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Abstract
Palliative care education for nurses on a critical care unit provides knowledge on pain and
symptom burden management. Lack of education can detour patients away from optimal
end-of-life care. A needs assessment on multiple critical care units was completed to
assess views on death and dying. Initiating a needs assessment using Frommelt Attitude
Toward Caring of the Dying (FATCOD) scale was utilized to identify attitudes towards
caring for the dying. The goal of this project was to identify current attitudes in end-oflife care and evaluate the needs for additional education to improve patient outcomes. A
total of 57 questionnaires were analyzed, two categories were observed within the survey
results; nurses’ attitudes towards family members of the terminally ill patients and
nurses’ attitudes towards caring for dying patients. Overall, the survey indicated a high
confidence and positive attitude in both patient and family care. Nurses should continue
to advocate and deliver optimal end-of-life patient care and reflect on their personal
beliefs that may challenge caring for dying patients and their families. It is important that
continuous education and self- reflection is routinely practiced. Although a consultation
is optional, it is important that providers are aware of their limitations and are able to
utilize available resources.
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Critical Care Nurses’ Attitudes Towards Caring For the Dying
Background/Statement of the Problem
Palliative care (PC) improves the quality of life for patients and their families
living with life- threatening illnesses. It focuses on pain and symptom management
through physical, emotional, psychosocial and spiritual interventions. According to the
Center of Disease Control and Prevention (CDC) 70% of deaths per year are a result of
serious chronic diseases, highlighting the vital role of palliative care (CDC, 2015.) Many
of those deaths occur in the acute care setting, often in the critical care areas.
Palliative care services integrate the expertise of an interdisciplinary team to
coordinate and address the complex needs of patients who are critically ill with a poor
disease prognosis and provide ongoing support for patients and their families. National
Coalition for Hospice and Palliative Care (NCHPC) defined palliative as a medical subspecialty that focuses on expert assessment and effective pain and symptom management
while coordinating holistic care and support for seriously ill patients and their families. In
2002, multiple hospice and palliative care organizations developed and disseminated
updated versions of Clinical Practice Guidelines for Quality Palliative Care (2004, 2009,
and 2013). This guideline serves as the framework to integrate the valued principals of
quality palliative care at the bedside. The National Consensus Project for Quality
Palliative Care (NCP) is an initiative of the NCHPC to further define and evaluate
programs and improve the delivery of palliative care in the United States.
The National Consensus Project (NCP) developed guidelines for quality palliative
care services serving as the foundation for expanding an interdisciplinary team. As
healthcare continues to evolve, current guidelines are continuously re-evaluated to
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provide high quality palliative care delivery. The intent of the guidelines is to improve
the access for all patient populations and integrate palliative care principles and best
practices into the providers routine assessment and focus on patient centered goals. The
NPC identifies current evidence-based practices and educate healthcare professionals on
the benefits of early palliative interventions and support the integration of high quality
palliative care practices for seriously ill patients and their families.
Approximately one in five deaths in the United States occurs during or shortly
after an ICU admission, with more deaths occurring in the ICU than any other setting in
the hospital (Angus et al., 2004) Post intensive care syndrome includes both physical and
psychological symptoms with deficits in function and cognition, therefore impairs the
patient’s quality of life. Aslakson et al. (2015) described palliative care as an
interprofessional specialty, unlike hospice, palliative care is not based on prognosis but
focuses on managing the patients’ symptoms and develop an essential care plan aligned
to their goals. Effective integration of palliative care during an acute health event and the
diagnosis of chronic illnesses has the potential benefits to support patients and their
families as well as prepare them for challenges they may encounter during and after the
critical care experience.
Critical care nurses are part of the interdisciplinary team and provide an important
role in palliative care discussions. Palliative care aims to improve the quality of life for
patients and families impacted by chronic, serious, and life-threatening illness across the
aging population. However, nurses often do not receive a formal education in this
subspecialty, contributing to a lack of skills and confidence in palliative care across acute
care settings (Ashley & Fasolink, 2016.) The World Health Organization (WHO)
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recognizes palliative care as a global public health priority for patients with chronic
illnesses. Multiple studies report that registered nurses may not be prepared to provide
optimal care due to the lack of knowledge and their role in palliative care and hospice
(Sekse et al., 2017) Congruently, nurses lack confidence in having goals of care
discussions, symptom management and end-of-life care (Anderson et al., 2016.) Skar,
(2010) addresses how nurses are the most valuable palliative care team member,
integrating the physical, functional, social, and spiritual dimensions of patient care.
Additionally, Skar noted important factors that influence the successful delivery of
palliative care and concluded that the health care professionals’ knowledge, attitudes,
beliefs, and experiences are characteristics that impact their behavior during a clinical
evaluation and treatment intervention. The results showed that having poor attitudes and
palliative care knowledge may affect the patients’ quality of life and deviate from their
goals of care. To ensure a successful palliative care education program, a needs
assessment can be completed providing targeted areas that support the ongoing
educational needs of nurses and their current attitudes towards palliative and end-of-life
practices.
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Literature Review
A comprehensive literature review was conducted within the years of 2010
through 2019 using key words: “Palliative Care Education”, “Critical Care Unit”,
“Palliative Care Needs Assessment”, “Registered Nurse: Clinical Skills” and
“Knowledge, Attitudes and Confidence”. Articles were accessed via PubMed, CINAHL,
MEDLINE and the Cochrane library.
The National Health Council (NHC) reported in 2014 that 133 million Americans
are affected with incurable and ongoing, chronic diseases. This represents about 40% of
United States total population. Additionally, the health council projected by 2020 an
increase estimating 157 million will be affected with chronic diseases, with 81 million
having multiple conditions. Aldridge and Kelley, 2015 conducted an analysis to identify
and target “high-cost” groups. In 2011, they estimated that 10% of the $1.6 trillion spent
on medical expenses was devoted to care of individuals in their last year of life. Authors
of that study concluded that health interventions to reduce health care cost should target
those with long-term chronic conditions and limitations. The study concluded early
treatment of palliative care for chronic and progressive diseases to lower the cost at end
of life.
Palliative Care in the United States
Dumanovsky et al. 2015 comprised a multi-comparative report from previous
years to track the growth of hospital-based palliative care programs across the United
States. The researchers noticed hospitals with palliative care programs enhanced the
quality of life of seriously ill patients in both the inpatient and outpatient setting. The
status report identified hospitals with palliative programs and analyzed where gaps in
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obtaining access remains. Hospitals who provided palliative care services voluntarily
register to the national data bases such as the National Palliative Care Registry, American
Hospital Association (AHA) and Annual Survey and the American Census Bureau
Community Survey (ACS). The National Palliative Care Registry reported institutions
that offered palliative services within the United States. The survey categorized each
institution by region, hospital ownership and size. The ACS gathered national
demographical data for each state.
Sixty-seven percent of eligible hospitals that met inclusion criteria reported to
have palliative care programs at their institution. Researchers assigned proficiency grades
to each state based on the effectiveness of their palliative care programs. States were
scored based on their participation in palliative care programs. States with over 80%
participation in palliative programs were graded an A, and consequently, states with less
than 20% participation received an F and a revision plan. During the fiscal years of 20122013, 981 (62%) palliative care programs were identified through the National Palliative
Care Registry, 610 (38%) were identified through web searches or telephone surveys
with a trained interviewer. The states were grouped into categories of hospital size, tax
status, region and association with an accredited residency training program. Seventeen
states were awarded an A with over 80% of participating palliative care programs, 7
states were graded a D, surprisingly no states that met inclusion criteria has lower than
20% of palliative participation. Hospitals with less than 50 beds were excluded due to
limited capacity and staff to provide palliative services. The survey addressed the hospital
patient capacity, results separated institutions with more than 300 beds compared to
institutions with less than. Upon review, 90% of hospitals with more than 300 beds were
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found to have a palliative care program compared to hospitals less than 300 beds, an
average of 56% offered palliative programs. Researchers also noted that hospital
ownership was a strong variable for offering palliative care services and became
dependent on their patient population and profits. Not-for profit and public hospitals were
found to offer more participation of palliative services compared to for-profit hospitals.
The ACS recognized New England as the highest region of participation in palliative
services, the lowest region was located in the southwest and southeast of the United
States. In addition, geographical and demographical data of hospitals with accredited
residency training programs were observed to have offer more palliative care services
compared to hospitals without medical residency training programs.
A recent report demonstrated improvement in palliative care outcomes over the
past 16 years, illustrating a steady increase since the original report in 2001. This fiscal
year survey did not report any states with less than 20% of palliative services, indicating
a growth of programs within the United States. Dumanovsky et al. (2001) observed the
lack of access for palliative programs was often related to hospital size, ownership and
region. Included in this study, the Institute of Medicine suggested opportunities to
improve access to palliative care by incorporating palliative care training, reporting
accredited programs, evidence-based investment in palliative research to measure the
quality of care for patients that are eligible for palliative service.
Palliative Care in Critical Care Areas
Anderson et al. (2016) performed a multicenter survey in five hospital intensive
care units (ICU), to explore the perspectives of ICU nurses and their involvement in
palliative care communication. This was an initiative to explore the needs and
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perspectives of nurses on palliative care in the ICU. Surveys assessed the nurses’
perspective and frequency of participating in palliative care discussions, confidence in
performing palliative care tasks and barriers to their involvement in palliative care
discussions. ICU nurses responded to the 46-item survey (mean = 33%), overall (95%)
reported that discussions between families and clinicians about prognosis and goals of
care were very important to the quality of care for ICU patients. About 88% of bedside
nurses felt that prognosis and goals of care discussions between the families and
clinicians was very important to a patient’s quality of care. The infrequency of nursing
involvement results varied, 75% reported engaging in goals of care discussions often with
physicians. An average of 24% reported a lower participation in attending family
meetings, and 19% had active participation in family discussions. The highest degree of
confidence in performing palliative care tasks reported 34% of nurses were “very
confident” in conveying the need for a family meeting to a physician. Respectively 41%
of nurses felt “somewhat confident” when ensuring that patients and families receive
palliative care when needed. Anderson et al. (2016) correlated night shift nurses to feel
“not confident” in tasks related to family meetings compared to day shift nurses. Authors
suggested a lower confidence in night shift nurses may relate to infrequent palliative care
discussions during the offshifts. Limitations in this study included a large number of
nurses who did not respond to the survey may have affected the results. However, their
large sample size was suggestive as a representative sample of ICU nurses. Other
findings include insufficient education of nurses, lack of collaboration with the physician
and participation in goals of care discussions. The authors’ findings reinforce their
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previous findings and disseminated the value of bedside nursing engagement as an
important component in high-quality palliative care delivery in the ICU.
Anderson et al. identified a need for formal education in palliative care and skills
to optimize therapeutic communication techniques for nursing practice and effectively
provide emotional support to patients and their families while sustaining their own
personal well-being. In addition, researchers suggested that education will increase the
awareness to be actively involved in optimal palliative care to benefit these patients and
their families. Clinician support for mental and emotional health was recommended due
to the continuous use of emotional practice coupled within a highly intensive work
environment. The authors concluded that ICU bedside nurses have an important role in
palliative care communication. There is a need for further interventions to enhance their
involvement and confidence in palliative care which may be improved through education
and emotional support.
Role of The Interdisciplinary Team
Beggs et al. (2014), comprised a literature review about the role of the
interdisciplinary team caring for dying patients in the ICU. The aim of this review was to
advocate the use of collaborative team members to improve the patient care experience in
the ICU. A collaborative interdisciplinary team was described as members from various
health disciplines with specialized knowledge and skills who care for the same patients,
using shared planning and goals to systemically communicate and coordinate care
(Schmitt et al., 2001). The members of an ICU team include physicians, residents and
fellows, nurse leaders and staff nurses, pharmacists, social workers, respiratory therapist,
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physical and occupational therapy, and chaplains. The role of the collaborative approach
is utilized towards effective treatment and decision making for the ICU patient.
Researchers identified the key activity for collaboration teams is comprised of
physicians and nurses working together and sharing responsibility for problem-solving
and decision making and formulate and carry out care plans for patients. Beggs et al.
reviewed a study on grounded theory and examining the process of a successful
collaboration between the physician and nurse. The study discussed the relationship
between disciplines and found that “working together” and focusing on the patient and
recognizing the important roles of each team members through knowledge sharing and
communication was the core value when taking caring for dying patients in the ICU. The
study concluded that the use of a collaborative interdisciplinary team would lead to better
patient outcomes and a positive work environment, however barriers to collaboration
need to be assessed and identified.
Researchers recognized the success of team care collaboration, resulting in
improve care and patient outcomes, including the end-of life support for the dying patient
and their families. Additionally, Beggs et al. (2014) identified the need for specific
interventions at the unit and individual level. The unit interventions included policies
valuing team care, objectives for shared responsibility and interdisciplinary leadership
and committee structure. At the individual level, interventions included education in a
clinical setting and effective interpersonal interactions. Upon comparison of this literature
review, the collaboration of a multidisciplinary team is a key component of providing
optimal palliative care delivery.
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Puntillo (2001) characterizes the role of a critical care nurse as an integral
member of the ICU team caring for the dying patient. Based on these Puntillos’ findings,
the role of nurses should not be minimized, undermined, or ignored and valued for their
expertise and commitment to caring for the dying ICU patient. In addition to providing
end-of-life care, nurses have a key role in interacting with families of these dying
patients. Researchers noted that high quality patient care requires the collaborative
commitment between the physician and the nurse by improving their communication.
Lilly (2000) conducted a quality improvement project that implemented an
interdisciplinary approach to improve communication with ICU families and patient
outcomes. The communication intervention consisted of family meetings lead by the
physician, nurse and house officer. The goal of the project was to proactively identify
clinical milestones and goals of care that improve the patient overall prognosis or to
consult palliative care earlier in patients who meet palliative care criteria or chose
conservative care. The intervention created an opportunity for patients to be introduced to
palliative care when appropriate to their goals of care. A four year follow up was
conducted and the results indicated a reduction in average length of stay and reduced
mortality rates when the communication intervention between the physician and nurse
was implemented. In discussion, Lilly et al., recommended the use of interdisciplinary
teams with the collaboration of adjunct teams such as palliative care to improve patient
outcomes. In addition to early initiation of palliative care consults, evidence suggested
savings on unnecessary medical expenditures, improved communication between the
patients, families and interdisciplinary team and improved family and staff satisfaction
aligned with their goals of care.
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Knowledge and Attitudes Towards Care of the Dying
Palliative care is traditionally viewed as the intense care of patients who are close
to death. A descriptive cross-sectional exploratory study (Ayed et al., 2015) assessed the
nurses’ knowledge and attitudes towards palliative care. Initially a pilot study was
conducted to test the interventional instrument for validity with ten nurses on the medical
and surgical units to determine the clarity of questions, effectiveness of instructions,
completeness of response sets, timing for study and data collection. The revised study
was completed and distributed to four hospitals in the North West Bank region of
Palestine. The goal is to gather information on nurses and assess their knowledge and
attitudes in palliative care. Inclusion criteria included nurses with full time employment
working in the ICU, emergency room and medical and surgical units.
The researchers developed a questionnaire, assessing the socio-demographic
variables including age, gender, hospital, certifications, job position, department and
work experience including training for critical ill patients. To assess the nurses’ palliative
care knowledge, a group of palliative care questions were provided. The correct number
of answers were totaled as a percentage and classified as poor knowledge, fair knowledge
and good knowledge. Attitudes were assessed using the 5-item Likert scale, ranging from
strongly agree to strongly disagree. The highest possible score for the attitude assessment
was a 60 and attitudes were categorized as good, moderate and poor.
Data was collected at four different hospitals and 96 nurses participated in the
study. Demographic data was collected for baseline characteristics of the sampled
population. About two-thirds (average = 74%) of participating nurses were within the age
of 20-30 years, 19.8% fell into the age range of 31-40 years and 6.3% were older than 41
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years of age. Sixty-six male and 30 female nurses participated. The demographics also
included their level of education, 58.3% of the nurses held a bachelor’s degree, 36.5%
had their diploma or less and 5.2% obtained their masters. Data was distributed to four
different units, 30.2% worked on the medical unit, 15.6% on a surgical unit, 26% in the
ICU and 28.1% were from the emergency department. Respectively, 56.2% had less than
five years of nursing experience, 59.4% of the nurses answered that they had training in
palliative care. However, 57.9% of the nurses had training of one week or less,
comparatively 42.1% reported having more than one week of palliative care training.
Authors formatted 14 educational questions to assess the nurses’ knowledge in palliative
care; 45.8% had poor knowledge in palliative care, 33.3% had fair knowledge and 20.8%
were rated to have good knowledge. Attitudes of nurses towards palliative care
summarizes that 63.5% of nurses disagree that palliative care is given only for dying
patients. More than half (56.7%) of nurses disagree that they should not withdraw their
involvement with the patient. On the contrary upon attitude assessments, 56.3% of nurses
agree that patients will benefit from verbalizing their feelings; 59.4% agreed that families
should be involved in the patients physical care at end of life; 43.7% of nurses admitted
to be afraid of becoming friends with chronically ill patients while 47.9% found it
difficult to form a relationship with a dying patient. Prospectively, 52.1% of nurses felt
uncomfortable if they entered a room and found the patient crying. The study reported
that 56.2% of the nurses possess a moderate attitude in palliative care, giving that
confidence affects their attitudes.
In conclusion, the authors recommended collecting the baseline knowledge and
personal beliefs before establishing educational programs. The study also suggested that
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the lack of knowledge may be associated with the lack of palliative care units in
Palestine. In addition to lack of palliative care experience, palliative education was not
incorporated in nursing curriculums, explaining their limited skills. These findings
indicated that nurses are not consistently knowledgeable in palliative care, therefore a
emphasize for a need of standard palliative education will enhance their knowledge and
attitudes. Ayed et al., 2015 included a recommendation to incorporate palliative care
education in academic nursing curriculums.
End-of-Life (EOL) Education
The Archstone Foundation (2008) launched an End-of Life initiative to change the
dying culture in California. The foundation aims to build a strong palliative care program
that improves patient care, management of symptoms and better quality of life by
increasing education and training of nurses, physicians and social workers in palliative
care. Education was provided through the End-Of-Life Nursing Education ConsortiumCritical Care (ELNEC-CC) program. The curriculum was developed using previous
research studies in end-of-life care to implement evidence-based care, this training
program was specific to critical care nurses.
Ferrell et al. (2010) emphasized the important role of critical care nurses in
improving the experience of the dying patient. They identified the lack of education in
providing end-of-life care as an obstacle for nurses which impacts the delivery of
palliative care. A group of critical care nurses developed the ELNEC-CC curriculum,
using the American Association of Colleges of Nursing: A Peaceful Death document as
the framework. Teaching materials and EOL education included: an overview of
palliative nursing care as it related to critical care interventions; pain and symptom
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management; loss, grief, bereavement, communication, ethical issues, final hours, and
achieving quality palliative care.
Eighty-seven California nurses attended the training program. Participants were
asked to complete a preassessment survey on their current perspectives on palliative care
and how end-of-life/palliative care is provided within their institution. The program was
conducted in two and a half days, including an overview of palliative nursing, didactic
lectures, specific critical care discussions case studies, role playing and use of videos to
demonstrate teaching strategies. At six and twelve months post training, nurses were reevaluated on the program’s effectiveness. This study evaluates the effects of formal
palliative care education for registered nurses on improving patient outcomes aligned
with their goals and end-of-life experience. Participants of the study reported benefits and
effectiveness of the ELNEC-CC training by improved scores in areas: teaching
palliative/end-of-life content; effective palliative education provided within their current
institution and the overall helpfulness of the ELNEC-CC program. Effective examples of
program dissemination reported by nurses included; policy and systemwide changes,
improved bereavement care and professional nursing education, revising end-of-life
orders for patients in the ICU, educating the interdisciplinary team on new comfort care
orders, symptom management, terminal ventilator weaning, empathic and cultural
considerations with a dying patient, implementing palliative rounds/increase palliative
care consults, providing pastoral care services, condolence cards and offer bereavement
services. ELNEC-CC are able to educate faculty and nurses about palliative care and
reviewing pain and symptom management through online modules. Barriers of this
program training included lack of time management, minimal financial support, staff
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availability, lack of administrative support and poor attitudes towards death and lack of
knowledge of palliative care reported by the interdisciplinary team as a whole. The study
concluded the essential role of critical care nurses in palliative care. The ELNEC-CC
program is a successful educational effort that addresses the need for improved education
to existing curriculums geared towards critical care nurses. The contributors who
developed the ELNEC-CC identified the lack of knowledge as an obstacle for health care
professionals. Therefore, education in palliative care topics are urgently needed.
Development of Needs Scale for Palliative Care
Nurses play pivotal roles on palliative care teams as they possess clinical skills,
patience, empathy and the ability to create a rapport with the patient and families. Chang
et al. (2015) developed a correlational research study of an educational needs assessment
that evaluates the needs for curriculum content and planning for goals of care related to
palliative care. The purpose of this study was to identify gaps in knowledge, develop a
supportive curriculum, identify resources and guide the implementations of new policies.
It was designed to determine the content needs for palliative care education for nurses at
a medical center in Taiwan and perform a factory analysis for curriculum needs for
education. Authors developed a 42-item instrument that consisted of content needs
outlined by advanced courses of the Taiwan Oncology Nursing Society, core classes by
End-of-Life Nursing Education Consortium (ELNEC), content on basic palliative care
training included domestic and foreign research. Responses were scored on a 5-point
Likert scale from 5 (extremely necessary), 4 (strongly needed), 3 (needed), 2 (not
needed), and 1 (extremely unnecessary); scored results ranged from 42 to 210. A high
score is indicative of needed palliative care content. The validity index of this instrument
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tool had a Cronbach reliability score of 0.98. The study used a random cluster sampling
approach to survey all nurses in a Taiwan medical center.
Chang et al. (2015) distributed the questionnaires at morning conferences and
recruited head nurses to identify absentees. There was a high response rate of 600
(97.72%) returned surveys was over a 3-week period. The survey included
sociodemographic variables such as age, gender, education level, religion, nursing role,
work experience, the unit they worked on. Additional information asked if they were
members of the Taiwan Oncology Society and Taiwan Association of Hospice Palliative
Nursing, have had previous experience in palliative care and care for terminal patients
and their families, former participation in palliative workshops and their current
willingness to participate in palliative care classes. The study used an exploratory factory
analysis to identify content needs for an in-service education and examine the correlation
between the content factors. Results was concluded from 6 major program needs for inservice education. Factor analysis identified handling of symptoms and pain relief, ethical
issues and teamwork, preparation and care before death, concept of palliative care,
communication and counseling, and cultural and spiritual factors and considerations.
These findings were similar to other studies indicating a need for additional palliative
care education and were summarized into 4 categories: (1) physiological management of
disease and pain symptoms; (2) psychological emotional support for the patient and
family members; (3) social problems facing the patients and (4) spirituality: patients’
belief, attitudes, customs and mourning rituals after death (Fernandes, 2009).
Researchers acknowledged pain assessment and management was found to be the
highest need for in-service education. Pain has shown to have a negative impact on the
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patients’ quality of life therefore nurses must appropriately assess the patients pain to
meet their basic physiological needs for improve their quality of life. Additionally,
respiratory difficulty, constipation, and nausea was also reported as leading physical
symptoms among terminal patients (Hu et al., 2004.) Ethical and teamwork issues were
identified as an educational need to ensure the goals of care aligned to the patient’s
preferences. Examples of ethical concerns described in this study include, disclosure of
illness, nonmaleficence in life support systems for terminal illnesses and appropriateness
for Do Not Resuscitate (DNR) status.
Compassion fatigue is a natural consequence that is a gradual progression caused
by repeated exposure to chronic stressors (Jenkins & Warren, 2012.) Chang et al. (2015)
characterized nurses who experience a psychological impact and compassion fatigue with
death and dying. However, nurses must acquire the stoic role to guide families during
their grief and loss. This trait is important when families are overemotional and unable to
rationalize beneficial outcomes. Within the nursing role, this chronic stress can be
overwhelming.
Chang et al. (2015) disseminated areas of knowledge deficit in preparation and
care before death as the third factor of education needs. The role of the nurse includes
preparing the family for death, management of pain symptoms and maintaining a calming
environment. Together these efforts provide a patient-centered care plan. An in-service
program on death preparation is important for nurses to provide accurate and supportive
resources for patients and their families. Within the healthcare continuum, it is important
to treat the patients physical, psychological, spiritual and religious needs as a whole. The
author concluded that nurses are primary providers across all healthcare settings and

18

emphasize the importance of effective communication skills that is necessary in building
palliative care programs.
Limitations of this study included a sample size limited to one hospital. The study
utilized a single instrumental survey that served as gap analysis identifier, however, the
instrumental tool was considered highly reliable (α = 0.98). The study recommended
implications for practice that included guidance and planning for palliative care
instructions, administrative support, design of evaluation tools, continuing education and
roles of the interdisciplinary team. In conclusion, the study addressed barriers through an
exploratory factor analysis to develop a palliative care curriculum.
Educational Intervention Using FATCOD Scale
The increasing number of chronically and terminally ill patients justifies the need
for palliative care education to accommodate and care for this specific population.
Frommelt (2003) analyzed the effects of palliative care education programs and nurses’
attitudes towards caring for dying patients. In 1991, Frommelt originally implemented an
education program that assessed the nurses’ attitudes towards caring for terminally ill
patients and found that nurses who participated in the education program reported a
significant improvement in their attitudes towards dying patients.
Frommelt (2003) replicated the same study and included a variety of professionals
on a college campus rather than just nursing staff. The purpose of this study was to
compare the relationship of demographic variables with attitudes toward caring for the
terminally ill and their families. The author hypothesized those who participated in the
experimental group will have a positive attitude towards caring for the terminally ill and
their families. Frommelt (2003) proposed that personal values and attitudes affect the
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outcome of cognitive learning, therefore incorporating both cognitive and affective
learning strategies should be included in the education program. The study was a quasiexperimental design with convenience sampling, results were compared between the
experimental and the control group.
The education program was developed and included an overview of categories
related to loss, grief, death, dying and bereavement, different teaching styles were
adapted to accommodate all learning styles. Students in the experimental group were selfselected and enrolled in a 15-week education course, this course was offered for three
consecutive semesters for appropriate sample size. The study utilized the Frommelt
Attitude Toward Care of the Dying (FATCOD) developed by Frommelt, 1988, the tool
valued a high reliability score of 0.93. The attitudes of students measured by the
FATCOD scale, analysis of variances and covariances was performed using an analysis
of variance (ANOVA) and analysis of covariance (ANCOVA) to authenticate the
accuracy of the controlled variables.
Results of the study aligned and confirmed the authors hypothesis: those who
participated in the experimental group will have a positive attitude towards caring for the
terminally ill and their families. A significant change in attitudes were found in the
experimental group, in comparison, the control group that did not participate in the
education program had no change in its results. The demographic data did not
demonstrate any significant effect on the student’s attitudes, however participation in a
structured educational program on death and dying supported the hypothesis. In the posttest response guiding future studies, students identified the instructor and articulating
personal examples of death and dying was favorable in the educational program. Overall,
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the FATCOD scale was found to be a valid and reliable tool to measure attitudes towards
caring for the terminally ill and their families.
Summary
National reports monitored the growth of palliative care programs across the
United States. The status of hospitals with palliative care programs who is registered in
the AHA and ACS enhance the quality of life in both acute and chronic disease
trajectories. Hospitals that had a palliative care program were rated on an alphabetical
scale in relation to their participation. Programs that were graded an A had achieved over
80% of palliative care program participation, states with less than 20% participation was
awarded a F. The ACS recognized that New England was the highest participant to have
palliative care programs, comparably southwest and southeast regions was noted to have
the lowest program participation. There has been improvement in the palliative care
program involvement, in the current fiscal year, there were no reports of any state to have
less than 20% of palliative care participation, indicating the growth of programs within
the United States.
Researchers identified that ICU teams include the collaboration of physicians and
nurses and are part of the interdisciplinary team. Beggs (2015) concluded that the
collaborative interdisciplinary team would lead to better patient outcomes and a positive
work environment. Puntillo identified the role of a critical care nurses to be an integral
member of the interdisciplinary team. At end-of-life, nurses are faced to interact with
families and dying patients therefore improved and continuous communication will help
proactively identify clinical milestones and goals of care that improves the patient
experience. Family meetings serves as an educational checkpoint to address current
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issues and future patient care planning. Given that only 56.2% of nurses possess a
moderate attitude in palliative care, it is suggested that lack of knowledge or experience
in palliative and end-of-life care may limit skills and provide less than optimal patient
outcomes (Ayed et al. 2015.) The Archstone Foundation (2008) developed a strong
palliative care program that improves patient care, management of symptoms and better
quality of life by increasing education and training nurses, physicians and social workers
in palliative care. Education was provided through ELNECC-CC programs and used
evidenced based research to implement training programs specific to critical care nurses.
Ferrell et al. (2010) emphasized the important role of critical care nurses and
improving the patient care experience of dying patients and their families. The
contributors who developed the ELNEC-CC identified lack of knowledge as an obstacle
for health care professionals. Therefore, education in palliative care topics are urgently
needed.
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Theoretical Framework
The theoretical framework for this project is based on Mezirow’s Transformative
Theory of Adult Learning (1997). Mezirow describes how people develop and use critical
self-reflection to frame their own beliefs and experiences over time. The transformation
in an individual’s frame of reference is compounded by associations, concepts, values,
feelings and responses (Mezirow, 1997.) Humans transform their frame of reference
through critical reflection and the assumptions of their personal interpretations, beliefs
and habits of mind or points of view. Transformative theory follows four processes of
learning: elaborate existing points of view; establish new points of views; transform our
point of view and becoming aware and critically reflective. This process involves
transforming frames of reference throughout critical reflection of personal assumptions,
validating contested beliefs by experience, taking action on one’s reflective insight and
assessing them. Transformative learning stimulates the accepted knowledge to think
autonomously and to perform independently from personal experience, resembling a
competence model (Renigere, 2014.)
Transformative education is complementary to nursing through learning
outcomes, gaining knowledge and personal experiences to increase sensibility and ethical
responsibility. The goal to is to understand personal actions and points of views that drive
decisions by exploring the values and knowledge to increase autonomy and potential
biases. Mezirow addresses the shift of consciousness and challenges of personal
viewpoints and its effects to critical decision making.
Critical care nurses experience end-of-life care in variable ways, leading to varied
and inconsistent patient goals. Assessing and changing current frames of reference
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regarding palliative care is essential to provide effective patient-centered care
interventions for seriously ill adults. Palliative education is purposeful in shifting the
nurses’ point of view and support deliberate self-reflection on their current knowledge
and practice. Educating nurses in palliative care increases their clinical knowledge to
understand pain and symptom management, goals of care, advanced care planning and
end-of-life care (NCHPC, 2001.) Using this reflective theory as a foundation for
education will provide a balance between personal emotions and knowledge and support
nurses to explore an effective plan of care with and for the patients (Yorks and Sharoff,
2001.)
Mezirow’s Transformative Learning Theory defines the personal challenges of
nurses and addresses the basis of ethical dilemmas they encounter. Essentially, providing
accurate palliative care education to critical care nurses will identify outdated frames of
reference and shape attitudes and beliefs to provide positive measures of self-reflection to
improve patient care.
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Methodology
Purpose
The purpose of the study is to perform a comprehensive needs assessment of the
current attitudes and knowledge of critical care nurses on palliative care.
Sample/Setting
This project was completed on a 247-bed acute care, teaching hospital in the
northeast, in three different critical care areas: the Cardiac Care Unit (CCU), Specialized
Intensive Care Unit (SICU) and the Medical Intensive Care Unit (MICU.) These critical
care areas include 58-beds for patients requiring high-acuity level of care. A nonprobability convenience sampling plan was utilized. Projected sample size was registered
nurses (n=50) who voluntarily consented to participate in the survey. Inclusion criteria
for participants was comprised of registered nurses employed on a critical care unit,
English speaking, and able to complete a self-reported questionnaire. Exclusion criteria
included nurses with per diem status and non-critical care nursing staff. The researcher
selected participants meeting inclusion criteria through convenience sampling on all
critical care units. To avoid sampling bias with convenience sampling, a representative
and generalizable population of eligible participants from multiple inpatient critical care
units were recruited.
Procedures
This palliative care needs assessment project was approved by the all three critical
care area managers and clinical nurse educators. Permission from Lifespan and RIC’s
IRB was granted. The survey tool used in this study was the Frommelt Attitudes Towards
Care of the Dying Scale (FATCOD). The FATCOD was created and copyrighted by
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Katherine Frommelt in 1988. FATCOD is comprised of 30 statements to evaluate the
current attitudes of nurses in caring for the dying patient. The statement addresses the
nurses’ attitudes toward the dying patient and attitudes toward the patient’s family.
The FATCOD survey items were scored on a Likert 5-point scale: 1 (strongly
disagree), 2 (disagree), 3 (uncertain), 4 (agree), and 5 (strongly agree). Frommelt
designed the statements to include both negative and positive formats to rule out any
outliers. Scores range from 30-150, with higher scores indicating a positive attitude.
(see Appendix A) for tool. Questions were reviewed by course faculty, critical care
clinical nurse educator and a palliative care team member for validity and
comprehension. Advertisement and reminders of the survey were sent out via flyers to all
critical care areas two weeks prior to project implementation. Advertisement included
goals of the project, learning objectives, start and end date of questionnaire and the
researchers contact information.
All surveys remained confidential and secured by this author for study purposes.
Surveys were collected two weeks within the return deadline that will be posted
prospectively. A reminder in the units’ weekly newsletter were sent out before the survey
deadline.
Measurement/Data Analysis
All demographic data and survey results were reported as descriptive statistics.
The questionnaire was analyzed to identify the attitudes of nurses on different critical
care areas. The data collected was measured on a Likert 5-point scale. Total scores and
trends were compared and identified for further palliative care planning purposes.
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Desired Outcomes
Ideal outcomes of this project were to identify the needs of the critical care
nursing staff in palliative care knowledge and attitudes toward death and provide a gap
analysis of specific education needs.
Ethical Concerns
Ethical considerations include informed consent of the participants. Participation
in the study was voluntary and will free of any coercions. All data measured and
collected is confidential with no identifying information was collected and or and survey
results were reviewed only by the author. Diversity issues for this project include but are
not limited to, participants diverse knowledge and beliefs of palliative care, religious and
ethical views and cultural practices and differences as they relate to end-of-life.
Organizational Factors
Approval from the critical care unit managers and clinical nurse educator was
obtained prior to project implementation. (see Appendix B). The clinical nurse educator
and unit managers supported the project. It is noted that the project implementation will
benefit the nursing staff in planning and design of a critical care palliative education.
Evaluation
The critical care nurse palliative care needs assessment was measured by the
FATCOD survey. The survey findings will be shared with the nursing leadership in the
critical care units and the palliative care team in the hospital. Additionally, the results will
be disseminated as a poster presentation in all critical care area breakrooms. The project
findings will be presented at the Rhode Island College MSN Major Project Poster
Presentation in May 2020.

27

Results
A total of 57 completed questionnaires were analyzed. All participants worked
nurses on a critical care unit and no additional demographical data was collected to
maintain confidentiality. The FATCOD survey was scored on a Likert 5-point scale: 1
(strongly disagree), 2 (disagree), 3 (uncertain), 4 (agree), and 5 (strongly agree).
Two categories were observed within the survey results; nurses’ attitudes towards family
members of the terminally ill patients and nurses’ attitudes towards caring for dying
patients. The questions were formatted as positive and negative statements and require
the nurses’ opinion and current attitudes towards caring for dying patients and their
families. When asked “giving nursing care to the dying person is a worthwhile
experience” 63% responded with strongly agree. When asked “I would not want to be
assigned to care for a dying person, 65% responded with strongly disagree. It is
indicative that nurses are comfortable with caring for the dying patient. Survey questions
that were formed as negative statements had correlating lower means, compared to
positive statements that yielded a higher mean indicating a positive response rate.
Twenty questions (Table 1) were identified as patient care related items. The
highest mean score of confidence in patient related item asked if nurses should permit a
hospice patient with flexible visitation hours, 77% and 21% responded with strongly
agree and agree respectively with no negative responses. The lowest mean question
asked nurses if they believed if patients should not be allowed to make decisions about
their physical care, 84% and 14% (2.30 ± 0.61) answered disagree and strongly disagree,
therefore affirms nurses practiced patient center care and patient autonomy and are
comfortable with patient advocacy. Ten questions (Table 2) were identified as family
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related items, these questions are asked on the behalf of caring for families of the dying
patients. The highest mean asked if families need emotional support to accept the
behavior changes of the dying person, 60% and 40% had a positive response rate of
strongly agree and agree. The lowest mean was reflected as a negative statement and was
illustrated a high response rate in regards to comfortability, nurses were asked, was it
difficult to form a close relationship with the family of the dying person, 93% responded
that nurses disagree the difficulty of forming a rapport with families, while 7% was
unsure, indicating that the nurses are able to provide families with comfort and support.
Among these positive responses and general consensus of palliative knowledge
and attitudes, “unsure” responses were obtained indicating areas of potential
improvement. Six questions (Table 3) were selected that had highest mean of “unsure”
responses. Further implications for this study were identified based on the high responses
of unsure answers. Question12 had the highest response of unsure answers, with a mean
score of 3.7 asking if the family should be involved in the physical care of the dying
patient. It can be hypothesized that nurses may be uncomfortable including family
members into their patient care practices. Question 3 and 8 measured levels of confidence
and belief. Question 3 asked, I would be uncomfortable talking about impending death
with the dying person. No surveyors answered, “strongly agree” however, 14%
responded with “unsure”, suggesting some nurses may be uncomfortable talking about
death. Question 8 corresponds with the value of ones’ belief, asking if they would be
upset if their dying patient they were caring for gave up hope of getting better, conflicting
results indicated that 14% was “unsure” if the patient’s mindset determines their
prognosis, while 81% responded with “disagree” and “strongly disagree.” The
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connection between belief and perseverance reflects the nurses’ attitudes about death may

need to be further explored. These “unsure” responses were evaluated as opportunities

for growth in experience, confidence, communication, belief system, delegation and

support.

Table 1

Mean of FATCOD Questions: Patient Related Items
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Table 2

Mean of FATCOD Questions: Family Related Items
8.50
8.73
7.93

2.93
8.40 8.27

7.03
7.60

3.00
3.70
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Table 3

FATCOD Questions:'unsure' Responses
4.1
3.7

2.29

2.49
2.14
1.85

Q2

Q3

Q6

Q8

Q12

Q13
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Summary and Conclusions
As palliative care aims to improve the quality of life for patients and their
families, the focus on pain and symptom management is an important component in
patient centered care. Palliative care specialists are integrated into the interdisciplinary
team to coordinate and address complex needs and provide ongoing support to their team
members, patients and their caregivers. The National Coalition for Hospice and Palliative
Care (NCHPC) defined palliative care as a sub-specialty to provide expert
recommendations. Critical care nurses are involved in the changing role of palliative care
acute care settings. Approximately one in five deaths in the United States occurs during
or shortly after an ICU admission (Angus et al., 2004). To support these patients, the
effective integration of palliative care has the potential to guide patients and their families
and prepare them for challenges after their hospitalization. One of the important factors
discussed is the delivery of palliative care is impacted by the nurses’ knowledge,
attitudes, beliefs and experiences with end of life, poorly defined attitudes and knowledge
may affect the patients’ goals and quality of life.
Palliative care is now recognized as a national priority considering the growing
number of chronically ill adults are on the rise and frequently require critical care. This
change in critical care culture requires nurses to reflect on and embrace palliative care
and the provision of high-quality end-of-life care. It is important to identify clinical gaps
and gather a needs assessment to prepare and integrate palliative care into their critical
care nursing education. The attitudes of the nurses have a direct impact in patient care,
and education on end-of-life will assimilate confidence in caring for the dying. The aim
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of this study was to understand the nursing current attitudes towards caring for the dying
within a critical care setting.
Critical care nurses play an important role in delivering end-of-life care. The
results of this survey indicate that this sample of critical care nurses reported to have a
positive attitude towards death and dying, including adequate palliative care knowledge
of patients and their families. It is assumed that the high scores on the FATCOD from
this study may be due to the nurse’s higher level of general knowledge and acceptance of
palliative care. Over the past several years, specialized palliative care teams played an
important role in this hospital setting and incorporated continuous education with the
critical care nurses. Designated palliative care teams provide continuous education
through pain and palliative care committee meetings, attending care rounds, posting new
clinical resources for pain and symptom management. These additional palliative care
resources may have contributed to a positive attitude score. The surveyed nurses were all
considered to have a critical care background, no demographic data was collected to
maintain confidentiality, therefore years of experience, age and gender may have played
an important role in confidence and understanding of how to create a rapport with the
families.
The FATCOD survey used in this acute care setting demonstrated high
confidence scores in knowledge and attitudes towards caring for the dying patient and
their families. The survey suggested that nurses are incorporating families into the patient
care and strong advocates for patient-center care. Survey questions with high mean scores
are indicative of a positive attitude and confidence in caring for dying patient and their
families, while low means were observed with those reporting to have poor knowledge
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and confidence. The survey included patient and family related items to support the
overall care of a dying patient. The data was categorized as family related items and
patient related items. The patient related items were then categorized into positive and
negative statements to correlate an appropriate understanding of the statements.
The highest mean score on the survey was 4.75. This was categorized in the
patient related items and identified the nurses’ confidence levels by asking “if nurses
should permit a hospice patient with flexible visitation hours” this affirms that this
population of nurses have practiced patient center care and autonomy and are comfortable
with patient advocacy. The highest mean score for family related items asked nurses “if
families need emotional support to accept the behavior changes of the dying person” with
a mean score of 4.59. Surveyed nurses all answered with a positive response. This is
assumes that nurses are able to provide families with comfort and support. Survey
questions with high mean scores was indicative of a positive attitude and confidence in
caring for dying patient and their families.
Patient related questions addressed their physical, emotional, psychosocial and
spiritual dimensions. Nurses had a positive response rate, 96% (mean = 8.67) reported
that caring for a dying patient is a worthwhile experience, 100% (mean = 8.67)
understand the progression of death when nurses are aware that death is welcomed by
the dying person, 100% (mean = 8.97) believed in the benefits of listening to patients as
they verbalize their feelings, 98% (mean = 9.03) allowed flexible visitation schedules for
dying patients, 89% (mean = 8.43) had knowledge in pain management and the role of
adequate pain relief, 97% (mean = 8.90) of nurses are honest with the patient about their

35

condition and 91% (mean = 8.23) are assuming the responsibility to help patients prepare
for death.
The survey was conducted with positive and negative statements, low means
correlated with negative statements, therefore nurses opposed to the statement are
identified to have a positive attitude. Nurses felt comfortable being assigned to care for a
dying patient, while 4% was unsure or was not comfortable being assigned to one.
Additionally, nurses were asked if patients should not be allowed to make decisions
about their physical care, 98% (mean = 2.30) of nurses disagreed and rationalized that
patients should be involved in their care.
Family related items incorporated the families into the patients plan of care and
acknowledges their feelings and effective support from the providers. Nurses responded
with a high mean (8.50), 90% of nurses suggested that nursing care for the patient’s
family should be continue throughout the period of grief and bereavement. Additionally,
100% (8.73) was observed that emotional support for families is needed to accept the
changes of a dying person.
Overall, the survey indicated a high confidence and positive attitude in both
patient and family care areas of inquiry. There are potential areas for improvement in
palliative care education indicated by the study findings. Nurses should continue to
advocate and deliver optimal end-of-life patient care and reflect on their personal beliefs
that may challenge caring for dying patients and their families. Opportunities for future
programs were identified from high number of responses of “unsure” answers. Six
questions were identified and sorted into categories of weakness and need for further
investigation. These answers were identified in areas of critical care nurses experience,
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confidence, communication, belief system, delegation and support, in regards to caring
for patients at end of life.
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Recommendations and Implications for Advanced Nursing Practice
It is important that continuous education and self- reflection is routinely practiced
in the advanced practice role. The role of an advanced practitioner includes the treatment
plan and supportive counseling for patients and their families. Wiener et al., 2015
detailed the importance of competent, confident and compassionate providers and
proposed palliative care educational strategies to promote high-quality patient centered
care and comfort in terminally- ill patients. Although critical care nurses have a positive
attitude towards caring for dying patients and supporting families, advanced practitioners
continue the support with transformational learning traits that drive the patients’
treatment plan and guide goals of care conversations. Mezirow’s Transformative
Learning Theory helps define the personal challenges of nurses and addresses the basis of
ethical dilemmas they encounter. Providing accurate palliative care education to critical
care nurses will identify outdated frames of reference and shape the attitudes and beliefs
to provide positive measures of self-reflection to improve patient care.
It is recommended that advanced practitioners who are caring for patients with
chronic illnesses are able to identify prognostic and predictive factors in order to facilitate
appropriate ethical, clinical, and organizational decisions in addition to utilizing resources
as efficiently as possible (Ripamonti et al., 2009). The use of prognostic tools is to inform
patients and their caregivers about the prognosis while focusing on the efforts of patient
centered care; assist providers in clinical decision making in appropriate treatment
therapies; understand the risk and benefits of under and overtreatment and an
individualized symptom control plan for patients. Further recommendations include
improving the quality of life and symptom management that is patient centered care, as
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well as improving communication between the interdisciplinary team, the patient and
their families.
It is vital that each discipline have an opportunity to contribute to high-quality
palliative care. One essential provider must be identified to manage an effective goals of
care plan. A palliative care consultant may be available to provide expert advice. The role
of a palliative specialist focuses on the reduction on symptom burden and the
improvement in the patients’ quality of life. The support from a palliative care consultant
can provide symptom control, organization of further treatments and supporting patients
and their caregivers. Although these consults have shown positive effects on patient
outcomes, limitations include organizational strategies to define policies and procedures,
financial barriers and lack of staff availability, knowledge in end-of-life care, and
skepticism of the requesting physicians. While a consultation is optional, it is important
that providers are aware of their limitations, serve as leaders on the multidisciplinary
team and utilize effective resources to achieve optimal goals of care.
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Appendix A
FROMMELT ATTITUDES TOWARD CARE OF THE DYING SCALE
Instructions: Please circle the letter following each statement which corresponds to your
own personal feelings about the attitude or situation presented. Please respond to all 30
statements on the scale. The meanings of the letters are:
SD= Strongly Disagree
D= Disagree U= Uncertain A= Agree
SA=Strongly
Agree
1. Giving nursing care to the dying person is a worthwhile learning experience.
SD
D
U
A
SA
2. Death is not the worst thing that can happen to a person.
SD
D
U
A
SA
3. I would be uncomfortable talking about impending death with the dying person.
SD

D

U

A

SA

4. Nursing care for the patient’s family should continue throughout the period of grief
and bereavement.
SD
D
U
A
SA
5. I would not want to be assigned to care for a dying person.
SD
D
U
A
SA
6. The nurse should not be the one to talk about death with the dying person.
SD

D

U

A

SA

7. The length of time required to given nursing care to a dying person would frustrate me.
SD

D

U

A

SA

8. I would be upset when the dying person I was caring for gave up hope of getting better.
SD
D
U
A
SA
9. It is difficult to form a close relationship with the family of the dying person.
SD
D
U
A
SA
10. There are times when death is welcomed by the dying person.
SD

D

U

A

SA
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11. When a patient asks, “Nurse am I dying?” I think it is best to change the subject to
something cheerful.
SD
D
U
A
SA
12. The family should be involved in the physical care of the dying person.
SD
D
U
A
SA
13. I would hope the person I’m caring for dies when I am not present.
SD

D

U

A

SA

14. I am afraid to become friends with a dying person.
SD
D
U
A
SA
15. I would feel like running away when the person actually died.
SD
D
U
A
SA
16. Families need emotional support to accept the behavior changes of the dying person.
SD

D

U

A

SA

17. As a patient nears death, the nurse should withdraw from his/her involvement with
the patient.
SD

D

U

A

SA

18. Families should be concerned about helping their dying member make the best of
his/her remaining life.
SD

D

U

A

SA

19. The dying person should not be allowed to make decisions about his/her physical
care.
SD

D

U

A

SA

20. Families should maintain as normal an environment as possible for their dying
member.
SD
D
U
A
SA
21. It is beneficial for the dying person to verbalize his/her feelings.
SD
D
U
A
SA
22. Nursing care should extend to the family of the dying person.

45

SD

D

U

A

SA

23. Nurses should permit dying persons to have flexible visiting schedules.
SD
D
U
A
SA
24. The dying person and his/her family should be the in-charge decision makers.
SD

D

U

A

SA

25. Addiction to pain relieving medication should not be a concern when dealing with a
dying person.
SD

D

U

A

SA

26. I would be uncomfortable if I entered the room of a terminally ill person and found
him/her crying.
SD
D
U
A
SA
27. Dying persons should be given honest answers about their condition.
SD
D
U
A
SA
28. Educating families about death and dying is not a nursing responsibility.
SD

D

U

A

SA

29. Family members who stay close to a dying person often interfere with the
professionals’ job with the patient.
SD
D
U
A
SA
30. It is possible for nurses to help patients prepare for death.
SD

D

U

A

SA

Copywrite 1988, Katherine H. Murray Frommelt
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Appendix B
Consent to Participate in a Needs Assessment
Critical Care Nurses’ Attitudes Toward the Care of the Dying
Researcher: Ny Tran, BSN, RN
What is the research about and why are you doing it?
This research is being conducted to obtain information on critical care nurses’ attitudes
toward care of the dying. The information will be used to provide recommendations on
ways to educate nurses on care of the dying patient.
What are you asking me to do if I agree to be in the study?
If you agree to participate in the study, you will complete one survey. The surveys will be
available on your unit for two weeks. Each survey consists of 30 questions; you will rate
each question from strongly disagree to strongly agree, depending on your opinions.
How will this study help me?
The information obtained from this study may not help you. However, it may help others
by making recommendations for education on care of the dying patient.
Are there any risks involved with being in the study?
There are no anticipated risks or harms to you as a result of your participation in the
study. Although, answering questions on care of the dying patient may bring on feelings
of sadness or anxiety. Participation in the study will be anonymous, voluntary, and will
not affect employment status in any way.
What steps have been taken to minimize participant risk?
Your identity will be anonymous. No identifying demographics will be obtained.
What else do I need to know?
Your decision to participate is completely voluntary.
Whom can I contact with any questions or concerns?
If you have any questions, you may contact Ny Tran at (774) 365-0976. If you have
concerns about this study, please contact the Institutional Review Board.
Results of the study will be available after June 2020.
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***By completing this survey, you are giving your consent for participation in the
research study.

