation Model, this study aimed to indirectly evaluate behavior in the clinical setting 

among program graduates through 1) evaluation of self-efficacy in patient-centeredness and 2) 

behaviors/attitudes, norms, and control beliefs regarding health equity and topical areas 

addressed in the HEC. In this descriptive analysis, data was collected from an online survey in a 

convenience sample including 99 participants, 42 in the HEC group and 57 in the non-HEC 

group. The survey included demographic questions, the Self-Efficacy in Patient-Centeredness 

Questionnaire (SEPCQ-27), and questions evaluating beliefs. Though statistical analyses 

revealed no statistically significant differences between HEC and non-HEC groups in terms of 
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self-efficacy in patient-centeredness, HEC participants were more likely to express greater 

interest in health equity (X2 = 16.02, p = .003) and felt more prepared across topical areas (U = 

580.5, p = < .001) after graduation than non-HEC participants. HEC participants also reported 

higher current knowledge (U = 791.0, p = .004). Non-HEC participants were more likely to seek 

knowledge around other health equity related areas (X2(1) = 4.85, p = .028) and more likely to 

identify lack of motivation as a barrier to promoting health equity in clinical care (X2(1) = 5.72, p 

= .017). Although clinical practice was not directly observed in this evaluation, among this 

sample, the HEC may have contributed to developing higher interest, preparation, and 

knowledge regarding health equity and topical areas in midwifery and women’s health care.  
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Chapter 1 

Background 

Racism, classism, and gender discrimination—compounded by heterosexism, gender 

binarism, weight-bias, etc. are social forces that undermine equitable distribution of the social 

determinants of health (American Public Health Association [APHA], 2018; Hofrichter & 

Bhatia, 2010; Williams & Mohammed, 2013). These “-isms” are forms of oppression that 

manifest as biases that may be explicit or implicit and manifest at the individual, cultural, 

institutional, and structural levels of healthcare organizations. They can hinder the ability of 

health professionals to see the overlapping, intersectional identities and experiences of people in 

their care which further compounds and upholds detrimental systems that are barriers to wellness 

(Crenshaw, 1998; Heard et al., 2020). The evidence demonstrates that such biases contribute to 

disparities in women’s health and well-being afflicting Black women, birthing people, and 

infants in the United States (U.S.) most severely (Greenwood et al., 2020; Prather et al, 2018). 

As Holmes et al. (2020) describe, “misdiagnosis, mistreatment, and harm” result when health 

professionals are unable to, unwilling to, or lack the tools to recognize, engage in, and effectively 

confront these social forces in the care of their patients. Furthermore, when care that ignores 

these forces becomes normative—whether through ignorance, apathy, or lack of resources—

empathy decline and burnout take root and may further impact the ability of clinicians to provide 

person-centered, appropriate, effective care (Holmes et al., 2020; Thumm & Flynn, 2018). In 

short, unless inequities in healthcare are adequately and proportionally addressed, public health 

outcomes will continue to be sub-optimal, detrimental to both healthcare recipients and 

healthcare professionals.  

While health professional students are typically adept at learning hands-on clinical skills, 

they may struggle with patient-centered skills in the face of difference, personally-held biases, 
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and the structural forces described above. These skills often serve as the foundation for a 

meaningful, ethical health care encounter (Gordon et al., 2016; Effland et al., 2020; Persard, 

2018; van Ryn, 2011; Wilson-Mitchell & Handa, 2016). Barriers to providing patient-centered 

care include lack of knowledge, resources, and anticipated discomfort on the part of the clinician 

and that of the patient when social factors are identified (Brooks Carthon et al., 2019; Persard, 

2018). Prior pedagogical attempts to address these barriers through cultural competency alone 

limit clinician focus to individual and interpersonal interactions while missing the greater 

structural forces threatening or impacting health and well-being (Hansen et al., 2018; Metzl & 

Hansen, 2014). Incorporating concepts of structural competency, intersectionality, and patient-

centered care into healthcare education curricula is a necessary upstream intervention and 

investment that may impact health equity in the clinical setting (Figure 1) (American Association 

of Colleges of Nursing, 2021; Coleman, 2020; Effland et al., 2020; Inman et al., 2015; 

Koschmann et al., 2020; Neff et al., 2020).  
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Figure 1  

A Framework for Incorporating Concepts of Structural Competency, Intersectionality, and 

Patient-Centered Care Into Healthcare Education 

 

 

Adapted from Crear-Perry, J. (2020, July 26). National issues state action risk factor: Racism—

The structures that drive Black infant and maternal mortality [video]. Alliance for Early 

Success. https://www.youtube.com/watch?v=gSRs4MjbP7s. 

 

Faculty in health education programs bear the responsibility of providing curricula that 

challenges students to recognize root causes of health inequities and remedy them. To do so, 

however, faculty must also approach faculty development, curriculum revision, program/school 

climate, and program/institutional policies in a transformational way. Deficiencies in the areas of 

structural competency, antiracism, and intersectionality have been noted among educators 

(Effland et al., 2020; Gordon et al., 2016; Neff et al., 2020). Midwifery and nursing educators, 

for example, are largely White and female (DeLibertis, 2015; National League for Nursing, 

2020), which without critical reflection, exploration of personal biases, and on-going 
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professional development, can itself be a barrier to incorporating concepts of health equity into 

formal and informal curricula effectively and may cause harm to underrepresented students 

(Bouye et al., 2016; Wren Serbin & Donnelly, 2016). 

Designing and Implementation of a Health Equity Curriculum 

Faculty, of a midwifery and women’s health nurse practitioner (WHNP) program within 

a Jesuit university in the Northeast area of the United States, identified a need among students, 

through observation and student feedback, to address gaps in clinical education that fail to 

address the root causes of inequity leaving students feeling ill-equipped. Faculty, selected and 

on-boarded for their clinical expertise and lived experience as members of historically 

marginalized communities, designed and implemented an innovative health equity curriculum 

(HEC) to educate future midwives and/or WHNPs. It was intentionally designed to (1) anchor in 

key concepts of structural competency, intersectionality, and patient-centered care; (2) teach 

patient-centered communication skills; and (3) create “brave” spaces to engage in complex, and 

often challenging, topics that foster generative discussion and reflection. In “brave” spaces, as 

opposed to “safe” spaces, faculty aim to limit retraumatizing students who have experienced 

trauma through the various forms of oppression discussed in each session while still engaging in 

opportunities to learn and create shared meaning within the group (Arao & Clemens, 2013; 

Verduzco-Baker, 2018). The series of sessions feature clinical topics particularly relevant to 

midwifery and women’s healthcare wherein patient-centeredness can be embodied to mitigate 

the harmful effects of bias in healthcare. Using various teaching/learning modalities, faculty 

engage students in guided dialogue, reflection, role play, and debrief immediately prior to 

entering the clinical setting. Furthermore, the HEC was designed to be a starting point from 

which students can launch into their coursework and clinical rotations. By scaffolding health 

equity concepts throughout the program curriculum, ideally, students have continued and on-
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going access to continued debriefing, support, and resources for further reinforcement, preparing 

graduates for the complex healthcare environment that awaits them.  

A fourth aim of the HEC is to (4) create a foundation for students to find meaning and joy 

in their work with each other and within the communities they serve. Being unprepared or unable 

to deliver effective quality, culturally responsive, and structurally competent healthcare may 

contribute to frustration, lack of connection, poor communication with patients and colleagues, 

and ultimately burn-out (Wren Serbin & Donnelly, 2016; Thumm & Meek, 2020).  Another way 

the HEC reinforces these concepts is to affirm that these skills are an essential professional 

responsibility and a form of self-care and preservation. The dialogue generated as a result of the 

curriculum may then serve as a crucible for growth and change that may potentially have lasting 

effects into clinical practice (Sharma et al, 2018). Figure 2 provides a conceptual model 

describing the overall design and aims of the HEC. 
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Figure 2  

Design and Aims of the Health Equity Curriculum 

 

 

As a foundation to the subsequent sessions, faculty introduce the concept of developing a 

values-based framework for both engaging in a guided discussion about the university’s Jesuit 

values, professional values in reproductive healthcare, and personal values. Subsequent sessions 

include: impacts of racism in healthcare; gender-affirming healthcare; sex-positive healthcare; 

gender-based violence (GBV); contraceptive counseling; and weight bias in healthcare. 

Appendix A provides an overview of the HEC introductory sessions, a rationale for topic 

selection, and identifies key teaching/learning modalities employed. In the curricular design, 

faculty co-creators found alignment with program and school mission and values as well as core 

competencies for midwives and WHNPs that promote health equity (American College of Nurse-

Midwives [ACNM], 2020; National Association of Nurse Practitioners in Women’s Health 

[NPWH], 2020).  
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Implementing the HEC was not without its challenges. Students and faculty alike were, 

and continue to be, at various stages of values clarification and racial identity development 

(Parker & Willsea, 2011). Anchoring in the mission, vision, and values of the school becomes a 

continual reference point that reaffirms the purpose and importance of the HEC within their 

broader educational experience. Faculty are currently continuing to scaffold these themes 

throughout the curriculum. Anecdotal reports from graduates reflect and reaffirm the value of the 

HEC.  

Since implementation in August of 2016, there have been iterative adjustments and 

improvements based on student and faculty feedback along with topical additions. Despite these 

changes over time, the core foundational concepts of structural competency, intersectionality, 

and patient-centered care have remained consistent. 

A Focus on Patient-centeredness 

 In the Institute of Medicine (IOM) report, Crossing the Quality Chasm: A New Health 

System for the 21st Century (2001), in addition to equity, patient-centeredness was included 

among the six aims to achieve systemic changes necessary to improve healthcare for all people. 

Patient-centeredness is a “moral philosophy” of providing healthcare that centers the needs, 

perspectives, and experiences of the patient, engages the patient in their care, and positively 

enhances the relationship between the patient and clinician (Zachariae et al., 2015). Patient-

centered behavior, including communication, is a core competency embodied by and central to 

each of the HEC sessions and is evident in the clinical strategies and communication skills 

taught.  Patient-centered care is associated with improved health outcomes, increased patient 

satisfaction, and lower levels of burnout among healthcare professionals (Zachariae et al., 2015). 

The structurally competent, intersectional, and values-based approach to the HEC aligns with 

this philosophy.  This DNP scholarly project aims to evaluate the impact of the HEC by 
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primarily looking at self-efficacy in patient-centeredness among program graduates in clinical 

practice.  

PICOT Question 

The PICOT question to frame this DNP scholarly project is: Among practicing CNMs 

and/or WHNPs, how does having participated in the HEC, compared to not having participated, 

affect self-efficacy in applying principles of patient-centeredness for health equity in clinical 

care? 

Specific Aims 

 The primary aim of this project is to evaluate the impact of the HEC on self-efficacy in 

patient-centeredness among practicing CNM and/or WHNP (previous HEC participants) and 

determine if there is a difference between those who participated and those who have not. A 

secondary aim is to examine how beliefs about behaviors, norms, and control around the 

promotion of health equity are related to patient-centeredness among the participants.  

Theoretical Framework 

 The overarching theoretical framework utilized in this evaluative project design is 

Kirkpatrick-Barr’s Evaluation Model (Barr et al., 2000). This framework for evaluation is 

closely aligned with the HEC goals and objectives as it evaluates a programs ability to elicit 

learner reflection, modification and acquisition of knowledge and attitudes, and development of 

behaviors that promote health equity impact change on health outcomes and at the systems level. 

Of interest in this DNP scholarly project is behavioral change (level 3) among program 

graduates. Bandura’s Theory of Self-Efficacy (1977) and Ajzen’s (1991) Theory of Planned 

Behavior are frameworks utilized to understand behavior among practicing CNM and/or WHNP 

graduates and to be able to evaluate the HEC at this level. 



 9 

Kirkpatrick-Barr Evaluation Model 

The Kirkpatrick-Barr Evaluation Model that can be used to evaluate programs, or in this 

case a curriculum, designed to improve patient health and well-being. The model developed by 

Kirkpatrick in the 1950’shas been adapted by Barr et al. (2000) to account for interprofessional 

learning within healthcare settings. Figure 3 describes each of the levels in this evaluation model. 

Figure 3  

Kirkpatrick-Barr Evaluation Model 

 

Adapted from Barr et al., (2020). Evaluations of interprofessional education. The United 

Kingdom Center for the Advancement of Interprofessional Education with the British 

Educational Research Association. https://www.researchgate.net/profile/Mary-Van-

Soeren/publication/51870488_Positive_and_null_effects_of_interprofessional_education_on_atti

tudes_toward_interprofessional_learning_and_collaboration/links/562d1f5008ae518e3482485f/P

ositive-and-null-effects-of. 

https://www.researchgate.net/profile/Mary-Van-Soeren/publication/51870488_Positive_and_null_effects_of_interprofessional_education_on_attitudes_toward_interprofessional_learning_and_collaboration/links/562d1f5008ae518e3482485f/Positive-and-null-effects-of
https://www.researchgate.net/profile/Mary-Van-Soeren/publication/51870488_Positive_and_null_effects_of_interprofessional_education_on_attitudes_toward_interprofessional_learning_and_collaboration/links/562d1f5008ae518e3482485f/Positive-and-null-effects-of
https://www.researchgate.net/profile/Mary-Van-Soeren/publication/51870488_Positive_and_null_effects_of_interprofessional_education_on_attitudes_toward_interprofessional_learning_and_collaboration/links/562d1f5008ae518e3482485f/Positive-and-null-effects-of
https://www.researchgate.net/profile/Mary-Van-Soeren/publication/51870488_Positive_and_null_effects_of_interprofessional_education_on_attitudes_toward_interprofessional_learning_and_collaboration/links/562d1f5008ae518e3482485f/Positive-and-null-effects-of
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Level 1 evaluates learners’ experience and satisfaction of the program. Level 2 was 

expanded by Barr et al. to evaluate modifications in attitudes and perceptions and acquisition of 

concepts, procedures, and principles taught in the program. The HEC undergoes these first two 

levels of evaluation during and immediately after education delivery. As the HEC sessions are 

designed to be formative, students are observed by faculty reflecting, engaging in dialogue, and 

practicing skills; direct feedback is given. Students complete post-session surveys that are 

reviewed by faculty that allow for Level 1 evaluation. Faculty debrief their observations of 

student growth areas in attitudes, knowledge, and clinical skills for a Level 2 evaluation.  

Level 3 evaluation examines the ability of the program to effect desired behavioral 

changes, while Level 4 evaluation examines broader organization impact as well as impact on 

patient health outcomes and satisfaction (Barr et al., 2000). This project was focused on Level 3 

evaluation. It is challenging, however, for HEC faculty to directly observe graduates’ behavior in 

clinical practice to appreciate the impact of the HEC on how graduates apply what they learn in 

the curriculum with regard to promoting health equity. Bandura’s Theory of Self-Efficacy (1977) 

and Azjen’s Theory of Planned Behavior (1991) were used as proxies to indirectly understand 

behavior among participants. These frameworks were used to shape specific sections of the 

online survey used in this project. 

Theory of Self-Efficacy 

Bandura (1977) posited cognitive processes mediate change in behavior, and cognitive 

events also are induced and changed by how individuals experience mastery as a result of 

performance. The self-efficacy framework examines an individual's belief that they can cope in 

specific situations based on expectations resulting from previous experience(s) and outcome(s) 

(Figure 4) and identifies four sources of efficacy expectations (Bandura, 1977). Bandura 

highlighted the role of motivation in self-efficacy wherein the anticipated outcome becomes a 
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motivation for behavioral change and self-correction. In addition to cognitive processes, he was 

clear that skills and external incentives are also necessary. Bandura recognized two contexts that 

had greater yields of self-efficacy: independent performance, which strengthens and generalizes 

expectations, with the ultimate goal of self-directed mastery; and success in complex or 

ambiguous situations. 

Figure 4  

Bandura’s Theory of Self-Efficacy 

 

Adapted from Bandura, A. (1977). Self-efficacy: Toward a unifying theory of behavioral change. 

Psychological Review, 84(2), 191-215. https://doi.org/10.1037/0033-295X.84.2.191. 

 

 Through the HEC, starting with the introductory sessions, students have exposure to 

concepts that promote health equity, low-stakes opportunities to practice patient-centered 

behaviors/skills, higher-stakes opportunities in clinical practicum, and continued opportunities 

for critical reflection and debriefing throughout the program. Self-efficacy in as a result of this 

reinforcement can be used as a measure of what is likely happening in clinical practice. 

Theory of Planned Behavior 

 Azjen’s Theory of Planned Behavior, illustrated in Figure 5, maintains that intention to 

change a behavior and ability to do so can be predictive of behavioral change (Azjen, 1991). 

https://doi.org/10.1037/0033-295X.84.2.191
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Furthermore, Azjen identified three types of beliefs that influence each other while each 

influencing a person’s intention: (1) behavior beliefs that impact attitude towards the behavior; 

(2) normative beliefs that impact how one perceives a behavior in the context of their culture or 

group; and (3) control beliefs that influence the power or control they have over a behavior 

(Azjen, 1991). 

Figure 5 

Azjen’s Theory of Planned Behavior 

 

Adapted from Ajzen, I. (1991). The theory of planned behavior. Organizational Behavior and 

Human Decision Processes, 50(2), 179-211. https://doi.org/10.1016/0749-5978(91)90020-T 

 

 The HEC objectives offer students a chance to reflect on their beliefs and attitudes about 

a range of concepts related to health equity. Through knowledge building, it challenges students 

to consider and reevaluate perceived norms. It gives them skills to provide more equitable care at 

the bedside and asks them to consider where they can impact change within their institutions and 

beyond. By using this framework to explore these three types of beliefs through survey 

https://doi.org/10.1016/0749-5978(91)90020-T


 13 

questions, the hope was to understand intention and, indirectly, behaviors in clinical practice that 

promote health equity. 

Definition of Terms 

Key terms include:  

● Health equity: The absence of unfair and avoidable or remediable structural barriers or 

inequities that prevent people from achieving their fullest, most optimal health regardless 

of place of birth, place of residence, race, sex, gender-orientation, age, ability, or other 

stigmatization (APHA, 2021; WHO, 2021). 

● Patient-centeredness: A moral philosophy of healthcare that aims to elicit and 

understanding a person’s perspective, understand them within their personal psychosocial 

context, reach a shared understanding of the issue/management together with them that is 

concordant with their values, and engage them in power-sharing and responsibility in 

their care through shared decision making to the desired extent (Zachariae et al., 2015). 

● Self-efficacy: An individual's belief that they can cope in specific situations based on 

expectations resulting from previous experience(s) and outcome(s) as well as the sources 

of efficacy expectations: performance accomplishments, vicarious experience, verbal 

persuasion, and emotional arousal (Bandura, 1977). 

● Structural competency: A concept that identifies racism and White supremacy, class 

oppression, and gender discrimination and exploitation as root causes that perpetuate 

power and wealth imbalance which then undermines the social determinants of health 

which then shows up in the form of physical disparities in health and well-being and 

psychosocial stress and unhealthy behaviors (Hofrichter & Bhatia, 2010); Challenges 

clinicians to consider the structural forces at work beyond an individual/interpersonal 
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level of a clinical encounter to achieve positive health outcomes, at the institutional, 

community, policy, and research levels (Neff et al., 2020). 

● Intersectionality: The way in which race, class, gender, and other individual contexts 

intersect or overlap (Crenshaw, 1989). 

● Values-based care: Care that is grounded in a formal set of values, in this case, Jesuit 

values espoused by the Georgetown University School of Nursing & Health Studies: 

Contemplation in action, cura personalis or “care for the whole person,” diversity, 

excellence, respect, social justice, and value of the common good (Mission, Vision, and 

Values, 2014). 

● Social justice: Equal rights, equitable distribution of resources and opportunities for all 

people including healthcare (Mission, Vision, and Values, 2014) 

● Racism and antiracism: Racism is a system of oppression bound with White Supremacy 

that exerts social and institutional power and privilege through policies, practices, and 

espousing cultural norms that further fortify this racist system; whereas, antiracism is 

actively opposing racism of all forms at all levels (Race Forward, 2015; What is racism?, 

2021). 

● Gender-affirming healthcare: Includes appropriate care that helps a patient align their 

body with gender identity and provide inclusive healthcare environments to facilitate 

overall well-being (WPATH, 2012). 

● Sex-positive healthcare: Recognizing sexual health as “a state of physical, emotional, 

mental and social well-being in relation to sexuality… not merely the absence of disease, 

dysfunction or infirmity” and managing it accordingly without bias (Benyounes, 2019). 
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● Gender based violence: “Sexual, physical, mental and economic harm inflicted in public 

or in private... that is rooted in gender inequality, abuse of power, and other harmful 

norms. It also includes threats of violence, coercion and manipulation” (UNHCR, 2021). 

● Contraceptive counseling with a Reproductive Justice (RJ) lens: Providing patient-

centered counseling around contraceptive options in a way that considers power 

dynamics, intersectionality, centers the most marginalized, and promotes self-

determination across issues and identities; recognizing that all people have the human 

right to have children, not have children, and safely parent their children (SisterSong, 

n.d.). 

● Weight bias: Discrimination against people in larger bodies resulting bias both 

interpersonally and structurally and often ignores other root causes that contribute to 

disease (e.g., adverse childhood experiences, toxic stress, social isolation) thereby leading 

to healthcare avoidance behaviors within vulnerable populations (Karsten, 2018). 

 

 

Literature Review 

A review of the literature was conducted to gather current evidence related to health 

equity curricula and resulting self-efficacy with regard to patient-centeredness required to 

advance health equity in the clinical setting. Separately, a review of literature was conducted to 

examine evaluation of similarly structured health equity curriculum. The results were quite 

limited, especially within midwifery and advanced practice nursing, representing a gap in the 

literature. The quality of each publication was assessed using Cincinnati Children’s LEGEND 

(Let Evidence Guide Every New Decision) tool (Clark et al., 2009). A synthesis of these findings 

is presented. 
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Search Strategy 

 A search was conducted in the following healthcare databases: OVID (Medline), 

CINAHL, ERIC, and Google Scholar. A visual representation of the search strategy is captured 

in the Appendix B. Nine publications were found to be relevant. 

Axobe et al. (2016) (LEGEND score 2b) aimed to provide evidence of validity of a new 

version of a self-efficacy questionnaire (SE-12) in terms of content, internal structure, and 

relations with other variables to measure clinical communication skills of health care 

professionals (including nurses and midwives). Among 2 groups of clinicians in Denmark (N = 

787), a pre-/post-test questionnaire validation study was conducted via a web-based 

questionnaire.  

Doyle et al. (2011) (LEGEND score 2b) aimed to evaluate the impact of the 

communication skills course on the self-efficacy and performance of participating nurses (N = 

41). This randomized control trial (RCT) used a questionnaire with two scales measuring self-

efficacy followed by interviews (pre/post intervention), as well as observation measured by a 

performance scale.  

 Zachariae et al. (2015) (LEGEND score 2a) aimed to develop and validate a 

questionnaire assessing self-efficacy in patient-centeredness among medical students (n = 291) 

and hospital physicians (n = 101) in Denmark. In the study, both an 88- and 27-item self-efficacy 

in patient-centeredness questionnaires (SEPCQs) were evaluated before and after a course on 

patient-centeredness skills.  

Leal-Costa et al. (2020) (LEGEND score 4a) aimed to examine if communication skills 

are positively associated with general and specific self-efficacy of primary care and acute care 

nurses with more than one year of experience in Spain (N = 242). In a cross-sectional descriptive 

correlational ex post facto study, authors used self-report online surveys containing three 
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validated scales: the Communication Skills Scale, General Self-Efficacy Scale; and Specific 

Self-Efficacy Scale (Doyle et al., 2011; Leal-Costa et al, 2016; Leal-Costa et al, 2019; Sanjuán 

Suárez et al., 2000).  

Nørgaard et al. (2012) (LEGEND score 4b) aimed to investigate the impact of this 

training course on participants’ self-efficacy with a focus on communication with both 

colleagues and patients in a longitudinal effectiveness study/time series study. Pre- and two post-

tests (immediately and at 6 months) included a validated tool that was adapted and expanded 

with questions about intercollegial communication with 96.7% response rate. Surveys were 

administered to physicians, nurses, nursing assistants, medical secretaries employed by the 

department for greater than 6 months (n = 181) in Denmark.  

Inman et al., 2015 (LEGEND score 4b) aimed to extend previous research by examining 

the role of social justice self-efficacy beliefs, outcome expectations, interest, and commitment 

for a multidisciplinary group of graduate-level counselor trainees (n = 274) in the United States 

by hypothesizing direct and indirect relationships between self-efficacy and the development of 

social justice interest and commitment. This descriptive study used an online survey to measure 

social justice social supports, training supports, and interest and commitment.  

Neff et al. (2020) (LEGEND score 2b) aimed to evaluate the effectiveness of an 

interprofessional structural competency curriculum in a qualitative study using written response 

surveys that achieved a 100% response rate. Authors learned that participants included over 32 

distinct trainings among interprofessional health professionals and trainees in the United States.  

Phillips et al. (2020) (LEGEND score 4b) conducted a descriptive cross-sectional study 

among registered nurses (n = 768) in the United States using an adaptation of the Social 

Determinants of Health Assessment survey that yielded a 24% response rate (Persad, 2018). The 
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study aimed to assess nurses’ knowledge, perceived self-efficacy, and intended behaviors 

relative to integrating the social determinants of health (SDoH) into clinical practice.  

Wooley et al. (2019) (LEGEND score 4b) aimed to assess the biomedical and socially-

accountable competencies and work-readiness of first year graduates from socially-accountable 

medical schools participating in socially-accountable health professional education (SAHPE) 

programs in Australia, the United States and Sudan. In this cross-sectional study, health staff 

supervising first-year medical graduates of SAHPE programs (n = 184) were asked to observe 

and evaluate graduates’ performance across competencies outlined in THEnet’s “The Framework 

for Social Accountability in Health Workforce Education” and the global minimum requirements 

in medical education.  

Results 

 No studies were found that specifically evaluated behavioral change after participation in 

a curriculum that approximated the design of this HEC. Four studies evaluated self-efficacy 

among those who participated in communication skills curricula that addressed similar concepts 

or utilized similar approaches to the HEC (Axobe et al 2016; Doyle et al., 2011; Nørgaard et al., 

2012; Zachariae et al., 2015). Four studies evaluated self-efficacy among participants of a 

curricula related to related/contributory themes, though focused narrowly on social justice, the 

social determinants of health, social accountability, or structural competency (Inman et al., 2015; 

Neff et al., 2020; Phillips et al., 2020; Wooley et al., 2019). One study evaluated general self-

efficacy among nurses (Leal-Costa et al., 2020). Four of eight quantitative studies (one study was 

qualitative in design) utilized valid tools in their questionnaires to assess self-efficacy (Axobe et 

al., 2016; Doyle et al., 2011; Nørgaard et al., 2012; Zachariae et al., 2015). Studies were 

conducted in the United States and abroad, within healthcare, and among a variety of healthcare 

professionals of varying ages, sex, and clinical experience. 
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Self-efficacy Related to Communication Skills Curricula 

 Both Axobe et al. (2016) and Zachariae et al. (2015) surveyed participants in their 

sessions with the goal of validating specific tools: the self-efficacy questionnaire (SE-12) and 

self-efficacy in patient-centeredness questionnaire (SEPCQ-27), respectively. The lines of 

questioning on each survey were similar, but SEPCQ-27 incorporated the language and key 

concepts of patient-centeredness that are more resonant with the HEC. Both studies found that 

self-efficacy was higher among participants after engaging in focused curricula. They also found 

that those with more experience had higher self-efficacy than participants with less. An 

interesting finding of Zachariae et al. was that participants with higher self-efficacy in the 

patient-centeredness communication domains were more motivated to learn the skills being 

taught (r = 0.49, p <0.01). This speaks to the role of motivation in self-efficacy as found by 

Bandura (1977). 

 Doyle et al. (2011) and Nørgaard et al. (2012) also measured self-efficacy before and 

after implementing communication skills curricula. Doyle et al. used a randomized controlled 

design that used two validated self-efficacy scales and observation. They found that nurses who 

received the training had higher self-efficacy scores that those who did not. Increases in self-

efficacy from pre-test to post-test at 6 months were significant both in communication with 

patients (6.85-7.89 (p < 0.001) and with colleagues (6.85-7.89 (p < 0.001). 

Nørgaard et al. (2012) also used a validated tool in a similar pre/post-test fashion with the 

addition of a six-month post-test to determine if the effects of the curriculum were enduring. 

Similar to Doyle et al., they found that self-efficacy increased in communication with patients, 

and also, with colleagues. Enduring increases in self-efficacy were appreciated in nurses, nursing 

assistants, and medical secretaries. Though neither of these studies could speak to behavioral 

changes as a result of increased self-efficacy, Nørgaard et al. (2012b) found an increase in 
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patient satisfaction among nurses who participated (OR = 1.20 and 1.87, p <0.05) which is 

suggestive of some type of behavior change. 

Self-efficacy Related to General Self-efficacy in Communications Skills 

 A cross-sectional descriptive correlational ex post facto study conducted by Leal-Costa et 

al. (2020) was included in this review because it evaluated a conceptual model that demonstrated 

the relationships between self-efficacy, communication skills, and the resultant quality of 

communication. Using three validated scales, they found that nurses in the study, all with greater 

than one year of experience, perceived self-efficacy and felt they had good communication skills. 

Self-efficacy and communication skills were positively and significantly correlated. They were 

able to demonstrate that increased self-efficacy contributes to improved communication skills 

which then leads to more informative communication that is marked by empathy, respect, and 

strong social skills.  

Self-efficacy Related to Related/Contributory Themes 

 Three studies looked at self-efficacy after engaging in curricula involving either related 

themes (i.e., social accountability or structural competency) or contributory themes (i.e., social 

justice or social determinants of health). Three of four studies were descriptive, cross-sectional in 

design (Inman et al., 2015; Phillips et al., 2020; Wooley et al., 2019), while one had a qualitative 

design (Neff et al., 2020) that offers interesting insights and the opportunity for further areas of 

outcomes evaluation and research.  

 Neff et al. (2020) was a qualitative study that looked at feedback from 275 participants 

(100% response rate) after having participated in a set curriculum focusing on structural 

competency. Participants valued the focus on application at the clinical, community, and policy 

levels. They also reported a shift away from blame narratives and other misconceptions about 

patients in their care. Another finding that resonated with the quantitative findings of Zachariae 
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et al. (2015) was the appearance of motivation as a theme. Participants reported feeling 

reconnected to their original motivations for entering into the health professions. Though this 

article does not quantify the level of self-efficacy experienced by participants, a strong response 

rate may be reflective of how valuable the experience, and the feedback suggests increased 

knowledge, changed perspective, and renewed way to frame clinical encounters. These reflect 

the types of cognitive events and alterations in cognitive processes that impacted self-efficacy 

related to Bandura’s theory. 

 Inman et al. (2015) and Philips et al. (2020) looked at self-efficacy with regard to social 

justice and social determinants of health, respectively. A common finding was that clinicians felt 

the need for more resources to increase both self-efficacy and knowledge. Qualitative findings 

from Neff et al. (2020) supported the value of teaching concepts in building knowledge and 

shifting perspective and approach. Interestingly, Inman et al. found that being in a program with 

a values-based curriculum and faculty who model values-based approaches did not necessarily 

contribute to self-efficacy, but did contribute to developing a deeper commitment to social 

justice advocacy. This finding has particular relevance when considering that advocacy at the 

institutional, community, and policy levels are places for intervention within the structural 

competency framework.    

 Finally, Wooley et al. (2019) was the only study to evaluate behavioral outcomes among 

students after having participated in a structured medical school curriculum, Social 

Accountability in Health Professional Education (SAHPE), focused on social accountability. 

Supervisors observed that physicians trained at a SAHPE school demonstrated higher overall 

performance and skill, readiness, professionalism, teamwork, and commitment to health equity 

as evidenced by their choice of clinical setting/patient population. Though self-efficacy among 
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participants of SAHPE schools was not determined, these findings support the anecdotal 

feedback among graduates who participated in the HEC. 

Evaluating Similarly Structured Health Equity Curricula 

Denizard-Thompson (2021) conducted a recent evaluation of health equity curriculum within 

medical school education and found that knowledge regarding social determinants of health and 

confidence working in underserved populations did increase for the students who participated in 

this curriculum. Prior to this, Gard et al., (2019) looked specifically at curricula targeting social 

determinants of health in primary care residency programs. Curricula highlighted in this study 

were not as robust as the HEC and were rather limited. The authors found that curricula was 

heterogenous and, thus, difficult to compare. Existing studies focused on leaner satisfaction, 

knowledge, and attitudes through a blend of didactic and experiential learning. 

Summary of the Evidence 

 The body of evidence concerning general evaluation of health equity related curriculum 

itself is of “very low” quality (Clark et al., 2009). The body of evidence concerning self-efficacy 

related to curricula that addresses related/contributory themes similar to those addressed in the 

HEC is of “very low” quality (Clark et al., 2009). The body of evidence concerning evaluation of 

self-efficacy with regard to patient-centered communication skills, however, is of “moderate” 

quality (Clark et al., 2009). 

 With the exception of Nørgaard et al. (2012), institutional review board approval was 

obtained and clearly reported in each study. Where applicable, theoretical frameworks were used 

appropriately, validated tools were used, and the design and methodologies selected in each 

study were appropriate to the studies’ aims. A limitation across many of the studies was small 

sample size and sampling methods were not randomized, nor controlled (i.e., only one RCT). 

Additionally, the ability to generalize to other health professionals and settings was quite limited. 
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Despite these limitations, the body of evidence provides a foundation for further investigation 

and inquiry. 

Rationale for the Project 

 Curricula specifically targeting clinical skills and concepts that advance health equity in a 

values-based, patient-centered way, in the context of intersectionality and structural competency, 

is an innovative approach. Only recently have studies examining these themes in the education of 

healthcare professionals begun to emerge in the literature, though none approximate the HEC 

presented here. Given the novelty of such a HEC, there exists a wide gap in the literature with 

regard to similarly robust curricular approaches to preparing future healthcare professionals, 

including midwives and/or WHNPs, to advance health equity in clinical practice. A review of 

evidence herein suggests that a focus on patient-centeredness skills, central to the HEC, will 

impact self-efficacy. Evaluating self-efficacy with regard to patient-centeredness will contribute 

to the existing gap in the literature (Harbour & Miller, 2001). 
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Chapter II 

Design 

This project was a descriptive analysis that evaluated the impact of the HEC on the 

behavior of practicing CNMs and/or WHNPs graduates of an online WHNP & NM/WHNP 

Program. Kirkpatrick’s Evaluation Model was used to examine the program through the lens of 

self-efficacy as well as behavior, normative, and control beliefs. The primary aim was to: (1) 

evaluate self-efficacy in patient-centeredness among practicing CNM and/or WHNP, all from the 

same healthcare education program, to determine if there is a difference in self-efficacy in 

patient-centeredness between those who participated in the HEC and those who did not. A 

secondary aim was to: (2) to evaluate for differences in behavior, normative, and control beliefs 

related to promoting health equity as taught in the HEC between the two groups. 

Quantitative data were obtained using a three-part online survey consisting of 

demographic and beliefs sections created by the principal investigator (PI) and a validated tool to 

assess self-efficacy in patient-centeredness developed by Zachariae et al. (2015).  

Population 

Eligible participants included graduates of an online WHNP & NM/WHNP Program 

which started in 2012. A cohort of 473 CNMs and/or WHNPs received an invitation to 

participate in the study via email and listserv. Two populations were identified for this study: (1) 

CNM and/or WHNP graduates, currently in clinical practice who participated in an iteration of 

the HEC (graduated December 2017 or later) and (2) CNM and/or WHNP graduates, currently in 

clinical practice who did not participate in any iteration of the HEC (graduated prior to 

December 2017).  

Setting 
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 One group of graduates (graduated December 2017 or later) participated in HEC 

introductory sessions as a structured part of clinical preparatory training that took place on-

campus. The other group of students (graduated prior to December 2017) participated in the 

same clinical preparatory training without the structured HEC introductory sessions. Graduates 

are currently practicing in various locations nationally and internationally. For the purposes of 

this study, of interest are graduates currently practicing in the ambulatory and/or in-patient 

settings in the United States.  

Human Subject Review 

 Respondents provided implied consent by selecting “Yes” at the outset of the survey to 

continue and proceed. All survey data collected were confidential and de-identified using a study 

identifier that could be linked to descriptive characteristics of the respondent. All data were kept 

in a secure password protected Box folder which uses two-factor password protection. 

Georgetown University Internal Review Board (IRB: STUDY00003928/MOD00009262) 

approved this project after expedited review.   

Procedures and Timeline 

 An online survey was developed and tested among a small group of individuals to 

evaluate the duration of the survey, clarity of the instructions, and ease of use. Convenience 

sampling was conducted via outreach to program graduates via email, program alumni Facebook 

page, and via “champions.” All communication described the purpose of the survey, addressed 

consent, provided the PI’s contact information, and included the link to the survey. The online 

survey was available for a total of 20 weeks (September 2021 – January 2022).  

While the survey was open, on-going promotion of the survey was conducted every two 

to three weeks in a similar fashion. Potential subjects were informed that participation was 

voluntary and that all responses would be confidential and de-identified.  
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Data were collected and finalized for analysis. Quantitative data from the survey was 

extracted into an Excel file formatted for analysis in SPSS Version 28 (IBM Corporation, 2020).  

Finally, survey respondents could allocate a donation to one of five non-profit 

organizations committed to the promotion of health equity as both an incentive and gratuity. 

Incentive donations allocated by respondents who completed the online survey were tallied and 

made on behalf of the study team and study participants accordingly within 4 weeks of the close 

of the survey. 

Project Instruments 

 This project used an online survey comprising three segments (Appendix C) to evaluate 

the impact of the HEC. Using the Kirkpatrick-Barr Evaluation Model, this survey was created to 

look specifically at behavior (level 3) as an outcome. However, because evaluating behavior of 

this population directly in clinical practice is outside the scope of this project, the Theories of 

Self-Efficacy and Planned Behavior were utilized to guide survey development with the goal of 

examining respondent beliefs and self-efficacy which can be predictive of behavior (Ajzen, 

1991; Bandura, 1977). The first and third segments were developed by the principal investigator 

and the second segment was a validated tool developed by Zachariae et al. (2015) that measures 

patient-centeredness among clinicians.  

Demographic Information 

The first segment, comprising 11 questions, collected demographic information in order 

to elicit descriptive data about the study population including age, race/ethnicity, educational 

details, and clinical practice information. Where applicable, response options were aligned with 

that of the most recent United States Census categories (U.S. Census Bureau, 2013). 
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Self-Efficacy in Patient-Centeredness Questionnaire (SEPCQ)-27 

 The second segment of the survey consists of the SEPCQ-27, a validated tool that 

measures self-efficacy in patient-centeredness among clinicians. Permission to use the SEPCQ-

27 was granted by the author (Appendix C). Self-efficacy in patient-centeredness was utilized as 

a proxy for actual behavior in clinical practice, in accordance with Bandura’s theory of self-

efficacy, as observing clinician behavior directly is beyond the scope of this scholarly project.  

 The SEPCQ-27 is comprised of 27 questions that ask the respondent to rate how 

confident they are that they will be able to make the patient experience various patient-centered 

competencies or behaviors on a scale of “0” (i.e., to a very low degree) to “4” (i.e., a very high 

degree) (Zarchariae et al., 2015). It explicitly distinguishes, for the respondent, the difference 

between rating their confidence and not the extent to which they would like to be able to engage 

in these patient-centered behaviors. In this survey, the SEPCQ-27 and its instructions were 

prefaced with a prompt for respondents to consider instances where they felt different from the 

patient in their care (i.e., different with regard to any one or more of the following: 

race/ethnicity, socioeconomic status, gender, sexual identity, weight, etc). Implicit bias can 

manifest in, not only negative thoughts and actions, but in aversion to those who are perceived as 

different (FitzGerald & Hurst, 2017). This prompt was included avoid the tendency a participant 

may have to imagine clinical encounters with patients who look like them or familiar clinical 

population. Furthermore, this corresponds to a goal of the HEC to mitigate bias in clinical 

practice which is particularly relevant to evaluation of the curriculum.   

The SEPCQ-27 provides a composite score, as well as sub-scores in three separate 

domains. Each item is categorized under one of three domains: (1) Exploring the patient 

perspective (score = 0-40), (2) sharing information and power (score = 0-40), and (3) dealing 

with communicative challenges (score = 0-28). Higher scores suggest higher self-efficacy in 
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patient-centeredness. Internal consistency (Cronbach’s alpha) reliability estimates for the 

composite score ranged from 0.92-0.95; scores for the three domains ranged from 0.74-0.93 

(Zachariae et al., 2015). Test-retest correlations were also conducted to further support reliability 

and ranged from 0.47-0.87 (p < 0.01) (Zachariae et al., 2015). In terms of construct validity, or 

the degree to which the tool measures patient-centeredness, the findings statistical analyses 

validated evidence-based hypotheses put forward by the authors and were predictive of findings 

in additional relevant scales that further supported their hypotheses. Though the SEPCQ-27 is 

not predictive of patient-centered behavior at this point, it is a reliable and valid tool for 

assessing self-efficacy in patient-centeredness and making comparisons between those 

respondents who participated in the HEC and those who did not. 

Beliefs: Behavioral, Norms, and Control 

 The third segment was developed by the PI guided by Ajzen’s theory of planned behavior 

(TPB) and informed by the competencies targeted by the HEC itself. Azjen (1991) posits that 

behavioral, normative, and control beliefs impact attitudes and perceptions towards behaviors, 

norms, and control which can be used to predict intention and subsequent behavioral change. The 

HEC competencies center on behaviors that include expanding knowledge, increasing self-

awareness, and exploring patient-centered skills that promote health equity. They prompt 

learners to reflect on norms within the institutions and systems in which they practice. Finally, 

they prompt learners to reflect on and explore their personal spheres of influence when it comes 

to promoting health equity and preventing burnout in themselves. A complete list of survey items 

grouped by belief category can be found in Appendix C, Online Survey: Section 3. 

This grouping of 25 to 27 questions was intentionally placed as the third section to avoid 

biasing responses to the SEPCQ-27. These questions were tested among a small group of 

stakeholders for readability and content. Consistent with the SECQ-27, 5-point subscales were 
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created and used were appropriate. Like the SEPCQ-27, scales move from negative (“0”) to 

positive (“4”) are symmetric and balanced where a higher score suggests greater alignment with 

the perception of behavior, norm, or control being evaluated. For example, sub-sections I-IV 

address interest, preparation, and knowledge among graduates (e.g., What was their personal 

interest in health equity before and after the program?; How prepared were graduates to address 

HEC content areas in the clinical setting?; How do graduates perceive their current level of 

knowledge?; What types of continuing education focusing on health equity have graduates 

sought in clinical practice?). Higher scores equated to the perception of stronger interest in 

promoting health equity, greater preparation after attending the program, and greater knowledge 

in HEC content areas. Sub-section V addresses perceptions of norms among graduates with 

regard to how health equity is prioritized in their clinical setting. Higher scores equated to the 

perception of greater priority placed on health equity within their current institution. Sub-section 

VI addresses graduates’ perception of control with regard to promoting health equity in the 

clinical setting. Higher subscale scores equated to the perception that they can effectively 

promote health equity in their clinical setting which speaks to awareness or perception of 

structural competency as a HEC outcome. Sub-sections IV and VI also include categorical 

yes/no questions, multiple answer, and limited free text options that can be analyzed for themes 

and categorized. 

Data Analysis Plan 

For this descriptive analysis, quantitative data was analyzed using IBM SPSS software 

(IBM Corporation, 2020). Content analysis of qualitative data from free-text fields in the survey 

was inductively coded for themes related to findings in the quantitative analysis and used to 

provide further insight. 
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Online Survey 

The online survey constituted the quantitative component of the DNP project. Thus, the 

main unit of analysis fell into the category of population which includes graduates of the NURO 

NM/WHNP & WHNP population as described above in the Design section. With the support of 

a statistician, a power analysis was conducted. To have an adequately powered sample (0.80) for 

this type of analysis, using G*Power 3.1.9.7, it was determined that 278 respondents total (or 139 

per group) (a = 0.05; small effect size d = 0.3) were required (Faul et al., 2007; Faul et al., 2009). 

A finite population correction was then applied given the limited sample size of the total 

population of program graduates (N = 473) which yielded a revised minimum sample size of 176 

respondents (or 88 per group). Adequate power was not achieved in this study. 

The first section of the survey contained several demographic questions to elicit both 

nominal-level (e.g., graduates of the NURO program, ethnicity/race, description of practice 

setting, credentials, clinical role, and region of the country) and ratio-level data (e.g., age, year of 

graduation, and years in clinical practice). Simple statistics were performed to describe the data. 

With regard to central tendency, all aspects of distribution were evaluated. The mean and median 

of variables, such as age and years in clinical practice, were used to describe the population and 

evaluate distribution and skewness of the data set. Likewise, for the nominal-level variables, 

such as description of practice setting and region of the country for example, the median was 

used. Descriptive statistics will be utilized to describe the population. Chi Square tests were used 

to compare the two groups.  

The second section of the survey included the SEPCQ-27, a 27-items validated 

instrument that used a 5-point Likert scale. It elicited ordinal-level variables for each item. 

Specific groupings of items reflected three domains identified by the instrument. Domain scores 

were calculated and captured as interval-level variables. Total score were calculated and 
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captured as an interval-level variable. Descriptive statistics were used to describe the findings. 

Given a skewed sample, a Mann-Whitney U test was used to determine differences in self-

efficacy in patient-centeredness between the groups. 

The third section of the survey contained questions related to behavioral, normative, and 

control beliefs with regard to the HEC. Several questions elicited ordinal-level data based on a 5-

point Likert scale. Other questions elicited nominal-level variables (e.g., continuing education 

topics, beliefs about providing equitable care and patient-centered care and joy, and perceived 

facilitators to promoting health equity). Descriptive statistics were utilized to describe the 

findings. A variety of non-parametric statistical tests were used to analyze the Beliefs section due 

to the skewness of the data including: Chi square tests, Wilcoxan Signed Ranks test, and Mann-

Whitney U test. Thematic analysis of free-text fields was conducted using inductive coding 

principles (Creswell & Poth, 2018). 

  



 32 

Chapter III 

Results 

The data were analyzed to address the primary and secondary project outcomes and 

results are presented. A description of the sample as well as methods used to achieve the final 

sample size are described. Data analysis was conducted in collaboration with a statistician per 

the data management plan described in Chapter 2. 

Analysis of Data 

 After the data were collected and exported, minimal data cleaning was required. The 

online survey, “Evaluating an Innovative Health Equity Curriculum Survey” was distributed via 

alumni networks on social media and through direct correspondence via email. Of the 473 

program graduates who were eligible to participate in the study, 119 consented to participate in 

the survey reflecting a 25% response rate. Of those, 20 surveys were excluded for the following 

reasons: Did not participate in the online program (n = 1), did not complete the survey (n = 13), 

and month of graduation in 2017 unknown (n = 6). As a result, the final sample was 99 

participants. The minimum sample size for an adequately powered study was not met.  

Of the total participants in this study, 42 received an iteration of the HEC in their 

education (HEC group) and 57 did not participate in any iteration of the HEC (non-HEC group). 

A variety of descriptive statistics were computed on the sample to furnish a demographic profile 

of characteristics of all participants in the study. These statistics included measures of frequency 

and percentage distribution for nominal variables, means, standard deviations, and skewness and 

kurtosis for interval/ratio variables. 
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Findings and Outcomes 

Demographics 

 The sample (n = 99) demographics were compared by the HEC and non-HEC groups 

(Table 1). There was no significant difference between race and ethnicity between the two 

groups ( χ2(5) = 7.36, p = .195). Participants in the two groups reported working clinically in 31 

states. These were categorized by region according to the US Census Bureau (US Census 

Bureau, 2013). Regionally, the groups were relatively comparable with over two-thirds of 

participants hailing from the South and West (Figure 6) (χ2(3) = 1.32, p = .725). Participants 

ranged from ages 26 to 57 years (M = 37.8, SD = 7.5). 

 

Table 1  

Participant Characteristics 

 

    

Total (n = 99) 

Non HEC 

(n = 57) 

HEC 

(n = 42) 

  n (%) n (%) n (%) 

Racea       

White 83 (83.8) 51 (89.5) 32 (76.2) 

Black or African American 12 (12.1) 4 (7.0) 8 (19.0) 

American Indian/Alaska Native 4 (4.0) 2 (3.5) 2 (4.8) 

Asian 4 (4.0) 2 (3.5) 2 (4.8) 

Prefer not to answer 3 (3.0) 2 (3.5) 1 (2.4) 

Ethnicity    

Hispanic Origin 8 (8.1) 4 (7.0) 4 (9.5) 

Non-Hispanic Origin 91 (91.9) 53 (93) 38 (90.5) 

Region       
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Northeast 12 (12.1) 6 (10.5) 6 (14.3) 

Midwest 18 (18.2) 9 (15.8) 9 (21.4) 

South 38 (38.4) 22 (38.6) 16 (38.1) 

West 31 (31.3) 20 (35.1) 11 (26.2) 

Note. HEC = health equity curriculum. aPercentages may add to more than 100% as multiple 

responses were allowed. 

 

Figure 6  

Participants Characterized by Region 

 
Note. HEC = health equity curriculum 

 

Clinical practice characteristics of participants in the two groups were characterized by 

years in clinical practice, practice setting, practice type, credentials, clinical role, and scope of 

practice and were similar (Table 2). There were no significant differences between the groups. 

Nearly half of the participants within each group (Non-HEC vs HEC) practice in urban settings 
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(49.1% and 47.6%) while the other half of participants practice in suburban (35.1% and 47.6%) 

or rural settings (15.8% and 14.3%). In terms of practice types, half of participants work for 

hospital- or health system-owned practices (45.6% and 54.8%) and others work in privately-

owned practices (29.8% and 26.2%), federal qualified health centers (FQHCs) (21.1% and 

11.9%), community-based settings (e.g., homes, freestanding birthing centers) (15.8% and 

7.1%), university teaching hospital or medical centers (8.8% and 14.3%), and rural health centers 

(3.5% and 4.8%). The HEC group had more participants credentialed only as WHNPs which is 

consistent with the assumption in that in 2014 the university launched a WHNP program distinct 

from the existing NM/WHNP program. This effect is also evident in that more participants in the 

HEC group are practicing in the role of WHNP (33% vs 19%). That said, more participants 

report practicing in the CNM role (73.7%) overall. Most participants practice in the ambulatory 

setting (96.52% and 95.2%) with over two-thirds practicing in the inpatient setting (71.9% and 

61.9%) and less than half in triage (47.4% and 47.6%). 

 

Table 2 

 Clinical Practice Characteristics 

 

    

Total (n = 99) 

Non HEC 

(n = 57) 

HEC 

(n = 42) 

  n (%) n (%) n (%) 

Practice Setting       

Urban 48 (48.5) 28 (49.1) 20 (47.6) 

Suburban 36 (36.4) 20 (35.1) 16 (38.1) 

Rural 15 (15.2) 9 (15.8) 6 (14.3) 

Practice Type(s)a       
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Community-basedb 12 (12.1) 9 (15.8) 3 (7.1) 

Federally Qualified Health Center 17 (17.2) 12 (21.1) 5 (11.9) 

Hospital- or Health-System 

Owned 

49 (49.5) 26 (45.6) 23 (54.8) 

Privately Owned 28 (28.3) 17 (29.8) 11 (26.2) 

Rural Health Center 4 (4.0) 2 (3.5) 2 (4.8) 

University Teaching Hospital or 

Medical Center 

11 (11.1) 5 (8.8) 6 (14.3) 

Credential(s)a,c       

CNM 88 (88.9) 56 (98.2) 32 (76.2) 

WHNP 87 (87.9) 47 (82.5) 40 (95.2) 

Other 1 (1.0) 1 (1.8) 0 (0.0) 

Role(s)a,c       

Midwife 73 (73.7) 45 (78.9) 28 (66.7) 

WHNP 25 (25.3) 11 (19.3) 14 (33.3) 

Other APN Role 1 (1.0) 1 (1.8) 0 (0.0) 

Scopea       

Ambulatory 95 (96.0) 55 (96.52) 40 (95.2) 

In-Patient 67 (67.7) 41 (71.9) 26 (61.9) 

Triage 

 

47 (47.5) 27 (47.4) 20 (47.6) 

Note. APRN = Advanced practice nurse; CNM = Certified Nurse-Midwife; FQHC = Federally 

qualified health center; HEC = Health Equity Curriculum; WHNP =  Women’s health nurse 

practitioner. aPercentages may add to more than 100% as multiple responses were allowed; 

bCommunity-based includes home birth, freestanding birth center, etc; cThe distinction between 

credentials and roles was made due to the fact that participants may hold more than one 

credential, but practice in only one of those roles clinically. 
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Self-Efficacy in Patient-centeredness 

 Analysis of the SECQ-27 addresses the primary aim of this scholarly project: to evaluate 

self-efficacy in patient-centeredness among practicing CNM and/or WHNP graduates of a 

midwifery/WHNP program in order to determine if there is a difference between those who 

participated in the HEC and those who did not. Similar to Zachariae et al.’s findings, internal 

consistency (Cronbach’s alpha) for the composite total score was 0.91 (as compared to 0.92-

0.95); alphas for the scores for the three domains ranged from 0.75-0.84 (compared to 0.74-0.93) 

(Zachariae et al., 2015) (Table 3). The total score and three domains were significantly 

negatively skewed. Therefore, nonparametric tests were used to compare scores among the two 

groups. Scores for the Total SEPCQ-27 (Median = 95) and the three domains (Exploring the 

patient perspective (Median = 37); Sharing information and power (Median = 37); and Dealing 

with communicative challenges (Median = 22) were analyzed. Specifically, a Mann Whitney U 

test was used to compare the medians of HEC and non-HEC groups (Table 4). 

 

Table 3 

Self-Efficacy in Patient-Centeredness Questionnaire 27 (SEPCQ-27): Scores, Internal 

Consistency 

 

  M (SD) Median Minimum Maximum Cronbach’s 

Alpha 

Total SEPCQ-27 94.0 (8.8) 95.0 71 108 .91 

Exploring patient 

perspective 

36.5 (3.0) 37.0 29 40 .75 

Sharing information 

and power 

35.8 (3.6) 37.0 24 40 .84 

Dealing with 

communicative 

challenges 

21.8 (3.2) 22.0 13 28 .78 
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 Note. SEPCQ-27 total and domain scores were significantly negatively skewed. Therefore, 

nonparametric tests should be used. Specifically, Mann Whitney U test was appropriate to 

compare HEC and non-HEC groups on these scores; it compares medians of independent groups. 

 

Table 4 

Self-Efficacy in Patient-Centeredness Questionnaire 27 (SEPCQ-27) Scores by Group 

 

  Non HEC 

(n = 57) 

HEC 

(n = 42) 

    

  M (SD) 

Median 

M (SD) 

Median 

Mann-Whitney 

U 

p 

Total SEPCQ-27 93.2 (9.3) 

95.0 

95.1 (8.0) 

95.5 

1079.0 .403 

Exploring patient 

perspective 

36.0 (3.1) 

36.0 

37.1 (2.6) 

37.5 

968.0 .102 

Sharing 

information and 

power 

35.6 (3.5) 

37.0 

35.9 (3.8) 

37.0 

1125.0 .608 

Dealing with 

communicative 

challenges 

21.6 (3.6) 

22.0 

22.1 (2.7) 

22.0 

1122.5 .595 

Note. HEC = Health Equity Curriculum 

 

Beliefs Related to Promoting Health Equity 

 Survey participants were asked a series of questions that were analyzed to address the 

second aim: to evaluate for differences in behavior, normative, and control beliefs related to 

promoting health equity as taught in the HEC between the two groups.  

 Behavioral beliefs and attitudes. Participants were asked to rate their personal interest in 

understanding how to promote health equity prior to and after their time at Georgetown. A Chi 
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square test revealed that participants who participated in the HEC were significantly more likely 

than non-HEC participants to have strong interest after attending Georgetown (X2 = 16.02, p = 

.003) (Table 5). 

 

Table 5 

Personal Interest by Group 

 

  Non HEC 

(n = 57) 

HEC 

(n = 42) 

    

  n (%) n (%) Χ2(4) p 

Prior to attending GUa     7.04 .134 

No interest (0) 3 (5.3) 0 (0.0)     

Limited interest (1) 13 (22.8) 4 (9.5)     

Neutral (2) 6 (10.5) 6 (14.3)     

Some interest (3) 16 (28.1) 15 (35.7)     

Strong interest (4) 19 (33.3) 17 (40.5)     

After attending GUb     16.02 .003 

No interest (0) 1 (1.8) 0 (0.0)     

Limited interest (1) 3 (5.3) 0 (0.0)     

Neutral (2) 2 (3.5) 0 (0.0)     

Some interest (3) 16 (28.1) 3 (7.1)     

Strong interest (4) 35 (61.4) 39 (92.9)     

Note. HEC = Health Equity Curriculum; Chi square likelihood ratio used because of small cell 

sizes; a”How would you rate your personal interest in understanding how to promote health 

equity PRIOR to attending the program?” b”How would you rate your personal interest in 

understanding how to promote health equity AFTER attending the program?” 
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Participants were asked about how health equity is prioritized by other key members of 

the health care team. There were no significant differences between the HEC and non-HEC 

groups (Table 6). Among all participants, 89% strongly agreed or agreed that promoting health 

equity is among their top three priorities in the majority of their patient encounters.  

 

Table 6 

Participant Prioritization of Health Equity 

 

  Non-HEC 

(n = 57) 

HEC 

(n = 42) 

    

  n (%) n (%) Χ2(4) p 

Promoting health 

equity is among my 

top 3 priorities in the 

majority of my patient 

encounters 

    5.96 .202 

Strongly Disagree 

(0) 

1 (1.8) 0 (0.0)     

Disagree (1) 8 (14.0) 1 (2.4)     

Neutral (2) 7 (12.3) 7 (16.7)     

Agree (3) 17 (29.8) 25 (33.3)     

Strongly Agree (4) 24 (42.1) 20 (47.6)     

Note. HEC = Health equity curriculum 

 

Participants were also asked if they equate providing care that prioritizes health equity 

and patient-centered care with professional joy. Most participants did equate care that prioritizes 

health equity (n = 88, 89%) and patient-centered care (n = 95, 96%) with joy; however, though 
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the percentages are higher for the HEC group, there were no significant differences between the 

HEC and non-HEC groups (Table 7). 

 

Table 7  

Do You Equate Providing Care That Prioritizes … With Professional Joy? 

 

  Non HEC 

(n = 57) 

HEC 

(n = 42) 

    

  n (%) n (%) Χ2(2) p 

…health equity…     1.46 .481 

No 4 (7.0) 1 (2.4)     

Yes 49 (86.0) 39 (92.9)     

Unsure 4 (7.0) 2 (4.8)     

…patient-centered 

care… 

    0.10 .953 

No 1 (1.8) 1 (2.4)     

Yes 55 (96.5) 40 (95.2)     

Unsure 1 (1.8) 1 (2.4)     

Note. HEC = Health Equity Curriculum 

  

Participants were also asked if they have actively sought continuing education across 

topical areas presented in the HEC after graduating from the program. Participants in the HEC 

group were significantly less likely than those in the non-HEC group (X2(1) = 4.85, p = .028) to 

say they needed information on other health equity related areas (Table 8). Of the non-HEC 

participants (n = 21) who specified an “other” health equity related area in a free-text field, the 

following areas were the most frequently identified: equity in education (n = 5) and structural 

competency (n = 4).  
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Table 8 

 

Knowledge Seeking Among Participant Group 

 

  Non-HEC 

(n = 57) 

HEC 

(n = 42) 

    

  n (%) n (%) Χ2(1) p 

Racism in Health Care 33 (57.9) 22 (52.4) 0.30 .585 

Contraceptive 

Counseling 

41 (71.9) 26 (61.9) 1.11 .292 

Gender-Affirming 

Healthcare 

25 (43.9) 14 (33.3) 1.12 .289 

Sex Positive 

Healthcare 

17 (29.8) 15 (35.7) 0.38 .536 

Gender-based 

Violence 

14 (24.6) 6 (14.3) 1.58 .208 

Other Health Equity 

Related Areas 

21 (36.8) 7 (16.7) 4.85 .028 

 

 Normative beliefs. To understand normative beliefs, participants were asked about how 

health equity is prioritized by other key members of the health care team. There were no 

significant differences between the HEC and non-HEC groups (Table 9). When asked if health 

equity was a real priority of their institution, physician colleagues, nurse colleagues, and other 

members of their healthcare teams (e.g., medical assistants, lactation consultants, social 

work/case management, respiratory therapy, etc), 63-70% strongly agreed or agreed that it was a 

priority among physician colleagues while just over 50% strongly agreed or agreed that it was a 

priority among nurses and other members of the team (Figure 7). 
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Table 9 

Participant Perceptions of Prioritization of Health Equity Among Members of the Healthcare 

Team 

  Non-HEC 

(n = 57) 

HEC 

(n = 42) 

    

  n (%) n (%) Χ2(4) p 

Health equity is a real 

priority at my current 

institution 

    6.85 .144 

Strongly Disagree 

(0) 

5 (8.8) 0 (0.0)     

Disagree (1) 6 (10.5) 4 (9.5)     

Neutral (2) 7 (12.3) 8 (19.0)     

Agree (3) 16 (28.1) 15 (35.7)     

Strongly Agree (4) 23 (40.4) 15 (35.7)     

Health equity is a real 

priority among my 

physician colleagues 

at my current 

institution 

    7.8 .098 

Strongly Disagree 

(0) 

5 (8.8) 0 (0.0)     

Disagree (1) 4 (7.0) 7 (16.7)     

Neutral (2) 13 (22.8) 8 (19.0)     

Agree (3) 26 (45.6) 21 (50.0)     

Strongly Agree (4) 9 (15.8) 6 (14.3)     

Health equity is a real 

priority among my 

nurse colleagues at my 

current institution 

    2.53 .640 

Strongly Disagree 

(0) 

2 (3.5) 1 (2.4)     

Disagree (1) 5 (8.8) 4 (9.5)     
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Neutral (2) 20 (35.1) 9 (21.4)     

Agree (3) 20 (35.1) 19 (45.2)     

Strongly Agree (4) 10 (17.5) 9 (21.4)     

Health equity is a real 

priority among other 

members of my health 

care team at my 

current institution 

    4.44 .350 

Strongly Disagree 

(0) 

1 (1.58) 0 (0.0)     

Disagree (1) 9 (15.8) 3 (7.1)     

Neutral (2) 16 (28.1) 16 (38.1)     

Agree (3) 22 (38.6) 19 (45.2)     

Strongly Agree (4) 9 (15.8) 4 (9.5)     

Note. HEC = Health equity curriculum 
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Figure 7  

Participant Perception of Health Equity Prioritization Among Key Team Members 

 

To further understand participants’ perceptions of norms, beliefs about how participants 

personally prioritize health equity were compared to their perceptions of other members of the 

healthcare team. Because the series of questions about prioritization were asked on a Likert scale 

rating (ordinal variable), Wilcoxon signed ranks test was utilized. There was no significant 

difference in how participants rated themselves (i.e., identifying health equity among their top 

priorities in patient care) and their institution with regard to health care equity as a priority (Z = 

1.87, p = .061). Participants were more likely to rate their institution and themselves as the same 

with regard to health care equity than to rate themselves higher. There were significant 

differences in how participants rated their colleagues. Participants saw themselves as placing 

higher priority on health care equity than physicians at their institutions (Z = 4.15, p < .001); than 
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their nurse colleagues (Z = 3.71, p < .001); and than other members of the health care team (Z = 

4.34, p < .001) (Figure 8). 

Figure 8  

Perceptions of Health Equity as a Priority in Relation to Self 

 

Control beliefs. Six questions asked participants to rate (on a scale of 0-4 from Strongly 

Disagree to Strongly Agree) their level of agreement with statements about how well they were 

prepared to apply knowledge and skills in their care across topical areas addressed in the HEC as 

a result of having attended the program. These questions had good internal reliability 

(Cronbach’s alpha = .88). A mean of the six items was taken to create an overall preparation 

score. Similarly, six questions asked participants to rate (on a scale of 0-4 from Poor to 

Excellent) their current knowledge of how to provide care across topical areas addressed in the 

HEC. These questions also had good internal reliability (Cronbach’s alpha = .79). A mean of the 
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six items was taken to create an overall knowledge score. Both preparation and knowledge 

composite scores were significantly skewed. Therefore, a Mann-Whitney test was used to 

compare the scores between the HEC and non-HEC groups (Table 10). There were significant 

differences in both preparation (U = 580.5, p = < .001) and knowledge (U = 791.0, p = .004) 

between the HEC and non-HEC groups. Non-HEC participants rated themselves as less prepared 

by the program to provide care across topical areas than HEC participants. Non-HEC participants 

also rated themselves as currently less knowledgeable of how to provide care across topical areas 

than HEC participants. 

Table 10  

Self-Rated Preparation and Knowledge by Group 

 

  Non HEC 

(n = 57) 

HEC 

(n = 42) 

    

  M (SD) 

Median 

M (SD) 

Median 

Mann-Whitney 

U 

p 

Preparationa 2.7 (0.8) 

2.7 

3.4 (0.6) 

3.5 

580.5 < .001 

Knowledgeb 3.0 (0.5) 

3.0 

3.3 (0.5) 

3.3 

791.0 .004 

Note. HEC = Health Equity Curriculum; a”GU’s NM/WHNP or WHNP NURO program 

prepared me to [racism in health care, contraceptive counseling, gender-affirming healthcare, sex 

positive healthcare, gender-based violence]”; b”My current knowledge of [racism in health care, 

contraceptive counseling, gender-affirming healthcare, sex positive healthcare, gender-based 

violence] is…” (for complete list of survey items, see Appendix C) 

Finally, there were no significant differences between HEC and non-HEC groups in their 

beliefs about their ability to effectively promote health equity in patient care (X2(1) = 2.05, p = 

.726) (Table 11). However, when asked to identify barriers faced in promoting health equity in 
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patient care in their current institution, non-HEC participants were more likely to identify lack of 

motivation as a barrier (X2(1) = 5.72, p = .0.17) (Table 12). “Other” barriers included burnout, 

lack of support, lack of interprofessional collaboration, and language barriers. Among all 

participants, lack of time (64%), lack of resources (44%), competing priorities (44%), and lack of 

support (26%) were the most common barriers. 

 Qualitative responses were obtained from among participants (n = 44) who said they 

were able to effectively promote health equity in patient care where they practice. Several 

themes emerged among facilitators that were grouped into systemic, institutional, interpersonal, 

or personal factors. Institutional facilitators were more frequently mentioned (e.g., administrative 

support, resources for patients and clinicians, ranging payment options, strong institutional 

mission and values, adequate time with patients), followed by interpersonal facilitators (e.g., 

positive interprofessional collaboration and having colleagues with similar views). Though less 

frequently cited, participants also noted systemic facilitators (e.g., access to federal grant 

programs) and personal facilitators (e.g., education, personal conviction, and passion). 

Table 11  

Ability to Promote Health Equity 

 

  Non HEC 

(n = 57) 

HEC 

(n = 42) 

    

  n (%) n (%) Χ2(4) p 

I am able to 

effectively promote 

health equity in 

patient care 

    2.05 .726 

Strongly Disagree 

(0) 

1 (1.8) 0 (0.0)     

Disagree (1) 3 (5.3) 2 (4.9)     
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Neutral (2) 8 (14.0) 9 (22.0)     

Agree (3) 29 (50.9) 19 (46.3)     

Strongly Agree (4) 16 (28.1) 11 (26.8)     

Note. HEC = Health Equity Curriculum 

 

Table 12  

Barriers To Promoting Health Equity in Patient Care 

 

  Non HEC 

(n = 57) 

HEC 

(n = 42) 

    

  n (%) n (%) Χ2(1) p 

Lack of Time 34 (59.6) 29 (69.0) 0.92 .337 

Lack of Personal 

Interest 

3 (5.3) 1 (2.4) 0.55 .459 

Lack of Resources 23 (40.4) 22 (52.4) 1.41 .235 

Competing Priorities 24 (42.1) 17 (40.5) 0.03 .871 

Lack of Support 14 (24.6) 12 (28.6) 0.20 .654 

Lack of Motivation 5 (8.8) 0 (0.0) 5.72 .017 

Other Barriers 12 (21.1) 4 (9.5) 2.37 .124 

Note. HEC = Health Equity Curriculum 

 

Summary of Findings 

The HEC and non-HEC groups were similar demographically with no significant 

difference detected between groups. Slightly more participants were practicing in the WHNP 

role among the HEC group. Both groups scored high on the SEPCQ-27, however, there was no 

significant difference in composite scores for patient-centeredness in the SEPCQ-27. There were 

other significant differences between the groups across behavioral, normative, and control 
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beliefs. Participants who participated in the HEC were significantly more likely than those who 

had not to have strong personal interest in understanding how to promote health equity after 

attending the program. Non-HEC participants rated themselves as less prepared to provide care 

across topical areas addressed in the HEC as well as currently less knowledgeable. Moreover, 

non-HEC students were more likely to say they needed information on health equity-related 

areas and were also more likely to identify lack of motivation as a barrier to promoting health 

equity in patient-care at their current institution. All participants in the study perceived that they 

placed higher prioritization on health equity than other members of the healthcare team. Finally, 

among participants who believed they could effectively promote health equity in patient care at 

their institution, several facilitators were identified, most frequently institutional factors. 
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Chapter IV 

Discussion of Findings 

 Given the significant disparities in health outcomes faced by marginalized groups in the 

United States, interventions that aim to mitigate and prevent disparities in health and inequities 

in health care are crucial. Curriculum in the education of healthcare professionals that directly 

addresses health equity may be an upstream intervention to this end. A review of literature 

revealed limited examples of evaluation of robust curricula similar to the HEC that address 

health equity through an exploration of structural competency, intersectionality, and patient-

centeredness. Using the Kirkpatrick-Barr Evaluation Model (2020), this project sought to 

evaluate the impact of a HEC on clinical practice among midwife and WHNP graduates of a 

midwifery and WHNP educational program. Behavior of eligible participants in the clinical 

setting was examined through the primary outcome which focused on self-efficacy in patient-

centeredness between the two groups of practicing midwifery and/or WHNP graduates. A 

secondary outcome looked at the difference between the two groups’ behavioral, normative, and 

control beliefs to examine intention that might drive behavior related to promoting health equity 

in the clinical setting. Through the primary aim of this evaluation project, it was determined that 

both groups perceived high self-efficacy in patient-centeredness, though no significant difference 

between groups was found within this sample. With regard to the secondary aim, there were 

significant differences in behavioral, normative, and control beliefs that may be reflective of the 

impact of the HEC. Participants in the HEC were more likely to report stronger personal interest 

in understanding how to promote health equity after attending the program and perceive that they 

were better prepared and had greater current knowledge across topical areas presented in the 

HEC. Strikingly, participants in the non-HEC group identified lack of motivation as a barrier to 

promoting health equity. Finally, among all participants, there is a perception that others on the 
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healthcare team prioritize health equity less. Despite the small sample size, this study contributes 

to a burgeoning movement to translate structural competency and intersectionality that informs 

patient-centered care into clinical practice in order to better equip future health professionals to 

promote health equity in the clinical setting. 

Self-Efficacy in Patient-Centeredness 

 Behavior in the clinical setting is challenging to appreciate, particularly among 

participants in this study who are geographically diverse and practice across a variety of clinical 

settings. Bandura’s Theory of Self-Efficacy (1977), self-efficacy in patient-centeredness was 

used as a proxy to understand how the two groups of midwives and/or WHNPs care for their 

patients specifically when the patient is different from them. The SEPCQ-27 offered composite 

scores for self-efficacy in patient-centeredness and the opportunity to look at how efficacious 

participants felt in exploring the patient perspective, sharing information and power, and dealing 

with communicative challenges. In general, HEC participants reported higher self-efficacy in the 

composite score and all three domains as compared to the non-HEC group, though no significant 

differences were found. That said, median scores in both groups were high. High scores may be 

related to the baseline patient-centeredness promoted within a values-based Jesuit curriculum. 

Based on these findings, the primary outcome cannot be determined within this small sample; 

thus, it remains unclear as to whether the HEC had an impact on self-efficacy in patient-

centeredness. 

Beliefs Related to Promoting Health Equity 

  Participants answered a series of questions, informed by Ajzen’s Theory of Planned 

Behavior (1991), to indirectly explore behavior. For the project’s secondary aim, participant 

responses were analyzed to assess for differences between groups. While a validated tool(s) was 

not used to elicit responses here, significant differences between midwives and/or WHNPs who 
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participated in the HEC and those who did not provide a basis for further and more rigorous 

exploration. 

Behavioral Beliefs/Attitudes 

 Ajzen (1991) posits that an individual's attitudes towards certain behaviors, in this case 

promoting health equity in clinical care, combine to form their overall attitude toward that 

behavior. This survey looked specifically at participant interest, experiences of joy in specific 

aspects of clinical care, how they prioritize promotion of health equity, and knowledge-seeking 

behaviors as clinicians. In general, findings reflected attitudes about health equity that were 

largely positive among all participants, though differences between the two groups were found. 

 Interest. In examining behavioral beliefs, there was no difference between the HEC and 

non-HEC groups in level of interest in understanding how to promote health equity prior to 

attending the program. This may or may not be influenced by the current emphasis on health 

equity nationally and within most healthcare organizations. However, among the HEC group, 

participants were more likely to have a strong interest after attending the program. That 

individuals who participated in an iteration of the HEC report having greater interest after 

graduating from the program is a meaningful finding. Specifically, interest has been positively 

correlated with internal motivation and peaks when the subject is meaningful, as their 

competence increases, and when they believe that they can be impactful (Weber, 2003). 

Motivation has an important role in self-efficacy and behavioral change which was also reflected 

in Zachariae et al’s work (Bandura, 1977; Zachariae et al., 2015). Qualitative findings suggest 

that while values related to health equity typically align with values possessed by healthcare 

professionals, connecting personal values to health equity concepts can be challenging (van 

Roode et al., 2020). The HEC is a structured curriculum that creates space for learners to begin 
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to make those connections and perhaps fosters interest which can enhance motivation and be a 

driver towards future action. 

 Knowledge-seeking. To understand attitudes and professional development needs 

towards topical areas covered in the HEC, participants were asked to identify types of continuing 

education they actively sought out after graduating from the program. No differences existed in 

knowledge-seeking behaviors between groups. Participants were also given the option of 

selecting “other health equity related areas” and given the opportunity to identify them. Again, 

this may also have to do with required continuing education around health equity associated with 

national and institutional emphasis. Interestingly, non-HEC participants were more likely to have 

sought out continuing education addressing other health equity related areas including equity in 

education and structural competency. It is possible that members of the non-HEC group, as a 

result of not having structural competency addressed in their education, needed to supplement 

their knowledge. It has been found that midwives are intrinsically motivated to participate in 

continuing education to improve their professional competence as opposed to legal or 

institutional requirements (Laszlo & Strettle, 1996). Though the precise motivations of this group 

for seeking this type of continuing education are unknown, there is some evidence to suggest that 

values-based programs, as is the case for the educational program, may contribute to a deeper 

commitment to knowledge-seeking and social justice (Laszlo & Strettle, 1996; Inman, 2015).  

Joy and Prioritization. An Institute for Healthcare Improvement (IHI) white paper Joy in 

Work places an emphasis on joy in the work as a means to both improve patient care by creating 

engaging environments where healthcare professionals can find meaning and purpose (Perlo et 

al, 2017). Most participants (N = 99) equated professional joy with provision of care that 

prioritizes health equity (89%) and patient-centered care 96%). This is consistent with findings 

that health equity work is a driver of employee engagement (Perlo et al., 2017).  
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The IHI has recommended health equity be a priority at the institutional level so as to set 

the tone for what is expected from all members of the healthcare team (Wyatt et al., 2016). At an 

individual level, though no difference was noted between groups, the majority of participants 

(86%) agreed or strongly agreed that promoting health equity is among their top 3 priorities. 

Though there was no difference between the HEC and non-HEC groups related to joy or 

prioritization, it can be surmised that, among this study population, the majority attitude towards 

health equity is positive.  

Normative Beliefs 

 TPB recognizes the importance of subjective norms on intention which precedes behavior 

(Ajzen, 1991). In other words, if a midwife and/or WHNP perceives that other key members of 

the team are equally motivated to promote health equity, they are more likely to hold the 

intention and exercise associated behaviors. To gain insight into normative beliefs, participants 

were asked about their perceptions of how members of the healthcare team, including their 

institution, prioritize health equity. Though there were no significant differences between the 

HEC and non-HEC groups, characteristics of the population as a whole reflected interesting 

findings that contribute to understanding normative beliefs. Sixty-nine percent of participants 

said that health equity was an institutional priority where they work. This is consistent with IHI 

findings that show increasing institutional prioritization of health equity nationally in recent 

years (25% in 2019 to 58% in 2021) (Institute for Healthcare Improvement, 2021).  

Van Roode et al. (2020) found that prioritization occurs both formally and informally– 

through institutional messaging, decision-making, resources, capacity building, and coordination 

AND creating a systems value for health equity and engaging champions. Participants were more 

likely to rate themselves and their institutions as placing high priority on health equity which 

could reflect institutional alignment that exists among the participants. On the other hand, 
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participants saw themselves as placing higher priority on health equity than others (i.e., 

physicians, nurses, and other members of the healthcare team). This gap in perception in 

prioritizing health equity in care may inform or influence the participants normative beliefs. 

Within the free-text findings, the concept of shared views “shared views” among members of the 

team was frequently cited as a facilitator at the interpersonal level. If one perceives that 

promoting health equity is less of a priority among the healthcare team, it may be more 

challenging to engage in such behaviors. The prioritization of health equity at every level is an 

essential foundation for changes in clinician behavior at the bedside. 

Control Beliefs 

 Finally, Ajzen (1991) found that when individuals perceive that they have control– 

through resources or opportunity, the desired behaviors are more likely to occur through 

intention. Participants in the HEC group felt more prepared to provide care across topical areas 

addressed in the HEC. They also reported higher current knowledge than the non-HEC 

participants across the same topical areas. This is consistent with other studies that evaluated 

curriculum addressing social determinants of health and accountability wherein knowledge and 

readiness were assessed (Gard et al., 2019; Wooley et al., 2019). Likewise, a small, more recent 

longitudinal cohort study involving medical students who participated in a structured curriculum 

focusing on the social determinants of health to address health equity found that participants had 

increased knowledge as did confidence in serving underserved communities (Denizard-

Thompson et al., 2021).  

 Though there were no significant differences between the HEC and non-HEC groups 

when asked about their ability to effectively promote health equity in patient care, non-HEC 

participants were more likely to identify lack of motivation as a barrier. Other barriers identified 

by this group were consistent with recent findings by the IHI (2021) indicating that lack of 



 57 

institutional support and collaboration, among other factors, are perhaps universally experienced 

in the U.S. Among participants who indicated that they did have the ability to effectively 

promote health equity in patient care, responses also aligned with IHI components of their 

framework for achieving health equity. In their report for the IHI, Wyatt et al (2016) identify 

prioritization along with institutional support and resources, securing sustainable funding, and 

addressing organizational environment and climate as being important to achieving health. 

Though positive attitudes exist among participants, there may be subjective norms and systemic 

barriers that make providing care that is equitable challenging. 

Limitations 

This project had several limitations that are noteworthy. First among them was a small 

sample size that led to an underpowered study. Reaching out to program alumni dating back to 

2012 via an online survey was challenging despite the use of champions. The size of the study 

also made it difficult to conduct meaningful analyses over time among participants of varying 

iterations of the HEC which may or may not have reflected differences in patient-centeredness. 

Given that the topical areas were conduits to visit and revisit the concepts of structural 

competency, intersectionality, and patient-centered care as core to promoting health equity, it 

was determined that a comparison could be made between the two groups. 

The sampling method also introduces the possibility of selection bias. Using a 

convenience sample and snowballing may have limited the population reached. There may also 

have been self-selection bias in that participants included graduates with either a personal 

connection to the researcher, program, or personal interest in health equity. Furthermore, though 

every effort was made to keep the online survey concise and items simple, during the COVID-19 

pandemic, bandwidth among healthcare professionals sharply decreased and the use of online 

surveys increased. There is a chance that interest in participation suffered (De Man et al., 2021). 
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Though significant differences appear between groups, it is difficult to say with certainty 

that it was the result of the HEC. Participants from the non-HEC group may have recall bias as a 

result of being remote from the program. All participants, as previously discussed, may be 

impacted by current national interest in health equity which may have impacted how participants 

responded to the survey items and may have influenced their participation altogether. 

Though a validated tool was utilized to address the primary outcome of this project– self-

efficacy in patient-centeredness, the instrument to evaluate the secondary aim was not validated. 

Therefore, it is difficult to make correlations about intention or behavior as a result of the HEC  

and the results were underpowered.  

Finally, how a person acquires knowledge and implements behavioral changes is 

multifactorial and complex. Though program faculty may have control over the didactic learning 

and certain aspects of clinical learning that occur within the bounds of the program, the 

participants engaged and are engaging with clinical preceptors, colleagues, and mentors. These 

formal and informal educators may not necessarily conform to the same health equity 

framework. Thus, there is a risk that the hidden curriculum– wherein learners observe biased or 

disrespectful care through observation– also may negatively affect attitudes and behaviors 

(Billings et al., 2011). The HEC does aim to counteract this effect during the program through 

on-going opportunities to debrief with learners and scaffold health equity related content through 

each specialty course, but the lasting impact of the hidden curriculum is unknown. 

Practice Implications 

Leaders and educators in the health professions find themselves confronted by ever-

mounting evidence that structural racism, compounded by other forms of oppression manifested 

in bias, are at the root of health disparities. They are challenged to design, implement, and 
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evaluate curricula that are responsive to these societal needs. (Amutah et al., 2021; Effland et al., 

2020). There are many implications for educational and clinical practice. 

This curriculum was developed by educators intentionally hired for their lived experience 

and/or expertise partnering directly with marginalized groups and communities to create 

environments for greater health equity. Such hiring practices have the dual effect of also 

diversifying the educational workforce– the value of which cannot be overstated. 

In the meantime, educators from marginalized groups need allies and accomplices from 

historically privileged groups to learn, engage, and be accountable for this important work. 

Furthermore, interprofessional and interdisciplinary collaboration with physician and other 

health professionals as educational partners can help strengthen curriculum and expand its reach. 

Such structured health equity curriculum can be adopted and adapted by other health 

professional education programs. More opportunities for evaluation and further development of 

the curriculum would help to grow this body of work. The use of standardized clinical 

competencies and evaluation measures would also be useful in evaluating across cohorts, 

programs, and healthcare professions.  

Finally, the focus on structural competency and development of accountable behaviors 

through critical reflection and development of critical knowledge, has potential impact that 

beyond bedside interactions. It can generate interest and empower future clinicians to make 

institutional changes that facilitate and support health equity. 

Recommendations for Further Study 

The Kirkpatrick-Barr Evaluation Model offers a powerful framework for curricular 

evaluation. Evaluation of behavioral outcomes among clinicians and health outcomes among 

patients– levels III and IV of the model– resulting from healthcare professional education with 

regard to health equity is particularly important because these changes are needed now. 
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Evaluation tools that evaluate accountable behaviors are needed. Longitudinal studies, using 

such standardized tools, designed to follow learners through their educational programs and into 

clinical practice may help to appreciate an arch of behavioral change. It would be immensely 

impactful to be able to make actual comparisons across curriculum provided by health 

professional education programs to determine which among them are the most effective. 

Conclusion 

As mounting literature demonstrates the ways in which systemic oppression, clinician 

bias, and resulting communicative challenges contribute to poor and disparate health outcomes, 

evaluating interventions that may impact and influence the clinical practice of CNMs and/or 

WHNP to mitigate or reverse those trends becomes increasingly important. Despite limitations, 

some differences between the HEC and non-HEC some significant differences were observed, 

which may be even more important given the cultural landscape and current focus on equity, 

diversity, and inclusion within health care across the United States. These findings contribute to 

a growing body of work to translate concepts of health equity into clinical practice through 

structured educational preparation. The HEC can be adapted and adopted by midwifery, WHNP, 

other advanced practice nursing, and medical education programs. The SEPCQ-27 may be one 

instrument to measure patient-centeredness along with other and newly developed instruments to 

measure accountable behaviors in the clinical setting that promote health equity. 

  



 61 

APPENDIX A: Health Equity Curriculum Learning Objectives 

 

Session Title Description Key Teaching/Learning 

Modalities 

Jesuit education 

and reproductive 

health: A 

framework for 

exploring your 

values 

An anchor to the HEC within the broader 

curriculum, this session asks students to 

familiarize themselves with the school’s mission, 

vision, and values and to reflect on the Jesuit 

educational ethic upon which the university is 

founded: a culture that “embraces the changing 

times while staying true to core values” 

(Georgetown University, 2022). Challenging 

issues in midwifery and women’s healthcare (e.g. 

contraception, assisted reproductive technology, 

abortion, and sexual health) are discussed. 

Juxtaposing personal values with professional 

and Jesuit values brings into focus the task of 

ethically caring for patients and communities, the 

importance of critical reflection in clinical 

practice, and the call to remain open to and in 

respectful dialogue with a diversity of 

perspectives and experiences. 

● Guided dialogue 

● Reflection 

Racism and its 

effect on 

healthcare 

Medical, nursing, midwifery, and other health 

professions have racist histories that professional 

education often leaves unacknowledged, 

ignored, and/or willfully erased (Amutah et al., 

2021; Goode, 2014). Marginalized 

communities– Black, Indigenous, Latinx, larger-

bodied, and gender diverse people– have been 

and continue to be exploited in the name of health 

education (Cooper, 2017; Washington, 2006). In 

this session, students are given a primer on the 

levels of racism and related concepts and society-

to-cells nursing theory which explores the 

physical manifestations of racism in the body. 

Faculty challenge students to consider what their 

roles and responsibilities are in a healthcare 

system characterized by deep racial inequities in 

the experiences of health, illness, and 

environments of care. 

● Guided dialogue 

● Reflection 

Gender- Heteronormativity in healthcare makes it ● Lecture 
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affirming 

healthcare 

vulnerable to biases among clinicians that may 

create barriers to clinical care for sexual and 

gender minority (SGM) populations. Personal 

bias towards SGM on the part of the professional 

can compound these barriers (Stewart & 

O’Reilly, 2017). Nurses and midwives often cite 

a lack of knowledge and discomfort around 

sexual orientation and gender identity as 

contributing to adequate provision of care, 

especially when caring for transgender people 

(Stewart & O’Reilly, 2017). Efforts to care for 

SGM “the same” as cis-gender people can lead to 

erasure and missed opportunities for connection, 

shared decision making, and strengths-based 

intervention. In this session, faculty work with 

students to establish a common vocabulary 

regarding terminology, introduce historical 

context that colors SGM healthcare encounters, 

discuss unique healthcare needs, and review 

ways in which to make a practice more inclusive. 

Students are asked to reflect on their personal 

biases, practice appropriate language use, and 

consider ways to mitigate institutional barriers. 

● Guided dialogue 

● Reflection 

Sex-positivity in 

healthcare 

 

Simmonds et al. (2017) found that sexual and 

reproductive health in advanced practice nursing 

curricula is often limited to reproductive health 

due to lack of prioritization or lack of expertise. 

A cultural climate in the US that deemphasizes 

sexual health education and ignores its role in 

overall well-being trickles down into the clinical 

practice (Benyounes, 2019; Frabotta, 2019). In 

this session, faculty frame sexual health as a 

social and reproductive justice issue and offer 

coaching on how to be a sex-positive clinician, 

including reviewing rationale and steps for 

taking a thorough sexual health history and use 

of appropriate terminology. Students have the 

opportunity to practice patient-centered 

strategies. 

● Guided dialogue 

● Demonstration 

● Role play 

● Debrief 

● Reflection 

Screening for 

gender-based 

violence 

 

Screening and intervention for GBV or intimate 

partner violence (IPV) is often limited as a result 

of lack of knowledge or training and other 

institutional and systemic factors (Ghandour et 

al., 2015). Clinicians identify lack of preparation 

● Guided dialogue 

● Demonstration 

● Role play 
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for how to conduct these challenging 

conversations, and what to do when a positive 

screen is detected, as barriers to comprehensive 

care (Schrier et al., 2017). In this session, 

students learn relevant terminology and begin to 

explore the impacts of GBV on physical health 

and disparities in experiences, screening, and 

intervention resulting from racism, ableism, 

sexism, and other forms of gender bias. Students 

are given the opportunity to practice screening 

for GBV/IPV.  

Contraceptive 

counseling 

The predominant approach for contraceptive 

counseling is a tiered-effectiveness approach 

which can undermine patient autonomy and self-

determination (Brandi & Fuentes, 2020). This 

approach also frequently ignores histories of 

discrimination and coercion in the reproductive 

health care of vulnerable populations based on 

race and ability (Moniz et al., 2017). In this 

session, faculty guide students through a patient-

centered approach to contraceptive counseling 

that acknowledges historical context, access to 

contraception, and the role of clinician bias and 

preference as potential barriers to care. Students 

have the opportunity to practice contraceptive 

counseling and debrief with peers and faculty. 

● Guided dialogue 

● Role play 

● Debrief 

● Reflection 

Weight bias in 

healthcare 

Despite the fact that evidence shows that body 

mass index (BMI) may not be the most 

meaningful measure of health related to 

outcomes, healthcare professionals—and 

society-at-large—remain heavily biased and 

discriminatory in their approach to counseling 

patients regarding weight and health (Karsten, 

2018; Nuttall, 2015). This bias limits clinicians 

from focusing on healthy habits and behaviors 

that serve people at all weights (Matheson et al., 

2012). Weight bias ignores other root causes that 

contribute to disease (e.g., adverse childhood 

experiences, toxic stress, social isolation), 

thereby leading to healthcare avoidance 

behaviors within vulnerable populations 

(Karsten, 2018). In this session, faculty review 

concepts that fuel weight bias and introduce 

students to the Health at Every SizeⓇ (HAESⓇ) 

● Guided dialogue 

● Role play 

● Debrief 

● Reflection 
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approach. This holistic and patient-centered 

approach aims to honor “the healing power of 

social connections, evolves in response to the 

experiences and needs of a diverse community, 

and grounds itself in a social justice framework” 

and, in doing so, may yield positive outcomes 

(Association for Size Diversity and Health, n.d.; 

Ulian et al., 2018). Students practice conducting 

weight inclusive patient counseling and 

conversation. 

Note. BMI: Body Mass Index; GBV: Gender-based violence; IPV: Intimate partner violence; 

WHNP: Women’s health nurse practitioner; US: United States.  
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APPENDIX B: Visual Representation of Search Strategy 

 

 

Note. Search terms included: [midwif* OR nurse midwife OR certified nurse midwife AND 

health equity (social justice OR health disparities) AND social justice]; [WHNP OR nurse 
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practitioner OR advanced practice nurse AND health equity (social justice OR health 

disparities)]; [health equity (social justice OR health disparities) AND social justice AND 

nursing education AND education (competency-based, graduate nursing, graduate, nursing)]; 

[self efficacy OR clinical confidence OR clinical competence) AND communication skills OR 

clinical communication OR nurse-patient relations]; [self efficacy OR clinical confidence OR 

clinical competence) AND health equity (social justice OR health disparities)]; [health equity 

(social justice OR health disparities) AND nursing education AND education (competency-

based, graduate nursing, graduate, nursing) AND communication skills OR clinical 

communication OR nurse-patient relations]; and [self efficacy OR clinical confidence OR 

clinical competence) AND communication skills OR clinical communication OR nurse-patient 

relations]. Adapted from “Preferred Reporting Items for Systematic Reviews and Meta-

Analyses: The PRISMA Statement” by D. Moher, A. Liberati, J. Tetzlaff, D.G. Altman, 2009, 

PLoS Medicine, 6(7): e1000097. https://doi.org/10.1371/journal.pmed1000097. 

 

  

https://doi.org/10.1371/journal.pmed1000097
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APPENDIX C: Permission For Use of the SEPCQ-27 
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APPENDIX D: Online Survey 

 

Online Survey Section 1: Demographics 

 

Instructions: Please complete the following demographic questions to the best of your ability. 

 

Are you a graduate of the Nursing Online (NURO) NM/WHNP or WHNP Program? 

Drop-down: 1= Yes; 0=No  

 

[SKIP LOGIC; if no, proceed to end of the survey and exit] 

 

What is your current age? 

Drop-down: 18-80 

 

Are you of Hispanic, Latinx, or Spanish origin? 

MC: 0=no; 1=Yes (eg. Mexican, Mexican American, Chicano, Puerto Rican, Cuban, 

Dominican, Colombian, Guatemalan, Spaniard, Salvadorian, etc); 2=Prefer not to answer 

 

What is your race? Select all that apply. 

Multiple answer: 1=White, 2=Black or African American; 3=American Indian or Alaska 

Native; 4=Asian; 5=Native Hawaiian or Other Pacific Islander; 6=Prefer to not to answer 

 

In what month did you graduate from GU? 

Drop-down: January - December 

What year did you graduate from GU? 

Drop-down: 2012-2021 

 

How many years have you been engaged in clinical practice? 

Drop-down: 1-55 

 

Which best describes your current clinical practice setting? 

MC: 1=urban; 2=suburban; 3=rural 

 

Please select the advanced practice nursing (APRN) credentials that you currently hold? Select 

all that apply. 

Multiple answer: 1=CNM; 2=WHNP; 3=Other APRN 

 

Please select the option that most accurately reflects your current clinical role? 

MC: 1=midwife; 2=WHNP; 3=other APN role 

 

In which clinical setting do you work in your current clinical role? 

MC: 1=ambulatory only; 2=both ambulatory and inpatient; 3=inpatient only; 4=triage only 
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In what state do you currently practice? 

MC: US States (excluding territories) listed 

 

States than characterized by region: Northeast (ie., CT, MA, ME, NH, NJ, NY, PA, RI, VT); 

Midwest (ie., IN, IL, IA, KS, MI, MN, MO, NE, ND, OH, SD,WI); South (ie., AL, AR, DE, 

DC, FL, GA, KY, LA, MD, MI, NC, OK, SC, TN, TX, VA, WV); West (ie., AL, AZ, CA, CO, 

HI, ID, MT, NM, NV, OR, UT, WA, WY) 

 

 

 

Online Survey Section 2: SEPCQ-27 

 

Instructions: As you complete this section, consider instances where you feel DIFFERENT 

from the patient who is in your care (e.g., different with regard to any one or more of the 

following: race/ethnicity, socioeconomic status, gender, sexual identity, weight, etc).  

 

In the following section, a number of statements describing different aspects of how clinicians 

can relate to and communicate with patients are presented. Please read each statement carefully 

and judge how confident you are in your ability to relate to and communicate with these patients 

in the manner described in the statement. Please answer all questions and provide your best 

assessment of how confident you are that you will be able to behave in the way described in the  

statement.   

 

Please answer as honestly and sincerely as possible. Each question must be answered based on 

how confident you are that you WILL be able to make the patient experience the particular 

behavior - NOT the extent to which you WOULD LIKE to be able to engage in the 

behavior.  

 

On a scale from “0” (to a very low degree) to “4” (a very high degree), I am confident that I 

am able to… 

 

1 

Make the patient feel that I am genuinely interested in knowing what he/she thinks about 

his/her situation 

2 Record a complete medical history 

3 Accept when there is no longer curative treatment for the patient 

4 Make the patient feel that I have time to listen 

5 Recognize the patient’s thoughts and feelings 
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6 Reach agreement with the patient about the treatment plan to be implemented 

7 Advise and support the patient in making decisions about his/her treatment 

8 Be aware of when my own feelings affect my communication with the patient 

9 Be attentive and responsive 

10 Be aware of when the patient is scared or concerned 

11 Ensure that the patient makes his/her decisions on an informed basis 

12 Explain the diagnosis and treatment plan to the patient so that he/she understands 

13 Deal with my own emotional reactions when the situation is difficult for me 

14 Treat the patient in a caring manner 

15 Explain things so that the patient feels well-informed 

16 To maintain the relationship with the patient when he/she is angry 

17 Make the patient experience me as empathetic 

18 Inform the patient about the expected side effects, so the patient understands them 

19 

To stay focused on what is best for the patient if there is a professional disagreement 

about the diagnosis and treatment 

20 Make the patient feel that he/she can talk with me about confidential, personal issues 

21 Explain how the treatment works or is expected to work 

22 Avoid letting myself be influenced by preconceptions about the patient 

23 Show a genuine interest in the patient and his/her situation 

24 

Focus on compassion, care and symptomatic treatment, when there is no curative 

treatment 

25 

Explain how the treatment is likely to affect the patient's condition, so that the patient 

understands 

26 Explain the treatment procedures, so that the patient understands them 
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27 Separate my personal views from my approach in the professional situation 

Answers scored and characterized into three factors (or domains):  

● Factor 1 (Items 1,4,5,9,10,14,17,20,23,24) Exploring the patient perspective (score 0-40);  

● Factor 2 (Items 2,6,7,11,12,15,18,21,25,26) Sharing information and power (score 0-40);  

● Factor 3 (Items 3,8,13,16,19,22,27) Dealing with communicative challenges (score 0-28); 

TOTAL SCORE 0-108 

 

 

Online Survey Section 3: Beliefs 

 

General instructions: Please consider each answer carefully. Answer as honestly and sincerely as 

possible and to the best of your recollection where applicable. 

 

Sub-section I: Interest (2 questions) 

Additional instructions: Please rate your interest on a scale where “0” = no interest, “1” = limited 

interest, “2” = neutral, “3” = some interest, and “4” = strong interest. 

 

How would you rate your personal interest in understanding how to promote health equity 

PRIOR to attending Georgetown? 

How would you rate your personal interest in understanding how to promote health equity 

AFTER attending Georgetown? 

 

Sub-section II: Preparation to Apply Knowledge in the Clinical Setting (6 questions) 

Additional instructions: Please rate your level of agreement on a scale where “0” = strongly 

disagree, “1” = disagree, “2” = neutral, “3” = agree, and “4” = strongly agree. 

 

GU’s NM/WHNP or WHNP NURO program prepared me to understand the impact of racism 

on the health of individuals and communities? 

GU’s NM/WHNP or WHNP NURO program prepared me to conduct patient-centered 

contraception counseling? 

GU’s NM/WHNP or WHNP NURO program prepared me to provide gender-affirming 

healthcare? 

GU’s NM/WHNP or WHNP NURO program prepared me to provide sex-positive healthcare? 

GU’s NM/WHNP or WHNP NURO program prepared me to provide care that is free of weight-

bias? 
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GU’s NM/WHNP or WHNP NURO program prepared me to screen effectively for gender-

based violence? 

 

Sub-section III: Knowledge (6 questions) 

Additional instructions: Please rate your current level of knowledge on a scale where “0” = poor, 

“1” = minimal; “2”= fair, “3” = good, “4” = excellent. 

 

My current knowledge of the impact of racism on the health of individuals and 

communities is... 

My current knowledge of how to provide patient-centered contraceptive counseling 

is... 

My current knowledge of how to provide gender-affirming healthcare is... 

My current knowledge of how to provide sex-positive healthcare is... 

My current knowledge of how to provide healthcare that is free of weight bias is... 

My current knowledge of how to provide screening for gender-based violence is... 

 

Sub-section IV: Knowledge Seeking (2 questions) 

Additional instructions: Please select all that apply. 

 

Have you actively sought out continuing education in any of the following health equity related 

areas after graduating from GU (check all that apply)? 

Multiple answer: 1=racism in health care; 2=contraceptive counseling; 3=gender-affirming 

healthcare; 4=sex positive healthcare; 5=gender-based violence; 6=other health equity related 

area 

[SKIP LOGIC; only to open if 6=other is selected above] If you selected "other health equity 

related area," please describe. 

FREE TEXT 

 

Sub-section V: Prioritization (5 questions) 

Additional instructions: Please rate your level of agreement on a scale where “0” = strongly 

disagree, “1” = disagree, “2” = neutral, “3” = agree, and “4” = strongly agree. 
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Promoting health equity is among my top 4 priorities in the majority of my patient encounters. 

Health equity is a real priority at my current institution. 

Health equity is a real priority among my physician colleagues at my current institution. 

Health equity is a real priority among my nurse colleagues at my current institution. 

Health equity is a real priority among other members of the health care team (eg. medical 

assistants, lactation consultants, social work/case management, respiratory therapy, etc) at my 

current institution. 

 

Sub-section VI: Joy/Facilitators/Barriers (4-6 questions) 

Additional instructions: Please select the most applicable response(s). 

 

Do you equate providing care that prioritizes health equity with professional joy? 

Drop-down: 0=no; 1=yes; 2=unsure 

Do you equate providing care that is patient-centered with professional joy? 

Drop-down: 0=no; 1=yes; 2=unsure 

I am able to effectively promote health equity in patient care at my current institution. 

Please rate your level of agreement on a scale where “0” = strongly disagree, “1” = disagree, 

“2” = neutral, “3” = agree, and “4” = strongly agree. 

 

[SKIP LOGIC; only to open if 2=occasionally; 3=usually; 4=almost always are selected 

above] If you are able to promote health equity in patient care at your institution, what are the 

facilitators? 

FREE TEXT 

What barriers, if any, do you face in promoting health equity in patient care at your current 

institution (check all that apply)? 

Multiple answer: 1=lack of time; 2=lack of personal interest; 3=lack of resources; 4=competing 

priorities; 5=lack of support; 6=lack of motivation; 7=other barriers 

[SKIP LOGIC; only to open if 7=other is selected above] If you selected "other barriers" or 

would like to elaborate on your response above, please describe. 

FREE TEXT 
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