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ABSTRACT
Purpose: With heart disease as the leading cause of morbidity and the death rate of heart-related
chronic diseases (including heart failure) increasing more each year in southern Nevada, the
purpose of this quality improvement project is to assess if the healthcare providers from an
outpatient clinic in southern Nevada have knowledge and/or barriers to screening or referral of
patients with advanced heart failure (HF) to palliative care (PC).
Background: The prevalence of HF is expected to increase by 46% from 2012 to 2030 and an
estimated 5% of 23 million people have advanced HF (Mcllvennan & Allen, 2016; Ghashghaei
et al., 2016). Because of the limited curative options for patients with advanced HF (e.g., heart
transplant or mechanical ventricular assist devices), knowledge and referral to PC would provide
relief of symptom burden including pain, depression and fatigue, and improve quality of life
(QoL) for these patients and their families.
Methods: Healthcare providers of the Healthcare Partners Nevada Cardiology were recruited as
participants to respond to a survey regarding their knowledge and practice of incorporating PC
concepts and to identify their perceived barriers for referral or consultation to PC services. Paper
surveys were used to collect data and descriptive statistics was performed to analyze the data.
Results: Of the 14 respondents, 100% were male and Doctors of Medicine, 57.1% were between
the ages of 35 and 49 years old, 57.1% had more than 10 years of experience as a healthcare
provider and 35.7% provides care to an estimated 30 to 50 patients with advanced HF in the
outpatient setting. Majority of the respondents practice discussing with their patients about
avoiding aggressive procedures that are associated with significant risks such as intubation or
performing CPR (100%); discontinuing medications (e.g., ACEIs and beta-blockers) that can

10

cause hypotension and fatigue; using low dose opioids and nitrates to provide symptom relief for
dyspnea (50%); prescribing appropriate antidepressants to control depression associated with
advanced HF (57.1%); and discussion of deactivation of devices such as ICDs (64.3%). Majority
of the respondents perceived that major barriers for screening and referral for PC include the lack
of coordination or communication between medical disciplines (e.g., general medicine,
cardiology, palliative care, nursing staff, social worker medical disciplines (e.g., general
medicine, cardiology, palliative care, nursing staff, social worker) (50%); fear of the patient’s
reaction towards direction of care when referred to PC (50%); and family’s reluctance about PC
for the patient (42.9%).
Conclusion: This study demonstrates current knowledge, practice and perceived barriers to
screening and referral of patients with advanced HF to PC services. The lack of coordination and
communication between care teams and the fear of perceived abandonment and reluctance by the
patient and family were identified as barriers to PC consult. Data and findings from this project
may guide future research in the implementation of evidence-based guidelines and strategies that
could improve the utilization of PC services in the clinical area.
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INTRODUCTION
Chronic conditions resulting from a number of comorbidities and complications are a
challenge to treat, which can eventually result in the progressive deterioration of the health of an
individual. Heart failure (HF) is a condition that is highly prevalent in older population, affecting
about 50% of individuals 65 years and older (Ghashghaei et al., 2016). About 5.7 million people
in the United States have HF and 10% have advanced HF (American Heart Association [AHA],
2015). HF is a progressive chronic cardiac dysfunction causing the inability of the heart to
distribute enough amount of blood throughout the body (National Institutes of Health [NIH],
2015). There are three classifications of HF: left-sided HF, right-sided HF and congestive HF or
better known as CHF (AHA, 2015). Left-sided HF can either be systolic failure, when the left
ventricle (LV) is unable to contract normally and pump enough blood into circulation; or
diastolic failure described as the LV losing its ability to relax normally and fails to fill with blood
during resting period (AHA, 2015). Right-sided HF is a result of the failure of LV causing the
backflow of the blood back into the lungs and into the right ventricle (RV) (AHA, 2015). This
leads to the damage of the heart’s right side prompting the backflow of blood back into the
body’s veins (AHA, 2015). The congestion of the blood causes swelling of legs, ankles and the
abdomen (AHA, 2015).
CHF is considered a condition that needs timely medical attention characterized by
congestion of blood in the tissues causing edema in the legs and ankles or even the lungs leading
to respiratory distress (AHA, 2015). Regardless of the type of HF, exacerbation of symptoms is
often the leading cause for readmissions and decreases the quality of life for these patients.
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New York Heart Association (NYHA) Functional Classification I to IV classifies HF
according to its severity of symptoms and limitations experienced during physical activity (Table
1). Primary symptoms are fatigue, palpitations and shortness of breath even with simple
activities such as walking (AHA, 2015). HF can be managed with medications and healthy
lifestyle but has no cure and its progression can cause worsening of symptoms, which is referred
to as end-stage or advanced HF. American College of Cardiology (ACC) and AHA (2015)
guidelines classify advanced HF as stage D using the A to D staging system associating it with
significant severe symptoms, such as dyspnea and/or fatigue at rest or with minimal exertion
despite maximum goal directed medical therapy and management (Table 2).
TABLE 1. NYHA functional classification.

Table derived from AHA (2015).

TABLE 2. ACC/AHA staging system.

Table derived from AHA (2015).
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Background
The prevalence of HF is expected to increase by 46% from 2012 to 2030 and about 5% of
23 million people have advanced HF or Class D HF (Mcllvennan & Allen, 2016; Ghashghaei et
al., 2016). Many treatment options can still be offered for advanced HF patients but treatment
becomes more complex. AHA (2015) recommends a shared-decision making with the care and
medical management between the healthcare provider and the patient. The goal of a shareddecision making is to ensure that there is a clear communication between the provider and
patient. Shared-decision making also ensures that patients understand their condition and their
available treatment options including the risks and benefits (AHA, 2015). Curative options for
patients with advanced HF are very limited and only a few patients could ever receive a heart
transplant or mechanical ventricular assist devices (Ghashghaei et al., 2016). According to Eisen
(2016), there are approximately 5,000 heart transplants only occurring every year but an
estimated 50, 000 people are in actual need of heart transplants.
Focus of care should be on providing symptom relief and palliation to improve quality of
life at this point (Ghashghaei et al., 2016). Referral to PC is a 1A recommendation in recent ACC
and AHA HF guidelines (Hunt et al., 2005). A class 1A recommendation is assigned when the
benefits of a specific guideline outweigh the risks and burdens for most patients as shown by
high-quality evidence using randomized controlled trials (Jacobs et al., 2014). Initiating PC
includes an ongoing discussion about the disease prognosis for functional capacity and survival,
advance directives, decision of inactivating implantable cardiac defibrillators (ICDs) if there is
any and providing comfort care in managing symptoms (e.g., use of opiates) along with medical
management of HF such as inotropes and intravenous diuretics (Ghashgaei et al., 2016).
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Advanced HF greatly affects the QoL for patients and families, causing feelings of
depression, low self-esteem and compassion fatigue (Ghashghaei et al., 2016). PC can greatly
benefit patients by providing supportive care that focuses on quality of life regardless of
prognosis (Mcllvennan & Allen, 2016). However, there is lack of utilization of PC in the
management of advanced HF for reasons related to perceived barriers of healthcare providers.
According to Center to Advance Palliative Care (CAPC, 2016), approximately 1 to 1.8 million
patients admitted to the hospital in the United States each year could benefit from PC but are not
being screened and receiving it. The misunderstanding between PC and hospice care also causes
its suboptimal use. PC can be provided together with life-sustaining treatment while hospice care
is provided at the end-of-life stage when life-sustaining treatment is not beneficial anymore for
these patients (Ghashghaei et al., 2016). PC can be recommended even in the early stages and
management of a chronic illness (Hauser et al., 2011). The progression of the signs and
symptoms of chronic HF can be difficult for many patients, families and caregivers. One study
reported, 60 patients with symptomatic HF reported greater symptom burden, depression and
lower spiritual well-being compared to 30 patients with lung or pancreatic cancer (Bekelman et
al., 2009).
Knowledge of PC’s application and purpose often leads to appropriate patient-centered
care with medical management that provides maximal quality of life to the patient. PC involves
advance care planning (ACP), offering the patient with options for future health decisions, such
as feeding tube or cardiopulmonary resuscitation (CPR) when the need arises, preference of
dying at home and setting goals for the patient and family to positively cope with the process of
approaching death (AHA, 2015).
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Local Problem
Heart diseases are the leading cause of morbidity in older adults aged 65 and over in
Nevada making it the cause of death in 25% of its population (Centers for Disease Control and
Prevention [CDC], 2016). The death rate of heart-related chronic diseases (including HF) in
Nevada for 2010 to 2012 is 93.7 deaths per 100,000 of its population (Health and Human
Services Agency [HHSA], 2015). There is an increasingly older population residing in Nevada
with 19.4% of its population aged 65 and older (HHSA, 2015). Recent national data shows that
there is only one palliative care physician for every 1,200 patients diagnosed with a serious or
life-threatening condition (CAPC, 2016). An estimate of only one in every 10 people who needs
PC receives it (Mcllvennan & Allen, 2016). Given these statistics, it is important for healthcare
providers in southern Nevada to understand PC and identify related perceived barriers so that
appropriate treatment options, PC screening and care can be offered for these patients who can
greatly benefit from this approach of care.
In the geographical area served by the cardiac providers surveyed in this quality
improvement project there are currently two palliative care and three hospice programs available.
In addition, PC is still a growing new specialty in Nevada. This provides evidence that there are
limited resources available in terms of palliative care programs in this community setting.
Purpose
The purpose of this DNP project is to examine healthcare providers’ perceived barriers to
PC screening and referral in Southern Nevada for patients with advanced HF. A secondary study
endpoint for this study would be to determine if healthcare providers are considering or already
implementing PC in their care for advanced HF patients. This project will determine if there is a
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misunderstanding between the difference of palliative and hospice care by providers. Knowing
what barriers prevent providers from introducing and screening for PC can benefit patients with
advanced HF, as providers’ needs will be addressed encouraging them to be more inclined to
screen patients with advanced HF for PC. The data obtained can be used to promote activities
that will educate providers to learn how to initiate conversation and communication about
prognosis of diagnosis and end-of-life care to their patients.
Palliative care is a multidisciplinary approach whose goal is to alleviate the patient’s
symptoms and pain, provide emotional and spiritual support, assistance with practical issues,
such as advance directive or insurance, and support services (AHA, 2015). Because of the high
percentage of patients living with chronic heart diseases in Southern Nevada, this issue is very
important to be addressed starting with healthcare professionals providing care for them. PC
must be proactively encouraged in the care of advanced HF patients as it focuses on
communication, shared-decision making and ACP that aims to increase patients’ quality of life
and provide them a dignified death. Furthermore, the findings from this study will benefit
healthcare systems as patient satisfaction with care and communication provided will improve.
Healthcare cost and burden will decrease as readmission rates will be reduced when management
of symptoms of HF exacerbation and comfort are the focus of care.
Key stakeholders involved are southern Nevada healthcare providers, the PC team and
educators, HF patients, their families and psychosocial support systems. These groups of
individuals and teams coordinate and interact to incorporate emotional and spiritual support that
can affect the quality of life and the end-of-life care provided. Healthcare providers and the PC
team coordinate and provide PC along with appropriate medical treatment for the patient’s
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prognosis; educators will provide appropriate workshops and seminars to train and teach
providers about PC, the patients’ families and psychosocial system to provide support and
services they need to face a such delicate and complex stage in their life.
Study Question
Do healthcare providers in an outpatient clinic in southern Nevada have knowledge and
are currently practicing PC concepts and consultation? What are healthcare providers’ perceived
barriers that influence PC screening and referral for patients with advanced HF?
FRAMEWORK AND SYNTHESIS OF EVIDENCE
Theoretical Framework
The theoretical framework of Rogers’ diffusion of innovation theory will be used to
guide and ground this project. Rogers describes diffusion of innovation as a process when people
adopt a new idea, product, practice or philosophy (Kaminski, 2011). The concept of this theory
identifies four key components: innovation, communication channels, time and social system.
The innovation is the utilization of PC for patients with advanced HF and providers must
overcome barriers for the successful adoption of PC. Communication channels must be clear and
open to allow the creation and sharing of information with others to reach a mutual
understanding about adopting the innovation. Communication involves a source and a receiver
where a message moves through channels (Sahin, 2006). Channels can either be mass media,
examples are TV, radio or newspaper; or interpersonal channels, such as between two or more
individuals (Sahin, 2006). Time is an important factor to consider in the innovation-diffusion
process and is measured by the rate or speed of adapting the innovation in practice (Sahin, 2006).
A social system is the interrelated units that are engaged in solving a problem to achieve a
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common goal (Sahin, 2006). The social structure or nature influences the system’s openness to
the innovation leading to the categorizing of adopters (Sahin, 2006).
Rogers’ theory identifies five stages of adoption process: knowledge, persuasion,
decision, implementation and confirmation stages. In the knowledge stage, the healthcare
provider is exposed to the innovation but is still lacking complete information about PC. The
needs and problems hindering the adoption of an innovation are assessed in this stage. The
second stage of persuasion is when the healthcare provider is interested in the innovation and
must be convinced that PC is beneficial in achieving the goal of nursing. An example of this is
relief of symptom burden and promotion of a death with dignity and integrity for patients with
advanced HF. The decision stage involves the provider to decide whether to try the innovation or
not. The fourth stage includes implementing PC screening for advanced HF patients.
Confirmation is defined as the healthcare provider decides to continue its full implementation
and seeks for support for his or her decision.
In this study, the first two stages (knowledge and persuasion) of this framework are
explored deeper by determining the factors that influence these two stages: characteristics of the
adopter, innovation, communication, and social system or organization (Figure 1). These factors
are investigated through the survey that will allow this study to determine the needs and
problems that present as barriers to the diffusion of this innovation.

19

Characteristics
of the adopter

KNOWLEDGE

Characteristics of the
communication

Characteristics of
the innovation

PERSUASION

Characteristics of the
social system

FIGURE 1. First two stages of Rogers’ Diffusion of Innovations Model.
Synthesis of Evidence
A review of the literature revealed a collection of studies that describe barriers and
facilitators perceived by healthcare providers in optimizing PC in their care for patients with
advanced HF. A search for synthesis of evidence or comprehensive appraisal of evidence used
search engines PubMed, Embase and CINAHL. The search terms were “palliative care,” “heart
failure” and “barriers.” Limitations to the search included articles published within the last 10
years, human subjects and English language. Ten articles provided the synthesis of evidence for
this project’s purpose (Appendix B). Of the 10 articles, five were descriptive qualitative studies,
three were quantitative studies, one utilized mixed methods of both quantitative and qualitative,
and one was a systematic review. Five qualitative studies were conducted by using semistructured interviews to explore different key players’ perceptions towards PC. One quantitative
study used a prospective case-control study and one used a randomized controlled trial that
assess the effectiveness of applying a PC intervention on patients with advanced HF. One of the
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quantitative studies used a web-based online survey to evaluate general knowledge and outcome
expectancy of healthcare professionals towards recommendations for PC.
Strengths
All of the articles and studies support that HF is a serious chronic condition associated
with a high mortality rate and these patients can greatly benefit from receiving outpatient PC.
Strengths identified that are associated with the application of PC in patients with advanced HF
are: reduction of hospitalizations, a new standard of care for HF patients, increased coordination
of care, improved knowledge and resources for providers in caring of HF patients, patients’
improved control of symptoms, improved patient and family’s coping, self-care skills and
satisfaction. The articles explored the perceptions of different professional groups involved in the
care of HF patients, such as primary care and inpatient staff including nurses, physicians,
cardiologists and general practitioners. A study by Bekelman et al. (2016) also included clinical
and operational leaders at local, regional and national levels in the Veterans Hospital
Administration (VHA) to examine organizational factors that can influence adoption of PC.
Lowey (2011) explored perspectives of discharge coordinators about barriers that hinder PC for
patients with HF. Several of the chosen literature also explored the perspectives of PC on
patients by conducting interviews and studies comparing the effects of applying a PC program or
consultation (Browne et al., 2014; Evangelista et al., 2014; Metzger et al., 2013; Sahlen et al.,
2016). The qualitative study conducted by Kalies et al. (2017) explored that years of professional
experience and profession were independent predictors for feeling competent in key areas of PC.
The study explored barriers that exist for the implementation of guidelines in PC (Kalies et al.,
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2017). Analyzing barriers is a step in planning future implementation strategies and interventions
that could solve evidence-practice gaps in utilization of PC (Kalies et al., 2017).
The literature explored the perspectives on PC by different involved key players in the
care of patients with advanced HF, showing the diversity of attitudes and perception of barriers
towards PC screening in all areas of care. The gathered information and results will allow
supporting the development and will strengthen the use of PC for advanced HF patients by
addressing these barriers at different levels of care.
Weaknesses
Weaknesses of the studies were identified that could affect the successful implementation
of PC in the care of patients with advanced HF. The qualitative studies identified standardization
as a weakness as reflected by the lack of performance measures for patient-centered care and
outcomes. Perception of associating outpatient PC with decreased cost savings is one of the
identified barriers, as considerable personnel effort and additional staffing are required
(Bekelman et al., 2016). Barriers identified as obstacles to the use of PC are: care fragmentation
with poor communication and lack of coordination between different health care professional
groups, lack of accurate knowledge about PC, confusion about PC for hospice care, lack of time,
poor comprehension of the condition, and uncertainty of the prognosis (Bekelman et al., 2016;
Browne et al., 2014; Kim & Hwang, 2014; Low et al., 2011; Metzger et al., 2013; Ziehm et al.,
2016). A study by Lowey (2017) discussed that nurses are not comfortable having end-of-life
conversations about PC with patients and organizational issues may affect the ability to refer
patients to PC. A weakness conveyed by most of the chosen literature was the lack of theoretical
framework that could help ground the study in theory (Evangelista et al., 2014; Low et al., 2011;
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Lowey, 2017; Metzger et al., 2013; Sahlen et al., 2016; Ziehm, et al., 2016). Duplication of
health care services by PC interventions and other medical services, such as primary care and
telehealth in meeting the health care needs can cause confusion (Bekelman et al., 2016; Kim &
Hwang, 2014; Low et al., 2011; Ziehm et al., 2016).
Limitations
A limitation of using PC screening is generalizability as most studies consisted of a local
sample or single geographical location that has a well-developed foundation of PC and available
access to support services (Bekelman et al., 2016; Browne et al., 2014; Evangelista et al., 2014;
Ziehm et al., 2016). Low response rate could affect generalizability of results (Kalies et al.,
2017). There are limited educational programs available for professionals, patients and their
families that offer teaching about PC (Low et al., 2011). These identified limitations support the
comprehensive recommendation of PC for patients living with advanced HF.
Gaps
A gap identified by the literature is the lack of clear appraisal of best evaluation methods.
There is a lack of incentives for implementing interventions that address organizational
commitment that would increase the likelihood of adapting and implementing PC (Bekelman et
al., 2016; Browne et al., 2014). The lack of consistent solution on what is the best practice to
address structuring core components of outpatient PC can limit its local adaptation.
METHODS
Design
This quality improvement project utilized a descriptive non-experimental design with a
quantitative method of analysis. This project used printed surveys or questionnaires utilizing a
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Likert scale to determine the knowledge and barriers of healthcare providers from applying or
referring patients with advanced HF to PC (Appendix B). The questionnaire included four parts,
the first part of the survey are five questions on demographic information about the respondents.
The second part provided a brief definition of what palliative care is compared to hospice
care and examples of palliative care interventions. This was followed by a seven-item asking the
participant to rate if they have considered incorporating identified items into their traditional
practice of caring for patients with advanced HF.
The third part consists of a nine-item survey asking the participants to rate to what extent
the identified factors present as a barrier preventing them from screening and referring their
patients with advanced HF to formal palliative care services.
And lastly, the fourth part of the survey included open questions for additional barriers
that they perceived as barriers that were not listed in the survey and a section for the participants
to discuss any comments or questions about the questionnaire.
Ethical Considerations
The benefits in gaining data and knowledge about perceived barriers to PC were deemed
to outweigh the possible risks of possible inconvenience and potential distress of participants,
which is minimized through the use of easily understandable surveys and maintaining
confidentiality. Ethical approval for the study was obtained from the Institutional Review Board
(IRB) prior to collection of data. Risks for harm and vulnerability are very minimal in this
project since it does not involve a vulnerable population or the introduction of any experimental
intervention. Potential participants for the study were outpatient cardiologists under the
Healthcare Partners Nevada who provide care for adult patients with advanced HF.
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Respect for Persons
This concept is defined as treating individuals as autonomous beings that are capable of
making individual decisions and to participate voluntarily in the study (Polit & Beck, 2012). The
researcher demonstrated respect for the participants’ autonomy without obstructing their rights
and ensured that the participants were provided with adequate information through an informed
consent without withholding any details about the study (Polit & Beck, 2012). Participants were
not forced to participate in the study if they chose not to and no financial incentives were offered.
Beneficence
It is the obligation of the research to do no harm and minimize any possible harm to the
participants while maximizing benefits (Polit & Beck, 2012). The project ensured not to collect
any names and other confidential information that could possibly identify their identities. Any
harm was very minimal in this project since no intervention was introduced. The only possible
harm expected from this project is the knowledge of their responses to the survey by other
unauthorized personnel. To minimize this risk, the data collected were stored in a secured area
where unauthorized persons cannot retrieve them (Polit & Beck, 2012).
Justice
The ethical concept of justice focuses on treating participants equally and fairly providing
the participants of the benefits of the research results (Polit & Beck, 2012). All participants
received a standard set of questions or survey and all responses remained confidential (U.S.
Department of Health and Human Services, 1979). Potential subjects who chose not to
participate in the study were not treated judiciously or penalized.
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Setting
This project took place with Healthcare Partners Nevada, a group of cardiologists from
different outpatient clinics in southern Nevada providing comprehensive cardiology services for
patients with heart problems including adult patients aged 18 years and older with advanced HF.
There are currently six locations affiliated with Healthcare Partners Nevada Cardiology group
but only five were considered for potential participants, as the sixth location is an inpatient
hospital. During the conduction of this study, the Healthcare Partners Nevada Cardiology does
not have any current guidelines for PC in place for their patients with advanced HF.
Participants
Potential participants for this project were from a group of 25 cardiologists currently
affiliated with Healthcare Partners Nevada Cardiology services that provides preventative,
diagnostic and health maintenance for Southern Nevada residents with cardiology problems
including advanced HF. The goal of the study was to obtain at least 51% participants to
demonstrate that majority has responded to the survey.
Data Collection
The Principal Investigator (PI) obtained an IRB approval prior to the start of recruiting
participants for the survey and collecting data. After obtaining IRB approval, the PI obtained an
agreement form signed by the practice manager of the clinical site agreeing for the student to
conduct the project in their clinic. The PI formulated a survey utilizing a Likert scale with the
supervision of the project committee chair and members using a guide developed and created by
the Office of Quality Improvement at the University of Wisconsin-Madison (2010) as a
reference. The survey included a cover letter explaining the purpose of the study, assuring the
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participants of their anonymity and their participation in the project is voluntary, and ensuring
confidentiality of the collected data. The cover letter also served as a determination form
reflecting that the participants gave consent to the PI to participate in the survey. This survey
contained 18 items that approximately takes 15 to 20 minutes to complete.
The PI collected data over four weeks by distributing the surveys to each of the
cardiologists. Participants were given enough time to complete the survey and submitted the
completed questionnaire back to the PI by dropping it into an enclosed container to ensure their
anonymity. It was decided to use printed surveys, as 60% of the potential participants preferred
to answer the survey on paper instead of online. Printed surveys are also simple and easy to read
while surveys sent through electronic mail may get lost in their junk mail and can easily be
forgotten with time constraints.
Data Analysis
Data collected were de-identified and organized using Microsoft Excel. The sample was
analyzed for descriptive central tendencies to evaluate the level of knowledge. Demographics
were analyzed and measures of central tendency (mean, median and mode) per item on the
survey were calculated. Additional analysis was performed on subgroups of age and years of
experience for differences in knowledge within these groups. Descriptive statistics that include
both aggregate and individual item analysis was performed and percentages were used to analyze
the data and statistics. Excel graphic functions were used to display results.
RESULTS
There were 25 healthcare providers from Healthcare Partners of Nevada who received the
surveys. There were 14 providers who completed and returned the survey to the DNP student
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(56% response rate). The surveys were completed and gathered over a three-week period. It
would be possible to recruit more participants if more time was allotted for data collection.
Eleven of the potential participants failed to participate in the survey. Reasons for not
participating include several reasons such as “The doctor will give it back to you as soon as
he/she can” and “The doctor is very busy with a patient right now.”
The majority of the participants were male (100%), Doctors of Medicine (100%), aged 35
to 49 years (57.1%), had more than 10 years of experience as a provider (57.1%) and provides
care to an estimated 30 to 50 patients with advanced HF in the outpatient setting (35.7%).
TABLE 3. Participant demographic characteristics.
Characteristic
Gender
Male
Female
Age
34 and under
35-49
50 and above
Degree
Doctor of Medicine
Doctor of Osteopathic Medicine
Master of Science in Nursing
Doctor of Nursing Practice
PhD
Certificate/Other
Years in clinical practice
0–1
2–4
5 – 10
> 10
Estimated number of patients with advanced HF seen in clinic
0 – 10
10 – 30
30 – 50
> 50

No. of respondents
(N = 14)

%

14
0

100.0
0

0
8
6

0
57.1
42.9

14
0
0
0
0
0

100
0
0
0
0
0

0
1
5
8

0
7.1
35.7
57.1

1
4
5
4

7.1
28.6
35.7
28.6
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Current Knowledge and Practice of PC Concepts
The survey addressed self-assessment of the providers in regards to their knowledge and
current practice of PC concepts into their care for patients with advanced HF (Figure 2).
Respondents have been incorporating discontinuation of medications that can cause hypotension
and fatigue (42.9%) (i.e., beta-blockers and angiotensin converting enzyme inhibitors); using low
dose opioids and nitrates to provide symptom relief for dyspnea (50%); prescribing appropriate
antidepressants to control patients’ clinical depression (57.1%); and practicing discussion of
device deactivation (64.3%) (i.e., Implantable cardioverter defibrillator [ICD]). Most respondents
(100%) reported discussions about avoiding aggressive procedures that are associated with
significant risks such as intubation or cardiopulmonary resuscitation (CPR) in patients with
advanced HF. Most respondents considered psychological interventions (42.9%) (i.e., cognitive
behavioral therapy and supportive therapy) but are currently not practicing it clinically.
Meanwhile, 64.3% of the respondents are not considering recommendation of
nonpharmacological interventions (e.g., acupuncture, exercise training and music) to address
symptoms of pain for patients with advanced HF.
The PI performed an additional analysis with the subgroups but found no relationship
between age or length of practice with differences and knowledge about PC.
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FIGURE 2. Knowledge and current practice of PC concepts.
Perceived Barriers to PC Screening or Referral
In addition, the respondents were asked to what extent they perceive the identified items
as a barrier to referring patients with advanced HF to formal PC (Figure 2). Most of the
respondents perceived that the lack of coordination or communication between medical
disciplines (50%); the fear of the patient’s reaction towards direction of care when referred to PC
(50%); and family’s reluctance about PC for the patient (42.9%) influence them strongly from
utilizing PC. More than half of the respondents perceive that the lack of support for PC from
clinical administration (57.1%) and the lack of knowledge where to refer patients or how to
access PC (57.1%) are barriers against PC that affects them to a moderate extent. Meanwhile,
respondents perceive that the lack of knowledge about PC (64.3%), misconception of PC from
hospice care (57.1%), identification of the appropriate time to refer patient to PC (50%) and the
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lack of resources or access for PC that is distance appropriate for patient (42.9%) affects them
only to a little extent.

FIGURE 3. Perceived barriers to utilizing PC existing in practice.
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Additional Results
In addition to the close-ended questions, two open-ended questions were included in the
survey:
1. Are there any additional factors you identify or perceived as a barrier against
palliative care screening and referral or patients with advanced HF not listed above?
2. Do you have any comments about the whole survey or research?
There were two of the respondents who responded to the first question with “general
expectations of the society on cardiologists” and “perception of giving up on the patient.” These
concepts can be explained by what Dahlin et al. (2016) discussed about the cardiology mindset.
Cardiac providers are trained to treat and intervene so the patient would continue to live and be
prepared to do CPR in response to a patient dying (Dahlin et al., 2016). Cardiologists may have
difficulty accepting medical limits and understanding the concept of letting “nature takes its
course” by discontinuing aggressive medical interventions (Dahlin et al., 2016). This finding
supports the need for strategies to provide education for healthcare providers, patients and
families about the goals of palliative care. One of the respondents responded to the second
question with “Great need for this discussion in the future.” Findings from this study can provide
direction for future research and implementation strategies that could improve discussion of PC
between healthcare providers and patients and their families.
DISCUSSION
The purpose of this descriptive quality improvement project was to examine the
healthcare providers perceived knowledge and barriers to PC screening and referral. This chapter
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provides a discussion of the findings, impact of the study in nursing practice, strengths and
limitations, and recommendations for future research.
Theoretical Framework
This QI project was guided by the first two stages of Rogers’ diffusion of innovation
theory: knowledge and persuasion. In the first stage, knowledge about PC is provided to the
potential adopters and the needs and problems that present as barriers are assessed. In the second
stage, potential adopters are convinced to adopt the innovation by disseminating the analysis of
the findings in order to encourage providers to adopt the innovation and for stakeholders to
implement strategies to overcome these barriers. The theoretical framework perceived that there
are factors that could influence the stages of knowledge and persuasion in the diffusion of a new
idea to potential adopters (Sahin, 2006). This was found to be true by measuring these factors in
the study through the survey questions (Table 4). Therefore, Rogers’ diffusion of innovation
theory was able to identify the characteristics of the decision-making unit, communication,
organization and perceived characteristics of the adopters toward PC that could be potential
obstacles in the utilization of PC for advanced HF patients (Sahin, 2006).
TABLE 4. Factors measured in the study.
Factor
Characteristics of the
adopter
Characteristics of the
innovation
Characteristics of the
communication
Characteristics of the
social system

Question
a. Lack of knowledge about palliative care (Question 1)
b. Misconception of palliative care from hospice care (Question 2)
c. Difficulty identifying the appropriate time to refer patient to palliative care services
(Question 3)
a. How to access palliative care (Question 7)
b. Palliative care that is distance appropriate for patients (Question 8)
a. Lack of coordination or communication between medical disciplines (e.g. general
medicine, cardiology, palliative care, nursing staff, social worker) (Question 6)
a. Fear of patient’s reaction or perceived feeling of abandonment from provider
(Question 4)
b. Family’s reluctance about palliative care (Question 9)
c. Lack of support for palliative care from clinical administration (Question 5)
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Primary Findings
Knowledge and Practice
During the conduction of this research, the Healthcare Partners Nevada Cardiology does
not practice any current guideline for PC in the clinical setting for their patients with advanced
HF. Based from the findings of the survey, majority of the respondents are practicing and
incorporating PC concepts into their traditional practice. Among these is discontinuation of
medications such as beta-blockers and ACEIs as their adverse effects are associated with
hypotension and fatigue, which exacerbates symptoms of advanced HF. In advanced HF, ACEIs
may need to be discontinued with symptomatic hypotension and beta-blockers dose may need to
be decreased or discontinued with symptomatic bradycardia or hypotension (Dahlin et al., 2016;
Ghashghaei et al., 2016). This finding is consistent with the goal of PC in discontinuing therapies
that are burdensome and do not provide symptomatic relief (Ghashghaei et al., 2016).
Half of the respondents practice using low dose opioid and nitrates to provide symptom
relief for dyspnea in patients with advanced HF. The use of low-dose opiates is the first-line
therapy for treating dyspnea and nitrates provide control of pain symptoms, which is often
associated with symptoms of dyspnea (LeMond & Allen, 2011).
Majority of respondents prescribe appropriate antidepressants to control clinical
depression associated with advanced HF. According to literature, depression is highly prevalent
in patients with advanced HF leading to a decreased quality of life, lower spiritual well-being
and increased pain (LeMond & Allen, 2011; Bekelman et al., 2009).
Majority of respondents practice discussion of device deactivation such as inactivating
ICD of patients with advanced HF. Inactivation of ICD is recommended for patients with end-
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stage HF, as they are more likely to receive inappropriate frequent shocks or discharges
(Ghashghaei et al., 2016). ICDs do not improve symptoms and do not significantly contribute
any benefit to their outcomes (LeMond & Allen, 2011).
The study results suggest that providers practice avoidance of discussing aggressive
procedures associated with significant risks such as intubation or CPR, in their care of patients
with advanced HF. Aggressive procedures performed at the end-of-life in patients with lifelimiting disease do not contribute to health outcomes or improve QoL (Ghashghaei et al., 2016).
On the other hand, the study found out that most of the respondents are not practicing but
are considering recommendation of psychological interventions (e.g., cognitive behavioral
therapy and supportive therapy). They are also not practicing nor considering recommendation of
nonpharmacological interventions (e.g., acupuncture, exercise training and music) to address
symptoms of pain for patients with advanced HF. Traditional medicine has been grounded by
treating diseases and conditions with conventional therapies such as pharmacological or surgical
interventions. While these alone may improve morbidity and mortality rates of this patient
population, psychological and nonpharmacological therapies through PC should be incorporated
in a stepwise fashion to traditional therapies and optical medical management of advanced HF
(LeMond & Allen, 2011). The goal of PC is not only to treat physical symptoms but also
psychosocial and spiritual problems (Ghashghaei et al., 2016). The use of nonpharmacological
interventions to address pain is considered a class IIb recommendation (Ghashghaei et al., 2016).
Class IIb recommendation is assigned for recommendations that may or might be considered and
reasonable or when its usefulness or efficacy is less well established by evidence or opinion
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(Jacobs et al., 2014). Introducing nonpharmacological therapies through PC services can improve
patient symptom burden, functional capacity and quality of life.
Barriers
Half (50%) of the respondents perceive that the lack of coordination or communication
between medical disciplines that are involve in the care of the patient presents as a barrier to a
great extent. This is consistent with other studies in the review of literature that the lack of clear
interprofessional communication and coordination of care presents as a barrier to PC (LeMond &
Allen, 2011; Low et al., 2011; Ziehm et al., 2016). This is an important barrier to overcome
because if there is an effective coordination between providers, healthcare team and patients, this
would increase the utilization of PC services (Ghashghaei et al., 2016).
Additional barriers to utilizing PC that majority of the respondents perceive include fear
of patient’s reaction towards direction of care when discussing about PC in their care and
resistance from family about PC. This finding could be explained that patient and their family
would feel that the healthcare provider is giving up or abandoning them by referring them to PC.
This finding is consistent with a qualitative study conducted by Browne et al. (2014) with 30 HF
patients, in which patients’ perception of PC as dying presented as a major barrier to PC (2014).
Based from the findings of this study, there is a need to improve patient and family teaching
about PC and its benefits to their QoL and symptom burden.
Interprofessional communication must be improved by implementing a practice guideline
that could improve consistent access and communication between healthcare providers, staff, PC
services, patients and families. Healthcare providers must also be educated about how and where
to access PC to improve utilization of PC for these patients. Goals of care and direction of care
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must be carefully discussed by healthcare providers to their patients and families before the
condition of patients deteriorates.
Impact of Study on Nursing Practice
As the prevalence of heart diseases among the adult population in southern Nevada has
increased, the need for guideline-based care for patients with advanced HF must be addressed.
Advanced HF is a life-limiting disease process that is highly symptomatic causing dyspnea,
depression, pain, edema and fatigue (LeMond & Allen, 2011). The goal of PC includes
addressing these common complaints that could improve their QoL providing them with a death
with dignity during their end-of-life stage. The findings of this study can help develop guidelines
addressing the barriers to screening and referral for PC in their practice. The findings also
confirm which concepts of PC have the providers are already implementing into their traditional
care which could decrease the need for them to refer the patient to PC services. This study
highlights the need for activities such as promoting education and counseling for patients and
families about the benefits of PC. The findings of this study can be used to support the need for
clear collaboration between healthcare providers, staff and PC services by promoting open
communication lines between professional teams.
In addition, the study failed to gather responses from nurse practitioners, but as a younger
profession, nurses can benefit from learning from the findings of this study in their care for
patients with advanced HF.
Strengths and Limitations
Through this quality improvement project, it was found that there are barriers existing in
current practice that warrants improvement in the introduction of PC for patients and families by
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the healthcare provider. Strengths of this study include the survey was simple and easy to
understand for the respondents, it was able to explore the current knowledge and practice of
healthcare providers about PC and rate how exactly they perceive the identified barriers to
utilizing PC into their care. The findings and conclusion from this study will be shared with the
providers and practice manager to provide evidence-based practice addressing the need for PC
education for healthcare providers, clinical administration, care teams, patients, and families.
The lack of generalizability was a limitation for the project due to the small sample size
of participants gathered for the study. It could also be possible that respondents who were more
positively inclined about PC were more likely to respond to the survey reflecting results as more
favorable towards the concept of PC. The demographic characteristics of the study respondents
compose of solely cardiologists and males with a background of Doctor of Medicine, which
could affect generalizability of the study. A limitation of the survey study design is that it only
includes closed-ended survey questions with limited answer choices and the inability to ask
follow-up questions.
Opportunities for Future Research
A recommendation for future studies should explore the knowledge and perceived
barriers about PC concerning other interprofessional healthcare team members (e.g., physician
assistants, nurse practitioners, nursing staff), patients with advanced HF and their families.
Future research should explore strategies that could improve communication and collaboration
between healthcare teams regarding PC and overcoming identified barriers through
implementation of training and education for providers, patients and families.
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Dissemination
The PI reported the data and findings back to the clinical sites and participants by
providing an executive summary of the quality improvement project and recommendations
through a presentation. Dissemination of data and findings is essential in order to improve health
outcomes (Hardin, 2015).
Conclusion
The goals of PC are to prevent suffering, control symptom burden, provide the best
possible QoL and maintain a sense of control for patients and their families. The primary purpose
of this project was to examine healthcare providers’ perceived barriers to PC screening and
referral in southern Nevada for patients with advanced HF. Review of literature determined the
underutilization of PC for patients with advanced HF in the clinical setting. Data and findings
from this study can guide future studies, evidenced-based guidelines and strategies that could
improve utilization of PC in this clinical area and population. Referring patients to PC would
increase satisfaction, quality of care and quality of life for patients with life-limiting illness and
their families by easing transition towards end-of-life stage with peace and dignity.
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APPENDIX A:
SYNTHESIS OF EVIDENCE TABLE
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Author /
Article

Qual: Concepts
or phenomena
Quan: Key
Variables
Hypothesis
Research
Question

Theoretical
Framework

Design

Bekelman et al.
(2016). Barriers
and facilitators to
scaling up
outpatient
palliative care

To determine
organizational
factors that could
influence the
adoption and scaleup of outpatient
palliative care in
chronic advanced
illness, using the
example of heart
failure.

Consolidated
Framework for
Implementation
Science

Crosssectional
qualitative

Sample (N)

17 health care providers
(primary care staff;
cardiology clinicians;
medical center service
chiefs) and local, regional,
and national health system
leaders from the Veterans
Health Administration
(VHA)

Data Collection
(Instruments/Tools)

Findings

Semi-structured
qualitative interviews
using stratified purposeful
sampling

Strengths to
implementing
outpatient PC:
- Potentially reduces
hospitalizations
- Increased
coordination of care
- Increased
knowledge and
resources for
clinicians caring for
patients with HF
- Improved
communication
between patients
and the palliative
care team
- Increased support
and improved
patient and family
coping and selfcare skills
Barriers to using
outpatient PC:
- Lack of
performance
measures for
patient-centered
care and outcomes
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Author /
Article

Browne et al.
(2014). Patient,
carer and
professional
perspectives on
barriers and
facilitators to
quality care in
advanced heart
failure.

Qual: Concepts
or phenomena
Quan: Key
Variables
Hypothesis
Research
Question

To examine patient,
carer and
professional
perspectives on
current
management of
advanced HF and
barriers and
facilitators to
improved care

Theoretical
Framework

Normalisation
Process Theory

Design

Descriptive
qualitative

Sample (N)

HF patients (n=30);
Carers (n=20); professionals
(n=65)

Data Collection
(Instruments/Tools)

Semi-structured
interviews and focus
groups using stratified
purposeful sampling

Findings

- Increased
healthcare cost
associated with
outpatient PC
Insufficient available
personnel, time and
other resources
necessary for the
delivery of PC
Barriers to using PC:
- Difficulty
introducing concept
to patient and
family by
healthcare
providers due to
poor
communication,
lack of time and
continuity of care
- Poor understanding
of condition by
healthcare
providers and
patients
- Healthcare
professionals’ lack
of confidence and
unwillingness to
assume lead role for
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Author /
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Evangelista et al.
(2014).
Examining the
effects of an
outpatient
palliative care
consultation on
symptom burden,
depression, and
quality of life in
patients with
symptomatic
heart failure

Qual: Concepts
or phenomena
Quan: Key
Variables
Hypothesis
Research
Question

Examine the
feasibility and
effectiveness of a
PC consultation
along with standard
HF care in an
outpatient setting
regarding symptom
burden, depression
and quality of life.

Theoretical
Framework

None

Design

Prospective
case-control
study

Sample (N)

72 patients hospitalized with
HF exacerbation;
N=36; Experimental Group
or EG (HF patients that
received PC consultation)
N=36; Control Group or CG
(HF patients that received
usual care)

Data Collection
(Instruments/Tools)

20–30-minute telephone
interview using survey
instruments before and 3
months after the PC
consultation;
medical chart reviews to
verify self-reported data
Edmonton Symptom
Assessment Scale (ESAS)
to measure symptom
burden; 9-item Patient
Health Questionnaire
(PHQ-9) to assess
depression; Minnesota
Living with Heart Failure
Questionnaire (MLHFQ)
to measure quality of life.

Findings

care in the terminal
phases of HF
- Uncertainty of
prognosis and
difficulty
identifying the
appropriate point to
introduce PC
- Patients’ perception
of palliative care as
dying
PC consultation
focused on advanced
care planning (100%),
symptom management
(81%), illness
understanding (69%),
and patient and family
coping (50%).
Patients in the PC
group showed
improvement in their
physical health,
quality of life and
control of symptoms,
such as fatigue (P
<.001), pain control
(P = .044), well-being
(P = .035), depression
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Kalies et al.
(2017).
Barriers for the
implementation
of guidelines in
palliative careresults from a
national survey
of professionals.

Qual: Concepts
or phenomena
Quan: Key
Variables
Hypothesis
Research
Question

To evaluate
professionals’
knowledge,
motivation, and
outcome
expectancy towards
already existing
recommendations
for palliative care
and to evaluate the
self-experienced
competence in five
medical key topics
presented in the
new guideline.

Theoretical
Framework

None

Design

Quantitative
Survey

Sample (N)

1031 members of the
German Association for
Palliative Medicine

Data Collection
(Instruments/Tools)

A web-based online
survey using a specifically
designed questionnaire
consisting of 62 questions

Findings

(P = .029), dyspnea (P
= .008) and nausea (P
= .045) compared to
patients that received
standard care for their
HF.
- 54% know already
existing
recommendations
concerning palliative
care
- 8.4% know and use
these
recommendations
- 44.2% do not notice
any improvement of
their treatment when
applying them
- Depression:
symptom with lowest
perceived competence
(63.7% compared
with > 90% each for
pain, breathlessness,
constipation and
recognition of dying
phase)
- Both nurses and
other non-physicians
felt less competent
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Kim & Hwang
(2014). Palliative
care for those
with heart
failure: Nurses’
knowledge,
attitude, and
preparedness to
practice.

Qual: Concepts
or phenomena
Quan: Key
Variables
Hypothesis
Research
Question

To collate
qualitative and
quantitative
evidence on
patients’ perceived
needs and
experiences of care
provision, and
understanding of
health professionals
on care delivery.

Theoretical
Framework

Knowledge,
attitude and
practice (KAP)
model

Design

Crosssectional
descriptive
design

Sample (N)

90 nurses from 2 tertiary
university hospitals

Data Collection
(Instruments/Tools)

Palliative Care Quiz for
Nursing (PCQN) to
measure knowledge of
PC; Death Attitude Profile
(DAP) to measure attitude
towards death; Coping
with Death Scale (CDS)
to measure coping with
death; Perceptions of
Preparedness and Ability
to Care for the Dying
(PPACD) scale to assess
preparedness to practice.

Findings

than physicians in
most of these areas
- Main barriers: Lack
of knowledge and lack
of outcome
expectancy
Average knowledge
score about PC was
48%;
36% expressed
difficulty with dying
comfortably; 60% of
nurses were not
familiar with pain
management program;
30% of nurses are not
prepared based on
their attitudes, coping
and preparedness to
practice.
Barriers to integrating
PC:
- Difficult prognoses
and unpredictability
of the disease
trajectory
- Conflicting
conceptualization
of PC
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Low et al.
(2011). Palliative
care in advanced
heart failure: An
international
review of the
perspectives of
recipients and
health
professionals on
care provision.

Qual: Concepts
or phenomena
Quan: Key
Variables
Hypothesis
Research
Question

Themes identified
by both patients and
health
professionals: lack
of continuity in the
care provided to
advanced HF
patients, poor
communication and
inconsistency in
changing the
emphasis of care
provided between
life prolonging to
supportive.

Theoretical
Framework

None

Design

Systematic
reviews

Sample (N)

48 relevant studies: 28
qualitative, 16 quantitative
and 4 mixed methods
Patient samples: Median of
66 participants for
quantitative studies and 20
for qualitative studies
Health professional samples:
Median of 165 participants
for quantitative studies and
19 for qualitative studies

Data Collection
(Instruments/Tools)

Literature search
conducted using 5
databases: Medline,
Embase, CINAHL,
Psycinfo and Amed

Findings

- Lack of knowledge
about PC
- Lack of
communication
with patients and
families
Organization barriers
in delivering PC for
advanced HF:
- Lack of knowledge
and education
received about the
nature of their
disease from health
care professional
(HCPs)
- Inadequate
guidance,
discussion and time
to talk about
palliative care
between patients
and HCPs
- Lack coordination
between hospital
and community and
inability to manage
patient’s physical,
psychosocial and
spiritual needs
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Qual: Concepts
or phenomena
Quan: Key
Variables
Hypothesis
Research
Question

Theoretical
Framework

Design

Sample (N)

Data Collection
(Instruments/Tools)

Findings

- Poor
interprofessional
communication
- Different care
philosophies and
priorities between
HCPs in treating
advanced HF
patients
- Lack of specific
training and
education about PC
in caring for
advanced HF
patients
Services needed to
improve care for
patients with
advanced HF:
- Patient,
professional and
interprofessional
communication
- Coordination of
care
Awareness of the
broader needs of
patients and families
beyond those
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Qual: Concepts
or phenomena
Quan: Key
Variables
Hypothesis
Research
Question

Theoretical
Framework

Design

Sample (N)

Data Collection
(Instruments/Tools)

Lowey (2017).
Barriers to
facilitating
palliative home
care for heart
failure patients:
Perspectives of
discharge
coordinators.

To identify the
perspectives of
home care
coordinator nurses
regarding their role
and decision
making surrounding
the discharge of
patients with HF to
PC

None

Descriptive
qualitative

14 home care coordinators

Semi-structured
qualitative interviews

Metzger, et al.
(2013). Patient
and family
members’
perceptions of
palliative care in
heart failure.

To describe patients
with HF and their
family members’
experience with and
perceptions of
inpatient PC
consultations

None

Descriptive
qualitative

24 patients with late stage
HF and 16 designated family
members

Semi-structured
qualitative interviews

Findings

specifically linked to
the HF state, such as
optimizing the quality
of life and meeting
psychosocial and
spiritual needs
Barriers to utilizing
PC:
- Nurses are not
comfortable having
end of life
conversations with
patients about PC
- Systems issues at
their hospital
impacted ability to
refer patients to PC
4 themes of patients
and family members’
perceptions of PC:
a. Insufficient
knowledge about
PC and formed
impressions based
on their interactions
with the team
b. Overall role of PC
includes emotional
support, advocacy,
providing
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Qual: Concepts
or phenomena
Quan: Key
Variables
Hypothesis
Research
Question

Theoretical
Framework

Design

Sample (N)

Data Collection
(Instruments/Tools)

Findings

information about
treatment/care
options and
transitioning to
comfort care
c. Better
understanding of
patient prognosis
which directed
treatment goals
d. Unclear
understanding
between PC and
hospice care is a
barrier to PC in HF
care
Barriers to PC
referral:
- Lack of awareness
of the availability
of PC
- Confusion between
PC and hospice
care
P
articipants reported
that PC team
improved their
hospital experience.
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Qual: Concepts
or phenomena
Quan: Key
Variables
Hypothesis
Research
Question

Sahlen et al.
(2016). A costeffectiveness
study of personcentered
integrated heart
failure and
palliative home
care: Based on a
randomized
controlled trial

To assess the costeffectiveness of the
concept of personcentered integrated
heart failure and
palliative home care

Theoretical
Framework

None

Design

Sample (N)

Data Collection
(Instruments/Tools)

Findings

Randomized
controlled
trial

72 patients with chronic and
severe heart failure;
N=36; EG (HF patients that
received Palliative
Advanced Home Care and
Heart Failure Care or
PREFER intervention)
N=36; CG (HF patients that
received the usual care
provided by a primary health
care center or heart failure
clinic)

Cost estimates for health
care and the patients’
responses to the EQ-5D
instrument to calculate
quality-adjusted life years
(QALY)

Intervention resulted
in a gain of 0.25
QALY and a
significant reduction
of health care cost
with the use of
PREFER as hospital
admissions and
number of days spent
in the hospital were
reduced.
Health-related quality
of life had a slight
improvement in EG
than CG.
Baseline QALY:
EG (0.569); CG
(0.538)
6 months post
intervention:
EG (+0.006); CG (0.024)
p=0.026
Cost of health care
was reduced by €
61,000 over the 6month intervention
period:
EG= € 140,000
CG= € 205,000
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Ziehm et al.
(2016). Health
care
professionals’
attitudes
regarding
palliative care for
patients with
chronic heart
failure: an
interview study

Qual: Concepts
or phenomena
Quan: Key
Variables
Hypothesis
Research
Question
To investigate
health care
professionals’
attitudes regarding
PC for HF patients
in Germany

Theoretical
Framework

None

Design

Sample (N)

Descriptive
qualitative

23 health care professionals
(hospital/outpatient/HF/PC
nurses, physicians, hospital
and resident cardiologists,
general practitioners)

Data Collection
(Instruments/Tools)

Semi-structured
qualitative interviews

Findings

Advantage of using
PC for patients with
CHF:
- Improve quality of
life with de-escalation
of aggressive medical
therapy for advanced
HF
Barriers to use of PC:
- Patients’, public’s
and health care
professionals’ lack
of knowledge about
PC and CHF
- Poor
communication and
coordination of care
between different
professional groups
- Inability of
cardiology to
accept medical
limits such as
identifying medical
progress in the
improvement and
development of
new therapies for
managing advanced
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Qual: Concepts
or phenomena
Quan: Key
Variables
Hypothesis
Research
Question

Theoretical
Framework

Design

Sample (N)

Data Collection
(Instruments/Tools)

Findings

HF
- Difficult and
uncertain prognosis
of course of disease
- Patients’ concerns
regarding PC
- Difficult
identification of
appropriate time of
initiation of PC for
patients with CHF
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APPENDIX B:
SURVEY QUESTIONNAIRE
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(Date)
Dear valued healthcare provider,
My name is Michelle Celeste and I am currently a Doctor of Nursing Practice (DNP)
student at The University of Arizona College of Nursing. My DNP project examines the
knowledge and perceived barriers of outpatient healthcare providers from screening and
referring patients with advanced Heart Failure (HF) to formal palliative care (PC). In
collaboration with my doctoral committee chair, Dr. Kimberly Shea, I am conducting a brief
survey. The data and information collected from this survey could potentially benefit patients
with advanced HF at Healthcare Partners Nevada Cardiology, as providers may be more inclined
to screen for palliative care, improving their health and quality of life, and address current
problems and gaps preventing providers from referring these patients for palliative care.
I would like to thank you in advance for helping me to collect this data and participating
in this survey. The attached survey contains 18 items and will take approximately 5 to 10
minutes to complete. While there is no compensation for your participation, a summary of the
findings will be available at the end of this project. Your participation in this survey is voluntary
and your identity will be kept confidential. There are no risks associated with participating in this
study. Information collected from this survey has the potential to benefit healthcare providers at
Healthcare Partners Nevada Cardiology that provide outpatient care for patients with advanced
HF and may assist in the development of a practice recommendation to improve palliative care
screening and referral for patients at Healthcare Partners Nevada Cardiology.
If you have any questions about the survey or your participation, you may email Michelle
Celeste at michelleceleste@email.arizona.edu. By completing and submitting this survey, you
are providing your consent.
For questions about your rights as a participant in this study or to discuss other studyrelated concerns or complaints with someone who is not part of the program evaluation/quality
improvement team, you may contact the Human Subjects Protection Program at The University
of Arizona or online at http://rgw.arizona.edu/compliance/human-subjects-protection-program.
Thank you for your participation!

Michelle Celeste
DNP-FNP Student (michelleceleste@email.arizona.edu)
The University of Arizona, College of Nursing
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DEMOGRAPHIC DATA

1. What is your gender?
____ Male
____ Female

2. What is your age?
____ Under 34
____ 35 – 49
____ More than 50

3. Highest educational background obtained
____ Doctor of Medicine
____ Doctor of Osteopathic Medicine
____ Master of Science in Nursing
____ Doctor of Nursing Practice
____ PhD
____ Certificate/Other

4. Years of experience as a healthcare provider
____ Less than 1 year
____ 2 – 4 years
____ 5 – 10 years
____ More than 10 years

5. Estimated number of patients with advanced HF seen in clinic
____ Less than 10
____ 10 – 30
____ 30 – 50
____ More than 50
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For the purpose of this study, we define the following terms:


Advanced Heart Failure – Based on the NYHA classification system we will classify advanced HF
patients under Class IV (severe symptom severity). ACC and AHA (2015) guidelines classify
advanced HF as stage D using the A to D staging system associating it with significant severe
symptoms, such as dyspnea and/or fatigue at rest or with minimal exertion despite maximum goal
directed medical therapy and management.



Palliative care – A specialized medical care for people with serious illnesses provided by a care team
with specialty expertise. It is focused on providing patients with relief from exacerbation of
symptoms, pain and stress together with curative treatment.



Hospice care – “assisted dying” or “immediate death”. Symptom management without lifeprolonging treatments. Typically provided to patients when mortality is likely to be within less than 6
months.

Examples of Palliative Care:


Discontinuing medical therapies that are burdensome and do not provide symptomatic relief



Use of low dose opioids and nitrates for relief of pain



Cognitive behavioral therapy and supportive therapy to address depression associated with chronic
progressive health condition



Avoiding aggressive procedures that do not contribute to recovery or quality of life: implantable
cardiac defibrillators (ICDs), intubation or cardiopulmonary resuscitation (CPR)

Rate if you have considered incorporating the following items into your traditional practice of
caring for patients with advanced heart failure.
1. Discontinuing medications such as beta blockers and angiotensin converting enzyme-inhibitors as their
adverse effects are associated with hypotension and fatigue
___ no and not considered
___ no, but considered
___ yes

2. Use of low dose opioids and nitrates to provide symptom relief for dyspnea
___ no and not considered
___ no, but considered
___ yes
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3. Recommending acupuncture, exercise training and music to address pain
___ no and not considered
___ no, but considered
___ yes

4. Prescribing appropriate antidepressants to control clinical depression
___ no and not considered
___ no, but considered
___ yes

5. Recommendation of psychological interventions such as cognitive behavioral therapy and supportive
therapy
___ no and not considered
___ no, but considered
___ yes

6. Discussion of device deactivation such as inactivating ICDs
___ no and not considered
___ no, but considered
___ yes

7. Discussion of avoiding aggressive procedures that are associated with significant risk such as
intubation or CPR
___ no and not considered
___ no, but considered
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We would like to know to what extent do you perceive each of the following items as a barrier to
referring patients with advanced HF to formal palliative care.
1. Lack of knowledge about palliative care
___ to no extent
___ to a little extent
___ to a moderate extent
___ to a great extent

2. Misconception of palliative care from hospice care
___ to no extent
___ to a little extent
___ to a moderate extent
___ to a great extent

3. Difficulty identifying appropriate time to refer patient to palliative care
___ to no extent
___ to a little extent
___ to a moderate extent
___ to a great extent
4. Fear of patient’s reaction or perceived feelings of abandonment when referred to palliative care
___ to no extent
___ to a little extent
___ to a moderate extent
___ to a great extent

5. Lack of support for palliative care from clinical administration
___ to no extent
___ to a little extent
___ to a moderate extent
___ to a great extent
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6. Lack of coordination or communication between medical disciplines (e.g. general medicine,
cardiology, palliative care, nursing staff, social worker)
___ to no extent
___ to a little extent
___ to a moderate extent
___ to a great extent

7. Lack of knowledge where to refer patients or how to access palliative care services
___ to no extent
___ to a little extent
___ to a moderate extent
___ to a great extent

8. Lack of resources or access for palliative care that is distance appropriate for patient
___ to no extent
___ to a little extent
___ to a moderate extent
___ to a great extent
9. Family’s reluctance about palliative care for patient
___ to no extent
___ to a little extent
___ to a moderate extent
___ to a great extent
Are there any additional factors you identify or perceived as a barrier against palliative care
screening of patients with advanced heart failure not listed above?
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
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Do you have any comments about the whole questionnaire or project?
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
- End of Survey -
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