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Abstract 

Providers of healthcare have continued to focus on addressing patientsô chronic health 

outcomes.  When understanding how to manage chronic disease, there remains many 

opportunities in facilitation of better management.  With such a wide range of individuals 

who suffer with a chronic condition, better management to address this population is 

essential.  Palliative care aids in accomplishing this task.  It was seen that there was a 

lack of education in relation to palliative care, with perceptions that continued to be a 

barrier to the utilization of the service.  Due to the lack in education, the strongest barrier 

to palliative care service utilization was the misunderstanding of the service.  The project 

assessed an educational intervention provided to nurse practitioners and physician 

assistants that led to a change in knowledge and a change in perception of palliative care.  

The project developed understanding related to increasing palliative care knowledge and 

changing perceptions of advance practice cardiac providers.  

Keywords: palliative care, knowledge deficit, change in perceptions, providers, 

readmissions 
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 Palliative care is a valuable resource when utilized effectively and when it is 

appropriate.  The utilization of palliative care aids in addressing many concerns related to 

chronic disease management.  Palliative care aids in creating solutions for concerns 

related to readmissions, cost, and better healthcare utilization. 

  One of the major concerns related to chronic cardiac disease are opportunities to 

decrease readmissions.  There are specific populations that are affected with life-

threatening chronic diseases that are burdensome to patients and healthcare resources.  

The Center for Medicaid and Medicare Services (CMS) specifically targets diagnoses 

that utilize the most healthcare resources.  Currently, the diagnoses under scrutiny are 

myocardial infarction, heart failure and chronic obstructive pulmonary disease, 

pneumonia, and stroke (Medicare.gov, 2017).  Some of the most significant issues relate 

to decreasing healthcare utilization, readmissions, and costs.  Providers have a knowledge 

deficit that results in misconceptions and underutilization of palliative care services 

(Jablonski, 2008).  The evidence-based project provided education to providers on the 

benefits of palliative care, as it related to chronic disease management to change 

perceptions and knowledge relating to palliative care.  

Background  

Burden of Chronic Disease  

Epidemiology. Chronic disease is a significant burden to the United States 

healthcare system.  In 2012, it was estimated that about 17 million people, or about 50% 

of the population, had a diagnosis of a chronic disease (Centers for Disease Control, 

2016).  It is estimated that 7 of the top 10 causes of deaths were related to chronic disease 

(2016).  Specifically, 48% of deaths relating to chronic disease were associated with heart 
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disease and cancer (2016). In the review of the literature, it was noted that there was no 

data that supported isolation of specific death related to only cardiac disease.  This was a 

gap found in the research. 

Economic burden. Chronic disease continues to cause a fiscal burden that not 

only affects individual patient experience, but also healthcare organizations.  In 2010, 

86% of all healthcare was directed toward individuals with one or more chronic health 

conditions (Centers for Disease Control, 2016).  The total cost of heart disease and stroke 

was $315.4 billion, with $193.4 billion focused on direct medical costs, not including 

nursing home services (2016).  Cancer care in 2010 cost an estimated $157 billion 

(2016).  In 2012, those who were diagnosed with diabetes had a cost of $245 billion, with 

$176 billion specific to direct medical costs and $60 billion in decreased productivity 

(2016).  Obesity and arthritis related conditions cost an estimated $275 billion, with $81 

billion focused on direct medical cost for those with arthritis related conditions (2016).  

30-day readmission population. The CMS track the readmissions of individuals 

who suffer from burdensome chronic diseases (Medicare.gov, 2017).  For individuals that 

experience chronic obstructive pulmonary disease (COPD), the national average rate of 

30-day readmissions is 20% with the local Central Virginia hospital ranking no different 

than the national average (2017).  Individuals who experience a myocardial infarction 

have a 30-day readmission rate nationally of 16.8% with the local hospital ranking no 

different than the national average (2017).  The national heart failure readmission rate is 

21.9% with the local hospital having no difference than the national average in this area 

as well (2017).  
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Palliative Care 

 Palliative care is an evidence-based healthcare service that aims to improve 

symptoms and quality of life for patients who have chronic life-threatening illnesses and 

their family (Center to Advance Palliative Care, 2014).  The World Health Organization 

(2015) defines palliative care as ñan approach that improves the quality of life of patients 

(adults and children) and their families who are facing problems associated with life-

threatening illnessò (para. 1).  Improving the lives of the patients can be accomplished by 

ñprevention and relief of suffering by means of early identification and impeccable 

assessment and treatment of pain and other problems, physical, psychosocial, and 

spiritualò (2015, para. 2).  Palliative care services improve health outcomes including 

decreasing length of hospital stay, emergency room visits, and 30-day readmissions 

(Center to Advance Palliative Care, 2014).  

History . Palliative care has origins that date back to the 1950s in the United 

Kingdom (UK), with a very clear connection to hospice care (Clark, 2007).  The first 

individual associated and regarded as the founder of palliative care was Cecily Saunders, 

who worked as a nurse in the UK (2007).  Saunders had begun much of the conversation 

of symptom treatment and addressing the patient, instead of their imminent death or their 

disease process.  In the late 1980s, palliative medicine was established as a subspecialty 

of general medicine in the UK (2007).  This is where much of the recognition of 

palliative care as a separate specialty began.  Following this period, palliative care slowly 

began making its way to the United States.  

In the United States, the shift in understanding hospice versus palliative care 

occurred in the 1990s with greater focus addressing the differentiation of the specialty 
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(Clark, 2007).  Many organizations, originally focusing solely on hospice care, began to 

change their name to address the two very different fields of patient care (2007).  The 

subspecialty of palliative medicine was expected to come to similar recognition as 

experienced in the UK by 2008 in the United States (2007).  Because of the close relation 

and development of palliative care from hospice care, this is one of the main points of 

confusion for providers, patients, and families.  Since the distinction has been made 

between palliative care and hospice care, it is important to understand that palliative care 

initiation is essential and important at any stage of chronic disease or serious illness 

(Strand, Kamdar, & Carey, 2013). 

Appropriate referrals. It is important to understand what criteria is needed to be 

met and when palliative care services should be initiated.  Practice guidelines have 

suggested that all individuals who suffer from a serious life threatening illness should be 

considered for palliative care (National Consensus Project for Quality Palliative Care, 

2013).  The guidelines go on to mention that patients of all ages with a wide range of 

diagnostic categories living with a persistent or recurring medical condition that 

adversely affects their daily functioning or will predictably reduce life expectancy are 

individuals that are appropriate for palliative care services (2013).  

Early referrals. Early palliative care referrals decrease intensive care unit and 

emergency department visits (Amano et al., 2015).  Patients with cancer referred to 

palliative care at least three months before their deaths made 29% fewer visits to the 

emergency department (ED), had 33% fewer hospital admissions, and were 14% less 

likely to die in the hospital (Wilmont, 2014).  Furthermore, an early referral to palliative 

care services reduces hospital stay.   
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Early referrals have shown to aid both the family and the patient in goal setting 

and treatment decisions.  When this is completed early, expectations are clear to the 

family as well as to providers (Barton, 2014).  Often, individuals who are dealing with a 

life-threatening illness do not want to spend their last days within a hospital.  Fifty-eight 

percent of patients wished to die at their current place of residence (Capel, Gazi, & 

Finlay, 2011).  Initiation of the process of palliative care early can allow individuals to 

achieve their goals and give them a sense of control of their chronic disease or palliative 

symptom management process.  In understanding the data, the use of palliative care early 

within the disease process will aid in better health outcomes and increased patient 

autonomy of life decisions.  Early referrals to palliative care services will provide a way 

to manage a patientôs health and will foster a greater sense of control in their chronic 

cardiac disease management.  

Palliative Care Benefits  

Hospital readmissions. Hospital readmission continues to be a significant burden 

to healthcare systems.  Palliative care initiation upon hospital admission for individuals 

who experience a chronic disease results in a significant decrease in future readmissions 

when palliative care is utilized (Tangeman, Rudra, Kerr, & Grant, 2014).  When these 

services are utilized within the home setting, the individual will be less likely to 

experience another 30-day hospital readmission (O'Connor, Moyer, Behta & Casarett, 

2015).  When inpatient palliative care services were initiated, the rate of readmission 

decreased by 15% (2015).  It is understood that with initiation of in-patient palliative care 

there was a decreased amount of hospital readmissions with only 1.1% of individuals 

being readmitted (Tangeman et al., 2014).  It is suggested that the causality of this 
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relationship is based upon the important goal discussion between the patient and 

palliative care team (O'Connor et al., 2015).  This shows that with the inclusion of 

palliative care, 30-day readmissions were decreased as well as potential improvement in 

patient-centered outcomes (Ranganathan, Dougherty, Waite & Casarett, 2013).  These 

results are significant and can alter current healthcare trends.  The utilization of this vital 

healthcare resource not only addresses financial concerns, but also supports the 

importance of goal setting and the quality of life for individuals who suffer from chronic 

health conditions.  

Reduced cost. The initiation of palliative care during an admission has shown to 

greatly decrease the length of stay for individuals and, therefore, led to a decrease in 

healthcare cost (Fermia et al., 2016).  It was suggested that the inclusion of palliative care 

is associated with significantly lower levels of Medicare spending by the American 

College of Cardiology Fellowship/American Heart Association (ACCF/AHA) and is a 

Class I (Level of Evidence B) recommendation (Yancy et al., 2013).  When in-patient 

palliative care was initiated there was an average cost reduction of 13%, and it was found 

that if palliative care was initiated early with in the ED there was a cost savings of $9,600 

to $11,600 (Fermia et al., 2016; May et al., 2015; Tangeman et al., 2014).  When 

palliative care referrals were completed, there was a reduction between 14% to 24% in 

the cost of hospital stay (May et al., 2015).  Palliative care service initiation reduces cost 

by 38% due to a decrease in emergency room visits as well as hospitalizations 

(Enguidanos, Vesper, & Lorenz, 2012).  

 Understanding the early utilization of palliative care within the chronic disease 

process will aid in better health outcomes and increased patient autonomy of life 
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decisions.  Early referrals to this service will provide a way to manage the patientôs health 

and will support them in increasing their quality of life.  Unfortunately, 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 

understanding of what palliative care is by care providers.  In addition, the providerôs 

misconception that palliative services should be used solely by the primary provider or 

attending provider also leads to the underutilization of palliative care (Ouimet Perrin & 

Kazanowski, 2015).  It was understood, according to Alpert et al. (2016), that 67% of 

cardiovascular physicians believed that advanced directive management was in 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% stating they had extensive 

knowledge in palliative care (2016).  Interestingly, 58% of the providers were interested 

in more palliative care education (2016).  Education is still lacking regarding the training 

of non-palliative specialty providers delivering proper management of individuals with 

life-limiting illnesses (Szekendi, Vaughn, Lal, Ouchi, & Williams, 2016).  

 Due to the lack of education in the use of palliative care, there is a distinct 

decrease in the individuals who are offered palliative care services.  This was indicated 

by Szekendi et al. (2016) when they were researching the utilization of palliative care 

services in 33 hospitals within the United States.  It was found that 60.9% received 

neither a palliative care referral or palliative care service, even when they were deemed 

appropriate (2016).  This shows that palliative care service is underutilized and there is 

need for more education to decrease the gap in knowledge among by providers.  
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 The Center to Advance Palliative Care (CAPC) released a report in 2015 

highlighting the ranking of how well each state was providing adequate palliative care 

services.  The report had a goal to provide ñan analysis of whether seriously ill patients in 

the United States are receiving equitable access to palliative care services in hospitalsò 

(2015, p. 1).  Virginia scored a B, on an A-D rating scale, which shows that there is room 

for improvement (2015).  The letter score is associated with a percentage of palliative 

care inclusion within the state.  The total score percentage is correlated to a letter grade 

(2015).  A total score percentage of 21%-60% correlates to a D, 41%-50% correlates to a 

C, 61%-80% correlates to a B, and > 80% correlates to an A (2015).  The total score 

received from this report was a 76.9 %, which proved there is still underutilization of 

palliative care services within healthcare systems within the state of Virginia (2015).  

 Providers are noted to have a lack of understanding on when to refer an individual 

to palliative care.  In a study completed by Brickner, Scannell, Marquet, and Ackerson 

(2004), it was acknowledged that there was a lack of knowledge exhibited by providers 

on the proper referral resources offered.  Often providers face challenges that prevent 

appropriate palliative referrals due to lack of knowledge (Friedman, Harwood, & Shields, 

2002).  Therefore, development of a specific educational intervention tool to address the 

lack of knowledge will be beneficial.  In another study, it was clearly articulated that 

there still seems to be a major deficit in knowledge among providers in how to provide 

appropriate end of life care and symptom management (Iversen & Sessanna, 2012).  

Navarro-Leahy and Harrison (2015) showed the importance of incorporation of a tool 

that will aid providers in the palliative care referral process.  This project will support 

provider education regarding the use of palliative care in the management of chronic 
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disease.  Realizing the positive effect on patients and the healthcare system at large will 

foster greater utilization of palliative care services. 

Significance  

 Better utilization of palliative care services aids in helping patients live with less 

symptoms and with better quality of life (Hart, 2014).  Educating providers will change 

the way in which palliative care is perceived and will increase utilization of the palliative 

care services.  The significance of this project is displayed through a statement by Hart: 

ñBoth clinicians and patients need to be educated about the integrative and 

comprehensive approach of palliative care services to understand that the field is not 

merely about helping people dieò (2014, p. 32).  Therefore, palliative care education for 

providers is important to change perceptions and improve provider knowledge base. 

Problem Statement  

 Palliative care services are underutilized in the management of chronic cardiac 

disease due to provider misperceptions and lack of knowledge about the specialty 

(Aldridge et al., 2016; Hart, 2014).  

Purpose 

 The project implemented and evaluated a provider educational intervention that 

was aimed at improving the knowledge and perceptions of palliative care services among 

advanced practice cardiology providers in their management of chronic disease patients.   

Clinical Question 

 Will cardiac advanced practice providers have improved knowledge and 

perceptions of palliative care services after an educational intervention is implemented?   
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Literature Review  

A search of Ovid, CINAHL Plus, PUBMED, JAMA, MEDLINE and Academic 

Search was completed.  The keywords and phrases used for the search were palliative 

care, knowledge deficit, change in perceptions, providers, readmissions, and provider 

education.  All articles gathered were within the English language and were primarily full 

text articles with abstracts utilized as well.  

Study Identification 

 The publicationsô date ranges for the search was 2002 to 2017.  Fifty-nine article 

abstracts were reviewed for relevance.  Primary and secondary sources were included.  

Certain articles were excluded if not deemed appropriate after thorough review.  Nineteen 

sources were utilized for the literature review.   

Misunderstanding of Palliative Care Services  

 Palliative care has continued to be erroneously equated with hospice care 

(Jablonski, 2008).  The two forms of patient care derive from the same goal of providing 

comfort and providing holistic care, but hospice care is specifically limited to those 

nearing death (2008).  The two services have worked together to coordinate care and 

provide continuity of care as a patientôs disease progresses; however, initiation of hospice 

is generally more appropriate when the patient is expected to die within six months 

(2008).  Palliative care should be involved to help manage the patientôs chronic disease 

symptoms up until end of life.  Due to a lack of providers understanding and their 

perceptions of palliative care services, consultations to palliative care services do not take 

place (Kavalieratos et al., 2014). 



KNOWLEDGE AND PERCEPTIONS OF PALLIATIVE CARE    20 

 Not only is there confusion over the term of what palliative care is, there is also 

misunderstanding related to the role of palliative care and the service they provide.  A 

study completed by van Kleffens, van Baarsen, Hoekman, and van Leeuwen (2004) 

revealed that there were varied views on palliative care services and more communication 

was warranted to alleviate the misunderstanding of what different providers saw or 

thought in relation to palliative care.  There continues to be a disconnect among providers 

for various reasons as to why palliative care services should be rendered (Atwood, 

Hoffmann, Yan, & Lee, 2014).  With the role of palliative care in managing chronic 

disease still confusing many care providers, specific focus and education to clarify the 

role was warranted.  

 It was understood that the goals of palliative care can be ideally applied 

throughout any portion of a serious illness, which can aid in improving quality of life, 

help at minimizing invasive interventions, and could ultimately have a positive effect on 

mortality (Strand et al., 2013).  It was also noted that 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 management.  Often the barriers originate from the lack of provider knowledge 

regarding palliative care services.  In a study completed by Aldridge et al. (2016) one of 

the greatest barriers in patients receiving palliative care in the United States was lack of 

education to care providers.  Better education of palliative care aids in providing higher 

use of the palliative care services (2016).  It is clearly articulated that in relation to 

education there continues to be a lack of training for medical providers on proper use of 
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palliative care services (2016).  There also continues to be a lack of understanding among 

providers between palliative care and end of life care or hospice, which can cause some 

confusion when referring to palliative care services (2016).  The name palliative care 

itself can raise some barriers causing some providers to not utilize the service 

(Brännström, Forssell, & Pettersson, 2011; Hui et al., 2015;).  Even among healthcare 

providers, there continues to be confusion over the true definition of palliative care 

(Ullgren, Kirkpatrick, Kilpeläinen, & Sharp, 2017). 

 In an article by Ouimet Perrin and Kazanowski (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 death (Ouimet Perrin & Kazanowski, 2015).  However, 

palliative care can provide time to develop goals and better understand the patientôs 

perceptions of living with a chronic disease (Ouimet Perrin & Kazanowski, 2015).  

Another notable barrier involves the initiation of palliative care.   Palliative care services 

are often perceived by providers as undermining life (Ouimet Perrin & Kazanowski, 

2015).  This barrier was addressed with emphasis that the service can focus on symptom 

management and allow for better outcomes for the population (Ouimet Perrin & 

Kazanowski, 2015).  The idea that a palliative care specialist is not needed to administer 

palliative care services was another major barrier.  While this was true, it is important to 

remember that the specialist team has more time to focus on the patientôs symptom 

management (Ouimet Perrin & Kazanowski, 2015).  Having a designated palliative care 

provider allows for more appropriate management of the patientôs symptoms.  Confusion 

and the difficulties some find in placing the palliative care referral remained a barrier in 
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implementation of palliative care services (Ouimet Perrin & Kazanowski, 2015).  

Lacking cultural competence and poor communication was associated with the 

underutilization of palliative care (Ouimet Perrin & Kazanowski, 2015).  Families and 

patients have a lack of understanding related to the cost of life saving techniques.  It is 

unclear to them that initiation of life saving measures can many times cause more harm 

than good for the family member.  Open communication between the family, patient, 

nurse,, and provider easily addresses this barrier (Ouimet Perrin & Kazanowski, 2015).  

 In a study done by Brickner et al. (2004), data concluded many times that 

providers do not have a good understanding of how to best utilize palliative care as it 

could be a cost saving measure when this form of management is initiated.  Education of 

providers can be done that will aid them in better understanding the appropriate times and 

instances when palliative care is needed.  Finally, it is understood that use of this 

knowledge of these barriers to educate providers can aid in developing a broader 

understanding of better utilization of the valid and useful service (Friedman et al., 2002).  

As stated, there were many barriers that reduce the utilization of palliative care.  To 

increase the utilization of palliative care services, healthcare provider education must be 

considered.    

Provider Education  

 It has been confirmed that healthcare providers lack an understanding of palliative 

care; therefore, there is a lack of utilization of this service in clients with chronic disease.  

A study completed by Navarro-Leahy and Harrison (2015) showed the use of a tool and 

education has aided in providing more appropriate and timely referrals.  This is also 

supported by a study completed by Welch (2016) where it was found that utilization of an 
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educational intervention increased attitudes of providers relating to hospice by 33.4%.  

This increase showed the value of using education as an intervention to create knowledge 

change.  Educational interventions allow for changes in knowledge and perception; 

therefore, making them effective to aid provider education (Doblecki-Lewis et al., 2016).  

Focused learning sessions can create a positive impact on a providerôs decision making 

and their understanding of the concepts of palliative care (Thomson, Maskrey & Vlaev, 

2017).  The use of this form of an educational tool dramatically increased providersô 

understanding and increased use of palliative care services, especially when done in a 

structured presentation format (Berenson, Rahman, Hirth, Rupp, & Sarpong, 2015). 

Utilization of an educational intervention has been proven beneficial for the study 

and aided providers in developing a better understanding of what palliative care is and 

how it adds to the purposes of the healthcare team.  Many times, providers are unaware of 

the need of palliative care, but also the scope in which it functions, so creating awareness 

via provider education supports a change in knowledge and attitude towards palliative 

care (Butola, 2014).   

Synthesis  

The literature suggests a connection between the early initiation of palliative care 

services and better patient outcomes, specifically related to healthcare utilization and 

costs (Fermia et al., 2016; O'Connor et al., 2015; Tangeman et al., 2014).  There are 

misconceptions among providers regarding palliative care services that leads to 

underutilization (Atwood et al., 2014; Kavalieratos et al., 2014; van Kleffens et al., 

2004).  Educational interventions improve provider knowledge and practice (Doblecki-

Lewis et al., 2016; Navarro-Leahy & Harrison, 2015; Thomson et al., 2017).  
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Conceptual Framework  

 The Iowa Model is the conceptual framework that was used for this scholarly 

project.  Permission has been granted for use of this model by the University of Iowa 

Department of Nursing (see Appendix D).  This model was used to provide insight in 

support of evidence-based practice (EBP).  The use of the Iowa Model works to ensure 

competency, retention, and timely completion and implementation of research into 

science using a leadership approach (Lloyd, D'Errico & Bristol, 2016).  The Iowa Model 

outlines essential tasks and behaviors that must be completed and met for the 

development and completion of the scholarly project.  There are seven key components 

that need to be addressed for successful completion of an evidence-based project that will 

be addressed in the following sections (Titler 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 for the scholarly project.  As discussed, 

there are many barriers in providerôs education, which is why education of the service 

and providerôs perceptions are important.  This issue was apparent when Ullgren et al. 

(2017) found that many healthcare professionals had misconceptions of palliative care, 

which hindered patients from receiving important care and support. 

Purpose 

The purpose of the project was to educate healthcare providers who manage 

chronic disease on what palliative care was and what constitutes the appropriate use of 

the service.  The education supported a better understanding of the goal of palliative care, 

and how it could further benefit the healthcare organization at large.  This aided in 
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helping providers understand the goal of palliative care, while at the same time 

understand the ways in which were beneficial, not only physically, but financially for the 

organization.  

Organization Priority  

It is important for an evidence-based project to be a priority for the organization 

(Titler et al., 2001).  Organizational priority will support the success of the project.  If 

there is not significant support from the organization, additional triggers should be 

addressed (2001).  The mission and values of the organization of choice for this project 

supports the proposed project.  The mission and values of the local hospital system 

addresses ñusing evidence based practice to provide excellent patient care and for 

creating and maintaining an environment of excellence in nursing practiceò (Centra 

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 project consisted of the project leader, the statistician, 

and the committee members of the project.  This was a budget neutral project, with 

finances only being used for education and testing purposes.  

Pilot 

The project pilot addressed a knowledge deficit of providers in relation to the use 

of palliative care services in the management of chronic disease.  The goal was to address 

the knowledge deficit among chronic disease care providers.  The pilot assessed the 

knowledge level and perception of providers, and further supported the initiation of an 
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education intervention for providers.  The educational intervention highlighted the 

importance of early referrals in support of improved patient outcomes, as well as 

addressed fiscal benefits.  

Evaluate the Evidence  

Information included within the literature review addressed varying topics that 

aided in development of the project.  One of the biggest concerns derived from the 

literature review were barriers that providers had initiating referrals, as well as their 

perception of what palliative care is and what it can accomplish.  

Evaluate the Outcomes 

Evaluation of the education was completed by assessment of knowledge by use of 

a post test.  This assessment gauged change in perception and knowledge as well as the 

providerôs likelihood of use the of service in the future. 

 The goal of the project was not one-sided; there continues to be great strain on 

healthcare systems as readmission rates continue to be a struggle and a concern.  

Implementing and utilizing palliative care services earlier in diagnosis can be one way of 

addressing this growing concern.  Utilizing and using resources to the greatest capacity is 

where much of the attention should be focused.  This project addressed underutilization 

and valuable education that could change the way in which the local hospital practices in 

dealing with their chronic medical conditions.  

Methodology 

Project Description  

 The project is an EBP supporting the initiation of an education intervention 

among chronic disease providers in an outpatient cardiology clinic.  A pilot study 
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assessing the providerôs knowledge base and perceptions was completed to better 

appreciate the educational need of the providers.  This project is underpinned by the Iowa 

Model of EBP to promote a quality framework.  

Measurable Outcomes   

1. After the completion of a devised educational intervention, cardiology advanced 

practice providers will demonstrate an increase in knowledge as well as the 

perceptions of palliative care as evidenced by 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 the cardiology advanced practice providers will consult palliative 

care for future patients as evidenced by a provider increase in the likelihood of 

placing a palliative care consult.  

Population  

Advanced Practice Cardiology Providers 

Advanced practice providers (APP) are intricate parts of the healthcare team.  

This role was chosen because 36.5% of palliative care consults were initiated by nurse 

practitioners or physician assistants within the cardiology practice (Centra Health, 2016).  

This was less than their physician counterparts in the cardiology practice which were at 

63.5% (2016).  Therefore, the advanced practice provider role was chosen for the 

population of focus for the pilot.  

 The interventional education tool was administered during one of their monthly 

APP meetings.  Those included in the pilot were individuals present at the meeting and 
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those that consented to be included in the pilot.  The term advanced practice provider 

directly correlates to nurse practitioners and physician assistants.  No medical doctors 

(MD) or doctors of osteopathic medicine (DO) were included within the pilot.  Support 

was given from the cardiology office APP supervisor (see Appendix C).  

Setting 

The cardiology office within Lynchburg, VA was chosen for various reasons that 

will be discussed.  The practice manages outpatient as well as inpatient needs, and has a 

range of involvement in chronic disease management, specifically cardiac.  It was seen 

that out of 1094 palliative care consults for 2015 that were completed, there were 197 

patients that were consulted with a cardiac diagnosis (Centra Health, 2016).  Of the 

patients, 18.7% were diagnosed with a cardiac diagnosis, with only 6% of those patients 

being consulted to palliative care by a cardiac provider (2016).  The rest of the consults 

initiated were from non-cardiology providers.  This showed the need for palliative care 

education within the cardiology clinic.  The cardiology practice was the only cardiology 

practice within Lynchburg.  The providers of this practice managed outpatient as well as 

inpatient needs.  Because of their range of involvement of chronic disease management, 

specifically cardiac, this practice was chosen.  

Tools 

Palliative Care Service Questionnaire 

The Palliative Care Service Questionnaire was used to assess providerôs 

knowledge and perceptions of palliative care.  This tool is a 12-question Likert-type 

questionnaire aimed at exploring provider knowledge and perceptions of palliative care 

services and the self-reported likelihood that the provider will place a palliative care 
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consult.  The scoring of the palliative care questionnaire ranges from 1 to 5 with reverse 

coding being utilized on appropriate questions.  The questionnaire included five items: 

strongly agree, agree, neutral, disagree and strongly disagree.  Scoring for the questions 

was based on desirability of the outcome of the question.  Knowledge questions of the 

questionnaire were labeled K1-K5 with these questions utilizing reverse coding with the 

higher value indicating a more desirable outcome.  Perception questions were labeled as 

P1-P6 and they were not reverse coded except for question P4.  Finally, likelihood of 

referral service was labeled as RS and was also reverse coded so that a higher numerical 

value correlated to a more desirable outcome. 

 The questionnaire that was used was not validated, as it was created from a 

template provided by the palliative care team.  This is an understood limitation of the 

tool.  Reliability of the tool was validated by experts relating to palliative care as it is a 

modified version of a current tool being used.  The tool was reviewed for content by 

members of the palliative care team as well as the project committee chair.  Permission 

was given for use of this tool as a template; this was given from the palliative care team 

at the local hospital system (see Appendix E).  

Intervention  

 The team leader implemented an evidence-based provider education intervention.  

Specifically, the intervention defined the role of palliative care in the management of 

chronic cardiac disease, appropriate utilization of palliative care services, outcomes 

associated with palliative care referrals, as well as ways to overcome barriers or correct 

perceptions relating to palliative care.  The intervention took place during one advanced 

practice provider cardiology meeting.  The educational intervention was an oral 
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PowerPoint presentation.  There was a pretest prior to the education intervention and a 

posttest following the educational intervention.  

Data Collection  

  A questionnaire designed to assess cardiology APP knowledge, perceptions, and 

self-reported likelihood of placing a palliative care consult was administered before and 

after the educational intervention in a pretest and posttest format.  Data collected had no 

provider identifiers, was stored on a password protected computer, and will be destroyed 

after three years.  

Ethical Considerations  

 The leader for the project completed the Collaborative IRB Training Initiative 

(CITI) training to ensure the protection of human subjects was included within the 

project.  The APPs were notified that their participation was optional and that it would 

not affect their employment conditions.  Human Resources had given approval to have 

research completed (see Appendix G).  Upon committee approval, the project was 

submitted to the institution of recordôs Institutional Review Board (IRB).  This evidence-

based project met criteria for IRB exemption; once an exemption letter was provided by 

the institution of records IRB it was then submitted to the local hospitals nursing research 

council and IRB.  

Project Phases 

Preparation 

In preparation of this pilot, a trigger was identified using the Iowa Model as a 

framework.  The trigger aligned with organizational priorities and was further shaped 

with team development.  The team for the project consisted of the investigator and the 
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doctoral committee.  An in-depth literature review was completed which showed the 

barriers that existed for palliative care.  The project proposal was completed by June 

2017 and was presented to the institution of records IRB.  Following approval from the 

institution of records IRB, the project was submitted to the local hospital systems IRB 

and was also approved.  

Implementation 

¶ Implementation took place during one sitting within the cardiology office APP 

meeting that was scheduled on July 19, 2017 

¶ Palliative Care Questionnaire distributed at APP meeting 

¶ Educational intervention PowerPoint presentation was completed 

¶ Questionnaire redistributed to assess knowledge and perception change  

¶ Final data collection after educational intervention 

Evaluation 

¶ Evaluation was completed using SPSS for analyzation of data 

¶ Evaluation showed that the educational intervention was appropriate to 

develop a practice change  

¶ Data will be distributed to the palliative care team to aid in better education of 

providers in understanding palliative care  

Feasibility Analysis 

 A feasibility analysis was completed.  Examination of resources, personnel, 

technology, and budget has been examined.  A cost-benefit analysis was completed to 

further support the education intervention.   
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Resources 

¶ Personal Computer  

¶ PowerPoint Software  

¶ SPSS Software  

¶ Printing  

Personnel 

¶ Project leader  

¶ Editor  

¶ Committee members  

¶ Cardiac APPs  

Budget 

 The project remained budget neutral and all accrued cost was handled and 

managed by the project leader.  Expense for the project included pre- and posttest 

questionnaire printing and services used for data analysis and editing.  The time to 

complete the education was approximately an hour.  It took 6 hours for analysis of data.  

All time was taken away from personal work.  A registered nurse, as part of the resource 

team, has a general pay anywhere from $34-$36 an hour, so the number of hours 

completed on this project will be calculated to understand a better insight of budget.  The 

time to defend the proposal, as well as to go through the institution of records IRB and 

the local hospitals IRB for the project, was calculated.  No other expenses are expected 

for this project completion budget (see Appendix F). 
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Cost Versus Benefit Analysis 

 A cost-benefit analysis was completed to better understand the fiscal impact of the 

utilization of palliative care service in the chronic disease patients managed by 

cardiovascular APPs.  The cost in development and implementation of this project was 

minimal.  

Evaluation 

Design and Methodology   

 The pilot project was designed as a quasi-experimental one-group pretest posttest 

design.  Cardiology APPs were educated via a PowerPoint presentation.  The presentation 

addressed many of the concerns and barriers providers have in initiating palliative care 

services.  The educational intervention was piloted to address whether education 

increased knowledge and perceptions of providers.   

Sampling 

 The population included APP cardiology providers (N = 11) at a Central Virginia 

clinic.  A convenience sample of 11 APPs who attended the APP meeting and 

participated in the educational intervention was included.  

Instrumentation  

SPSS software was utilized to run statistical data.  This helped to analyze data 

derived from the pretest posttest Palliative Care Questionnaire.  

Data Collection 

 The APPs who attended the meeting were asked to complete a pretest.  The 

pretest questionnaire was distributed during the meeting, prior to the educational 

intervention.  After the educational intervention, a posttest questionnaire was distributed 
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immediately following the educational intervention.  After completion, the posttest 

questionnaire was collected by the project leader.  Data analysis was completed once all 

data had been collected.  

Analysis    

 Statistical analysis included descriptive and inferential statistics of data collected 

from pre- and post-education questionnaires.  The pretest and posttest design compared 

results pre- and post-educational intervention.  Use of descriptive analyzation discussed 

the answers specifically selected for each scale on the questionnaire.  This allowed the 

project leader to understand more numerically the score for each level of the scale.  Also, 

data was analyzed inferentially.  This aided the researcher in understanding the level of 

change in knowledge, perception, and likelihood for referral of the pre- and post-

educational intervention as well the statistical significance of the project data.  

 Variables. The independent variable for the project was the educational 

intervention.  The dependent variables were the APPsô knowledge, perceptions, and 

likelihood to refer to palliative care. 

Results 

Descriptive statistics. Descriptive statistical analysis explored pretest and 

posttest understanding of knowledge, perceptions, and self-reported likelihood of place a 

palliative care consult.  Discussion will follow addressing pretest and posttest descriptive 

results (see Figure 1). 
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Figure 1. Group descriptive statistics.  

Inferential statistics. Analyzation of data was completed using the independent 

sample t test. The independent t test was utilized because there was no identifier utilized 

to match pre- and post-test 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 change in pre-and post-test 

results and to understand clinical significance (see Figure 2).   

  

 

Time N 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 4.7273 .46710 .14084 
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Figure 2. Independent sample t test inferential statistics.  

 Objective 1: Improve provider knowledge.  

 Descriptive data. Examining pretest questionnaire results indicated the initial 

mean result for knowledge of palliative care was 22.7273 with a standard deviation for 

2.3027 overall as a group.  Posttest group data received from the questionnaire indicated 

a mean perception score of 24.6364 and a standard deviation of .67420.  The knowledge 

total had a theoretical range of 5 to 25.  Posttest averages relating to all the knowledge 

related questions showed to be slightly higher post-education.  However, the 

differentiation between pre- and post-education remained less than one and suggests that 

individuals already strongly agreed with many of the questions within the knowledge 

section.  The was a mean score increase from pre- to post-knowledge of 1.909.  

 The greatest knowledge increase was related to patient care cost reduction, so it 

could be inferred that this is where there was the greatest lack of knowledge relating to 

palliative care.  According to the pretest questionnaire, there were five individuals who 

answered strongly agree, two individuals who answered agree, and four individuals who 

answered that they were neutral on understanding palliative care and patient care cost 
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reduction.  Following education, the posttest showed that 10 individuals answered 

strongly agree and one individual answered the question as agree.  There was a mean 

total increase of 0.818 from the pre- to post-test questionnaire which showed more 

providers answered strongly agree to this question.  Based on the increase of individuals 

who answered strongly agree, it can be understood that there was a change in thought 

following the educational intervention.  

 Inferential data. Increasing provider knowledge was one of the goals for this 

project and the results from the independent t test did show that there was some clinical 

significance related to an increase in provider knowledge between the pre- and post-test.  

The knowledge total variable showed t (11.608) = -2.569, p = .025.  This was shown to 

be clinically and statistically significant. 

 Objective 2: Improve provider perception. 

 Descriptive data. The group perception mean total was calculated at 18.000 with a 

standard deviation of 3.34664.  Group perception posttest scores revealed a mean score of 

21.000 with a standard deviation of 3.54965.  The perception total had a theoretical range 

of 6 to 30.  Perception mean scores appeared to be slightly higher than knowledge scores 

with a change of the mean knowledge score of 3.0 from pretest to posttest.  This shows 

that based on responses completed by the participants there was numerical increase on 

the perception of palliative care.  

 The question that showed the greatest mean increase relating to the perception of 

palliative care addressed whether the provider believed that palliative care was only 

appropriate near death.  Pretest questionnaire results showed that two individuals 

answered that they agreed with the statement, three individuals were neutral, five 
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individuals disagreed, and one individual strongly disagreed.  Posttest questionnaire 

results showed that no individuals agreed with the statement; only one individual 

remained neutral, five individuals agreed, and five individuals now strongly disagreed 

with the statement.  There was a mean change of 0.909 showing that more individuals 

strongly disagreed that palliative care is only appropriate near death.  Because of this, it  

can be understood that there was a change in the understanding of when palliative care 

should be initiated following the educational intervention.    

 Inferential data. Examination of the data in understanding change of perception 

proved to have no statistical significance between the pre- and post-test evaluation with 

scores of t (20) = -2.040, p = .055.  This was shown not to be statistically or clinically 

significant. 

 Objective 3: Improve provider likelihood of referr al. 

 Descriptive data. Pretest results of likelihood of referral to palliative care showing 

a mean of 4.0909 and a standard deviation of 0.70065.  The likelihood to referral service 

to palliative care in the posttest evaluation exhibited a mean score of 4.7273 with a 

standard deviation of 0.46710.  The likelihood of using the referral service had a mean 

score increase of 0.636.  In referencing the question of the likelihood of referral to 

palliative care there were three individuals who answered strongly agree, six to agree, 

and two that were neutral.  Following the education, eight individuals answered strongly 

agree and three individuals answered agree.  The increase in the providerôs likelihood to 

refer can infer that the educational intervention achieved the goal of increasing providersô 

understanding and likelihood to refer patients to palliative care.  



KNOWLEDGE AND PERCEPTIONS OF PALLIATIVE CARE    39 

 Inferential data. In understanding the statistical significance related to the 

likelihood of referral, there was a statistical significance change between the pre- and 

post-test with results indicating a score of t (20) = -2.505, p = .022.  This was shown to be 

clinically and statistically significant.  

 Limitations.  Due to lack of provider identifiers as well and the inability to match 

pre-and post-scores 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 caution.  Because of the small sample size, as well to 

maintain provider confidentially, no provider identifiers were used.  Due to these 

limitations of this study, change in providerôs knowledge, perception and likelihood to 

refer to palliative care cannot be reasonably attributed to the 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 knowledge and likelihood to 

referral to the educational intervention, there was a clear improvement in mean education 

scores and improved provider knowledge relating to palliative care.  

Dissemination Plan  

 The dissemination and implementation (D&I) plan is an important way to foster 

practice change among APPs as well as gain knowledge.  The D&I plan will help to 

decrease the time the project takes from completion to clinical practice.  The following 

will discuss the ways in which the project can effectively and efficiently be 

communicated to provide future change for individuals suffering from chronic cardiac 

disease.    
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 Findings from this project can help to develop a change in the practice of many 

providers and aid in increasing the rate of referrals to palliative care.  The intended result 

would also illustrate that education of providers on appropriate referrals for palliative 

care was successful.  The known education would help in providing knowledge that 

would continue to aid in palliative care referrals.  The finding of this pilot project will be 

disseminated to the palliative care team upon completion with possible dissemination to 

other practices in the organization depending on outcome results. 

 These findings are extremely important, yet a small component for other research.  

It will highlight the knowledge gap addressing inclusion of focused palliative care 

education integration addressing the concern.  As a result of the aforementioned 

information, the importance of D&I relating to information is vital to impact and change 

future practice.  

End Users 

 The end users for this project will be the palliative care team within the local 

hospital system, providers, and patients.  Other end users that might be affected by the 

project and its outcomes would be chronic disease providers across several subspecialties 

to include executive leadership within the organization.  This can be any physician or 

APP within the local hospital system.  

Dissemination Partners  

 Upon completion of this project, the following have been identified as 

dissemination partners.  The specific individuals that will be instrumental in the 

dissemination of the data and research will be the director of the Palliative Care Services 

at the local hospital system.  The individuals within the palliative care team will be 
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essential to the spread of research and will be able to affect a 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 that will be an important part of the dissemination partners.  They have a 

special interest in making sure that education and research that can affect practice is 

dispersed to the appropriate individuals and groups to aid in changing practice the creates 

better patient outcomes.  These individuals will all be important and invaluable partners 

for dissemination of the scholarly work.  

Communication 

 To properly disseminate the evidence based practice pilot project outcomes to 

individuals derived from this research, the use of a communication method will best aid 

in linking the research with those that will benefit from it (Agency for Healthcare 

Research and Quality, 2014).  One of the ways that the information can be communicated 

to the providers within the local hospital system is by using a board displaying the data 

and having it strategically placed in the cardiology office.  This will allow exposure of 

the data to the providers and will allow them to have access as to why palliative care 

referrals are beneficial.  

 Another format for how the data can best be communicated is using provider 

meetings.  Many physician practice groups within the hospital have morning conferences 

once a week for professional development and education.  This would be an optimal time 

to communicate the data from the research to the providers so they understand the 

necessity and importance of early consultation of palliative care for individuals who have 

chronic health conditions.  Dissemination of the project will also be done by submission 
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of the scholarly project to the Virginia Henderson Nursing Research Conference.  Finally, 

dissemination of the scholarly project will also be supported by submission of the 

scholarly project to a peer-reviewed journal.  

Implications to Practice 

 This project is an EBP pilot study that was aimed at improving perceptions and 

knowledge of palliative care.  Education on the role of palliative care can accomplish the 

task of changing perceptions and knowledge of providers.  Chronic 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 management.  There 

continues to be a misunderstanding of how palliative care management is beneficial, but 

with the inclusion of an educational intervention changes in knowledge and perceptions 

of providers can occur.  Because of the continued misunderstanding of palliative care, 

work between interdisciplinary teams to grow understanding to communicate focus will 

also be very important.  Communication will warrant a more cohesive direction for all 

providers, nurses and staff among all practices.  Initiation and use of this can be utilized 

for the practice as well as the organization to cause a positive change in actual patient 

referral rates to palliative care. 

 The outputs of this project indicated that the use of the educational intervention 

was beneficial in increasing not only the knowledge of palliative care but also the 

perception and the likelihood to refer to the service.  With change in knowledge and 

perceptions of palliative care among advanced cardiac providers there will be better 

chronic disease management and more appropriate 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 services.  Inclusion of this 

education would also be suggested for other groups such as hospitalist and other specialty 

groups that manage chronic diseases.  The future of this project will lead to 

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

to begin understanding patient knowledge, perception, and attitudes of chronic disease.  
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This article 
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Appendix F: Budget Calculation 

Calculation of Project Budget  

Expected hours completed working on Project: 300 hours 

36.56 * 300 = 10,968 dollars  
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