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M
any adults with cancer have dif-

ficulty accessing, understand-

ing, and applying health infor-

mation. Patient education is 

often lacking a comprehensive 

approach to sharing health information in a manner 

that is sensitive to all levels of health literacy. Collab-

oration between healthcare clinicians and patients to 

apply health information and attain meaningful goals 

is often incomplete. Wittenberg et al. (2018) empha-

sized the importance of assessing patient understand-

ing and adapting communication according to health 

literacy needs to ensure high-quality care. When 

health literacy needs are unmet, patients report diffi-

culty with decision-making (Cohen et al., 2013).

According to the National Academies of Sciences, 

Engineering, and Medicine (2015), “For more than 

two decades, scientists and practitioners alike have 

acknowledged health literacy as a major determinant 

of individuals’ health status and disease prevention 

behaviors” (p. 5). The Centers for Disease Control 

and Prevention (2021) reported that an estimated 9 

of 10 adults have difficulty understanding and using 

health information, which may be further limited by 

stress and anxiety. Decreased health literacy has been 

associated with nonadherence, medication errors, 

and poor disease self-management (Christensen, 

2016). Evidence demonstrates that effective health 

literacy interventions can improve outcomes for 

patients (Berkman et al., 2011). An educational 

intervention was developed using the universal 

approach to health literacy recommended by the 

Agency for Healthcare Research and Quality (AHRQ, 

2015). This approach assumes that all people have 

difficulty understanding health-related informa-

tion, as well as creates an environment conducive to 

learning and improves self-management by simpli-

fying information and confirming understanding to 

reduce miscommunication (AHRQ, 2015). Cohen et 

al. (2013) found that having adequate time for the 

PROBLEM STATEMENT: This study assesses the 

effect of a nurse-designed SMART educational 

intervention on goal attainment, patient 

empowerment, and satisfaction.
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nurse to assess understanding and identify addi-

tional needs is essential.

Research demonstrates that nurses tend to over-

estimate patient health literacy, which can lead to 

misunderstanding and inferior outcomes (Dickens et 

al., 2013). It is critical for nurses to avoid assuming 

an individual’s health literacy level based on their age 

or education level (Parnell, 2015). Universal literacy 

precautions and teach-back methods are important 

strategies to avoid negative outcomes associated with 

low health literacy. Oncology nurses are uniquely 

qualified to use evidence-based oral and written com-

munication strategies to promote health literacy and 

empower their patients (Ballard & Hill, 2016).

Zimmerman (1995) described the importance of 

empowerment as when “people create or are given 

opportunities to . . . influence the decisions that 

affect their lives” (p. 583). According to a systematic 

review by Eskildsen et al. (2017), empowerment leads 

to improved health, lower health costs, and greater 

patient satisfaction. Patients become more active 

participants in their care and are empowered by 

improving coping, self-efficacy, and decision-making 

skills (Bulsara et al., 2006). If simple interven-

tions are used to encourage patient participation in 

decision-making, patients are often more engaged 

and more informed (Koh et al., 2013). The National 

Academies of Sciences, Engineering, and Medicine 

(2020) noted core elements needed to support 

patients in the oncology setting, including “increasing 

confidence to manage symptoms and illness, support-

ing self-monitoring, facilitating knowledge and uptake 

of health behaviors, and supporting the development 

of skills for communicating with a team” (p. 37).

Using SMART (specific, measurable, achievable, 

realistic, timely) goals is important when providing 

education (Lawlor & Hornyak, 2012). SMART goals 

are created by the patient and require putting knowl-

edge into action. The creation of a SMART goal allows 

a larger goal, such as wellness, to be segmented 

into smaller, easily attainable goals (Reddy, 2019). 

The use of a goal-setting, action-planning approach 

improves self-efficacy, assists with behavior change, 

and improves health outcomes (Lenzen et al., 2017). 

Strategies focused on improving health literacy also 

enhance self-management through assessment, goal 

setting, action planning, and problem solving (Koh et 

al., 2013).

Problem Statement

Cancer treatment is complex and creates unique 

needs for educational and psychosocial support. 

Delivering self-care and symptom management edu-

cation using a universal approach to health literacy 

can empower patients to understand, apply, and acti-

vate information to make informed health decisions. 

It is imperative that the healthcare team is confident 

that patients understand and can apply information 

to make decisions and actively participate in their 

care. A SMART educational intervention consisting 

of coaching and goal setting can put knowledge into 

action, and a universal approach to health literacy can 

influence goal attainment, empowerment, and patient 

satisfaction. The aim of this study was to assess the 

feasibility and acceptability of a structured educa-

tional intervention using SMART methodology to 

improve patient outcomes.

Methods

A mixed-methods feasibility study of a SMART edu-

cational intervention was conducted with adults with 

cancer receiving treatment at HonorHealth Research 

and Innovation Institute in Scottsdale, Arizona. The 

SMART intervention is an evidence-based educa-

tional intervention delivered by oncology nurses.

A convenience sample of patients undergoing 

cancer treatment at the cancer research center was 

recruited. Eligibility criteria included being aged 18 

years or older and having received a cancer diagnosis 

more than three months prior to study enrollment. 

Because the educational materials were only available 

in English, patients who did not read or speak English 

were excluded. No exclusions were made based on 

gender, race, or ethnicity.

Recruitment Procedures

The study was conducted at a nonprofit oncol-

ogy research clinic providing ambulatory oncology 

research and treatment in a large integrated healthcare 

system. RNs in the clinic were asked to administer the 

SMART intervention based on their personal inter-

est and time availability. All study personnel were 

trained on the intervention protocol. Prior to study 

initiation, nurses who volunteered to deliver the 

intervention received health literacy education and 

engaged in role-play and simulation to facilitate con-

sistent content delivery. Potentially eligible patients 

were identified through a chart review of upcoming 

appointments. Patients were approached by an oncol-

ogy nurse during their scheduled clinic visits and 

provided with the study details and informed consent 

form to review. If the patient was interested, a time 

was scheduled to review and sign the informed con-

sent form.
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Intervention

Participants were block-randomized by cancer type 

(breast, ovarian, pancreatic, and other) into either the 

immediate intervention or waitlist control (WLC) 

intervention group in a 1:1 format to control for dis-

ease trajectory variation. Participants randomized 

to the immediate group began the educational inter-

vention after informed consent. The WLC group 

received standard medical and nursing care for eight 

weeks prior to beginning the educational interven-

tion procedures while hospitalization and emergency 

department usage data were collected. Figure 1 illus-

trates participant enrollment, randomization, and 

progression through the study.

Education topics included (a) individualized 

medication review; (b) nutrition related to diarrhea, 

constipation, and nausea and vomiting; (c) anxiety 

and coping; and (d) sleep and fatigue. Topics were 

selected through patient input and a collaborative 

needs assessment led by oncology nurses. The edu-

cation content of each module included didactic 

instruction, written information, and supplementary 

video content based on research evidence and current 

practice. Tools were revised based on feedback from 

health literacy experts before study initiation.

Each education module included two or three 

associated learning objectives and a core script of 

related information. Each script included definitions 

of topic components, explanations of how the topic 

or symptoms may affect the participant, symptom 

management strategies, and recommendations for 

how to communicate health needs. Education was 

personalized through discussion of past and current 

experiences, symptoms, personal preferences, and 

participant questions. Participants were asked to iden-

tify at least one meaningful goal when new information 

was presented surrounding each topic. The nurse pro-

vided guidance, if needed. The goal was written using 

the SMART format, with the intention of improving 

symptom management and/or quality of life.

To identify steps toward goal achievement, an 

action plan was created. Possible obstacles were iden-

tified and discussed. Participants were asked to rate 

their confidence in being able to successfully complete 

the goal on a scale ranging from 0 (not sure) to 10 

(very sure). If their confidence was low, then the goal 

and/or action plan was revised. If their confidence was 

high, steps toward achieving the goal were initiated. 

Goals were reviewed at each visit, and progress was 

determined to be “met,” “in progress,” or “not met.”

Intervention follow-up visits were conducted 

via telephone or in person and completed at least 

one week after each educational intervention visit. 

Follow-up included determining the participant’s 

success in meeting their goals by asking review ques-

tions. All prior action plans were reviewed, and goal 

attainment was evaluated. Real-time reeducation was 

provided if necessary. Emergency department visits 

and hospitalization services used were also docu-

mented at each follow-up visit.

Throughout the intervention, nurses allocated 

time to establish relationships, provide education, 

and motivate participants to make changes and meet 

goals. Teach-back communication methods were 

included to confirm that participants understood the 

information provided by repeating it back in their 

own words. This conversation included wording to 

allow for open communication (e.g., “What ques-

tions do you have for me?” versus “Do you have any 

questions?”).

Data Sources

Data collection began at time of consent and was 

completed at the four-week follow-up visit. The 

FIGURE 1. CONSORT Flow Diagram

CONSORT—Consolidated Standards of Reporting Trials

Assessed for eligibility  

(n = 117)

Excluded (N = 49)

 ɐ Declined to partici-

pate (n = 19)

 ɐ Other reason (n = 30)

Randomized (n = 68)

Allocated to immediate 

group (N = 35)

 ɐ Received all allocated 

intervention (n = 25)

 ɐ Received no allocated 

intervention (n = 0)

 ɐ Received partial 

allocated intervention 

(n = 10)

Allocated to waitlist 

control group (N = 33)

 ɐ Received all allocated 

intervention (n = 15)

 ɐ Received no allocated 

intervention (n = 10)

 ɐ Received partial 

allocated intervention 

(n = 8)

Lost to follow-up (n = 1) 

or discontinued the 

intervention (n = 9)

Lost to follow-up (n = 0) 

or discontinued the 

intervention (n = 18)

Analyzed (N = 25) Analyzed (N = 15)

D
ow

nl
oa

de
d 

on
 0

7-
18

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.



40 ONCOLOGY NURSING FORUM JANUARY 2022, VOL. 49, NO. 1 ONF.ONS.ORG

length of time for each participant varied based 

on their randomization group, clinic schedule, and 

time availability. Screening data were collected by 

a protocol-trained nurse based on study eligibility 

criteria.

Immediately following consent, the nurse col-

lected baseline demographic and clinical data from 

the medical record and participant written responses. 

Data included race, ethnicity, education level, cancer 

diagnosis, hospital admissions, and emergency 

department use within the past three months.

The Cancer Health Literacy Test (CHLT-30) was 

used to evaluate cancer health literacy. Items eval-

uated knowledge, skills, and ability for synthesis of 

knowledge. Internal consistency has been reported 

(Cronbach’s alpha = 0.88), with test–retest reliability 

at two weeks (Cronbach’s alpha = 0.9) and six months 

(Cronbach’s alpha = 0.92). The number of correct 

answers is summed, yielding a maximum of 30 points. 

Higher total scores indicate a higher level of health 

literacy (Dumenci et al., 2014).

The 15-item Patient Empowerment Scale (PES) 

measures empowerment among adults with cancer 

and their ability to adapt to the disease and engage 

proactively in treatment. Items are ranked from 1 

(strongly disagree) to 5 (strongly agree). Scores are 

summed, with higher scores indicating greater feel-

ings of empowerment. The maximum score for the 

PES is 60 points. The Pearson Separation Index was 

0.79, indicating reliability (Bulsara & Styles, 2013). 

Validation was completed using literature, experts, 

patients, and family members (Bulsara et al., 2006).

Study Visits, Follow-Up, and End of Treatment

The immediate group completed the instruments at 

enrollment. The WLC group completed the instru-

ments at enrollment and then again following the 

eight-week waiting period to establish an updated 

baseline. Study visit data were collected by the nurse 

based on participant written and oral responses.

Each participant was scheduled to receive four 

education sessions during the intervention accord-

ing to a schedule approved by the participant. The 

sessions occurred a minimum of one week apart. 

Sessions were conducted during a clinic visit or by 

telephone. After each session, learning was assessed, 

reeducation occurred if needed, and the nurse guided 

the participant to develop a SMART goal and action 

plan. The AHRQ’s medication review form was used 

to document findings, develop an education plan, and 

complete the other visit intervention components.

The nurse collected follow-up data from par-

ticipant written and oral responses in addition to 

clinical documentation from the medical record. 

During study follow-up sessions, which occurred at 

TABLE 1. Sample Characteristics (N = 68)

Characteristic n

Cancer type

Pancreatic 26

Ovarian/endometrial 13

Breast 10

Colorectal 6

Head and neck 1

Lung 1

Melanoma 1

Prostate 1

Other 9

Cancer stage

I 2

II 3

III 5

IV 58

Education level

Some high school 1

High school diploma 12

Some college 8

College degree 25

Postgraduate degree 21

Other 1

Ethnicity

Non-Hispanic/Latino 63

Hispanic/Latino 5

Marital status

Married 55

Widowed 6

Divorced 4

Single 3

Sex

Female 46

Male 22

Race 

White 63

Asian/Pacific Islander 2

African American 1

Other 2

Note. The mean age of participants was 63.52 years (SD = 
11.23 years).
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least one week after each education visit, the nurse 

documented progress toward goal attainment. If the 

goal was not met, additional education and coaching 

were provided, and reassessment occurred at the next 

scheduled visit or sooner. If goals were met, contin-

ued progress was monitored, with reassessments for 

knowledge retention occurring at subsequent visits. 

Health literacy and empowerment were reassessed 

using the CHLT-30 (Dumenci et al., 2014) and the PES 

(Bulsara & Styles, 2013) within one week of the final 

follow-up visit.

Four weeks after the final follow-up visit (end 

of treatment), health literacy and empowerment 

were assessed again using the CHLT-30 (Dumenci 

et al., 2014) and the PES (Bulsara & Styles, 2013). 

Reevaluation documented knowledge retention of 

all prior learning objectives, goal attainment results, 

necessity for reeducation, and hospital and emergency 

department use during the study. The Adapted Short 

Assessment of Patient Satisfaction survey was used 

to measure patient satisfaction with the intervention 

(Hawthorne et al., 2014). A five-point Likert-type 

scale was used to evaluate participants’ experience 

with the study. The questions addressed the effects 

of the educational intervention, choices in decisions 

affecting health care, care received in the clinic, 

and time spent with the nurses providing education 

(Hawthorne et al., 2014). Participant comments and 

suggestions regarding the study were documented. 

Details regarding progress toward goals and other 

study content that required situational explanations 

were also recorded.

Analysis

Summary statistics, including means (standard 

deviations) and percentages, as appropriate, are 

provided. A generalized estimating approach was 

used to evaluate changes in CHLT-30 and PES scores 

across visits. The interaction between group and 

visit was tested before combining groups to evalu-

ate differential change over visits. Means, standard 

errors, and 95% confidence intervals are provided 

for these models. The Mann–Whitney U test was 

used to compare numbers of emergency department 

and hospital visits across groups postenrollment. 

Spearman’s correlation coefficients were calculated 

between participants’ highest education level and 

CHLT-30 and PES scores at first visit. IBM SPSS 

Statistics, version 27.0, was used for all analyses. An 

alpha of 0.05 was used as the criterion for statistical 

significance.

Findings

Sixty-eight adults with cancer participated in the 

study (see Table 1). Forty-six participants were female 

and had a college degree or higher. Most participants 

were White (n = 63). These statistics reflect the demo-

graphics of the community surrounding the clinic, 

which is more than 88% White (U.S. Census Bureau, 

2019). Twenty-six participants had pancreatic cancer, 

13 had ovarian/endometrial cancer, and 10 had breast 

cancer. During the study, the majority of participants 

were stage IV. The median time frame from diagno-

sis to study consent was 30 months, with a range of 

3–52.9 months.

Some participants discontinued the study prior 

to completion for a variety of reasons, including a 

decline in health, death, or a change in cancer care 

center. Two participants felt that they did not need 

education, were doing well, and declined further par-

ticipation. The WLC group had a lower completion 

rate than the immediate group.

TABLE 2. Analysis of Change in Patient Empowerment Scale Scores Across Visits by Intervention Group

Immediate Group (N = 25) Waitlist Control Group (N = 15) Combined Groups (N = 40)

Visit
—

X SE 95% CI
—

X SE 95% CI
—

X SE 95% CI

Baseline – – – 54.59 0.76 [53.12, 56.09] – – –

1 51.38 1.09 [49.24, 53.52] 55.93 0.86 [54.25, 57.61] 53.22 0.85 [51.55, 54.89]

2 53.25 1.09 [51.12, 55.38] 56.91 0.62 [55.7, 58.12] 54.66 0.77 [53.15, 56.17]

3 54.02 1.24 [51.59, 56.45] 57.03 0.94 [55.15, 58.91] 55.52 0.78 [53.95, 57.09]

CI—confidence interval; SE—standard error
Note. From baseline to visit 1, p = 0.213. For the interaction of group by visit, p = 0.416, and for the effect of visit for the combined groups, p = 0.75.
Note. Total possible scores on the Patient Empowerment Scale range from 15 to 60, with higher scores indicating greater feelings of empowerment.
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The analysis of changes in PES and CHLT-30 

scores are presented in Tables 2 and 3, respectively. 

Twenty-five participants from the immediate group 

and 15 from the WLC group provided sufficient data 

to be included in these analyses. For both outcomes, 

scores for the WLC group increased marginally, 

although not significantly from baseline to first 

visit, indicating substantial stability. Participants 

in the WLC group received no intervention aside 

from routine care during this period. The interac-

tion between group and visit was not significant for 

either outcome measure, so the groups were com-

bined to test the effect of visit on empowerment 

(PES) and health literacy (CHLT-30). Scores on both 

measures increased slightly in the combined group, 

but the changes were not statistically significant (p = 

0.075 for the PES and p = 0.598 for the CHLT-30). An 

ancillary analysis showed that, as expected, having 

attained a higher education level was associated 

with CHLT-30 scores during the first visit (rs = 0.5, 

p < 0.001) but not with PES scores (rs = –0.012, p = 

0.933).

The two emergency department visits for the 

immediate group and three visits for the WLC group 

postenrollment did not differ significantly (p = 0.543). 

Similarly, the 11 hospitalizations for the immediate 

group and 13 for the WLC group did not differ (p = 

0.137). These visits were deemed to be unavoidable 

by the study team. Goal attainment rates were high 

for participants. With the support of nurses, partic-

ipants successfully completed the goals they found 

meaningful. At study completion, the number of partic-

ipants who met their set goals was 33 for the medicine 

module, 28 for the nutrition module, 25 for the anxiety 

and coping module, and 22 for the sleep and fatigue 

module.

Participant satisfaction at study completion indi-

cated that 26 participants were very satisfied with the 

effects of the educational intervention, and 7 indi-

cated that they were satisfied. Regarding the choices 

that participants had in decisions affecting their care, 

27 indicated being very satisfied, and 6 were satisfied. 

When asked how satisfied they were with the time 

they had with the nurse who provided the education, 

all participants responded that they were very satis-

fied. An open-ended question asked participants to 

describe how they will use what was learned during 

the study. A summary of the responses is included in 

Figure 2.

While providing education and follow-up, nurses 

sat at eye-level with participants, and sessions did not 

have a time limit. These actions allowed for conversa-

tions and learning opportunities that would not have 

happened if the encounter had occurred under differ-

ent circumstances. Experiences with implementation 

of the study protocol offered lessons to optimize the 

way education is provided. An example of this was 

finding a need for flexibility in education session 

timing. The following intrinsic and extraneous factors 

affected the ability to provide education during the 

scheduled time windows:

 ɐ Participants were sometimes overwhelmed with 

new information and were unable to process more 

information at the time.

 ɐ Participants sometimes needed additional support 

and found benefit in revisiting a prior module topic.

 ɐ Visits were delayed at times when nurses’ sched-

ules prevented them from meeting a participant 

before their treatment ended on that specific day.

There was opportunity to provide education by tele-

phone; however, participants voiced preference for 

receiving in-person education.

TABLE 3. Analysis of Change in Cancer Health Literacy Test Scores Across Visits by Intervention Group

Immediate Group (N = 25) Waitlist Control Group (N = 15) Combined Groups (N = 40)

Visit
—

X SE 95% CI
—

X SE 95% CI
—

X SE 95% CI

Baseline – – – 26.24 0.86 [24.61, 27.97] – – –

1 26.45 0.61 [25.25, 27.65] 27.45 0.78 [25.91, 28.99] 26.84 0.49 [25.88, 27.81]

2 26.9 1.05 [24.85, 28.95] 28.13 0.61 [26.93, 29.33] 27.32 0.7 [25.96, 28.69]

3 27.56 0.65 [26.28, 28.84] 26.84 0.93 [25.02, 28.67] 27.15 0.6 [25.98, 28.33]

CI—confidence interval; SE—standard error
Note. From baseline to visit 1, p = 0.149. For the interaction of group by visit, p = 0.184, and for the effect of visit for the combined groups, p = 0.598.
Note. Health literacy was measured using the Cancer Health Literacy Test. Total possible scores range from 0 to 30, with higher scores indicating 
greater health literacy.
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Sessions provided opportunities for education 

and guidance. For example, during the individualized 

medication review, participants were asked to bring 

all prescription and over-the-counter medications. 

They were asked to name each medication and explain 

the reason for taking it. In addition, they were asked 

to explain whether there were circumstances in which 

they would hold a specific medication. Discussions 

about the cost of each medication resulted in finan-

cial assistance referrals, if needed. Discussions related 

to missed doses of medications and unwanted side 

effects also occurred. During one meeting, it was dis-

covered that a participant had naloxone hydrochloride 

because of prescribed high doses of narcotics. This 

patient resided with her son who was not aware of 

how to use the naloxone, so education was provided.

When receiving nutritional education, partici-

pants were provided reference sheets with suggested 

foods to consume or avoid for diarrhea, constipation, 

and nausea and vomiting. Participants were encour-

aged to have these foods available at home. The 

nurses involved in the study tailored nutritional edu-

cation based on dietary restrictions, such as limited 

fiber, celiac disease, fluid restrictions, and diabetes. 

Participants reported hanging the reference sheets in 

their kitchen where they could quickly review them 

if any symptoms occurred. Nutritional education 

required more reeducation than the other topics.

The coping and anxiety education session pro-

vided information and resources to participants, as 

well as support, a listening ear, and a shoulder to cry 

on at times. Participants were introduced to coping 

strategies, such as meditation, deep breathing, and 

journaling. One participant created a goal to try jour-

naling to cope with anxiety. He reported that during 

journaling, he wrote down his wishes and as a result, 

held a family meeting and discussed next steps if the 

cancer progressed and treatment was no longer effec-

tive. There was a sense of relief by the participant and 

his family. Goals of care discussions also resulted from 

education provided in these sessions. Another par-

ticipant had considered requesting an antidepressant 

prescription prior to the coping and anxiety session 

because of her depressed mood. After the education 

session, she felt empowered to try alternative coping 

strategies and no longer wanted to begin taking an 

antidepressant. This participant also discovered the 

importance of focusing on her mental health and 

self-compassion. Another participant verbalized that 

mental health needs should be assessed and discussed 

regularly, asking, “How can we expect people to come 

here and go through treatment if they do not feel their 

life is worth living?” Many participants reported not 

knowing about available resources, including the chap-

lain and social worker, prior to the education session.

The sleep and fatigue education session provided 

participants with strategies to improve sleep and 

decrease fatigue. The modules reviewed strategies 

to improve overall sleep habits and patterns. Many 

participants created goals to increase their activity to 

combat fatigue. Often, the goal of increasing activity 

was viewed as a daunting task for participants, par-

ticularly for those who were experiencing symptoms 

of deconditioning. The nurse assessed each partici-

pant’s current activity level and limitations to develop 

an achievable first step toward the goal. The plan 

was customized based on the participant’s prefer-

ences for timing of exercise, timing of pain medicine 

dosing, exercises found enjoyable, and companions to 

accompany the participant in working toward their 

goals. Referrals were made to physical therapy, as 

appropriate.

Participants noted that “knowledge is power” 

and “this study filled in the gaps.” One participant 

reported that she learned how to “live with cancer 

and not just survive.” Participants discussed the 

FIGURE 2. Examples of Participant Written 

Responses on the Adapted Short Assessment 

of Patient Satisfaction

Please describe how you will use what you have learned 

during this educational study.

 ɐ “All education is helpful in the decisions we make in 

daily living. Thank you.”

 ɐ “From what I have learned, I will do a better job at 

holding myself more accountable and continue to 

educate myself as things change on a regular basis.”

 ɐ “I now have great referral resources. My to-do list has 

helped so much with reducing anxiety. I felt empow-

ered to ask questions about my supplements. Just felt 

good [that] the nurses care so much about me.”

 ɐ “I will continue working on the goals I committed to 

during the study; I will use my DAISY notebook as a 

primary resource, as needed, especially related to 

nutrition.”

 ɐ “I will pay more attention to my body, my emotional 

needs, and make plans and adjustments to care for 

myself.”

 ɐ “[I learned] more awareness of nutritional meals and 

snacks; know why I am taking each new medication or 

changes in current med[ications].”

 ɐ “[I learned] to have med[ication] list more available; 

take time to rest and take care of myself.”
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importance of trust and building strong relationships 

with the nurses. Multiple participants reported that 

they felt the nurse providing the education truly cared 

about them. Participants also reported appreciating 

support in developing meaningful goals and achiev-

ing those goals. One participant stated, “I feel very 

lucky to be part of this study.” Another participant 

said, “I was able to set goals and when I got up every 

morning, this gave me something to strive for.” An 

additional comment included, “I had someone to help 

me achieve a better quality of life.”

Limitations

Some participants experienced a health decline, were 

no longer receiving treatment at the clinic, or died by 

the end of the waiting period for the WLC group. Of 

the 68 participants, 40 completed all study sessions. 

The clinic population and study sample were also 

limited in diversity, which, in turn, limits the gener-

alizability of the findings. The sample recruited was 

largely literate and empowered, which resulted in 

a ceiling effect and meant that improvement or dif-

ferences could not be demonstrated because many 

participants had little room for improvement using 

the instruments chosen.

Implications for Practice

The nurses involved in the study developed an under-

standing of the importance of meeting the person 

where they were in their journey in terms of health 

literacy, education needs, and support. Because of the 

relationships that had been built, some participants 

asked to meet with specific nurses to discuss issues, 

resources, and support needed, even after completing 

the study. This was a reminder of the strong rela-

tionship that had been built and that participants 

remembered to ask for help when needed. Another key 

takeaway was the reminder to ask participants, “What 

questions do you have for me?” instead of “Do you 

have any questions?” because this wording opened 

the door for conversation, and participants viewed 

the nurse as having time and a genuine interest.

Although this study supports the feasibility of 

implementing the nurse-designed SMART educa-

tional intervention in a similar clinic-based setting, 

future research is needed to determine whether 

other delivery methods are also feasible and effective. 

Telehealth may provide an alternate delivery method, 

but many participants in the current study preferred 

to receive in-person education sessions. The accept-

ability of delivering the educational intervention 

using telehealth needs to be determined. There is also 

a need to determine whether this educational inter-

vention is feasible and acceptable in a clinic where 

participant demographics are more diverse.

Future research is needed to examine potential 

correlations between nurse characteristics and a 

satisfactory educational intervention. To fully under-

stand this intervention’s translation into practice, it 

would be beneficial to examine the effects of nurse 

education, training, satisfaction, and other attributes. 

In addition, caregivers voiced the desire to have this 

education and goal setting and attainment interven-

tion provided to them, so future studies are needed 

to evaluate the feasibility of a nurse-driven, SMART 

educational intervention for caregivers.

Conclusion

The relationship between patients and their nurses 

has the potential to be pivotal in health outcomes. 

Education provided using SMART goals, an engag-

ing format, and an individualized process with a 

universal approach to health literacy creates a solid 

foundation for patients’ well-being. Once literacy is 

addressed, patients can begin to work on achieving 

their health-related goals.
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KNOWLEDGE TRANSLATION

 ɐ A nurse-led educational intervention can provide patients with 

knowledge and support to understand, apply, and activate infor-

mation to make health decisions and improve outcomes.

 ɐ Nurse-led educational interventions require training and struc-

ture. Organizations need to commit to providing training and ed-

ucation for nurses and supporting dedicated time for nurses and 

patients to engage in intervention visits. 

 ɐ Although patients may verbalize understanding immediately fol-

lowing education, knowledge may not be retained, and the stress 

of cancer treatment can affect learning and knowledge retention. 

Nurses must assess knowledge attainment at various time points.
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