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Abstract
Providers of healthcateavecontinual to focus on addressing patisithronic health
outcomes When understanding how to manage chronic disease, there remains many
opportunities in facilitation dbetter managemeniVith such a wide range of individuals
who suffer with a chronic condition, better management to adthisgsopulation is
essential.Palliativecare aidsn accomplisimg this task. It was seen that there was
lack of education inelation to palliative carevith perceptios that continud to bea
barrierto the utilization oftheservice. Due to the lack in educatiothe strongest barrier
to palligive care service utilization wake misunderstanding of the servicehe project
assessedn educational interventigarovided to nurse practitioners and physician
assistantghatled to a change knowledge and a change in perception of palliative care.
The projecdevelogdunderstandingelated to increasing palliative care knowledge and
changing perceptiorsf advance practice cardiac providers.
Keywords:palliative care, knowledge deficit, change in perceptipraviders,

readmissions
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Palliative caras avaluable resource when utilized effectively and when it is
appropriate.The utilization of palliative caraidsin addressing mangoncerns related to
chronic disease managememalliative careaids increating solutions for concerns
related to readmissions, cpahd better healthcare utilization.

One of the major concerns related to chra@diacdisease arepportunitieso
decrease readmission§herearespecificpopulations that are affected witfe-
threatening chronic diseases that are burdensome to patients and healthcare resources.
TheCenter for Medicaid and Medicare Services (CMf#gcificallytargets diagnose
thatutilize the most healthcare resourc&urrently, the diagnoses under scrutiny are
myocardial infarctionheart failure and chronic obstruaipulmonary disease,
pneumoniaand strokeledicare.gov2017). Someof themost significant issues reéda
to decreasing healthcare utilizatisradmissionsand costs Providers have a knowledge
deficit that results in misconceptions and underutilimaof palliative care services
(Jablonski, 2008).The evidencebased projegbrovided educatiorto providerson the
benefits of palliative caras it related to chronic disease managerneechange
perceptions anknowledge relating to palliative care

Background
Burden of Chronic Disease

Epidemiology. Chronic diseases asignificant burden tthe United States
healthcare systemn 2012,it was estimated that abali¥ million people or about 50%
of the populationhad a diagnosis of a chronic diseéSenters for Disease Control,
2016). It is estimatedhat7 of the topl0 causeof deatls were related to chronic disease

(2016). Specifically,48% of dedts relating to chronic diseageere associated with heart
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disease and cancer (2018 the review of the literature, it was noted that there was no
data that supported isolation of specd&ath related to only cardiac disea3éis was a
gap found in the research.

Economic burden Chronicdiseaseontinues to causefiscal burden that not
only affectsindividual patientexperiencebut also healthcare organizations.201Q
86% of all healthcare was directed toward individuals with onore chronic health
conditions (Centers for Disease Control, 201B)e total cost of heart disease and stroke
was $315.4 biilon, with $193.4 billion focused on direct medicabt®) not inakding
nursing home servicg2016). Cancer care in 2010 cost an estimated $157 billion
(2016). In 2012 those who were diagnosed with diabdtad a cost of $245 billion, with
$176billion specific to direct medical costs and $60 billion in decreaseduptivity
(2016). Obesity and arthritis related conditionsstan estimated $275 billion, with $81
billion focused ordirect medical cost for those with arthritis related conditions (2016).

30-day readmission population The CMS trackthe readmissions afdividuals
who suffer fromburdensome chronic diseag&fedicare.gov2017) For individuals that
experiencehronic obstructive pulmonadiseaseCOPD), thenational average rate of
30-day readmissions is 20% withe local CentralVirginia hospitd ranking nodifferent
than the national averag2017). Individuals who experiencerayocardial infarction
have a 3@ay readmission rate nationaly 16.8% with the local hospitaanking no
different than the national avera@17). The nationaheartfailure readmission rate
21.9% withthe local hospital having mdifference than the natiohaverage in this area

as well(2017).
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Palliative Care

Palliative caras an evidencdased healthcare service that aims to improve
symptoms and quality of life for patients who have chroniethfeatening illnesses and
their family (Cener to Advance Palliative Carg014). The World Health Organization
(2015) definegpalliative care agan approach that improves the quality of ldf patients
(adults and children) and their families who are facing problems assbwitlelife-

t hreat eni ng inpilouing thesliges df fheapatents cdn)e accomplished by
Apreventi on anbymeas of eady idenfifitasn and impecaalieg
assessment and treatment of pain and other problems, physical, psychosocial, and

S pi r i2016, adraoR Ralliative care services improve health outcomes including
decreasing lengtbf hospital stay, emergency room visits, aneldla@ readmissions

(Center to Advance Palliative Care, 2014).

History . Palliative caréhasorigins that date back to the 1956she United
Kingdom (UK), with a very clear connection to hospice q@tark,2007). Thefirst
individual associated amégarded as the foundef palliative care was Cecily Saunders
who worked as nurse in the UK2007). Saunderdiad begumuch of the conversation
of symptom treatment and addressing the patiesiead otheir imminent death or their
disease processn the late 198Qgalliative medicine was established as a subspecialty
of general medicine in the UR007). This is where much of the recognition of
palliative careas a separate specialty beg&wllowing this period, palliative cadowly
began mking its way to the United States.

In theUnited States the shift in understanding hospice versus palliatae

occurredn the1990swith greater focus addressing the differentiation of the specialty
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(Clark,2007). Many organizationspriginally focusing solely on hospice caleegarto
change their name to address ttvo very different fields gbatient car€2007). The
subspecialty of palliativenedicinewas expected to come sanilar recognition as
experienced in the UK by 2008 the UnitedStateq2007). Because of the close relation
and development of palliative care from hospice care, this is dhe wfain points of
confusion for providers, patien@nd families. Since thedistinction has been made
between palliative carend hospicecare, it is important to understand that palliative care
initiation is essential and important atyastage of chronic diseasesarious illness
(Strand, Kamdar& Carey, 2013).

Appropriate referrals. It is important to understand what criteisaneededo be
met and when palliative care services should be initigBedctice guidelinebave
suggestdthat all individuas who suffer from aerious life threatening illnestiould be
considered for palliative care (National Consensus Project for Quality Palliative Care,
2013). The guidelinego on to mentiohatpatientsof all ages with a wide range of
diagnostic categoridsrzing with a persistent or recurring medical dation that
adversely afcts their daily functioning awill predictably reduce life expectaneye
individuals that are appropriate for palliative care servizéi 3.

Early referrals. Early palliative careeferralsdecreasentensive care unit and
emergency department visidmano et al.2015. Patients with canceeferred to
palliative care at least threeonths before their deaths made 29% fewer visits to the
emergency department (EDjad 33% fewer hospital admissipaadwere14% less
likely to die in the hospitaM/ilmont, 2014). Furthermoreanearly referral to palliative

careservices reduces hospital stay
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Early referralshave shown to aidoth thefamily andthe patient in goal stting
and treatment decision¥Vhen this is completeearly,expectatios are clear tahe
family as well as to provider®8arton, 2014).0Often, individuals who are dealing with a
life-threatening illnesdo not want to spend their last days within a hospkity -eight
percent of patiestwished to die &their current place of residendégel, Gazj &
Finlay, 2011). Initiation of the process of palliative care early can allow individuals to
achieve their goals and give them a sense of control ofdhinic diseaser palliative
symptom management process.understandinghe data, these of palliativecareearly
within the disease process will aid in better health outcomes and increased patient
autonomy of life decisionsEarly referrals tgalliative caresenices will provide a way
tomanagap at i ent 60 s ftosead grehter sensd of wonttollin their chronic
cardiacdisease management
Palliative Care Benefits

Hospital readmissions.Hospital readmissionontinues to be a significabturden
to healthcare system®alliative care initiatiompon hospitaddmissiorfor individuals
who experience a chronic disease results in a signifizorease in future readmissions
when palliative care is utilized @ngeman, Rudra, Kei& Grant, 214). When these
services are utilized within the home setting, the individuallveilless likely to
experience ano#dr 30day hospital readmission (O'Connor, Moyer, Behta & Casarett,
2015). When inpatient palliative care services were initiathd rdae of readmission
decreased by 15% (2015l).is understoodhat with initiation of inpatient palliative care
there was a decreased amount of hospital readmissitimsnly 1.1%of individuals

being readmitteqTangemaret al, 2014). It is suggestedat the causality of this
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relationship is based upon the important goal discussion between the patient and
palliative care team (O'Connet al, 2015). This showghat with the inclusion of
palliative care, 3@ay readmissions were decreased as welbtenpal improvement in
patientcentered outcomes (Ranganathaaugherty Waite & Casaret2013) These
results are significant and can alter current healthcare tr8gsutilization of this vital
healthcare resource not only addresses financiakcosbut also supports the
importance of goal setting and theality of life for individuals who suffer from chronic
health conditions.

Reducedcost The initiation of palliative care during an admission has shown to
greatly decrease the length of stay for individwaald therefore led to a decrease in
healttcarecost Fermia et al., 2016)It wassuggested that the inclusion of palliative care
Is associated with significantly lower levels of Medicare spending byAimerican
College ofCardiologyFellowship/American HearAssociation (ACCF/AHARNd is a
Class I(Level of Evidence B) recommendatifriancy et al., 2013)When inpatient
palliative cae was initiated there was amerage cost reduction of 13%, and it was found
that if palliative care was initiated early with in tB® there was a cost savings of $9,600
to $11,600 Fermia et al.2016;May et al., 2015; Tangemant al, 2014). When
palliative care referrals were completdtere was a reduction between 14% téo2a
the cost of hospital stay (May et al., 201®Balliative care servicaitiation reducesost
by 38% due to a decrease in emergency room visits as well as hospitasizatio
(EnguidanosVesper & Lorenz,2012).

Understanding the early utilization of palliative care within the chronic disease

process willaid in better health outcomes and increased patient autonomy of life
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decisions.Early referrals tahis servicewill provide a way to manageep at i ent 6 s
and will support them in increasing their quality of lifgnfortunately, there are several
barriers that limit the utilization of palliative care in the management of chronic disease.
Palliative Care Underutilization

The underutilization of palliative care can be directly related to lack of
understading of what palliative care is by care providels. addi ti on, t he
misconception that palliative services should be used solalyeyyrimaryprovider or
attending providealso leads to the underutilization of palliative c@deimet Perrin &
Kazanowski, 2015) It was understoqdaccording to Alpert et al. (2018hat 67% of
cardiovascular physicians believed that advanced directive manageasn the hands
of the cardiologist In this same study, 87% of providers reported at least some
knowledge in relation to palliative care with only 12% stathmgy hadextensive
knowledge in palliative care (2016terestingly, 58% of the providevgere interested
in more palliative care education (201@jducation is still lacking regarding the training
of nonpalliative specialtyrovidersdeliveringproper management of individuals with
life-limiting illnessegSzelendi, Vaughn, Lal, Ouch& Williams, 2016).

Due tothelack of education in thaseof palliative carethere is a distinct
decrease in the individuals who are offered palliative care servides was indicated
by Szelendiet al.(2016) when they were researching the utilization of palliative care
servicedn 33 hospitals within the United Statelf was found that 60.9% received
neither a palliative care referral or palliative care service, even when they wereddeem
appropriatg2016). This shows that palliative care servidgs underutilized and there is

need for more educatidn decrease thgap in knowledgeamongby providers.

he:
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The Center to Advance Palliative Care (CAPC) released a report in 2015
highlightingthe ranking of how well each state was providing adequate palliative care
services Ther epor t had aangmalgsiof wihetherpseriously ilbpatierfis in
the United States are receiving equitable access to palliative care services inshaspital
(2015, p. 1).Virginia scorel a B, on an AD rating scale, whickhows that thers room
for improvemen(2015). The letter score is associated witheacentage of palliative
care inclusion within the stat@ he total score percentage is correlated letter grade
(2015). A total score percentage of 2180% correlates to a D, 41%0% correlates to a
C, 61%80% correlates to a,BBnd > 80% correlates to an(2015). Thetotalscore
received from this report was a 764 which proved there is ftunderutilization of
palliative care services within heattlire systems within the staig€Virginia (2015).

Provides are noted to have a lack of understanding on when toaeferdividual
to palliative care.ln a study completed §rickner, Scanell, Marquet andAckerson
(2004) it was acknowledged that there was a lack of knowledge exhibited by providers
on the proper referral resources offer@ften providers face challengtst prevent
appropriate palliativeeferrals due to lack &nowledge (Friedman, Harwopd Shields,
2002). Thereforedevelopment o specific educatioal interventiontool to address the
lack of knowledgewill be beneficial In anotherstudy,it was clearly articulated that
there still seems to be a major défin knowledge among providers in how to provide
appropriate end of life casnd symptonmanagemeniiversen & Sessanna, 2012).
NavarreLeahyandHarrison (2015) shoedthe importance of incorporation of a tool
that will aid providers in thealliative carereferral processThis project will support

provider education regarding the use of palliative care in the management of chronic



KNOWLEDGE AND PERCEPTIONS OF PALLIATIVE CARE 18

disease. Realizing the positive effect on patients and the healthcare system at large will
foster greater utilizationfgalliative careservices.
Significance

Better utilization of palliative care services sid helpingpatients live with less
symptoms and wh better quality of lifHart, 2014). Educating providersill change
the way in which palliative care is perceivaad will increase utilization of the palliative
care servicesThesignificanceof this projects displayed through a statement by Hart
fiBoth clinicians and patients need to be educated about tgeatite and
comprehensive approach of palliative care services to understand that the field is not
mer el y about h 200L4ppi 3R)gThgrefore palliative dareeeducaftion for

providers is importartb change perceptions and imprgreviderknowledge base.

Problem Statement

Palliative care services are underutilized in the managemehtaric cardiac
disease due to provider misperceptions and lack of knowledge about the specialty
(Aldridge et al., 2016Hart, 2014.

Purpose

Theprojectimplemenedand evaluatga provider educatial intervention that
wasaimed aimprovingthe knowledgeand perceptions of palliative care servieesong
advanced practice cardiology provide@rgheir management of chronic disease patients
Clinical Question

Will cardiacadvanced practice providdmaveimprovedknowledge and

perceptions of palliative care serviadter aneducational interventiois implemente@
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LiteratureReview

A searchof Ovid, CINAHL Plus PUBMED,JAMA, MEDLINE and Academic
Searchwascompletel. The keywordsand phrases used for the search vpa@ative
care, knowledge deficit, change in perceptions, providers, readmisasi@hprovider
education All articles gathered were within the Englisimgmageandwere primarilyfull
text articles withabstracts utilized as well
Study Identification

The publication8date ranges fahesearchwas2002to 2017 Fifty-ninearticle
abstracts were reviewddr relevance.Primary and secondary sources were included
Certainarticles were excluded if not deemed appropriate after thorough reMm&teen
sources were utilizefbr the literature review
Misunderstanding of Palliative Care Services

Palliative carehas continued to berroneously equatealith hospice care
(Jablonski, 2008) Thetwo forms of patient care derive from the same goal of providing
comfort and providing holistic care, blubspice cares specifically limited to those
nearing death (2008)I'he two servicebaveworkedtogether ¢ coordinate care and
provide continuity of ceshowevermitiaaon @ bospice nt 0 s
is generally more appropriate when the patient is expecigié vathin six months
(2008). Palliative care should be involved to help mamagt he pati ent s chr
symptomsup until end of life.Due to a lack of pviders understanding arieir
perceptions of palliative care services, consultatiommliative care servicedo not take

place Kavalieratos et al., 2014).
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Not only is there confusion over the term of what palliative care is, thetlso
misunderstanding related tioe role of palliative care antie service they provideA
study completed byan Kleffens, van Baarsen, Hoekmandvan Leeuwen (2004)
revealed that there were varied viewspalliative care services and more communication
was warranted to alleviate the misunderstanding of what different providers saw or
thought in relation tpalliative care. There continues to be a disconnect amownyigers
for various reasons as to why palliative care services should be rendered (Atwood,
Hoffmann, Yan & Lee, 2014). With the role ofpalliative care in managing chronic
disease stilconfusingmany careroviders, specific focus and education to tyatie
role was warranted

It wasunderstood that the goals of palliative care can be ideally applied
throughoutanyportion of a serious iliness, which can aid in improving quality of life,
help at minimizing invasive interventiorendcould ultimately have a positive effect on
mortality (Strancet al, 2013). It was also notethat barriers often restrict patients from
receiving appropriate referrals to palliative care services.

Barriers

There are many barriers to receiving palliative care in the setting of chronic
disease managemer@ften the barriers originate from the lack of provider knowledge
regarding palliative care servicel a study completed b&ldridge et al. (2016) one of
the greatest barriers patients receiving palliative care in the Uditetates was lack of
education to care provider8etter educationf palliative careidsin providing higher
use of the palliative cargerviceq2016). It is clearly articulatedhat in relation to

education there continues to be a lack of training for medro&iderson proper use of
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palliative careserviceg2016). There also continues to be a lack of understanding among
providers between palliative care and end of life caleospicewhich can cause some
confusionwhen referring to palliative care serviq@®16). The name péative care

itself can raise some barriers causing some providers to not utilize the service
(Brannstrém, Forsselk Pettersson, 201 Hui et al.,2015). Even among healtare
providers there continueto be confusion oveahe true definition opalliative care

(Uligren, Kirkpatrick, Kilpeldainen& Sharp, 2017).

In an articleby Ouimet PerrimndKazanowski (2015)it stated that there are six
barriers identified that need to be overcome to allow for proper palliative care
consultations.The first barrier is the misunderstanding that palliative care is only
appropriate when close to dea@®uimet Perrin& Kazanowski2015). However
palliative care can provide time to develop goalshrelt t er under st and t he
perceptions of living with a chronic diseg§guimet Perrin& Kazanowski2015).

Another notable barrier involves the initiation of palliative caRalliative care services

are often perceived bgroviders as undermining lif@uimet Perrin& Kazanowski

2015). This barrierwasaddressed with emphasis thiag servicecanfocus on symptom
managemerand allowfor betteroutcomes fothe population Quimet Perrin&

Kazanowski2015). The ideahat a palliative care specialist is not neetteddminister

palliative care servicewasanother major barrierWhile this was trugit is importantto
remembethat thespecialist team hasore time to focus onthg a t i symptom s
management@Quimet Perrin& Kazanowski2015). Having a designated palliative care

provider allowsfor more appropriatenanagement oftheat i e nt 6 sCorsfugiomp t 0 ms .

andthedifficulties some find in placing the palliative care refereahaireda barrie in
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implementation of palliative care servidg€uimet Perrin& Kazanowski2015).
Lacking cultural competence and poor communicatlasassociated with the
underutilization of palliative car@uimet Perrinr& Kazanowski2015). Families and
patients have a lack of understandiatatedto thecostof life saving techniquesilt is
unclear to them that initiation of life saving measwr@nmany timesause moréarm
than good for théamily member Open communicadtn between the family, patt,
nurse, andprovidereasily addressthis barriefOuimet Perrin& Kazanowski2015).

In a study done bBrickneret al.(2004) data concluded many times that
providess do not have a good understanding of how to best utilize palliativeasdre
couldbea cost saving measundhenthis form of management is initiate@&Education of
providers can be done that will aid them in better understanding the appropriate times and
instances when palliativeareis needed.Finally, it is understood that usé this
knowledge of these barriers educate providers can aid in developing a broader
understanding of better utilization of the valid and useful service (Frieétra&ln2002).
As statedthereweremany barriers that reduce the utilization of palliative cdre.
increase the utilization of palliative care services, healthcare provider education must be
considered.
Provider Education

It has been confirmetthat healthcare providers lack an urgdending of palliative
care; therefore, there is a lack of utilization of this service in clients with chronic disease.
A study completed biavarreLeahyandHarrison (2015showedhe useof a tooland
educatiorhas aidedn providing more appropriatend timely referrals.Thisis also

supported by a study completed\Welch (2016where it wadound thatutilization of an
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educational interventiomcreased attitudes of providers relating to hospice by 33.4%.
This increase showed the value of using education as an irtiervemcreate knowledge
change.Educational interventions allow for changes in knowledge and perception;
therefore, making them effective to aid provider educgmobleckiLewis et al, 2016).
Focused learningessiongan create a positive impactap r o v iddcsiondnsking
and their understaimt of theconceptof palliative care (Thomson, Maskrey & Vlaev,
2017). The use of thisorm of aneducational tool dramatically increaggrovider
understanding and increaleseof palliative care servicegspecially when done in a
structured presentation form@erenson, Rahman, Hirth, Rupp Sarpong, 2015).

Utilization of an educationainterventionhas been provebpeneficial forthe study
andaidedproviders indevebping a better understding of what palliative cars and
how it adds to the purposes of the healthcare tddany times, providers are unaware of
the need of palliative care, but also the scope in which it functiongeating awareness
via provider education supporéschangean knowledge and attitude towards palliative
care Butola, 2014).
Synthesis

The literature suggests a connection between the early initiation of palliative care
services anthetter patient deomes specifically related to healthre utilization and
costs(Fermia et al., 2018)'Connoret al, 2015; Tangemaet al.,2014). There are
misconceptions among providers regardyadjiative careservices that leads to
underutilization Atwood et al, 2014; Kavalieratos et al., 2014; van Kleffextsl,
2004). Educational interventions improve provider knowledge and praddoblécki

Lewis et al., 2016NavarreLeahy & Harrison, 2015Thomsoret al, 2017).
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ConceptuaFramework

The lowaModelis the conceptudtameworkthatwas usedor this scholarly
project. Permissiorhasbeen granted for use of thisodel by theéJniversity of lowa
Department of Nursin¢gseeAppendix D. This modelas usedo provide insight in
support of evidencbased practic€EBP). Theuse of the lowdlodelworks to ensure
competency, retentigand timely completion and implementation of research into
science using a leadership approédbyd, D'Errico & Bristol, 208). The lowa Model
outlines essential tasks and behavibes must be completed and met for the
development and completion of the scholarly projddtere areseverkey components
that need to be addressed for sss@@ completion of an evidendmsedorojectthat will
be addressed in the following sectiomglér et al., 2001).
Trigger

The knowledge deficit among healthcare providers regarding the use of palliative
care in the setting of chronic disease was a trigger fadhelarlyproject. As discussed,
there are many barriersfinr o v iedueatiod,svhich is whgducation of the service
and pr perceptionsaréinportant. This issue waspparent wheblligrenet al.
(2017)found that many healtlare professionals had misconceptiohpailiative care,
which hinderegatiens from receivingimportant care and support.
Purpose

The purpose afheprojectwas toeducate healthcare providers who manage
chronic disese on what palliative care wasad what constitutes the appropriate use of
theservice. The educatiosupporteda better understanding of the goal of palliative care,

and how itcouldfurther benefit the healthcare organization at largeis aidedin
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helpingprovidersunderstand the goal of palliative care, while at the same time
understand the ways in whiglerebeneficial, not only physicallyout financially for the
organization.
Organization Priority

It is importantfor an evidencéased project to be a prioritgrfthe organization
(Titler et al., 2001).Organizational priority will support the success of the projéct
there is not significant support from the organization, additional triggers should be
addresse@001). The mission and values of the orgatiaa of choice for this project
supports the proposed projedthe mision and values of the local hospital system
addresses fAusi ng emadvideeexcellenpabeatcagedanddar act i ce t
creating and maintaining an environment of excellencwiising practie oCerftra
Health 2017,para. 3. This statement supports that if there can be an improvement in
patient care and support, developing best practice based on research is a priority for the
organization.
Team

The team involved with this projeconsistedf the project leader, the statisticjan
and the committee members of the projéidbis wasa budget neutrgdroject, with
financesonly being used for education and testing purposes.
Pilot

The project piloddreseda knowledge deficit of providers in relationtte use
of palliative care services in the management of chronic disddmegoal was taddress
the knowledge deficit among chronic disease care providdrs.pilotassessethe

knowledge leveand perception of providers, and further supgubithe initiation of an



KNOWLEDGE AND PERCEPTIONS OF PALLIATIVE CARE 26

education intervention for provider3.he educatioal intervention highlighedthe
importance of early referrals in support of improved patient outcomes, as well as
addressdfiscal benefits.

Evaluate theEvidence

Information included within the literature review addressed varying topics that
aided in development of the proje@ne of the biggest concerns derived from the
literature review were barriers that provideelinitiating referralsas well agheir
perception of what palliative careasd what it can accomplish
Evaluate theOutcomes

Evaluation of the educatiomascompleted by assessment of knowledge by use of
a post test.This assessmemfauge changen perception and knowledge as well as the
p r o v ilikelhood af usethe of service in the future.

The goal otthe projectwas notonesided;there continues to be great stram
healtlcare systems as readmission rates continue to be a struggleaean.
Implementing and utilizing palliativeare grvices earlier in diagnosis cae one way of
addressinghis growing concern. Utilizing and using resources to the greatest capacity is
where much otheattention should be focusedhis projectaddressedinderutilization
and valuable education that dehange the way in which the local hospjiedctices in
dealing with their chronic medical conditions.

Methodology
Project Description
The project is an EBP supporting the initiation of an etioigantervention

among chronic disease providers in an outpatient cardiology clinic. A pilot study



KNOWLEDGE AND PERCEPTIONS OF PALLIATIVE CARE 27

assessing the provider 6 waséompleted toloetice b as e
appreciate the educational need of the provid€hss progct is underpined by the lowa
Modelof EBP to promote a quality framework.
Measurable Outcomes
1. After the completion of a devised educational interventiandiology advanced
practice providers will demonsteaan increase in knowledge as welttzes
perceptions opalliative care as evidenddy an increase in the knowledge and
change in perceptions scores included on the Palliative Care Education
Questionnaire.
2. After completion of the educational intervention, there will be an increase in the
likelihood that thecardiology advanced practice providevidl consult pallative
care for future patients as evidenced by a provit@ease in thékelihood of
placing a palliative care consult.
Population
Advanced Practice Cardiology FPoviders
Advanced practice provide(APP)are intricate parts of the heatitre team.
This role was chosen because 36.5% of palliative care consults were initiated by nurse
practitioners or physician assistantithin the cardiology practic€CentraHealth,2016).
Thiswas less than thephysiciancounterpartsn the cardiology practicerhich were at
63.5% (2016).Therefore, the advanced practice provid#e was chosen for the
population of focus for the pilot.
The interventional education tomasadministered dumg one of their monthly

APPmeeting. Those included in the pilatereindividuals presenat the meeting and

an
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those that consented to be incldde the pilot. Theterm advanced practiceqvider
directly correlates to nurseaztitioners and physiciaassistants.No medical actors
(MD) or doctors of osteopathic rdicine(DO) wereincludedwithin the pilot Support
wasgiven from thecardiologyoffice APP supervisor(seeAppendix Q.
Setting

The cardiology office within Lynchburg/A waschoserfor various reasons that
will be discussedThe practice manages outpatient as well as inpatient needs, and has a
range of involvement in chronic disease management, specifically caltiveas seen
thatout of 1094 palliative care consuftyr 2015that were completedhere werel97
patients that were consulted with a cardl@gnosis (Centra Health, 2016)f the
patients, 18.7%vere diagnosed with a cardiac diagnosis, with only 6% of those patients
being consulted to pallisde care by a cardiaa@vider (2016).The rest of the consults
initiated were from noftardiology providers.This showedthe need for palliative care
educatiorwithin thecardiology clinic. The cardiology practicevasthe only cardiology
practice within LynchburgThe provders of this practice managjeutpatient as well as
inpatient needsBecause of their range of involvement of chronic disease management,
specifically cardiac, this practice was chosen.
Tools
Palliative Care Service Questionnaire

The Palliative Care Service Questionnaugsused to assegsr ovi der 0s
knowledge angberceptions of palliative car& his tool isa 12-questionLikert-type
guestionnaire aimed at exploring provider knowledge and perceptions of palliative care

services anl the selreported likelihood that the provider will place a palliative care
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consult The scoring of th@alliative care questionnaire ranges from 1 to 5 with reverse
coding being utilized on appropriate questiomfie questionnairgcludedfive items:
strongly agree, agree, neutral, disagree and strongly disggceeng for the questions
wasbased omesirability of the outcome of the questiddnowledge questions of the
guestionnaire were labeled KI5 with these questions utilizing reverse codith the
higher value indicating a more desirable outcoferception questions were labeled as
P1-P6 and they were not reverse coded except for questioRiRdlly, likelihoodof
referral servicavas labeled as RS and was also reverse coded sohigdiea numerical
value correlated to a more desirable outcome.

The questionnairthat wasusedwasnot validated as itwascreated from a
template provided by thaalliative careteam. This is an understoodimitation of the
tool. Reliability of the toowasvalidated by experts relating to palliative care as it is a
modified version of a current tool being uséthe toolwasreviewed for contery
members of the palliativeace team as well dee projeccommittee chair.Permision
wasgiven for useof this tool as a templatéhis wasgiven fromthe palliative care team
at the local hospital syste(eeeAppendix B.
Intervention

Theteamleader implementedn evidencéased provider educatiamervention
Specifically, thantervention defind the role of palliative care in the management of
chroniccardiacdiseaseappropriatautilization of palliative care servicesytcomes
associated with palliative care refertas well as wagto overcome barriers or correct
perceptions relating to palliative car€he interventiortook placeduringone advanced

practice povidercardiologymeeting Theeducational interventiowasan oral
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PowerPoint presentatiorm herewasa pretest priord the education intervention and a
posttest following the educational intervention.
Data Collection

A guestionnaire designed éssess cardiolog§PP knowledgeperceptionsand
seltreported likelihood of placing a palliative care constdsadminisered before and
aftertheeducational interventioim a pretest and posttest form&ata collectechadno
provider identifiersywasstored on a password protected compuated will be destroyed
after three years.
Ethical Considerations

The leader fothe project completethe Collaborative IRB Trainindnitiative
(CITI) trainingto ensure the protection of human subjedsincluded withinthe
project. The APPswverenatified that theiparticipationwasoptionalandthat it would
not dfect their employment conditiondduman Resourcesad giverapproval to have
research completggee Appendix & Uponcommitteeapprovaltheprojectwas
submitted to thénstitution of recorés Institutional Review Board (IRB)This evidence
based prjectmetcriteria for IRBexemptiononcean exemption lettavasprovided by
theinstitution of record$RB it wasthen subnited to thelocal hospitals nursing research
counciland IRB
Project Phases
Preparation

In preparation of this pilpa trigger was identified using the lowa Model as a
framework. The trigger aligned with organizational priorities and was further shaped

with team developmentThe team for the project consisted of the investigator and the
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doctoral committee An in-depht literature review was completed which showed the

barriers that existed for palligé care. The project proposal wampleted by June

2017 andvaspresented tthe institution of recordiRB. Following approval fronthe

institution of record$RB, the project was submitted tie local hospital systeniRB

and was also approved.

Implementation

T

1
T

Implementatiortook placeduring one sitting within the cardiology office APP
meetingthatwasschedulednJuly 19,2017

Palliative Care Questionnaidistributed at APP meeting
EducationalmterventionPowerPoinpresentationvascompleted
Questionnaire redistributed to assess knowledge and perception change

Final data collection after educational intervention

Evaluation

1
1

EvaluationwascompletedusingSPSS foranalyzation of data
Evaluationshowedthatthe educational intervention wappropriate to
develop a practice change

Data will be distributed to the palliative caeaimto aid inbetter education of
providers in understanding palliativa@

Feasibility Analysis

A feasibility analysisvascompleted.Examination of resources, personnel,

technology and budgehasbesnexamined. A costbenefit analysisvascompleted to

further support the education intervention.
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Resources

1 Personal Computer

1 PowerPoint Software

1 SPSS Software

1 Printing
Personnel

1 Project leader

1 Editor

1 Committeemembers

1 CardiacAPPs
Budget

The projectremaired budget neutral andll accruedcostwashandled ad

managed by the project leadétxpensdor the project include pre- andposttest
guestionnaire printing and services used for data analysis and editiagime to
completethe educatiomnvasapproximately an hourlt took 6hours foranalysis of data.
All time wastaken away from personal wor A registerechurse as part of theesource
team has a genergday anywhere fror$34-$36 an hour, so the number of hours
completed on this project will be calculated to understand a lettghtof budget. The
time todefendthe proposalas well as to go throughe institution of recordiRB and
the local hospitaltRB for the projectwascalculated.No other expenses are expected

for this projectcompletionbudget(seeAppendix H.
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CostVersusBenefit Analysis

A costbenefit analysisvascompleted to better understand the fiscal impact of the
utilization of palliative care service in the chronic disease patients managed by
cardiovascular APPsThe cost in development and implementation of this preyast
minimal.

Evaluation

Designand Methodology

Thepilot projectwasdesigned aa quasiexperimentabnegroup pretest posttest
design. Cardiology APPsvere educatedia a PowerPoint presentatioiihe presentation
addressedhany of the concesand barrierproviders have in initiating palliative care
services.The educational interventiomaspilotedto addressvhether education
increasd knowledge and perceptis of providers.
Sampling

The population includeAPP cardiology provider@N = 11) at aCentral Virginia
clinic. A convenience sample &fl. APPs who atteretithe APP meeting and
participate in the educational interventiomasincluded.
Instrumentation

SPSSsoftwarewasutilized torun statistical dataThis helped tcanalyzedata
derivedfrom thepretest posttest Palliative Care Questionnaire.
Data Collection

The APPs who attemdithe meetingvereasked to complete@metest The
pretest questionnairgasdistributed duringhe meetingprior to the educational

intervention. After theeducational interventiom posttest questionnaimasdistributed
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immediately following the educational interventioAfter completion, the posttest
guestionnairevascollected by the project leadelRata analysisvascompleted once all
data had beecollected.
Analysis

Statistical analysigicludeddescriptive and inferential statistics of data collected
from pre and posteducation questionnaire3he pretest andgstest desigrcompare
results preandposteducationaintervention. Use of descriptive analyzatialiscussed
the answerspecifically selected for each scale the questionnaireThis allowedthe
project leadeto understananore numerically the score for each leekthe scale.Also,
data wasanalyzed inferentially.This aicedthe researcher in understanding the level of
change in knowledge, perceptj@nd likelihood for referrabf thepre- and post
educational interventioas well the statistical significance of the project data

Variables. The independent variébfor the projectvasthe educational
intervention. Thedependentariableswverethe APP8§knowledge, perceptionand
likelihood to refer to palliative care
Results

Descriptive statistics Descriptive statistical analysis explored pretest and
posttesunderstanding of knowledge, percepticasd selreported likelihood of place a
palliative care consultDiscussion will follow addressing pesst and posest descriptive

results(see Figure 1)
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Time Mean Std. Deviation Std. Error Mean
K_Total Pre 11 22.7273 2.37027 71466
Post 11 24.6364 .67420 .20328
P_Total Pre 11 18.0000 3.34664 1.00905
Post 11 21.0000 3.54965 1.07026
RS Pre 11 4.0909 .70065 .21125
Post 11 47273 46710 .14084

Figure 1 Groupdescriptivestatistics

Inferential statistics Analyzation of data was completed using the independent

samplet test. The independentest was utilized because there was no identifier utilized

to match preand postest scores to maintain confidentiality. The ordinal data was

utilized in relaying data within SPSS. The outcomes measured were a change in

knowledge, a change in perception, and a change in the likelihood for referral to

palliative care services. The data was analyzed to show a changeaimgrestest

results and to urastand clinical significance (see Figure 2).
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Independent Samples Test

Levene's Test for Equality of
Variances t-test for Equality of Means

95% Confidence Interval of the

Mean Std. Error Difference
F Sig. t df Sig. (2-tailed) Difference Difference Lower Upper
K_Total Equal variances 13.151 .002 -2.569 20 .018 -1.90909 74301 -3.45899 -.35920
assumed
Equal variances not -2.569 11.608 .025 -1.90909 74301 -3.53406 -.28412
assumed
P_Total Equal variances .029 .866 -2.040 20 .055 -3.00000 1.47093 -6.06831 .06831
assumed
Equal variances not -2.040 19.931 .055 -3.00000 1.47093 -6.06899 .06899
assumed
RS Equal variances 407 530 -2.506 20 .021 -.63636 25390 -1.16598 -.10675
assumed
Equal variances not -2.506 17.423 .022 -.63636 .25390 -1.17105 -.10168

assumed

Figure 2 Independensamplet testinferentialstatistics

Objective 1: Improve provider knowledge.

Descriptive dataExamining pretest questionnaire results indicatednitial
mean result for knowledge of palliative care was 22.7273 with a standard deviation for
2.3027 overall as a groufPosttest group data received from the questionnaire iedicat
a mean perception score of.2364 and a standard deviation of .674Z0e knowledge
total had a theoretical range of 5 to ZXosttest averages relating to all the knowledge
related questions showed to be slightly highesteducation.However, the
differentiation between prend posteducatiorremained less than onedasuggests that
individuals already strongly agreed with many of the questions within the knowledge
section. The was a mean score increase from fgostknowledge of 1.909.

Thegreatest knowledge increase was relabeplatient care cost reductisy it
could be inferred that this is where thevas the greatest lack of knowledge relating to
palliative care.According to the pretest questionnaiteere werdive individuals who
answered strongly agremyo individuals who answered agresndfour individuals who

answered that they were neutral on understanding palliative care and patient care cost
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reduction. Following education, the pdsst showed thatO individuals answered
strongly agree andneindividual answered the question as agrékere was a mean
total increase of 0.818 from tipee- to posttest questionnairehich showed more
providers answered strongly agree to this questizased on the increase of individuals
who answered strongly agreecan beunderstoodhat there was a chge in thought
following the educational intervention.

Inferential data. Increasing provider knowledge was one of the goals for this
project and the results from the independeest did show that there was some clinical
significance related to an irease in provider knowleddeetween the preand postest
The knowledge total variable shedt (11.608) =-2.569,p = .025. This was shown to
be clinically and statistically significant.

Objective 2: Improve provider perception.

Descriptive dataThe group perception mean total was calculated at 18.000 with a
standard deviation of 3.3466&roup perception posttest scores revealed a mean score of
21.000 with a standard deviation of 3.549@%e perception total had a theoretical range
of 6 to 30. Perception mean scores appeared to be slightly higheknowledge scores
with a change of the mean knowledge score of 3.0 from pretest to posttest. This shows
that based on responses completed byéngcipantghere was numerical increase on
the perception of palliative care.

The question that showed the greatest mean increkaimg to the perception of
palliative careaddressed whether the provider believed that palliative care was only
appropriate near deatretesguestionnaireesults sowed thatwo individuals

answered that they agreed with the statentbréeindividuals were neutrafive
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individuals disagreedandoneindividual strongly disagreed?osttest questionnaire
results showed that no individuals agreed with the statemlgtoneindividual

remained neutrafjve individuals agreegandfive individuals now strongly disagreed
with the statementThere was a mean change of 0.909 showing that more individuals
strongly disagreed that palliative care is only appropniga death. Because of thist

can be understood thitere was a change in the understanding of when palliative care
should be initiatedollowing the educational intervention.

Inferential data. Examinationof the data in understanding changgeiception
proved tohaveno statisticakignificancebetween thgre andposttestevaluationwith
scoresoft (20) =-2.040,p = .055. This was shown not to be statistically or clinically
significant.

Objective 3: Improve provider likelihood of referr al.

Descriptivedata. Pretest results of likelihood of referral to palliative care showing
a mean of 4.0909 and a standard deviation of 0.70068.likelihood to referral service
to palliative care in the posttest evaluation exhibited a mean scorE2@B4Awith a
standard deviation of 0.46710he likelihood of using the referral service had a mean
score increase of 0.63®n referencing the question of the likelihood of referral to
palliative care there wetbreeindividuals who answered strongly agrei,to agree
andtwo that were neutralFollowing the educatioreightindividuals answered strongly
agree andhreeindividuals answered agred&. he i ncrease in the prov
refer can infer thatie educational intervention achieved the goal of increasing prodiders

understanding and likelihood to refer patients to palliative care.
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Inferential data. In understanding the statistical significance related to the
likelihood of referral, there was #asistical significance change between the prad
posttest with rsultsindicating a scoref t (20) =-2.505,p =.022 This was shown to be
clinically and statistically significant.

Limitations. Due to lack oprovideridentifiers as well and thi@ability to match
pre-and postscores the assumption of independent observation was violated. This study
also had a small sample size and was underpowered and as so, statistical significance
results should be interpreted with cautiddecause of the sfidample sizeas well to
maintain provider confidentially, no provider identifiers were udadeto these
l i mitations of this study, change in provi
refer to palliative care cannot be reasonably attribidelde educational intervention
alone However, it can also be understood that it could be attributed to the education.
While there are statistical limitations to attributing improved knowledgelikelihood to
referralto the educational interventiotherewasa clear improvement imean education
scores and improved provider knowledge relating to palliative care.

Dissemination Rn

The dissemination and implementati@&l) planis an important way to foster
practice change amomgPPs asvell as gin knowledge. The D&I plan will help to
decrease the time the project takes from completion to clinical pradteefollowing
will discuss the ways in which the project can effectively and efficiently be
communicated to provide future change for indinalssuffering from chronic cardiac

disease.
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Findingsfrom thisprojectcanhelp to develop a change in the practice of many
providersandaid in increasinghe rate of referrals to palliative car€he intended result
would also illustrate that edation of providers on appropriate referrals for palliative
care was successful.he known education would help in providing knowledge that
would continue to aid in palliative care referralhe finding of this pilot project will be
disseminated to thealliative care teampon completion with possible dissemination to
other practices the organization depending on outcome results.

These findings are extreméipportant, yet amall componenfor other research.
It will highlight the knowledge gapddressingnclusion offocused palliative care
educationntegrationaddressing the conceris a result of thaforementioned
information, the importance @&l relating toinformation is vital tampactand change
future practice.

End Users

The end sers for this projeavill be the palliative care team within the local
hospital systemproviders, and patient©Other end users that migte affected by the
project andts outcomes would behronic disease providers acreeverakubspecialties
to include executive leadership within the organizati®his can be any physician or
APPwithin the local hospitasystem.

DisseminationPartners

Upon completion of this projedhe following have been identified as
dissemination partnersChespecific ndividuak that will be instrumental in the
dissemination ofthedata and research will be the director of thdi&ive Care Services

atthe local hospital systenihe individuals within the palliativeace teanwill be
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essential to the spread of research and will be alaffécta variety of individuals to
learn more and be part of the dissemination process.

The nursing educators that are part of the professional development team will also
be individuals thatvill be an important part dhedissemination partnerslhey have a
special interest in making sure that education and research treffeapractice is
dispersed to the appropriate individuals and groups to aid in changing practice the creates
bette patient outcomesThese individuals will all be important and invaluap&tners
for dissemination of thecholarly work
Communication

To properly disseminate tlevidence based practipéot projectoutcomego
individuals derived fronthis reseach, the use of a communication method will best aid
in linking the research with those that will benefit fromAgéncy for Healthcare
Research and Qualit2014) One of the ways that the information can be communicated
to the providers withirthe localhospital systens by usinga board displaying the data
and having it strategically placed in tb&rdiology office This will allow exposure of
the data to therovidersand will allow them to have access as to why palliative care
referrals are benefial.

Another format for how the data can best be communicatgsingprovider
meetings.Many physician practice groups within the hospital have morning conferences
once a week for professional development and educafibis. would be an optimal time
to communicate the data frafimeresearch to the providers so they understand the
necessity and importance of eaclynsultation of palliative carfer individuals who have

chronic heah conditions.Dissemination othe projectwill also be done by submission



KNOWLEDGE AND PERCEPTIONS OF PALLIATIVE CARE 42

of thescholarlyproject to theVirginia Henderson Nursing Researchri@arence.Finally,
dissemination of the scholarly project will also be supported by submission of the
scholarly project to a peeeviewed journal.

Implications to Practice

This projectis anEBP pilot studythat wasaimed at improving perceptions and
knowledge of palliative careEducationon the role of palliative careanaccomplish the
task of changingerceptios and knowledge of provider€hronic disease will continue
to be an issue and initiation and proper utilization of the palliative care team is the next
step to understanding how to accomplish the task of better disease managdmsnt.
continues to be a misunderstandafdhow palliative care managemeist beneficial but
with the inclusion of an educational intervention chanigeknowledge and perceptions
of providerscan occur.Because of the continued misunderstanding of palliative care,
work between interdisciplinary teams to granderstanding to communicate focus will
also be very importantCommunication will warrant a more cohesive direction for all
providers, nurses and staff among all practidagiation and use of this can be utilized
for the practice as well as the argzation to cause a positive change in actual patient
referral rates to palliative care.

Theoutputs of this projedhdicated that the use of the educational intervention
wasbeneficialin increasing not onlyhe knowledge of palliative care but also the
perception and the likbood to refer to the servicalith change in knowledge and
perceptions of palliative careremng advanced cardiac providers there wilbb#er
chronic disease management and more@pate services rendered to patients.

Inclusion of the education would be suggested to aid in providing focused education to
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increase provider understanding of palliative care and their sentmegasion of this
educatiornwould alsobe suggested father groups such as hospitalist and other specialty
groups that manage chronic diseasEse future of this project will lead to

understanding chronic disease management from not only a provider standpoint, but also

to begin understanding patient knowdeq perceptiorand attitudes of chronic disease.
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59



KNOWLEDGE AND PERCEPTIONS OF PALLIATIVE CARE 60

Appendix C Letter of Support from Advanced Practice Provider Supervisor

W

2/27/2017

Attention: IRB
Liberty University
Lynchburg, VA

IRB Members:

and Mr. Jordan Vance, BSN, Liberty

University Doctor of Nursing Practice Student (Co-Investigator) have proposed to
conduct Mr. Vance’s Doctor of Nursing Practice Scholarly Project: Perceived
Knowledge and Perceptions of Palliative Care among Advanced Practice

Cardiac Providers

S, is committed to providing the most

advanced, comprehensive care for our patients, facilitated by the pursuit of quality
improvement. Mr., Vance's Capstone Project aligns with our commitment that every

patient receives the ultimate quality health care.
P s ) cased to support Mr. Vance's

Capstone Proposal: Perceived Knowledge and Perceptions of Palliative Care
among Advanced Practice Cardiac Providers.

Please feel free to contact me if | can be of further assistance.
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Appendix D Letter of Permission for Use of lowa Model as Conceptual Framework for
Project

Yioea have permission, as requested inday, 1o reviewnuse The Jowa Mode! Revised: Evidence-Bared Practice to Promote Excellence in Health Care (Towa Moded). Click the link
below to open.

Copyright will be retained by The University of lowa Hospitals and Climacs.

Permission is not granted for placisg the lowa Model on the internet.

The lowa Miodel - 2015

Citation: The bowa Model Colleborative. (In review]). The lowa Model Revised: Development end Validation.
I wrritnen mranierial, please add the following stalement

o LredReprinted with permizrion from the University of lowa Fospials and Clinics. Cogyripht 200 5. For permizsion so sve or reproduce, pleare contact the Liniversity of
Jowa Flospisals and Climics af

ey e s, e o [
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Appendix E Letter of Releasef Palliative Care Survey Template from Palliative Care

Re; Jordan Vance

Team

To whom it may concern;

I am giving permission for Jordan Vance to use The Palliative Care Consult-Physician
Response survey as a template for creation of a tool for his scholarly project. He has
made alterations to the original questionnaire to fit more appropriately for his project. If
there are any questions, please feel free to contact me. Thank you.
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Appendix E Budget Calculation

Calculation of Project Budget

Expected burs completed working on Proje@00 hours

36.56 * 300 = 10,968 dollars
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Appendix G Letter of Approval/Support from HRr DNP Project

Hi there, Jordan =

Thanks so much for contacting me regarding your project plans. Please let this email serve as endorsement from Human Resources to conduct your research using
the questionnaire you've mentioned. Best of luck!

Sincerely,
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Appendix H Liberty UniversityIRB Exemption Form

LIBERTY UNIVERSITY.

INSTITUTIONAL REVIEW BOARD
June 8, 2017

Jordan Vance
IRB Application 2899: Perceived Knowledge and Perceptions of Palliative Care among
Advanced Practice Cardiac Providers

Dear Jordan Vance,

The Liberty University Institutional Review Board has reviewed your application in accordance
with the Office for Human Research Protections (OHRP) and Food and Drug Administration
(FDA) regulations and finds your study does not classify as human subjects research. This means
you may begin your research with the data safeguarding methods mentioned in your IRB
application.

Your study does not classify as human subjects research because evidence-based practice
projects are considered quality improvement activities, which are not considered “research”
according to 45 CFR 46.102(d).

Please note that this decision only applies to your current research application, and any changes
to your protocol must be reported to the Liberty IRB for verification of continued non-human
subjects research status. You may report these changes by submitting a new application to the
IRB and referencing the above IRB Application number.

If you have any questions about this determination or need assistance in identifying whether
possible changes to your protocol would change your application’s status, please email us at

LIBERTY

UNIVERSITY

Liberty University | Training Champions for Christ since 1971
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