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ABSTRACT  

Purpose. To evaluate the influence of an educational module about integrative therapies used in 

palliative care on knowledge among palliative care patients and its feasibility as a tool to provide 

patient education at the University of Arizona Telehealth Learning Center (TLC).  

Background. Palliative care is an interdisciplinary medical approach that aims to provide 

supportive care for chronically or critically ill individuals. Integrative palliative care helps 

improve the delivery of palliative care by incorporating integrative therapies in the palliative care 

setting. However, 80% of palliative care patients reported a lack of knowledge of integrative 

therapies. This project aimed to address the lack of patient education through an educational 

module on integrative therapies. 

Methods. This QI project was implemented online at the University of Arizona TLC on 10 

simulated palliative care patients (SPs) using Zoom because of the COVID-19 pandemic. The 

SPs completed a pre-test survey to determine their baseline knowledge of integrative therapies 

before participating in a 20-minute Panopto educational module. After completing the 

educational module, the SPs answered a post-test survey to assess knowledge acquisition of 

integrative therapies and a post-test questionnaire to evaluate the feasibility of the educational 

module as a tool to deliver patient education.  

Results. The educational module resulted in knowledge acquisition among the SPs (N= 10) with 

a mean improvement of 2.6 correct answers and a standard deviation of 2.01. There was a 

statistically significant difference between the pre-test and post-test scores (P= 0.003). The SPs 

who completed the post-test questionnaire (N= 9) stated that they “strongly agree” and 

“somewhat agree” that the educational module was a feasible tool for patient education. Only 
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one SP (11.1%) “neither agreed nor disagreed” that the overall presentation of the educational 

module was conducive to learning. 

Conclusions. An educational module on integrative therapies used in palliative care was a 

feasible tool for patient education and improved patient knowledge of integrative therapies. 

Ongoing implementation of the educational module can benefit more palliative care patients. To 

help advance future practice and research in palliative care, the results from this pilot project can 

be disseminated to other palliative care clinics or institutions. 
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INTRODUCTION 

According to the World Health Organization (WHO) (2018), palliative care enhances the 

quality of life (QOL) of patients suffering from physical, psychosocial, or spiritual dilemmas 

resulting from chronic or critical illness, including their families. In 2017, 72% of hospitals in the 

United States (US) with 50 or more beds had a palliative care team compared to 67% in 2015 

(Rogers et al., 2020). Despite an overall proliferation of palliative care, the present healthcare 

system in the US remains suboptimal in satisfying the needs of severely ill patients and their 

families. Integrative palliative care is a growing area in medicine that incorporates evidence-

based conventional and integrative treatments to provide supportive care for individuals 

diagnosed with life-threatening diseases or approaching the end of life (Integrative Palliative 

Care Institute [IPCI], 2020). In palliative care environments, the combination of conventional 

treatments and integrative therapies such as acupuncture, massage, and yoga, helps revamp the 

delivery of palliative care by optimizing symptom control. The perspective of medicine in the 

US is steadily shifting towards a more holistic approach to healing and most patients who seek 

integrative modalities are self-referred (Gannotta et al., 2018). The expanding use of integrative 

therapies in palliative care warrants the provision of patient education to offer them general 

knowledge of integrative therapies, improve access to integrative modalities, and foster informed 

decision-making between palliative care patients and their healthcare providers.  

Background Knowledge and Significance 

The misconceptions of palliative and hospice care necessitate further understanding of 

the terms. Hospice is a service that intends to provide comfort and adequate control of patients’ 

symptoms. However, hospice care is exclusively for patients who have six months or less to live, 



 

 

14 

and its provision is not simultaneous with conventional remedies (Shalev et al., 2018). Palliative 

care is a much broader concept that encompasses individuals who have incurable, debilitating 

conditions, or life-limiting disease, to older adults who require extra care, and individuals facing 

the end of life (IPCI, 2020). Palliative care also covers a multitude of disease processes. The 

percentage of adults that need palliative care predominantly have chronic conditions such as 

cardiovascular diseases (38.5%), cancer (34%), chronic respiratory diseases (10.3%), acquired 

immune deficiency syndrome (AIDS) (5.7%), and diabetes (4.6%) (WHO, 2018). Other 

individuals that may benefit from palliative care include those with chronic liver disease, kidney 

failure, multiple sclerosis, rheumatoid arthritis, Parkinson’s disease, dementia, neurological 

disease, congenital anomalies, and drug-resistant tuberculosis (WHO, 2018). The delivery of 

palliative care is through a specially trained team of providers, nurses, and specialists who 

collaborate with other healthcare professionals caring for the patient to render an added layer of 

support (Center to Advance Palliative Care [CAPC], 2020a). 

Pain is the most common symptom among palliative care patients and has a significant 

impact on well-being and quality of life (QOL) (Schmid et al., 2018). Henneghan and Schnyer 

(2015) asserts that pronounced changes in the brain, such as reduced cognitive reserves, 

diminished opioid receptors, and altered metabolism, all contribute to the different expressions of 

pain as people age. Furthermore, polypharmacy, social detachment, loss of independence, and 

having multiple comorbidities impairs an individual’s ability to cope with stress from incessant 

pain. Aside from pain, the introduction of integrative therapies also stems from the limitations of 

conventional care in ameliorating depression, anxiety, fatigue, nausea and vomiting, and dyspnea 

among palliative care patients (Grenlee et al., 2017; Henneghan & Schnyer, 2015). Although 
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conventional treatment plays an outstanding role in saving lives, it lacks the potential to address 

the physical, mental, and emotional distress related to life-limiting illness (Estores & Frye, 

2015). The core of integrative medicine is a patient-focused strategy to health and wellness that 

views the whole person as more than the sum of its parts (National Center for Complementary 

and Integrative Health [NCCIH], 2020a). The premise of integrative therapies makes it a great 

adjunct to conventional remedies in palliative care. 

Numerous reasons justify the need for quality palliative care. Millions of Americans are 

living with severe illness and the rates of serious diseases will surge to more than two-fold in the 

next 25 years due to the aging of baby boomers (CAPC, 2020a). Advancements in medicine also 

lead to a longer life expectancy, which subsequently increases the rates of chronic illnesses 

(Cruz-Oliver, 2017). The sole use of curative treatments in patients with a chronic or critical 

illness does not always produce superior patient outcomes. In fact, 33.2% of adults in the US 

accessed at least one type of integrative therapy in 2012 to help palliate their symptoms (Saper, 

2016). Focusing on illness-specific remedies rather than considering the individualized needs of 

patients and their families lead to unwarranted distress, increased healthcare costs, and 

ineffective pain and symptom control. It also causes prolonged or recurrent hospitalizations and 

visits to the emergency department, overwhelmed families and caregivers, and provider burnout 

(CAPC, 2020b). Combining integrative therapies with curative treatments also originates from 

patients’ perceptions of the utility of these therapies. Armstrong (2019) realized that palliative 

care patients receiving integrative therapies felt that the therapist viewed them as a whole person 

and not merely a disease. Patients also voiced that engagement and time spent with their therapist 

cleared their feelings of loneliness. 
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The National Consensus Project (NCP) for Quality Palliative Care (2018) published its 

first clinical practice guidelines (or NCP guidelines) in 2004 to establish a paradigm on how to 

deliver outstanding palliative care. Continuous refinement of the NCP guidelines gave rise to its 

fourth and latest edition, which targets to increase access to exceptional palliative care for 

chronically ill patients in all settings. The NCP guidelines outline the vital elements, structure, 

and procedures to achieve quality palliative care, including eight domains of practice. The 

second domain is the physical aspects of care, which promulgates that the needs of the patient 

and their family must guide the holistic assessment, care plan, and treatment of physical 

symptoms to enhance and sustain the patient’s functional status and QOL (National Consensus 

Project for Quality Palliative Care, 2018). The NCP guidelines also stress that effective symptom 

management techniques demand an interdisciplinary team and access to practitioners with 

specialist-level skills. Treating discomforting symptoms and treatment side effects must also 

involve evidence-based pharmacological, behavioral, interventional, and complementary 

interventions (National Consensus Project for Quality Palliative Care, 2018). Incorporating 

integrative therapies in palliative care will help promote the physical aspects of care through an 

evidence-based, multimodal method of symptom control. 

Complementary medicine encompasses therapies that accompany mainstream medical 

care, while alternative medicine refers to the use of modalities that replace conventional 

treatment (Grenlee et al., 2017). Integrative medicine is evidence-based, asserts the significance 

of the relationship between the provider and patient, concentrates on the whole person, and 

utilizes suitable therapeutic and lifestyle interventions, healthcare professionals, and disciplines 

to attain ultimate health and healing (Saper, 2016). It views the whole person as a 
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multidimensional entity by providing care for the mind, body, spirit, and relationships. The 

beliefs of integrative medicine correlate with Domain 2: Physical Aspects of Care of the NCP 

Guidelines, which emphasizes that the physical care of a severely ill patient starts with realizing 

the patient’s physical, functional, emotional, and spiritual needs (National Consensus Project for 

Quality Palliative Care, 2018). 

The palliative care specialty’s growth encompasses 7,618 board-certified palliative care 

physicians and more than 18,000 palliative care certified nurses (CAPC, 2020b). Professional 

institutions supervise and manage certification requirements for integrative and complementary 

therapy practitioners to ascertain patient safety. These organizations include the National 

Certification Commission for Acupuncture and Oriental Medicine (NCCAOM), North American 

Board of Naturopathic Examiners, National Certification Board for Therapeutic Massage and 

Bodywork, and the National Board of Chiropractic Examiners (NBCE) (NCCIH, 2020b). In the 

US, 30 states have integrative medicine centers and hospitals that offer integrative therapies, and 

this number continues to rise. In Arizona, The University of Arizona Andrew Weil Center for 

Integrative Medicine in Tucson and the Integrative Oncology at Banner MD Anderson Cancer 

Center in Gilbert caters to the integrative medicine needs of its patient population. 

The benefits of utilizing integrative therapies in palliative care include improving patient 

outcomes and increasing healthcare savings. It reduces intensive care unit (ICU) stays and 

pharmacy expenditure, lowers hospital costs through a shortened length of stay, eliminates 

unreasonable tests, and permits effectively planned transitions of care (CAPC, 2020b). 

Integrative therapies have proven their efficacy and have become widely accepted that patients 

are willing to pay out-of-pocket. American adults spend approximately $28.3 billion annually in 
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out-of-pocket costs for integrative therapies (NCCIH, 2020c). In a 2012 study, the use of 

acupuncture, chiropractic, and massage was higher in the uninsured compared to those with 

insurance plans that covered partial costs (NCCIH, 2020c). Most insurance plans including 

Medicare and Medicaid cover all or a fraction of the cost of palliative care (CAPC, 2020b). 

Individuals can also use tax-exempt accounts, such as flexible spending arrangement or health 

savings account to save money for health expenses and pay for certain integrative therapies. The 

federal government also assists with the healthcare costs of individuals who are eligible for 

federal health benefit programs, such as those for veterans, and Medicare and Medicaid patients 

(NCCIH, 2020c). 

The shared philosophy of enhanced QOL and well-being is the basis for assimilating 

integrative therapies in palliative care. The collaboration between the patient and provider in 

integrative palliative care fosters a holistic strategy comprised of beliefs, total wellness, and 

community to restore the mind and body (Gannotta et al., 2018). Although there is a heightened 

demand for integrative therapies in the palliative care setting, certain factors impact the timely 

inclusion of these modalities in the palliative care plan. According to King et al. (2015), patients 

expressed inadequate support from their healthcare provider and a lack of effective 

communication regarding integrative therapies. In addition, 80% of patients reported that their 

provider did not discuss integrative therapy options with them (King et al., 2015). This quality 

improvement (QI) project aims to address the lack of patient education through an educational 

module on integrative therapies used in palliative care.  
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Local Problem 

The COVID-19 pandemic has brought a negative impact to healthcare organizations, 

educational institutions, and resources, warranting the feasibility of using alternative sites for the 

implementation of DNP QI projects. The University of Arizona Telehealth Learning Center 

(TLC) is a simulated outpatient adult palliative care clinic located in Tucson, Arizona. A typical 

adult palliative care clinic serves adult and geriatric palliative care patients aged 18 and older. 

The simulated patient population at the TLC ranges from patients currently receiving curative 

treatment such as chemotherapy, to patients with chronic pain. The palliative care team at the 

TLC includes a palliative care nurse practitioner (NP), two registered nurses, a social worker, 

and a chaplain. The team sees patients in the outpatient clinic, conducts home visits, and offers 

videoconferencing for patients. They also collaborate with other healthcare providers caring for 

the patient to render a multidisciplinary approach in supporting patients and their families. 

After conducting a needs assessment, the project leader determined that the TLC does not 

have an integrative medicine program in place or give referrals for patients who seek these 

options. The TLC also does not provide information on integrative therapies for their patients. 

Palliative care patients at the TLC conveyed that they want to learn about integrative therapies, 

so they can explore other methods to hasten their symptoms. The patients also communicated 

that they wish to obtain accurate information on integrative therapies supported by research 

through an education program. To address this gap in palliative care, the project leader 

developed an educational module to provide patients at the TLC with fundamental knowledge of 

integrative therapies used palliative care and evaluate the feasibility of the educational module in 

providing patient education. 
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Intended Improvement 

Project Purpose 

The purpose of this QI project at the University of Arizona Telehealth Learning Center 

(TLC) was to evaluate the influence of an educational module about integrative therapies used in 

palliative care on knowledge among palliative care patients and its feasibility as a tool to provide 

patient education.  

Project Question 

Among palliative care patients at the University of Arizona Telehealth Learning Center 

(P), how will the implementation of an educational module on integrative therapies used in 

palliative care (I) influence their knowledge of these modalities (O)? 

Project Objectives 

The specific aims of this QI project included: 

Aim 1: Creating an evidence-based educational module on integrative therapies used in 

palliative care with recommendations from Domain 2: Physical Aspects of Care 

of the NCP Guidelines.  

Aim 2: Implementing the educational module online at the TLC to provide fundamental 

education for palliative care patients regarding integrative therapies used in 

palliative care.  

Aim 3: Evaluating the influence of the educational module on palliative care patients’ 

knowledge through a pre- and post-test survey at the TLC.  
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Aim 4: Evaluating the feasibility of the educational module as a tool to provide patient 

education regarding integrative therapies used in palliative care through a post-

test questionnaire at the TLC.  

Theoretical Framework 

The theoretical framework that served as a foundation for this project was the adult 

learning theory (ALT), initially developed in 1980 by Malcolm Shepherd Knowles (Knowles, 

1984). Knowles’ theory of andragogy validated the relationship between coaching and adult 

learning, including the importance of self-determination (Cox, 2015). This theory best fitted the 

project purpose as the project leader served as the facilitator in educating palliative care patients 

on integrative therapies used in palliative care through an educational module. According to 

Knowles (1984), andragogy is a novel approach to the art and science of adult learning, which 

differs from pedagogy or the traditional method of child learning. In 1833, the German educator 

Alexander Kapp coined the term andragogy, which translates to man-leading in Greek. Knowles 

(1984) postulated five assumptions about adult learners and four principles about adult learning. 

Knowles (1984) claimed five assumptions about adult learners that pertain to the concept 

of the learner, role of the learner’s experience, readiness to learn, orientation to learning, and 

motivation to learn (Figure 1). The concept of the learner denoted that a person progressed from 

being dependent towards being self-directing. The knowledge acquired by the patients after 

completing the educational module on integrative therapies enabled them to make informed 

decisions with their provider regarding integrative therapy choices. The patients also had the 

autonomy to either participate in the QI project or not. According to Knowles (1984), when 

individuals feel forced to cooperate against their will, they experience resentment and resistance, 
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so the project leader provided patients with the disclosure form to prevent this issue from 

occurring. The adult learner’s experience was comparable to an increasing bank of knowledge, 

and the differences in experience presented various effects on education (Knowles, 1984). 

Palliative care patients may have varied levels of knowledge on integrative therapies. Some 

patients may have already heard about or used integrative therapies, while it may be a completely 

new concept to others. The goal of the educational module was to educate patients about 

integrative therapies or augment their existing knowledge of these options. A person’s readiness 

to learn aligned with the need to be competent to perform tasks (Knowles, 1984). As patients at 

the TLC voiced insufficient knowledge of integrative therapies, the educational module 

motivated them to learn and be more adept with integrative modalities. Orientation to learning 

implied the significance of applying learning experiences to real-life scenarios (Knowles, 1984). 

Palliative care patients exercised what they learned from the educational module when making 

informed decisions with their provider or asking for referrals to integrative therapy practitioners. 

Lastly, Knowles (1984) argued that internal factors fuel the motivation to learn. The deficit of 

valid information on integrative therapies and the willingness to attend an educational program 

stimulated learning among patients at the TLC. 
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Figure 1 

Theoretical Framework Illustration 

 

From: Knowles, M. S. (1984). Andragogy in action (1st ed.). San Francisco, CA: Jossey-Bass. 

The four principles of andragogy helped educators understand their target population’s 

individualized needs and guided them to teach effectively. The first principle is that adults 

required active involvement in the planning and evaluation of their education (Knowles, 1984). It 

was the project leader’s responsibility to keep patients informed of every step in the 

implementation process. This included a clear explanation the project’s purpose, answering 

questions, and specifying that the evaluation methods are a pre- and post-test survey and a post-

test questionnaire. Palliative care patients diligently participated in the QI project by completing 

the educational module and answering the pre- and post-test surveys and post-test questionnaire. 
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Second, adults learned by doing, regardless if they commit errors (Knowles, 1984). Integrative 

therapies may not elicit the same effect for every patient. However, patients engaged in trial and 

error until they find an integrative modality or a combination thereof that is more effective in 

achieving adequate symptom control. The third principle stated that adults learn topics better 

when it has immediate relevance (Knowles, 1984). Integrative therapies are pertinent to 

palliative care patients as the goal of these treatments was to render an individualized approach 

to ameliorate discomforting symptoms. The last principle proposed that adult learning focuses on 

problems and not content (Knowles, 1984). Inadequate relief of symptoms are problems that 

palliative care patients faced. The educational module emphasized integrative treatments that can 

help ameliorate symptoms experienced by palliative care patients. The educational module also 

aimed to resolve the issue of a lack of patient education on integrative modalities. 

The ALT established a methodical scheme of assumptions and principles to interpret and 

explain learning in adults (Knowles, 1984). The project leader integrated the five assumptions 

about adult learners in teaching palliative care patients about integrative palliative care through 

an online educational module. The four principles of andragogy in adult learning directed the 

project leader in creating a module that fits the educational needs of palliative care patients. 

Moreover, it also advised the project leader regarding effective teaching and evaluation methods. 

The perceived significance of the new idea and its utility in broadening the knowledge base for 

future use impacted the readiness to learn (Cox, 2015). The educational module yielded a 

positive effect in teaching patients about integrative therapies in palliative care. Understanding 

andragogy, its major assumptions, and its key principles guided the project leader in overcoming 

challenges and promoting the successful implementation of the QI project.  
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Literature Synthesis 

Evidence Search 

The project leader conducted a literature search of all studies written in the English 

language to identify the most current, evidence-based integrative therapies used in palliative 

care. The databases used include PubMed and CINAHL, using the key terms “integrative 

medicine,” “integrative therapies in palliative care,” “integrative palliative care,” and 

“integrative therapy education.” The search limits included peer-reviewed, full-text available, 

and published within the last five years (2015-2020).  

Using the PubMed advanced search tool, other criteria such as “free full text,” “humans,” 

and “adults 19+” helped narrow down the search. The first term yielded 324 results, and the 

second term produced 50 results. The third term generated 56 results, and the fourth term yielded 

57 results. Using the CINAHL search tool and the search criteria “free full text,” “humans,” and 

“all adults,” the first Boolean/phrase generated 276 results. The second Boolean/phrase yielded 

17 results, and the third produced 56 results. The last Boolean/phrase yielded 46 results. 

The combined results from searching both databases yielded 882 articles. The project 

leader excluded studies that did not pertain to integrative therapies and narrowed the number of 

relevant articles down to 578. The project leader chose 15 of the most significant studies for 

synthesis which include: Armstrong et al., 2019; Clark et al., 2019; Clemo-Crosby et al., 2018; 

Ćwiękała-Lewis et al., 2017; Eaton & Hulett, 2019; Grenlee et al., 2017; Henneghan & Schnyer, 

2015; Hu et al., 2016; Latoracca et al., 2017; Miao et al., 2017; Sánchez-Vidaña et al. 2017; 

Schmid et al., 2017; Senderovich et al., 2016; Thrane et al., 2019; and Von Trott et al., 2020.  
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Figure 2 

PRISMA 2009 Flow Diagram 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
From: Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009). Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses: The PRISMA Statement. PLoS Med 6(6): e1000097. doi:10.1371/journal.pmed1000097 
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Comprehensive Appraisal of Evidence 

Acupuncture. Acupuncture is the ancient Asian traditional medical practice of 

stimulating precise energy points or “acupoints” throughout the body using fine, metallic 

needles. It impedes with energetic blockages that produce symptoms and disease to re-establish 

the body's normal flow of vital energy or “qi” along meridian pathways (Eaton & Hulett, 2019). 

There is no standard frequency of acupuncture sessions, but 20 to 45-minute sessions are typical. 

In the US and Canada, state or provincial regulatory offices require formal training and national 

certification examination to provide licensing for acupuncturists (Eaton & Hulett, 2019). 

Acupuncture significantly improves dyspnea in palliative patients with advanced disease when 

treated for at least two weeks (Von Trott et al., 2020, P= 0.007). The combination of acupuncture 

and conventional treatment effectively reduces cancer pain (Hu et al., 2016, P <0.0001; Eaton & 

Hulett, 2019, P <0.05). It improves pain remission rate, has a quick onset for pain relief, longer 

duration of being pain-free, and improves QOL (P= 0.0002) without severe adverse effects (Hu 

et al., 2016). 

Acupressure. The roots of acupressure are the same Asian traditional practice as 

acupuncture, but it uses the manual application of pressure at exact acupoints instead of inserting 

needles (Eaton & Hulett, 2019). Acupressure works as an adjunct for pain relief among cancer 

patients (Eaton & Hulett, 2019, P <0.01). Acupressure decreases the severity of acute (P <0.01) 

and delayed nausea and vomiting (P= 0.004) when combined with antiemetics (Miao et al., 

2017). Among cancer patients, acupressure also works as supportive care along with antiemetics 

for chemotherapy-induced nausea and vomiting (CINV) (Grenlee et al., 2017). 
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Aromatherapy. Aromatherapy is a type of herbology that constitutes the use of fragrant 

essential oils derived from plants that possess potential therapeutic benefit (Eaton & Hulett, 

2019). The US Food and Drug Administration (USFDA) regulates the use of essential oils and 

acknowledges its safety for topical and inhalation use (Eaton & Hulett, 2019). Aromatherapy 

massage (AM) demonstrates a statistically significant difference in depression scores using the 

profile of mood scales (POMS) depression scale compared to baseline scores in palliative cancer 

patients (Sánchez-Vidaña et al., 2017, P <0.001). It also reduces depression and anxiety in 

patients who received one-hour weekly sessions for six weeks, with effects lasting for over 10 

weeks (Clemo-Crosby et al., 2018, P <0.05). According to Thrane et al. (2019), aromatherapy 

reduces anxiety and improves sleep in critically ill patients. 

Biofield therapies. The basis of biofield therapies is the premise that disease is the 

manifestation of imbalances in the body’s energy field or “biofield” (Eaton & Hulett, 2019). 

There is no standard dosing and duration for biofield therapies. However, an average session is 

30 to 45 minutes and can transpire for 4 to 6 weeks (Eaton & Hulett, 2019). Biofield therapies 

include reiki, therapeutic touch (TT), and healing touch (HT). 

Reiki. Reiki is the Japanese word for “universal life energy” and is an ancient Japanese 

practice to promote healing by balancing and aligning the body’s biofield (Eaton & Hulett, 

2019). Reiki practitioners use their hands to sense disproportions in energy and regulate or 

transfer energy based on the energy requirements of the body (Eaton & Hulett, 2019). Compared 

to standard care alone, reiki demonstrated significant enhancement of well-being and mental 

comfort among patients (Henneghan & Schnyer, 2015, P <0.05). Reiki also improved symptoms 
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of pain (P <0.001), depression (P <0.001), and anxiety (P <0.001) in patients with chronic pain 

and these benefits lasted beyond the duration of therapy (Henneghan & Schnyer, 2015). 

Therapeutic touch and healing touch. Therapeutic touch and healing touch are 

interventions comparable to reiki because practitioners also identify and correct disruptions in 

the biofield using their hands (Eaton & Hulett, 2019). In HT, practitioners do not touch the 

patient, but place their hands over different body parts to promote healing. Studies show that a 

single session of HT significantly reduced pain in cancer patients (Eaton & Hulett, 2019, P 

<0.01). During therapeutic touch, practitioners apply gentle touch and perform the therapy for 5-

7 minutes per session. The practitioner situates their hands over the patient’s body and begins 

from their head or shoulder, moving all the way down to their feet (Senderovich et al., 2016). 

Therapeutic touch improves the palliative performance scores in geriatric patients receiving 

palliative care and induces relaxation and sleep (Senderovich et al., 2016, P <0.001). 

Music therapy. A health care field comprised of evidence-based, clinical, music 

interventions designed to achieve individualized therapeutic goals. In the US, music therapy is 

one of the most frequently used integrative methods in inpatient palliative care (Schmid et al., 

2018). Board-certified music therapists trained in psychology, medicine, and music facilitate this 

intervention (Eaton & Hulett, 2019). Music therapy allows patients and music therapists to 

actively engage in music by composing, singing, or playing instruments. Music therapy improves 

pain control among cancer patients (Eaton & Hulett, 2019). A study by Schmid et al. (2018) 

found that music therapy reduces pain, depression, and anxiety, and enhances QOL in the 

palliative care patients. Hastening pain and anxiety through music therapy promotes sleep in 
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critically ill adults (Thrane et al., 2019). Music therapy also diminishes feelings of anxiety in 

patients with breast cancer (Grenlee et al., 2017). 

Massage therapy. Massage is the use of varying degrees of hand pressure to 

methodically manipulate soft tissue and muscle through rubbing, stroking, kneading, and 

stretching (Eaton & Hulett, 2019). Massage covers different techniques, including Swedish 

massage and reflexology, to alleviate muscle pain and stiffness. While massage sessions differ 

across trials, the reported average length is 30 minutes, one to three times each week for 4 to 6 

weeks (Eaton & Hulett, 2019). 

Mind-body and contemplative approaches. Mind-body approaches emphasize the link 

between the mind, body, and behavior (Eaton & Hulett, 2019). These techniques can improve the 

mind-body connection, resulting in improved health outcomes and well-being. Mind-Body 

approaches include mindfulness meditation and hypnosis. 

Mindfulness meditation. Mindfulness meditation guided by a facilitator relieves stress in 

palliative care patients immediately after the intervention, and the effects can last beyond the 

session (Latoracca, 2017). It decreases depression and anxiety in breast cancer patients, thereby 

improving their QOL (Grenlee et al., 2017). 

Hypnosis. Hypnosis induces a state of concentration and focused attention through 

relaxation and imagery to enhance a patient’s response to instruction. The components of a 

hypnosis session include a hypnotic induction (relaxation), followed by imagery, deepening, and 

symptom-specific instructions (Eaton & Hulett, 2019). Trained hypnotherapists decide on the 

dosing and duration of sessions, which generally include listening to a hypnosis audio recording 

daily to alleviate chronic cancer pain (Eaton & Hulett, 2019). 
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Mindfulness-based movement approaches. Mindfulness-based movements intend to 

assist objective focus in an individual’s situational awareness of breathing and attention. 

Evidence shows that individuals who are inherently more mindful experience less pain when 

introduced to discomforting heat stimuli, as this translates to decreased activation of an area of 

the brain responsible for attention and subjective emotional reactions to sensations (Eaton & 

Hulett, 2019). Examples of mindfulness-based interventions are tai chi and yoga. 

Tai Chi. Ancient mind-body practice stemming from traditional Chinese medicine that 

combines specific postures and slow movements with mental focus, breathing, and relaxation 

(Eaton & Hulett, 2019). The average duration for tai chi is 24 sessions in 12 weeks. Minor 

musculoskeletal aches and pains can occur, which is typical for exercise-based interventions. In a 

study by Ćwiękała-Lewis et al. (2017), tai chi improves well-being (P <0.05) and physical 

functioning (P <0.05) in patients with Parkinson’s disease, who are generally medically 

managed with palliative care. 

Yoga. Yoga is a well-known exercise that focuses on physical posture, breathing, and 

meditation to enhance mental well-being (Eaton & Hulett, 2019). Yoga is routinely performed 

once or twice weekly in 60 to 90-minute sessions depending on the person’s tolerance. A tailored 

eight-week yoga program can effectively improve chronic cancer pain (Eaton & Hulett, 2019, P 

<0.005). Grenlee et al. (2017) recommends yoga to ease anxiety and improve mood, depressive 

symptoms, and QOL in breast cancer patients. 

Safety. Integrative therapies are generally safe, non-invasive, and have minimal to no 

adverse effects. Aromatherapy, biofield therapies, mind-body approaches, and music therapy are 

non-invasive and traditionally safe (Eaton & Hulett, 2019; Schmid et al., 2018). Acupuncture is 
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minimally invasive and universally safe when provided by trained acupuncturists. Although 

adverse effects are rare, acupuncture can cause minor bleeding, subcutaneous bruising, or pain at 

the insertion site. To maintain patient safety, special emphasis is given to prevent skin infections 

among oncology patients receiving cancer treatment, patients on anticoagulants or underlying 

hematologic conditions, and those with distorted anatomy when they receive acupuncture (Eaton 

& Hulett, 2019). Massage therapy can cause typical muscle soreness. During massage therapy, 

therapists must observe precautions in patients with altered skin integrity, open wounds, and 

implanted medical devices (Eaton & Hulett, 2019). Mindfulness-based movement approaches 

such as Tai chi and yoga require the supervision of trained instructors to ascertain safety 

(Ćwiękała-Lewis et al., 2017; Eaton & Hulett, 2019). Integrative therapy practitioners also 

require training, licensing, and certification to be able to practice. In the US, licensure and 

regulatory boards govern acupuncture, hypnosis, massage, meditation, and music therapy 

(Grenlee et al., 2017). 

Effectiveness. Traditional medical treatment and drug therapies do not always provide 

adequate relief of symptoms in patients with advanced disease receiving palliative care 

(Armstrong et al., 2019). This drawback challenges clinicians to explore other approaches that 

can ameliorate patients’ symptoms and enhance their well-being. Integrative modalities do not 

replace conventional treatment; their use is meant as an adjunct to curative care to achieve 

optimal symptom control. For instance, the simultaneous use of acupuncture and antiemetics can 

relieve CINV (Grenlee et al., 2017). The combination of acupressure and antiemetics also 

decreases the severity of acute and delayed nausea and vomiting (Miao et al., 2017). Patients also 

report that integrative therapies, such as aromatherapy and massage, improves their well-being, 
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promotes rest, and allows “escapism” or living in the moment that eliminates their worries about 

their illness and future (Armstrong, 2019). Palliative care patients voice that music therapy 

provides a relaxing and calming effect, improves their physical awareness, and enhances their 

well-being (Schmid et al., 2018). 

Education. The increasing use of integrative modalities in palliative care warrant patient 

education regarding these therapies. Effective communication can increase patients’ confidence 

in healthcare providers and improve patients’ adherence to evidence-based recommendations. 

However, a deficit in patient understanding of integrative therapies is a barrier to effective 

communication and access to these therapies. King et al. (2015) found that 72% of patients 

recognize the need for reliable sources of information on integrative therapies and are eager to 

attend an education program. Educating patients on integrative therapy options can make them 

more informed and involved in their treatment plan. Taylor et al. (2018) determined that patients 

wish to learn about integrative therapies and prefer that the educator present the information in a 

concise and focused format. 

Strengths of Evidence 

Studies reveal that patients enjoy the liberty of choosing integrative modalities offered by 

therapists, in contrast to conventional treatments that they deem as mandatory (Armstrong et al., 

2019). Integrative therapies enable palliative care patients to select interventions according to 

their preferences, lifestyle needs, and personal beliefs. Practitioners can also combine certain 

integrative therapies, such as massage and aromatherapy, depending on what provides the most 

relief for patients (Sánchez-Vidaña et al., 2017). Research demonstrates that most integrative 

therapies are non-invasive, quickly learned, require no equipment, and are readily available in 
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any setting (Eaton & Hulett, 2019; Henneghan & Schnyer, 2015). Trained practitioners can teach 

these interventions to providers, family members, and caregivers. In providing individualized 

care, providers and integrative therapy practitioners can customize integrative modalities 

according to the patient’s preference and response. Studies also show that patients are eager to 

participate in educational sessions on integrative modalities (Taylor et al., 2018). The integrative 

therapies included in the literature synthesis are also evidence-based and mostly derived from 

RCTs or systematic reviews.  

Weaknesses of Evidence 

There are weaknesses in research regarding integrative therapies used in palliative care. 

One shortcoming is the absence of standardized recommendations on the dosing and duration of 

certain therapies, such as aromatherapy massage for depression or acupuncture for pain (Eaton & 

Hulett, 2019). However, this could be due to variations in patient response to different 

integrative modalities or combinations thereof. An integrative therapy that works well for one 

patient may not yield the same response in another patient. Another weakness is that the 

literature only mentions the dose and duration for therapies used in the research studies. For 

instance, the basis of investigating the efficacy of aromatherapy massage for depression were 

weekly sessions or a frequency of once every two weeks (Sánchez-Vidaña et al., 2017). 

Nevertheless, the therapies are still proven to be effective in ameliorating the patients’ 

symptoms. This weakness in research should inform providers to consider individualized 

therapeutic goals. Another weakness identified in the literature is an insufficient understanding 

of integrative therapies among providers, patients, and their families. This shortcoming validates 
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the need for patient education to keep patients informed of their options and uphold better 

communication with their providers.  

Gaps and Limitations 

One gap in the literature is the continuing change in integrative therapy recommendations 

with the emergence of new research. A previous systematic review found inadequate evidence on 

the effectiveness of acupuncture in relieving cancer pain. However, recent systematic reviews 

and expert consensus demonstrate valid proof that acupuncture is effective as a complement to 

conventional treatment in mitigating cancer pain (Eaton & Hulett, 2019). A current systematic 

review by Sánchez-Vidaña et al. (2017) on the effects of aromatherapy massage in managing 

depression among palliative care cancer patients refutes an earlier systematic review on the 

inconclusive benefits of aromatherapy in reducing depression. New research studies also address 

the limitations of older evidence through larger sample sizes or analyzing more RCTs in their 

systematic reviews, which entails that providers must remain up to date on the present 

recommendations. No substantial evidence exists to support the use of ingested dietary 

supplements to ease treatment‐related side effects (Grenlee et al., 2017). While some patients use 

herbs and supplements without consulting their providers, there are no robust findings that 

support the ingestion of herbal products for symptom relief. 

METHODS 

Project Design 

The purpose of this pilot QI project at the University of Arizona TLC was to evaluate 

how an educational module on integrative therapies used in palliative care will influence 

knowledge on integrative therapies used in palliative care among palliative care patients. This 
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project also determined the feasibility of an educational module as a tool used to impart patient 

education about integrative therapies to palliative care patients. It was a quantitative project as it 

assessed the influence of the educational module on palliative care patients’ knowledge on 

integrative therapies and the feasibility of the educational module in providing patient education. 

The method of evaluation to assess knowledge acquisition was through a module-based pre- and 

post-test survey that patients completed before and after a 20-minute online educational module 

via Zoom. A post-test questionnaire that patients answered after completing the educational 

module was the method used to evaluate the feasibility of the educational module.  

Model for Implementation 

The foundation for implementing this initiative was the model for improvement (MFI), 

originally developed by the Associates in Process Improvement (Langley et al., 2009). The MFI 

postulates that QI requires establishing targets that are time-specific, quantifiable, and 

determines a target population (Institute for Healthcare Improvement [IHI], 2020a). The project 

leader’s goals were to create an evidence-based educational module on integrative therapies used 

in palliative care, implement the educational module at the TLC to educate palliative care 

patients, evaluate the influence of the educational module on palliative care patients’ knowledge 

on integrative therapies used in palliative care, and determine the feasibility of the educational 

module as a tool to provide patient education on integrative therapies used in palliative care. 

The project leader established a timeline (Appendix G) for project implementation to 

achieve goals in a timely manner. Incorporating quantitative measures is imperative in analyzing 

if the initiative results in improvement (IHI, 2020a). The project leader described the results of 

this QI project through a pre-test survey (Appendix D), a post-test survey (Appendix D), and a 
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post-test questionnaire (Appendix D). Measuring the outcomes determined the impact of the 

educational module on knowledge of integrative therapies among palliative care patients at the 

TLC and the feasibility of the educational module as a tool to render patient education. Utilizing 

the MFI helped the project leader develop methods to assess the influence and feasibility of the 

education module, guide the implementation process, and evaluate the efficacy of the 

intervention. The target population were palliative care patients enrolled the TLC. An element of 

the MFI is the plan-do-study-act (PDSA) cycle, which is a stepwise tool used to test if an 

initiative results in improvement (IHI, 2020c). Utilizing the PDSA cycle guided the process of 

evaluating the feasibility of the educational module in providing patient education and its 

influence on knowledge of integrative therapies among palliative care patients at the TLC.  

Plan 

The planning stage entailed identifying objectives, predicting what will materialize and 

why, and organizing a method for data collection (IHI, 2020c). The project leader outlined the 

specific objectives of this QI project under Aims and Project Design. The plan was to develop an 

educational module on integrative therapies used in palliative care that integrate 

recommendations from the second domain of the NCP Guidelines. The project initially 

transpired on a small scale online using the SPs at the TLC to determine the feasibility of the 

project. The ideal project outcome was to improve palliative care patients’ knowledge on 

integrative therapies. The planned methods for data collection included a pre-test survey, post-

test survey, and a post-test questionnaire. The questions on the pre- and post-test surveys 

reflected the content of the educational module. The post-test questionnaire demonstrated the 

feasibility of the educational module in providing patient education on integrative therapies used 
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in palliative care. The project leader planned to collect data through Qualtrics, which is a 

software designed to conduct online surveys (Qualtrics, 2020). 

Do 

This phase required implementing the plan, identifying problems and untoward issues, 

and starting data analysis (IHI, 2020c). The project leader educated SPs through an online 

educational module in Zoom, which took approximately 20 minutes to complete. The project 

leader administered a pre- and post-test survey and a post-test questionnaire using Qualtrics. 

Prior to starting the educational module, the project leader instructed the SPs to complete the 

disclosure form before the pre-test survey by clicking the link to Qualtrics in the Zoom chat box. 

The pre-test survey gauged the SP’s baseline knowledge of integrative therapies. The project 

leader then proceeded to begin the educational module. Immediately after completing the 

educational module, the participants answered the post-test survey and post-test questionnaire by 

accessing the link to Qualtrics in the Zoom chat box. The post-test survey analyzed if the 

intervention led to knowledge acquisition of integrative therapies among the SPs. The post-test 

questionnaire evaluated the feasibility of the educational module as a tool used to impart patient 

education regarding integrative therapies in palliative care. The project leader remained online 

throughout the duration of the intervention to facilitate the process and address questions and 

concerns. The project leader used the information obtained from the pre- and post-test surveys 

and post-test questionnaire for data analysis.  

Study 

This stage involved finishing data analysis, juxtaposing the results with the predicted 

outcomes, and summarizing what was learned from project implementation (IHI, 2020c). At the 
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culmination of analyzing the data obtained from the pre- and post-test surveys and post-test 

questionnaire, the project leader evaluated the influence of the educational module on palliative 

care patients’ knowledge on integrative therapies. The project leader also assessed the feasibility 

of the educational module as a tool to provide patient education on integrative therapies. The 

project leader compared the results with the assumption that the educational module is a feasible 

tool for patient education and will lead to knowledge acquisition of integrative therapies among 

SPs. The data analysis results also assisted the project leader in reflecting on the positive aspects 

of the project and the areas that need improvement.  

Act 

This last phase involved fine-tuning the initiative based on the project outcomes (IHI, 

2020c). At the end of the educational module, the project leader obtained comments and 

feedback from the SPs through a post-test questionnaire. The project leader used the feedback 

and information learned from the implementation process to identify the required adjustments 

that will allow the dissemination of the educational module. To meet the increasing demand for 

integrative therapies, numerous hospitals and institutions in the US are initiating integrative 

medicine programs and analyzing their impact on patient care (Gannotta et al., 2018).  

If the project is successful, other palliative care clinics and settings can adopt the 

educational module to educate their patients on integrative medicine programs available to them. 

Furthermore, the TLC can initiate its own integrative medicine program or provide referrals for 

patients who seek integrative therapies. The project leader also planned for another PDSA cycle 

if needed. 
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Figure 3 

Illustration of the PDSA Cycle  

 
 

From: Institute for Healthcare Improvement (2020a). Science of improvement: How to improve. Retrieved from 

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementHowtoImprove.aspx 

Setting and Stakeholders 

The setting for this QI project was the University of Arizona Telehealth Learning Center 

(TLC) with simulated palliative care patients due to the constraints brought by the COVID-19 

pandemic. The TLC is a simulated outpatient palliative care clinic located in Tucson, Arizona. If 

the setting was not simulated, a typical palliative care clinic team includes a palliative care NP, 

two palliative care nurses, a social worker, and a chaplain. The TLC caters to the needs of 

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementHowtoImprove.aspx
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palliative care patients and their families and collaborates with other providers involved in the 

patient’s care. The palliative care team at the TLC formulates treatment plans for optimal 

symptom management and renders support for patients and their families to improve the quality 

of life. The TLC helps palliative care patients and their families make decisions regarding 

medical or treatment concerns and connects them to appropriate resources. The clinic is open 

Monday through Friday from 8:00 am to 5:00 pm and closed on the weekends. Although the 

TLC received recognition as an outstanding outpatient palliative care clinic, it can further 

advocate for its patients by providing patient education on integrative therapies used in palliative 

care. 

The MFI suggests organizing a team consisting of members coming from different areas 

of expertise within the institution (IHI, 2020b). The stakeholders for this QI project included the 

project leader, simulated palliative care patients, TLC palliative care team members, and 

information technology (IT) personnel at the University of Arizona College of Nursing. 

Stakeholders coming from different domains foster a multidisciplinary approach in project 

implementation. A need for patient education to address the lack of knowledge on integrative 

therapies used in palliative care was identified by the project leader. The project leader served as 

the champion and change agent in this initiative by creating and implementing an evidence-based 

online educational module for quality improvement (QI). The simulated patients (SPs) at the 

TLC were the stakeholders who participated in the online educational module, pre-test and post-

test surveys, and post-test questionnaire. The SPs also influenced change as their participation 

significantly affected the implementation process and project outcomes. Analyzing their 
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responses to the pre- and post-test surveys, post-test questionnaire, and their additional feedback 

and comments, helped determine if the intervention was effective and yielded QI. 

The TLC palliative care team members were the stakeholders who assisted the project 

leader in notifying patients regarding a proposed educational module on integrative therapies 

used among palliative care patients. The palliative care NP helped recruit SPs by sending the 

recruitment email from project leader to SPs at the TLC. The palliative care NP also organized 

the date and time to conduct the educational session online and emailed this to the project leader 

and SPs. The palliative care NP and the nurses were present during the designated date and time 

of the online educational module. The project leader also reported the results of the project to the 

TLC palliative care team. Since the QI project was successful, the TLC palliative care team were 

the stakeholders who chose to adopt the educational module to educate more palliative care 

patients. Furthermore, the TLC also planned to initiate their own integrative medicine program 

or provide patient referrals to local integrative therapy providers in Tucson, Arizona. 

Lastly, since the implementation of the project is exclusively online, information 

technology (IT) personnel at the University of Arizona were the stakeholders responsible for 

troubleshooting software issues in Zoom or Qualtrics. Furthermore, they were also the resource 

personnel that assisted in mitigating potential problems that could arise in accessing the 

educational module or the links to the pre- and post-test surveys and post-test questionnaire. 

Other stakeholders included other palliative care patients who could benefit from the educational 

module and other palliative care practices who did not have an integrative medicine program. 
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Planning the Intervention 

The results of the needs assessment revealed that palliative care patients did not have 

adequate knowledge of integrative therapies, and they desired to learn more about these options. 

The needs assessment also demonstrated that the TLC did not offer patient education on 

integrative therapies used in palliative care or provided patient referrals for those who wanted to 

try integrative modalities. Since the initial step in project implementation is obtaining buy-in 

from stakeholders, the project leader communicated with the members of the TLC palliative care 

team regarding the proposed project via email. After obtaining site approval from the TLC 

(Appendix A), the project leader planned the timeline for project implementation for two weeks 

(Appendix G). In the first week of project implementation, the project leader sent the recruitment 

email to the TLC palliative care NP, who then emailed it to SPs at the TLC. The TLC palliative 

care NP finalized the number of SPs who would attend the educational session and emailed the 

project leader and SPs regarding the designated date and time of the educational session. A 

personal Zoom link was created by the project leader, which was used by the SPs and TLC 

palliative care team to join the educational session. The project leader emailed her personal 

Zoom link to the TLC palliative care NP, who then emailed the link to the SPs. The project 

leader also included her contact information in all email correspondence sent to the TLC 

palliative care team and SPs for ease of communication and to address any concerns.  

Internet-based e-learning provides increased access to education, enhanced self-efficacy, 

knowledge acquisition, cost-savings, participant flexibility, and interactivity (Sinclair et al., 

2015). The effectiveness of e-learning is comparable to traditional learning techniques. The 

project leader created an educational module (Appendix E) on integrative therapies used in 
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palliative care to address the lack of patient education and improve the current state of palliative 

care. According to Taylor et al. (2018), patients prefer to learn about integrative therapies in a 

concise and focused format. This format, the recommendations from the Physical Aspects of 

Care of the NCP guidelines, the ALT, and the data obtained from the literature synthesis guided 

the project leader in creating the educational module. A palliative care expert also performed an 

expert review of the educational module to ascertain the accuracy of the content (Appendix F). 

The educational module was delivered using a Panopto presentation online through Zoom 

to provide a visual and auditory learning environment for the SPs. The project leader recorded a 

Panopto consisting of 24 slides, which took approximately 20 minutes to complete. The 

educational module contained a title page, objectives, overview and significance of palliative 

care, definition of terms, and background and significance of integrative palliative care. The next 

slides in the educational module briefly discussed the different integrative therapies, including a 

brief background, indications and benefits, safety, and if practitioner licensing and credentialing 

is required. The remaining slides explained how to access integrative therapies in Tucson, cost 

and financial coverage for integrative modalities, and a toolkit with credible local and online 

resources to learn about integrative therapies in palliative care. Slides outlining all the content 

references was also included in the educational module. 

The second week of project implementation involved the actual presentation of the 

educational module and completion of the surveys and questionnaire by the SPs. On the 

designated date and time of the educational session, the SPs logged in to the Zoom meeting using 

the project leader’s personal Zoom link. The project leader started the educational session after 

all the SPs and TLC palliative care team members successfully joined the Zoom meeting. A link 
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to Qualtrics was posted on the Zoom chat box to access the disclosure form (Appendix B), which 

the SPs agreed to before they answered the pre-test survey (Appendix D). After the SPs 

completed the pre-test survey, the educational module was presented in Zoom. When the 

educational module was finished, the project leader posted the link to Qualtrics on the Zoom chat 

box to access the post-test survey (Appendix D) and post-test questionnaire (Appendix D). The 

project leader thanked all the SPs and members of the TLC palliative care team and officially 

ended the educational session. The project leader also sent a follow-up thank you email to the 

TLC palliative care team (Appendix I) and another thank you email to the SPs (Appendix I).  

Participants and Recruitment 

As a consequence of the COVID-19 pandemic, the inclusion criteria for participants in 

this project were adult simulated palliative care patients aged 18 years and older, who were 

recruited by the University of Arizona Telehealth Learning Center (TLC), and who spoke and 

were able to read the English language. There were 10 simulated patients (SPs) who participated 

in the project. For the purpose of the simulated setting, the SPs acted the role as palliative care 

patients. The project leader provided the SPs with background information to guide their 

simulation role engagement. On the first week of project implementation, the project leader 

emailed the recruitment email to the TLC palliative care NP, who then sent this to the simulated 

patients at the TLC to recruit participants. The recruitment email contained information 

regarding the 1) purpose of the project; 2) designated date and time for the online educational 

module; 3) number of questions on the pre-test and post-test surveys and post-test questionnaire; 

and 4) the approximate time required to complete the educational module, pre-test and post-test 

surveys, and post-test questionnaire (Appendix C). 
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Consent and Ethical Considerations 

The ethical principles observed in this QI project were autonomy, beneficence, and 

justice. Autonomy refers to the ethical principle of self-governance and controlling one’s 

decisions (Polit & Beck, 2017). Providing simulated palliative care patients with the disclosure 

form respected their autonomy by allowing them to decide if they want to participate in the 

project or not. There was no coercion among SPs to cooperate in the QI project if they chose not 

to. The ethical principle of beneficence is to do good and protect patients from harm (Polit & 

Beck, 2017). The goal of the educational module was to educate simulated palliative care 

patients regarding integrative therapies used in palliative to address the lack of knowledge of 

integrative therapies and enhance currently existing palliative care practices. The ethical 

principle of justice involves the right to privacy and the right to fair treatment (Polit & Beck, 

2017). The SPs attended the educational session together and received identical links to Qualtrics 

for the pre- and post-test surveys and post-test questionnaire to observe justice and fairness. 

The project leader obtained consent from the SPs by attaching an electronic copy of the 

disclosure form to the pre-test survey on Qualtrics, so they can agree to the disclosure form prior 

to accessing the pre-test survey. Ethical considerations upheld the right to privacy, 

confidentiality, and prevented coercion among SPs throughout the entire course of the project. 

The answers to the surveys and questionnaire were de-identified to promote privacy. The project 

leader instructed the SPs not to type their name on any of the documents. Instead, the SPs were 

instructed to code all instrument responses with the first three letters of their mother’s maiden 

name, 2-digit birth month, and 2-digit birth date. This allowed the project leader to match the 

pre-test survey with the SP who completed the post-test survey and post-test questionnaire while 
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maintaining privacy and confidentiality. The educational module, pre- and post-test surveys, and 

post-test questionnaire were available in the English language. 

The information obtained from the surveys and questionnaire were kept in a password-

protected excel sheet, on a password-protected computer in a locked room. Only the project 

leader had access to information disclosed by the SPs. Since the palliative care NP at the TLC 

helped recruit SPs, the project leader ensured that the disclosure form stated that refusal to 

participate will incur no penalty or loss of benefits to patients. This statement in the disclosure 

form protected patients from any possible coercion. The project leader also submitted an 

Institutional Review Board (IRB) determination form (Appendix A) for review to ascertain that 

the project is a QI initiative and not a human subject research.  

Data Collection 

Data collection methods consisted of a module-based pre- and post-test survey and a 

post-test questionnaire, which evaluated simulated palliative care patients’ knowledge of 

integrative therapies and the feasibility of the educational module, respectively. The project 

leader developed a pre- and post-test survey comprised of 10 multiple choice questions each, 

which reflected the content of the educational module. The SPs answered the pre-test survey 

right before participating in the educational module to assess their baseline knowledge of 

integrative therapies used in palliative care. After completing the educational module, the SPs 

immediately answered the post-test survey to determine the influence in knowledge of the 

educational module among the SPs. The pre- and post-test surveys took approximately 4-5 

minutes each to complete. 
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A post-test questionnaire was utilized to evaluate the feasibility of the educational 

module as a tool used to provide patient education on integrative therapies used in palliative care. 

The post-test questionnaire consisted of six questions measured through a five-point Likert scale, 

which took approximately 3-4 minutes to complete. The post-test questionnaire determined the 

feasibility of the educational module by asking simulated patients if 1) the educational module 

provided them with the information they need to know regarding integrative therapies used in 

palliative care, 2) the format and content of the module was concise and focused, 3) the length of 

the module was appropriate, 4) the overall presentation of the module was conducive to learning, 

5) the educational module was an effective tool in providing patient education, and 6) if they 

thought the educational module was beneficial for palliative care patients. The post-test 

questionnaire also had a section where SPs entered any additional comments or feedback.  

Data Analysis 

The data analyzed included the results of the a) pre-test survey, b) post-test survey, and c) 

post-test questionnaire. The project leader gathered all results from the pre and post-test surveys 

and post-test questionnaire in Qualtrics and exported these to Microsoft Excel immediately. The 

Microsoft Excel spreadsheet was saved using a password-protected file in a password-protected 

laptop, which only the project leader had access to. To begin preparing the data, the project 

leader matched the pre-test survey with the SP who completed the post-test survey through the 

coded instrument responses entered by the patients and assigned an ID for each patient. The 

project leader used three Microsoft Excel spreadsheets containing the a) original data, b) data for 

cleaning, and the c) cleaned data. This method enabled the project leader to safely clean and 

finalize data for the final Excel spreadsheet without risking losing the original data. The project 
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leader imported the final Excel spreadsheet containing the cleaned data to IBM SPSS Statistics 

(Version 27) predictive analytics software for analysis. 

Descriptive statistics were used to summarize the data obtained from the pre- and post-

test surveys. The project leader used the paired samples t-test to analyze differences in 

knowledge of integrative therapies used in palliative care among the SPs who completed the pre- 

and post-test surveys. A table was used to compare the pre-test score, post-test score, and change 

in scores for each SP. A bar chart was used to display the difference in knowledge for each SP. 

The post-test questionnaire was analyzed using frequencies and relative frequencies to evaluate 

the feasibility of the educational module as a tool used to provide patient education regarding 

integrative therapies used among palliative care patients. A table was used to summarize the 

results of the post-test questionnaire.  

RESULTS 

Outcomes 

A total of 10 simulated palliative care patients recruited by the TLC completed the pre-

test survey, achieving an initial participation rate of 100%. The 10 simulated palliative care 

patients (100%) also took the post-test survey. Among the 10 simulated patients (SPs) who 

completed both the pre-test and post-test surveys, eight SPs had improvement in scores, while 

two SPs had no change in scores (Table 1). A total of nine SPs completed the post-test 

questionnaire. One post-test questionnaire was not recorded on Qualtrics because one SP did not 

answer all the questions, and this was excluded from data analysis.  
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Table 1 

Summary of Pre-test and Post-test Survey Participation and Results 

Variable N 

Completed Pre-Test Survey 10 

Completed Post-Test Survey 10 

Completed Both Pre-Test and Post-Test Surveys 10 

Pre-Test and Post-Test Survey Comparison (N=10) 

Improvement in Scores 8 

No Change in Scores  2 

Influence in Knowledge 

Each SP was assigned an ID to compare their pre-test score, post-test score, and change 

in scores (Table 2). Eight SPs had a positive change in their scores, while two SPs had no 

difference in their scores. The difference in knowledge on integrative therapies used in palliative 

care for each SP are shown in Figure 4.  

Table 2 

Comparison of Pre-test, Post-test, and Change in Scores for Simulated Patients  

Simulated Patient ID # Pre-Test Score Post-Test Score Change in Score (+/-) 

1 80% 80% +/- 0 

2 60% 90% + 30% 

3 80% 100% + 20% 

4 80% 80% +/- 0 

5 70% 100% + 30% 

6 30% 90% + 60% 

7 80% 100% +20% 

8 90% 100% + 10% 

9 60% 100% + 40% 

10 50% 100% + 50% 
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Figure 4 

Difference in Knowledge for Each Simulated Patient

 
Of the 10 SPs who completed both the pre-test and post-test surveys, there was a mean 

improvement with 2.6 correct answers and a standard deviation of 2.01. The paired samples t-test 

showed a statistically significant difference between the pre-test and post-test scores at P <0.05 

with a P value of 0.003 (Table 3). A summary of the questions and answers on the pre-test and 

post-test surveys can be found in Table 4.  

Table 3 

Paired Samples T-test of Pre-test and Post-test Scores 
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Table 4 

Summary of Questions and Answers on the Pre-test and Post-test Surveys 

Question # & Corresponding Question Letter & Corresponding Answer 

Q1. This field refers to the use of therapies that replace 

conventional medical treatment. 

 

c. Alternative medicine 

Q2. What are the two fields that share the same philosophy of 

improved quality of life and well-being among chronically ill 

individuals? 

 

a. Integrative medicine and palliative care 

Q3. Reiki, Therapeutic Touch, and Healing Touch are considered 

what type of integrative modalities? 

 

a. Biofield therapies 

 

Q4. Integrative therapies used in palliative care include 
 

b. Acupuncture, aromatherapy, and massage 
 

Q5. This area refers to an interdisciplinary medical approach to 

care that aims to provide optimal symptom relief for individuals 

who have a chronic or critical illness. 

 

b. Palliative care 

 

Q6. What is the name of the Integrative medicine center 

associated with the University of Arizona in Tucson, Arizona? 

 

b. Andrew Weil Center for Integrative 

Medicine 

Q7. This Asian traditional medical practice refers to the use of 

fine, metallic needles to stimulate precise energy points or 

“acupoints” throughout the body. 
 

c. Acupuncture 

 

Q8. Which of these statements is true regarding the cost and 

financial coverage of integrative therapies? 

c. Patients can use tax-exempt accounts to help 

cover the cost of integrative therapies 

 

Q9. In which setting/s can palliative care patients access 

integrative therapies? 

 

c. Both inpatient and outpatient settings 

 

Q10. Which of these options is a credible local resource for 

integrative therapies in Tucson, Arizona? 

b. Integrative Medical Associates 

 

There was an improvement in the total number of SPs who correctly answered each 

question on the pre-test and post-test surveys for questions Q1 (N= 2), Q2 (N= 2), Q3 (N= 7),Q4 

(N= 1), Q5 (N= 3), Q6 (N= 3), Q8 (N= 4), Q9 (N= 1), and Q10 (N= 4). The question with the 

greatest improvement is Q3 about reiki, therapeutic touch, and healing touch as examples of 

biofield therapies, with a difference of seven patients who correctly answered the question on the 
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post-test. There was a decrease of one patient who correctly answered Q9 about acupuncture as 

an Asian traditional medical practice that uses fine, metallic needles to stimulate acupoints 

throughout the body (Table 5). The improvement in the total number of SPs who correctly 

answered each question on the pre-test and post-test surveys are provided in Figure 5.  

Table 5 

Total Number of Simulated Patients who Correctly Answered Each Question on the Pre-test and 

Post-test Surveys 

Question # Answer  Pre-Test (N= 10) Post-Test (N= 10) 

Q1 c 7  9  

Q2 a 8  10  

Q3 a 1  8  

Q4 b 9  10  

Q5 b 7  10  

Q6 b 6  9  

Q7 c 10  9  

Q8 c 5  9  

Q9 c 9  10  

Q10 b 6  10  
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Figure 5 

Improvement in the Number of Simulated Patients Who Correctly Answered Each Pre-test and 

Post-test Question 

 

Feasibility of the Educational Module 

Among the nine SPs who completed the post-test questionnaire, 88.9% (N= 8) stated that 

they “strongly agree” and 11.1% (N= 1) reported that they “somewhat agree” that the 

educational module provided them with the information they need to know regarding integrative 

therapies used in palliative care. When asked if the content of the educational module was 

presented in a concise and focused format, 77.8% (N= 7) of SPs felt that they “strongly agree” 

while 22.2% (N= 2) stated that they “somewhat agree” to this. Seventy-seven percent (N= 7) of 

SPs “strongly agreed” and 22.2% (N= 2) “somewhat agreed” that the length of the educational 

module was appropriate in covering relevant information about integrative therapies. 
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Table 6 

Post-test Questionnaire Results  

  

Questions (N= 9) 

n (%) 

 

1. The educational module provided me with the information I need to  

know regarding integrative therapies used in palliative care.  

   Strongly disagree………………………………………………………..                               0 (0%)                                                                                                      

   Somewhat disagree……………………………………………………...                               0 (0%) 

   Neither agree nor disagree……………………………………………...                               0 (0%) 

   Somewhat agree…………………………………………………………                             1 (11.1%) 

   Strongly agree……………………………………………………………                            8 (88.9%) 

2. The content of the educational module was presented in a concise  

and focused format. 

   Strongly disagree…………………………………………………………                              0 (0%)                                                                                                       

   Somewhat disagree……………………………………………………….                              0 (0%)  

   Neither agree nor disagree……………………………………………….                              0 (0%) 

   Somewhat agree…………………………………………………………..                            2 (22.2%) 

   Strongly agree…………………………………………………………….                            7 (77.8%) 

3. The length of the educational module was appropriate in covering important  

information regarding integrative therapies in palliative care.  

   Strongly disagree………………………………………………………….                             0 (0%)                                                                                                             

   Somewhat disagree………………………………………………………..                             0 (0%) 

   Neither agree nor disagree………………………………………………..                             0 (0%) 

   Somewhat agree……………………………………………………………                          2 (22.2%) 

   Strongly agree……………………………………………………………...                          7 (77.8%) 

4. The overall presentation of the educational module was conducive to learning.  

   Strongly disagree…………………………………………………………..                             0 (0%)                                                                                                        

   Somewhat disagree………………………………………………………...                             0 (0%) 

   Neither agree nor disagree………………………………………………...                          1 (11.1%)       

   Somewhat agree……………………………………………………………                          3 (33.3%) 

   Strongly agree……………………………………………………………...                          5 (55.6%)  

5. I found the educational module to be an effective tool in providing patient  

education on integrative therapies used in palliative care. 

   Strongly disagree……………………………………………………………                           0 (0%)                                                                                                            

   Somewhat disagree………………………………………………………….                           0 (0%) 

   Neither agree nor disagree…………………………………………………                           0 (0%) 

   Somewhat agree…………………………………………………………….                         5 (55.6%) 

   Strongly agree………………………………………………………………                         4 (44.4%) 

6. I believe the educational module on integrative therapies used in palliative care  

will be beneficial for palliative care patients.  

   Strongly disagree…………………………………………………………….                         0 (0%)                                                                                                         

   Somewhat disagree…………………………………………………………..                         0 (0%)  

   Neither agree nor disagree…………………………………………………...                        0 (0%) 

   Somewhat agree……………………………………………………………...                       2 (22.2%) 

   Strongly agree………………………………………………………………..                       7 (77.8%) 
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Regarding the conduciveness of the overall presentation of the educational module to 

learning, 88.9% (N= 8) of SPs mentioned that they “strongly agree” and “somewhat agree” while 

11.1% (N= 1) “neither agree nor disagree” to this. Overall, 100% (N= 9) of the SPs “strongly 

agreed” and “somewhat agreed” that the educational module was an effective tool in providing 

patient education on integrative therapies used in palliative care. Lastly, 77.8% (N= 7) of SPs 

reported that they “strongly agree” and 22.2% (N= 2) “somewhat agree” that the educational 

module will be beneficial for palliative care patients.  

DISCUSSION 

Summary 

The purpose of this QI project was to evaluate the influence of an educational module on 

integrative therapies used in palliative care on patient knowledge and its feasibility as a tool to 

provide patient education at the University of Arizona TLC. The literature shows that there are 

evidence-based integrative modalities that can help optimize symptom control among palliative 

care patients, such as acupuncture, acupressure, aromatherapy, biofield therapies, music therapy, 

massage, mind-body and contemplative approaches, and mindfulness-based movement 

approaches. These therapies are proven to be safe when used under the supervision of a licensed 

or trained practitioner, and effective when used in conjunction with conventional treatment. The 

literature also shows that patient education helps foster informed decision-making between the 

patient and their provider. However, there is a lack of patient education regarding integrative 

modalities used in palliative care, as evidenced by the needs assessment conducted among 

palliative care patients enrolled at the TLC. The patients also expressed their desire to learn 
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about other methods to ameliorate their symptoms, such as the use of integrative therapies, 

through an educational intervention. 

The implementation of an educational module on integrative therapies used in palliative 

care at the TLC had a positive influence on patient knowledge. The educational module was also 

a feasible tool to impart patient education. As a pilot project at the TLC, the project outcomes 

validated the importance of providing patient education and the effectiveness of the educational 

module. Since the TLC does not have an integrative medicine program, the results of the project 

can advise them to initiate their own integrative medicine program to offer patient education 

about integrative therapies or provide referrals for patients seeking these options. The TLC can 

adopt the educational module to educate more palliative care patients and improve the quality of 

palliative care.  

Key Findings 

This project aimed to assess the influence of an educational module on patient knowledge 

about integrative therapies used in palliative care. Among the SPs who completed both the pre-

test and post-test surveys (N =10), eight SPs had an improvement in post-test scores. While two 

SPs did not have a difference in their scores, there was no decrease in scores overall. 

Furthermore, 6 out of 10 SPs garnered 100% on the post-test and the lowest score was 

80%, in comparison to the pre-test with the highest score of 90% and the lowest score of 30%. 

There was a statistically significant difference between the pre-test and post-test scores (P= 0.03) 

and a mean improvement of 2.6 correct answers. After analyzing each question on the pre-test 

and post-test surveys, an improvement was seen in the total number of SPs who correctly 

answered each question for 9 out of 10 questions. Only Q9 showed a reduction in the total 
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number of SPs who correctly answered the question. The improvement in the number of SPs 

who correctly answered each question on the post-test ranged from 1 to 7 patients. In the post-

test, 5 out of 10 questions were correctly answered by all the SPs compared to only one question 

on the pre-test. 

Another project goal was to evaluate the feasibility of an educational module as a tool to 

provide patient education regarding integrative therapies in palliative care. The results of the 

post-test questionnaire demonstrated a positive response among SPs regarding the utility of the 

educational module. The nine SPs who completed the post-test questionnaire stated that they 

“strongly agree” or “somewhat agree” that the educational module provided them with the 

information they need to know about integrative therapies used in palliative care. All nine SPs 

also reported that they “strongly agree” and “somewhat agree” that the educational was delivered 

in a concise and focused format and that the length was ideal in covering relevant information on 

integrative modalities. Among the nine SPs who completed the post-test questionnaire, 88.9% 

(N= 8) felt that they “strongly agree” and “somewhat agree” that the overall presentation of the 

educational module was conducive to learning, while 11.1% (N= 1) “neither agreed nor 

disagreed” to this, but did not leave any comment or feedback on the survey. The educational 

module was an effective tool in providing patient education according to 100% (N= 9) of the SPs 

who stated that they “strongly agree” and “somewhat agree” to this. There were 77.8% (N= 7) of 

SPs who reported that they “strongly agree” and 22.2% (N= 2) “somewhat agree” that the 

educational module will be beneficial for palliative care patients.  
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Interpretation 

The first objective of this QI project was to determine the influence of an educational 

module on integrative therapies on palliative care patients’ knowledge using a pre-test and post-

test survey. Comparing the scores on the pre-test and post-test surveys revealed that the 

educational module had a positive influence on knowledge among the SPs. There were eight SPs 

who had improvement in scores and two SPs had scores that remained the same. None of the SPs 

scored a 0% in the pre-test and post-test surveys. This means that the SPs had some knowledge 

about integrative therapies, but it was further augmented by completing an educational module. 

Analyzing the number of SPs who correctly answered each question on the pre-test and post-test 

reflected the questions with a higher level of difficulty, as evidenced by only one SP who 

correctly answered Q3 on the pre-test. However, eight SPs answered Q3 correctly on the post-

test, which implies that majority of the patients learned valuable information from a 20-minute 

educational module. These findings are comparable to an educational intervention at a Mayo 

Clinic symposium for 113 cancer patients, wherein post-test survey results (92%) reflected a 

strong knowledge effect in disease understanding compared to the pre-test (80%) (Padrnos et al., 

2016). 

The second objective of the project was to evaluate the feasibility of the educational 

module in delivering patient education through a post-test questionnaire. The educational 

module’s content, length, format, and presentation was greatly acknowledged by all the SPs, 

except for one SP who did not have an opinion as to whether the overall presentation of the 

educational module was conducive to learning. This correlates with a study conducted by Taylor 

(2018), who found that patients prefer educational materials with clearly articulated basic 
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information about the types of integrative therapies, what they entail, the key benefits, and how 

to access them at the hospital or clinic. Patients were also more interested in a variety of media, 

such as videos, handouts, and pocket guides (Taylor, 2018). The SPs also reported that they 

found the educational module as an effective tool, which will be beneficial for palliative care 

patients. 

The project leader anticipated that the educational module would be an effective tool to 

provide patient education and would result in knowledge acquisition of integrative therapies. 

Overall, the results of the project matched the predicted outcomes made by the project leader. 

The reason for this is also evidenced in a study conducted by King et al. (2015) on 481 cancer 

outpatients, wherein 72% of surveyed patients reported that there is a need for credible sources 

of information on integrative therapies, and that they are willing to participate in a hospital-based 

education initiative.  

Implications 

Practice 

The substandard delivery of palliative care and patients wanting to learn about other 

methods to optimize symptom control warrants the provision of patient education. The findings 

of the project validated the need to reinforce patient education on integrative therapies used in 

palliative care. Patient education can benefit both patients and providers by cultivating informed 

decision making about treatment options. Since patients who seek integrative modalities are 

often self-referred, patient education can also uphold safety by raising awareness on the 

uneducated use of herbal or dietary supplements and promoting integrative therapies under the 

supervision of a healthcare provider. Adopting the educational module can help revamp the 
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current delivery of palliative care at the TLC and enhance the quality of life their patients. 

Implementing the educational module at the TLC will also foster collaboration with integrative 

therapy practitioners and other healthcare specialists to move the project forward. The TLC can 

choose to initiate their own integrative medicine program, which will allow them to grow as a 

practice. They can also opt to simply provide their patients education on integrative modalities 

and give referrals to local integrative medicine practices in Tucson. Another implication for 

practice is to increase the number of palliative care clinics or institutions that offer integrative 

therapy education. 

Education 

Suboptimal patient education or a lack thereof is an ongoing problem faced by patients 

and providers not just in the palliative care setting. Pain and other discomforting symptoms 

experienced by palliative care patients prompts them to seek other treatment options, such as the 

uninformed use of herbal and dietary supplements, which can potentially interfere with 

conventional treatment. Thus, increasing patient education through an educational module on 

integrative therapies can promote the use of effective therapies to achieve optimal symptom 

control. Based on the feedback and comments from the simulated patients, the current 

educational module can be refined by editing the content to make it even more concise. Adding a 

short video clip of the different integrative modalities can replace textual content and deliver a 

better visual understanding of each modality. The addition of brochures or pamphlets can also 

supplement the educational module and provide patients with a handy reference, which they can 

also share with other family members or friends. The use of integrative therapies is a 

collaborative effort between palliative care patients and their healthcare providers. Likewise, 
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healthcare providers must also receive education on integrative therapies to better communicate 

with their patients. Another area of inquiry would be to develop an educational module to 

educate healthcare providers about integrative therapies in palliative care.  

Research 

The intervention was a pilot quality improvement (QI) project conducted at the 

University of Arizona TLC to evaluate the influence of an educational module on palliative care 

patients’ knowledge of integrative therapies and the feasibility of the module. The project was 

implemented in one 45-minute session on 10 simulated palliative care patients. It resulted in 

positive outcomes, which include knowledge acquisition among patients and establishing that the 

educational module is a feasible tool for patient education. If the project led to favorable results 

on a small sample of simulated patients in one session, implementing it on a larger scale on 

actual palliative care patients and multiple educational sessions can help inform future research.  

The project was exclusively implemented online, and it would be insightful to know any 

variations in feedback from participants if it were to be conducted in-person. Juxtaposing 

findings from online and in-person implementation can help deduce which patient education 

approach is more effective. The simulated patients took the post-test survey immediately after 

completing the educational module. Another research suggestion is to perform a post-test after 

one week or one month to test knowledge retention.  

Policy 

The Telehealth Learning Center (TLC) does not offer patient education on integrative 

therapies or provide patient referrals to local integrative therapy practices. Based on the findings 

from this QI initiative, the educational module is an effective tool to impart patient education on 
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integrative therapies. Patient advocacy means that healthcare providers must discuss all available 

treatment options with their patients. Therefore, one policy change at the TLC is to inform all 

their patients regarding the availability of integrative therapies. If the TLC chooses not to launch 

their own integrative medicine program, they should have a patient referral policy to integrative 

therapy practitioners and resources. Most integrative therapies are not covered by insurance and 

are paid out-of-pocket. If the ongoing implementation of the educational module generates 

increased patient utilization of integrative therapies, it can potentially affect policy changes in 

insurance coverage to cover a fraction or the full cost of integrative therapies for palliative care 

patients.  

Limitations 

The original project was an educational module designed to educate palliative care 

providers in the use of integrative therapies for their patients. However, the COVID-19 pandemic 

created some limitations, which required the redirection of the project. One limitation was 

having to implement the project in a simulated setting using simulated palliative care patients at 

the University of Arizona TLC. The project leader had to redesign the project to make it 

appropriate for palliative care patients instead of palliative care providers. Although the 

simulated patients (SPs) were provided with background information for the simulation and 

trained for their role engagement, they may not have accurately represented actual palliative care 

patients. Being simulated patients may have also influenced their opinion regarding the purpose 

and benefits of the educational module and contributed to response bias. For instance, one SP 

“neither agreed nor disagreed” that the overall presentation of the educational module was 

conducive to learning. Obtaining demographic information was not pertinent as the participants 
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were SPs and posed a barrier in understanding the background characteristics of the participants. 

Whilst the results of the project revealed a positive influence on patient knowledge and 

established the efficacy of the educational module in a simulated environment, understanding the 

outcomes of the project on actual palliative care patients in the palliative care setting can help 

direct future research. 

Another limitation were the time constraints in implementing the project. There was only 

one educational session conducted on a small sample size of 10 participants. Although there was 

a statistically significant difference in the pre-test and post-test scores among SPs, having more 

participants can further inform knowledge acquisition and the feasibility of the educational 

module. Furthermore, conducting more than one educational session will enable the project 

leader to compare the data obtained from the different sessions and analyze any differences in 

results. Having more participants and educational sessions will also encourage more feedback 

and comments to guide project improvement and implementation on a larger scale. As there was 

only one educational session available, the SPs took the post-test immediately after finishing the 

educational module, with no opportunity for a follow-up post-test to examine knowledge 

retention. 

The project was a QI initiative and was therefore not generalizable to other settings. The 

project was exclusively implemented online, which required creating online data collection tools. 

The online surveys and questionnaires posed minor challenges with data collection. For example, 

one post-test questionnaire was not recorded in Qualtrics because it was incomplete, even though 

all the SPs confirmed that they completed it. One problem with collecting data online is that even 

if the participants meant to answer all the questions, they could not back to the survey or 
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questionnaire once it is submitted, unlike printed versions that participants can review. 

Furthermore, online data collection would not be applicable for patients who are not computer 

literate or do not have access to a laptop or computer. Implementing the project in person will 

enable more participants to join and easier distribution of supplemental handouts or brochures.  

DNP Essentials Addressed 

The Doctor of Nursing Practice (DNP) Essentials addressed in this project include DNP 

Essential I: Scientific Underpinnings for Practice; DNP Essential III: Clinical Scholarship, and 

Analytical Methods for Evidence-Based Practice; and, DNP Essential VI: Interprofessional 

Collaboration for Improving Patient and Population Health Outcomes (American Association of 

Colleges of Nursing [AACN], 2006).  

DNP Essential I: Scientific Underpinnings for Practice 

The discipline of nursing is centered on the propositions and laws that regulate life-

process, well-being, and optimal function of human beings whether sick or well (AACN, 2006). 

This project focuses on the concepts of palliative care and integrative therapies, which share the 

same philosophy of improved quality of life and well-being. Palliative care patients suffer from 

chronic or critical illness, and it is the DNP’s role to explore options that can ameliorate their 

suffering. The discipline of nursing also focuses on the nursing actions and processes that 

promote improvement in health status (AACN, 2006). The process of incorporating integrative 

therapies in palliative care can positively impact patients’ health status by optimizing symptom 

control. The action undertaken by the DNP of delivering patient education aims to improve the 

health status of palliative care patients by educating them on the availability and benefits of these 

options.  
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DNP Essential III: Clinical Scholarship, and Analytical Methods for Evidence-Based 

Practice 

The DNP uses analytic procedures to critically appraise current literature and evidence to 

identify and implement the best evidence for practice (AACN, 2006). The project leader 

understands the importance of evidence-based practice, which is why a meticulous literature 

review was conducted to deduce evidence-based studies, which guided the creation of the 

educational module and the overall initiative. The DNP program also prepares the graduate to 

create, supervise, and evaluate quality improvement methodologies to foster safe, timely, 

effective, efficient, equitable, and patient-centered care (AACN, 2006). For this QI initiative, the 

project leader created an educational module on integrative therapies, directed the whole process 

of implementation, and evaluated the outcomes with the end goal of delivering holistic and 

patient-centered care. The DNP also disseminates results from evidence-based practice and 

research to enhance healthcare outcomes (AACN, 2006). The project leader presented the 

findings of this project to the TLC so they can choose to adopt the educational module to educate 

more patients. The findings from this project can also inform future research, practice, education, 

and policies to improve the delivery of palliative care.  

DNP Essential VI: Interprofessional Collaboration for Improving Patient and Population 

Health Outcomes 

The DNP serves as a leader for interprofessional teams in the analysis of complex 

practice and organizational problems (AACN, 2006). The project leader identified an issue at the 

TLC, which is a lack of patient education on integrative therapies among palliative care patients. 
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The project leader proposed to improve patient knowledge through an educational module, 

which the TLC can adopt to improve their practice and better cater to the needs of their patients.  

Conclusions 

The current delivery of palliative care in the US remains inadequate in meeting the needs 

of palliative care patients and their families. Integrative palliative care is an emerging approach 

of utilizing evidence-based integrative therapies in the palliative care setting to optimize 

symptom control among palliative care patients. However, there is a gap in patient education 

regarding the existence and effectiveness of these options. This QI project found that an 

educational module on integrative therapies used in palliative care positively influenced and 

improved patient knowledge. The educational module was also a feasible tool to deliver patient 

education. It is important to note that this project was conducted in a simulated setting with 

simulated palliative care patients, which may have affected the findings. The simulated nature of 

the project may have also affected the accuracy of representing actual palliative care patients. 

Nonetheless, small scale implementation of the project in a simulated environment could also be 

viewed as a method to test the overall feasibility of the project before conducting it with actual 

palliative care patients. Despite the limitations of this initiative, it still provides insight to guide 

future practice, research, education, and policy to upgrade the delivery of palliative care and 

improve the quality of life of palliative care patients.  

Plan for Sustainability 

Ongoing implementation of the educational module is needed to educate and benefit 

more palliative care patients, as well as the TLC palliative care clinic. One method to sustain the 

project is by performing recurrent PDSA cycles to gain knowledge of the areas that need 
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improvement. It is vital to mitigate any problems that could potentially affect the longevity of the 

project. The first PDSA cycle revealed project limitations that can be used to improve the current 

intervention. Based on the feedback and comments from participants, the current educational 

module must be modified to further condense the text and include short clips of the various 

integrative modalities. Handouts and brochures must be available at the TLC to provide patients 

with printed copies that they can take home. The educational module was conducted online 

instead of in-person due to the restrictions from the COVID-19 pandemic. However, the current 

state of COVID-19 pandemic requires continuous online implementation, especially for 

palliative care patients who cannot attend a live session. When the opportunity arises, there must 

also be in-person educational sessions for patients who prefer a live session or do not have access 

to a laptop or computer. Lastly, the project leader must remain in contact with the TLC palliative 

care team and perform monthly or bimonthly project evaluations.  

Plan for Dissemination 

The results of this QI project were presented to the TLC palliative care team through a 

poster presentation created by the project leader. To help advance future practice and research in 

palliative care, the poster presentation of the findings from this pilot project can be disseminated 

to other palliative care clinics or institutions.  
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APPENDIX A: 

TELEHEALTH LEARNING CENTER SITE APPROVAL / THE UNIVERSITY OF 

ARIZONA INSTITUTIONAL REVIEW BOARD DETERMINATION LETTER 
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APPENDIX B: 

CONSENT DOCUMENT (DISCLOSURE FORM) 
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Implementing an Educational Module on Integrative Therapies Used Among Palliative 

Care Patients 

by: Lea Jenn Diola 

 

The purpose of this quality improvement project is to evaluate how an educational module on 

integrative therapies used in palliative care will influence patients’ knowledge of integrative 

modalities. The project also aims to assess the feasibility of an educational module in providing 

patient education on integrative therapies used in palliative care. Participating in the project will 

require approximately 45 minutes of your time.  

 

If you choose to participate in this project, you will be asked to: 

  

1.  Answer a module-based pre-test survey consisting of 10 multiple-choice questions. 

2.  Complete an educational module online via Zoom.  

3.  Complete a module-based post-test survey consisting of 10 multiple-choice questions. 

4.  Complete a 6-item post-test questionnaire using a five-point Likert scale. 

 

 

It will take approximately 4-5 minutes each to answer the pre- and post-test survey, and 3-4 

minutes to answer the post-test questionnaire. The educational module will take approximately 

30 minutes to complete. There are no foreseeable risks associated with participating in this 

project and you will receive no immediate benefit from your participation. Your responses are 

kept anonymous. Your name will not be collected or linked to your answers. The information 

provided will be kept in a password-protected excel sheet, on a password-protected computer in 

a locked room. Only the project leader will have access to information disclosed by participants. 

Your information will be kept confidential and stored in the University of Arizona library 

archive. 

 

If you choose to participate in the project, participation is voluntary. Refusal to participate will 

involve no penalty or loss of benefits to which you are otherwise entitled. You may withdraw at 

any time from the project, and you may skip any question that you choose not to answer. By 

participating, you do not give up any personal legal rights you may have as a participant.  

 

For questions, concerns, or complaints about the project, please contact: 

Lea Jenn Diola, BSN, RN-BC 

DNP-AGACNP Student, Class of 2020 

The University of Arizona 

Phone: (520) 834-6988 

Email: leajenndiola@email.arizona.edu 

 

You agree to have your responses used for this project. Thank you very much! 

mailto:leajenndiola@email.arizona.edu
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APPENDIX C: 

RECRUITMENT MATERIAL (RECRUITMENT EMAIL) 
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To palliative care patients at the Telehealth Learning Center: 

 

Hello! My name is Lea Jenn Diola and I am a Doctor of Nursing Practice (DNP) student in the 

AGACNP specialty at the University of Arizona. I am currently working on my DNP project, 

which is a quality improvement (QI) initiative to evaluate the influence of an online educational 

module on integrative therapies used in palliative care on patients’ knowledge of these 

modalities at the University of Arizona Telehealth Learning Center (TLC). The QI project also 

aims to evaluate the feasibility of the educational module in providing patient education on 

integrative therapies used in palliative care at the University of Arizona TLC.  

 

I am proposing an educational module to provide fundamental education on integrative therapies 

used in palliative care. I will facilitate the online educational module through Zoom at the TLC, 

and it should take approximately 30 minutes to complete. There will be a short 10-item pre- and 

post-test survey to assess your knowledge regarding integrative therapies used in palliative care. 

There will also be a brief 6-item post-test questionnaire to determine the feasibility of the 

educational module in providing patient education regarding integrative therapies used in 

palliative care. It will take approximately 15 minutes to complete the surveys and the 

questionnaire. The disclosed information will be kept confidential, and any data used for data 

collection will be completely de-identified.  

 

 

 

If you have any questions, please feel free to contact me at any time. Thank you very much! 

 

 

 

 

Sincerely, 

 

 

Lea Jenn Diola, BSN, RN-BC 

DNP-AGACNP Student, Class of 2020 

The University of Arizona 

Phone: (520) 834-6988 

Email: leajenndiola@email.arizona.edu 
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APPENDIX D: 

EVALUATION INSTRUMENTS (PRE-TEST AND POST-TEST SURVEY FOR 

PALLIATIVE CARE PATIENT / POST-TEST QUESTIONNAIRE) 
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Subject identifier: __________ 

Implementing an Educational Module on Integrative Therapies used Among Palliative 

Care Patients: 

Pre-Test Survey 

 

Instructions: Please mark the appropriate check box with an x. There is only one correct answer 

for each question. By participating in this project, you agree to disclose personal and 

demographic information that will only be used for data collection purposes and will be removed 

during data analysis. In the subject identifier, please enter the first 3 letters of your mother’s 

maiden name, 2-digit birth month, and 2-digit birth date. 

 

 

1. This field refers to the use of therapies that replace conventional medical treatment. 

 

☐ a. Complementary medicine 

☐ b. Integrative medicine 

☐ c. Alternative medicine 

 

2. What are the two fields that share the same philosophy of improved quality of life and well-

being among chronically ill individuals? 

 

☐ a. Integrative medicine and palliative care 

☐ b. Complementary medicine and conventional care 

☐ c. Alternative medicine and palliative care 

 

 

3. Reiki, Therapeutic Touch, and Healing Touch are considered what type of integrative 

modalities? 

 

☐ a. Biofield therapies 

☐ b. Mind-Body and Contemplative Approaches 

☐ c. Mindfulness-based Movement Approaches 

 

 

4. Integrative therapies used in palliative care include: 

 

☐ a. Acupuncture, acetyl-L-carnitine, and yoga 

☐ b. Acupuncture, aromatherapy, and massage 

☐ c. Aromatherapy, massage, and acetyl-L-carnitine 
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Subject identifier: __________ 

 

5. This area refers to an interdisciplinary medical approach to care that aims to provide optimal 

symptom relief for individuals who have a chronic or critical illness.  

 

☐ a. Hospice care 

☐ b. Palliative care 

☐ c. Conventional care 

 

 

6. What is the name of the Integrative Medicine center associated with the University of Arizona 

in Tucson, Arizona? 

 

☐ a. Integrative Oncology at Banner MD Anderson Cancer Center 

☐ b. Andrew Weil Center for Integrative Medicine 

☐ c. Susan Komen Center for Integrative Medicine 

 

 

7. This Asian traditional medical practice refers to the use of fine, metallic needles to stimulate 

precise energy points or “acupoints” throughout the body. 

 

☐ a. Acupressure 

☐ b. Ventosa therapy 

☐ c. Acupuncture 

 

 

8. Which of these statements is true regarding the cost and financial coverage of integrative 

therapies? 

 

☐ a. All integrative therapies are not covered by insurance and are paid out-of-pocket. 

☐ b. The Federal Government does not have programs to cover the cost of integrative therapies. 

☐ c. Patients can use tax-exempt accounts to help cover the cost of integrative therapies. 

 

 

9. In which setting/s can palliative care patients access integrative therapies?  

 

☐ a. Inpatient setting only 

☐ b. Outpatient setting only 

☐ c. Both inpatient and outpatient setting 
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Subject identifier: __________ 

10. Which of these options is a credible local resource for integrative therapies in Tucson, 

Arizona? 

 

☐ a. Holistic Integrative Therapy 

☐ b. Integrative Medical Associates 

☐ c. Reno Integrative Medical Center 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

**Thank you for your participation!** 
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Subject identifier: __________ 

Implementing an Educational Module on Integrative Therapies Used Among Palliative 

Care Patients: 

Post-Test Survey 

 

Instructions: Please mark the appropriate check box with an x. There is only one correct answer 

for each question. By participating in this project, you agree to disclose personal and 

demographic information that will only be used for data collection purposes and will be removed 

during data analysis. In the subject identifier, please enter the first 3 letters of your mother’s 

maiden name, 2-digit birth month, and 2-digit birth date. 

 

 

1. In which setting/s can palliative care patients access integrative therapies?  

 

☐ a. Inpatient setting only 

☐ b. Outpatient setting only 

☐ c. Both inpatient and outpatient setting 

 

 

2. This field refers to the use of therapies that replace conventional medical treatment. 

 

☐ a. Complementary medicine 

☐ b. Integrative medicine 

☐ c. Alternative medicine 

 

 

3. Which of these options is a credible local resource for integrative therapies in Tucson, 

Arizona? 

 

☐ a. Holistic Integrative Therapy 

☐ b. Integrative Medical Associates 

☐ c. Reno Integrative Medical Center 

 

 

4. What is the name of the Integrative Medicine center associated with the University of Arizona 

in Tucson, Arizona? 

 

☐ a. Integrative Oncology at Banner MD Anderson Cancer Center 

☐ b. Andrew Weil Center for Integrative Medicine 

☐ c. Susan Komen Center for Integrative Medicine 
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Subject identifier: __________ 

5. Reiki, Therapeutic Touch, and Healing Touch are considered what type of integrative 

modality? 

 

☐ a. Biofield therapies 

☐ b. Mind-Body and Contemplative Approaches 

☐ c. Mindfulness-based Movement Approaches 

 

6. Which of these statements is true regarding the cost and financial coverage of integrative 

therapies? 

 

☐ a. All integrative therapies are not covered by insurance and are paid out-of-pocket. 

☐ b. The Federal Government does not have programs to cover the cost of integrative therapies. 

☐ c. Patients can use tax-exempt accounts to help cover the cost of integrative therapies. 

 

7. Integrative therapies used in palliative care include: 

 

☐ a. Acupuncture, acetyl-L-carnitine, and yoga 

☐ b. Acupuncture, aromatherapy, and massage 

☐ c. Aromatherapy, Goshajinkigan, and massage 

 

 

8. What are the two fields that share the same philosophy of improved quality of life and well-

being among chronically ill individuals? 

 

☐ a. Integrative medicine and palliative care 

☐ b. Complementary medicine and curative care 

☐ c. Alternative medicine and palliative care 

 

 

9. This area refers to an interdisciplinary medical approach to care that aims to provide optimal 

symptom relief for individuals who have a chronic or critical illness.  

 

☐ a. Hospice care 

☐ b. Palliative care 

☐ c. Conventional care 
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Subject identifier: __________ 

 

10. This Asian traditional medical practice refers to the use of fine, metallic needles to stimulate 

precise energy points or “acupoints” throughout the body. 

 

☐ a. Acupressure 

☐ b. Ventosa therapy 

☐ c. Acupuncture 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

**Thank you for your participation!** 
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Thank you for participating in this questionnaire! Your responses have been recorded. 
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APPENDIX E: 

PARTICIPANT MATERIAL (EDUCATIONAL MODULE AND LINK TO PANOPTO 

PRESENTATION) 
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Link to Panopto presentation 

https://arizona.hosted.panopto.com/Panopto/Pages/Viewer.aspx?id=859d7855-e320-
41ff-97a1-ac750029e4dd 
 

https://arizona.hosted.panopto.com/Panopto/Pages/Viewer.aspx?id=859d7855-e320-41ff-97a1-ac750029e4dd
https://arizona.hosted.panopto.com/Panopto/Pages/Viewer.aspx?id=859d7855-e320-41ff-97a1-ac750029e4dd
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APPENDIX F: 

EDUCATIONAL MODULE EXPERT REVIEW 
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APPENDIX G: 

PROJECT TIMELINE 
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Completion 

Date 

Planning Pre-

Implementat

ion 

Implementation Evaluation 

November 1, 

2020-November 

7, 2020 

-Finalize 

educational 

module and 
links to pre- 

and post-test 

surveys and 
post-test 

questionnaire 

-Complete 

IRB 

application 
 

  

Week 1 

November 8, 
2020-November 

14, 2020 

 

 -Send 

recruitment 
email 

-Email palliative care nurse 

practitioner and simulated 
patients at the TLC regarding 

designated date and time of the 

online educational module, 
which is November 16, 2020 at 

0930 AZ time. 

-By November 13, 2020, 

finalize the number of 
participants who will participate 

in the educational module and 

obtain their email address.  

 

Week 2 
November 15, 

2020-November 

21, 2020 

  -The designated date of 
educational module is 

November 16, 2020 at 0930 AZ 

time.  

-Attach link to Qualtrics on 
Zoom chat box to complete 

disclosure form before the pre-

test survey.  
-Begin presentation of the 

educational module after 

participants agree to the 

disclosure form and complete 
the pre-test survey.  

-Post link to Qualtrics on Zoom 

chat box to complete post-test 
survey and questionnaire after 

the educational module. 

-Send thank you email after the 
session. 

-Finalize data for analysis on 

Excel.  

-Present results to TLC 
palliative care team by 

November 20, 2020.  

-Begin data 
analysis by 

the end of the 

day on 

November 
16, 2020 

-Obtain 

feedback 
from TLC 

palliative 

care team 

after 
presenting 

results on 

November 
20, 2020.  
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APPENDIX H: 

LITERATURE REVIEW GRID 
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Project question: Among palliative care patients at the Telehealth Learning Center (P), how will the implementation of an educational 

module on integrative therapies used in palliative care (I) influence their knowledge of these modalities (O)? 

Pub. Year 

Author’s 

Last Name 

Title of Publication Type of Study Main Outcomes or Findings 
Support for and or Link to 

Project 

2019 

Armstrong 

et al.  

Aromatherapy, massage, 

and reflexology: A 

systematic review and 

thematic synthesis of the 

perspectives from people 

with palliative care 

needs 

Systematic 

review and 

thematic 

synthesis 

-Five qualitative studies identified in 

advanced cancer (n = 83). Three 

analytical themes emerged: (1) during 

the therapeutic experience (improved 

well-being and escapism), (2) after the 

integrative therapy session (enduring 

benefits and overall evaluation), and 

(3) provision of integrative therapy in 

palliative care (significance of the 

therapist and delivery of the 

integrative therapy). 

-The integrative therapies were 

provided by nurses, study authors 

trained in integrative therapies, and a 

licensed reflexologist.  

-Integrative therapies should be 

tailored according to the target 

population to ascertain they are 

delivered and evaluated when possible 

according to the patient’s desire.  

 

-Individuals with advanced 

cancer express benefits from 

aromatherapy, reflexology, 

and massage, which include 

improved well-being, rest, 

and escapism or living in the 

moment that eliminates their 

worries about their illness 

and future. 

-Palliative care 

environments should view 

integrative therapies as an 

essential aspect of palliative 

care. 

 

2019 

Clark et al.  

Effect of integrative 

medicine services on 

pain for hospitalized 

Prospective 

study 

-Study population: inpatients at Mayo 

Clinic's Methodist and St. Mary's 

Hospitals in Rochester, Minnesota 

-Integrative therapies such 

as massage and acupuncture 
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Pub. Year 

Author’s 

Last Name 

Title of Publication Type of Study Main Outcomes or Findings 
Support for and or Link to 

Project 

patients at an academic 

health center 

from October 1, 2017 to December 31, 

2017. 

-1220 integrative services provided: 

massage therapy (1,064; 87.2%) and 

acupuncture (112; 9.1%). 

-Massage therapy (P < 0.00) and 

acupuncture (P < 0.00) had 

statistically significant effects in 

reducing pain scores post-treatment.  

-More than one-third of patients fell 

asleep during therapy.  

reduce pain and promote 

relaxation in patients.  

2018 

Clemo-

Crosby et 

al. 

Aromatherapy massage 

for breast cancer 

patients: A randomized 

controlled trial 

RCT -AM improved depression, anxiety, 

and fatigue (p < 0.05) in the Hospital 

Anxiety and Depression Scale 

(HADS) when conducted once a week 

for six weeks, with results lasting for 

over 10 weeks.  

-AM did not help with pain (p=0.409) 

-Aromatherapy massage 

improves depression and 

anxiety.  

2017 

Ćwiękała-

Lewis et al.  

The effects of Tai Chi on 

physical function and 

well-being among 

persons with Parkinson's 

Disease: A systematic 

review 

Systematic 

review  

-Current management strategies for 

Parkinson's disease (PD) are mainly 

palliative. 

-seven RCTs and four quasi-

experimental studies (n=548) 

-Tai chi improves physical 

functioning and well-being 

in PD patients, who are 

generally medically 

managed with palliative 

care.  
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Pub. Year 

Author’s 

Last Name 

Title of Publication Type of Study Main Outcomes or Findings 
Support for and or Link to 

Project 

-Tai Chi exercise improves physical 

functioning (P <0.05) and well-being 

(P < 0.05) 

 

2019 

Eaton & 

Hulett 

Mind-body interventions 

in the management of 

chronic cancer pain 

Systematic 

review and 

meta-analysis 

 -Expert consensus from the National 

Comprehensive Cancer Network 

(NCCN), National Cancer Institute's 

Conference on Acupuncture, and the 

Consortium Pain Task Force White 

Paper: acupuncture is effective as 

adjunct to drug therapy for alleviating 

chronic pain in cancer patients.  

-2 RCTs on acupuncture for joint pain 

relief in cancer: acupuncture exhibited 

statistical significance (P = .0004) 

compared to the control group 

(P = .01).  

-4 RCTs: acupuncture ameliorates 

cancer pain (P <.05) when combined 

with conventional treatment.  

-Society for Integrative Oncology 

(SIO) and American Society for 

Clinical Oncology (ASCO) CPG: 

acupressure is effective as supportive 

care for cancer-induced nausea and 

vomiting.  

-Research evidence 

establishes the effectiveness 

of acupuncture, mind-body 

interventions (therapeutic 

touch and healing touch), 

massage, music therapy, 

hypnosis, and yoga in 

ameliorating cancer pain.  
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Pub. Year 

Author’s 

Last Name 

Title of Publication Type of Study Main Outcomes or Findings 
Support for and or Link to 

Project 

-NCCN and 2 RCTs: acupressure 

works as an adjunct for cancer pain (P 

<0.01) 

-The efficacy of HT stems from a 

retrospective analysis (n = 572) that 

discovered that a single session of HT 

significantly reduced pain in cancer 

patients (P <.01). 

-Six RCTs (including five with meta-

analyses) showed statistically 

significant findings on the positive 

effects of music therapy for cancer 

pain management. 

-RCT with a cross-over design showed 

that audio-recorded self-hypnosis for 4 

weeks among 66 individuals with 

cancer pain significantly decreased 

pain intensity (P = .05).  

-RCTs suggest that tailored eight-

week yoga programs can effectively 

reduce chronic cancer pain (P <0.005).  

 

2017 

Grenlee et 

al.  

Clinical practice 

guidelines on the 

evidence‐based use of 

integrative therapies 

CPG from 

Systematic 

review of RCTs 

-Based on the updated SIO Clinical 

Practice Guidelines on the Evidence-

Based Use of Integrative Therapies 

Integrative modalities with 

high grade of evidence. 

Anxiety: meditation, music, 

yoga  
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Pub. Year 

Author’s 

Last Name 

Title of Publication Type of Study Main Outcomes or Findings 
Support for and or Link to 

Project 

during and after breast 

cancer treatment 

During and After Breast Cancer 

Treatment 

-Integrative therapies graded A and B 

have the highest level of 

recommendation 

Grade A: Recommended modality to 

be offered/provided for patients. There 

is high evidence of substantial net 

benefit.  

Grade B: Recommended modality to 

be offered/provided for patients. There 

is high certainty of moderate net 

benefit or moderate certainty that the 

net benefit is moderate to substantial.  

-Anxiety: meditation (Grade A), music 

(Grade B), yoga (Grade B) 

-CINV: acupressure (Grade B), 

acupuncture (Grade B) 

-Depression: meditation (Grade A), 

yoga (Grade B), massage (Grade B), 

music therapy (Grade B)  

-QOL: meditation (Grade A), yoga 

(Grade B) 

 

CINV: acupressure, 

acupuncture  

Depression: meditation, 

yoga, massage, music 

therapy  

-QOL: meditation, yoga 
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Pub. Year 

Author’s 

Last Name 

Title of Publication Type of Study Main Outcomes or Findings 
Support for and or Link to 

Project 

2015 

Henneghan 

& Schnyer 

Biofield therapies for 

symptom management in 

palliative and end-of-life 

care 

Systematic 

review 

 -A 3-arm placebo controlled RCT 

(n=189) showed statistical significance 

(P <.05) that Reiki enhanced well-

being and mental comfort compared to 

standard care.  

-RCT (n=20) demonstrated that Reiki 

significantly improved pain (P <.001), 

depression (P <.001), and anxiety (P 

<.001) among elderly adults with 

chronic pain, with effects that endure 

beyond the duration of therapy.  

-RCT (n=90) showed statistically 

significant reduction in pain (P <.01) 

in the elderly with chronic pain using 

TT.  

-RCT (n=51) showed that among 

cancer patients undergoing 

chemoradiation HT showed a 

reduction in depression compared to 

usual treatment (P <.05).  

 

 -Reiki improves well-being 

and mental comfort in 

palliative care patients.  

-Reiki also improves pain, 

depression, and anxiety in 

elderly adults with chronic 

pain.  

-TT reduces chronic pain in 

the elderly.  

-HT reduces depression in 

cancer patients.  

2016 

Hu et al.  

Acupuncture for pain 

management in cancer: 

A systematic review and 

meta-analysis 

Systematic 

review and 

meta-analysis 

-20 RCTs (n=1,639) 

-acupuncture plus drug therapy is most 

effective on pain reduction compared 

to the drug alone group (n = 845, RR = 

-Acupuncture combined 

with conventional treatment 

effectively reduces pain, 

improves pain remission 

rate, shorter onset for pain 
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Pub. Year 

Author’s 

Last Name 

Title of Publication Type of Study Main Outcomes or Findings 
Support for and or Link to 

Project 

1.18, P < 0.0001, and 95% CI: 1.09-

1.27). 

-acupuncture alone did not effectively 

reduce pain compared to conventional 

drug therapy. -compared with the drug 

therapy alone, acupuncture plus drug 

therapy leads to increased pain 

remission rate, reduced onset time for 

pain relief, longer pain-free duration, 

and improved QOL (SMD = 1.03, P = 

0.0002, and 95% CI: 0.49-1.57) 

without serious adverse effects. 

relief, longer duration of 

being pain-free and 

improves QOL without 

serious adverse effects. 

 2017 

Latoracca et 

al. 

Mindfulness for 

palliative care patients: 

Systematic review 

Systematic 

review 

-four RCTs (n=324) 

-age range: 31 to 83 years old 

-Primary diagnosis for participants: 

COPD and cancer 

- Mindfulness effect on stress in single 

5‐minute session vs control measure 

by Distress Thermometer. There were 

statistically significant differences in 

both time‐points of evaluation.  

-immediately after intervention: (MD 

−1.80, 95%CI −1.99 to −0.17; P= .02  

-10 minutes after intervention: MD 

−1.05, 95%CI −1.94 to −0.16; P= .02  

-Mindfulness meditation 

relieves stress in palliative 

care patients immediately 

after intervention, with 

effects that last beyond 

intervention. 
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-Practice needs guidance by a 

facilitator. 

 

2017 

Miao et al.  

Effects of acupressure on 

chemotherapy-induced 

nausea and vomiting-A 

systematic review with 

meta-analyses and trial 

sequential analysis of 

randomized controlled 

trials 

Systematic 

review with 

meta-analysis, 

Trial sequential 

analysis of 

RCTs 

 

-12 RCTs (n=1,419) 

-acupressure decreased the severity of 

acute (SMD = −0.18, 95% CI −0.31 to 

−0.05, p < 0.01) and delayed (SMD = 

−0.33, 95% CI −0.64 to −0.01, p = 

0.04) nausea and vomiting in cancer 

patients receiving chemotherapy when 

combined with antiemetics.  

 

-Acupressure combined with 

antiemetics reduces the 

severity of nausea and 

vomiting in cancer patients.  

 2017 

Sánchez-

Vidaña et 

al. 

The effectiveness of 

aromatherapy for 

depressive symptoms: A 

systematic review 

Systematic 

review 

-five RCTs on aromatherapy 

combined with massage: statistically 

significant difference (P <0.001) in the 

depression scores using the Profile of 

Mood Scales (POMS) depression scale 

compared to baseline and end point 

scores in palliative care and cancer 

patients.  

-one RCT on inhalation aromatherapy 

demonstrates no significant difference 

in the levels of depressive symptoms 

using the Hospital Anxiety and 

 -Aromatherapy combined 

with massage reduces 

depression. 

-Aromatherapy massage is 

superior to inhalation 

aromatherapy.  
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Depression Scale (HADS) in palliative 

patients with cancer.  

 

2018 

Schmid et 

al.  

Patient’s and health care 

provider’s perspectives 

on music therapy in 

palliative care – An 

integrative review 

Integrative 

review 

-nine quantitative studies (five RCTs, 

four pre-post design) compared music 

therapy (MT) vs treatment as usual 

(TAU) in palliative care patients. 

-patients: cancer, COPD, AIDS, ALS 

or other neurodegenerative diseases. 

-pain measured using VAS: positive 

effect on pain after one or two sessions 

of MT. 

-MT improves depression, anxiety, 

and QOL 

 

-Music therapy improves 

pain, depression, anxiety, 

and QOL in the palliative 

care setting.  

2016 

Senderovich 

et al. 

Therapeutic touch® in a 

geriatric palliative care 

unit–A retrospective 

review 

Retrospective 

review 

-Geriatric patients in an inpatient 

palliative care unit who received 

therapeutic touch (n=114) had a higher 

Palliative Performance score 

compared to patients in the non-

Therapeutic Touch group (n=123) and 

improved relaxation and sleep (t203 = 

3.71, p < 0.001).  

-Therapeutic touch enhances 

relaxation and sleep among 

geriatric patients receiving 

palliative care.  
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2019 

Thrane et 

al. 

Could complementary 

health approaches 

improve the symptom 

experience and outcomes 

of critically ill adults? A 

systematic review of 

randomized controlled 

trials 

Systematic 

review  

-19 RCTs showed that music therapy 

improves pain, anxiety, and sleep in 

critically ill adults 

-three RCTs showed that 

aromatherapy decreased anxiety and 

improved sleep in critically ill adults 

 

-Music therapy improves 

pain, anxiety, and sleep in 

critically ill adults  

-Aromatherapy decreased 

anxiety and improved sleep 

in critically ill adults 

 

2020 

Von Trott et 

al.  

Acupuncture for 

breathlessness in 

advanced diseases: A 

systematic review and 

meta-analysis 

Systematic 

review and 

meta-analysis 

-nine RCTs (n=470) showed a 

significant effect on the acupuncture 

group.  

-control group: no treatment, treatment 

as usual, nonpenetrative sham 

(noninvasive treatment), penetrative 

sham (invasive treatment at non-

acupoints) 

-palliative patients in study: advanced 

stage III and IV COPD, advanced 

cancer 

-SMD −1.77 (95% CI −3.05, −0.49; P 

= 0.007) with high heterogeneity (I2 = 

90%). 

-treatment length: 1 session to 12-

week treatment, median of 25 days 

 Treatment with acupuncture 

for at least two weeks 

significantly improves 

breathlessness and dyspnea 

in palliative patients with 

advanced disease.  
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-in all studies with treatment duration 

of at least two weeks, acupuncture was 

more effective 
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THANK YOU EMAIL FOR TLC PALLIATIVE CARE TEAM 

 

To the palliative care team at the Telehealth Learning Center: 

 

 

 

Thank you for allowing me to share my DNP project on “Implementing an Educational Module 

on Integrative Therapies Used Among Palliative Care Patients” at the TLC. I genuinely 

appreciate your help in recruiting simulated patients and coordinating a schedule to implement 

my project. I hope that you found my educational module useful and beneficial for palliative care 

patients at the TLC.  

 

 

If you have any questions, please feel free to contact me. Again, thank you very much! 

 

 

 

 

 

 

 

 

 

Sincerely, 

 

 

Lea Jenn Diola, BSN, RN-BC 

DNP-AGACNP Student, Class of 2020 

The University of Arizona 

Phone: (520) 834-6988 

Email: leajenndiola@email.arizona.edu 
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THANK YOU EMAIL FOR TLC PARTICIPANTS 

 

To the simulated palliative care patients at the Telehealth Learning Center: 

 

 

 

Thank you for taking the time to participate in my DNP project on “Implementing an 

Educational Module on Integrative Therapies Used Among Palliative Care Patients.” Your kind 

participation gave me an opportunity to share a topic that is of great interest to me. I hope that 

you learned valuable information on integrative therapies used in palliative care and found the 

information beneficial for palliative care patients. 

 

 

If you have any questions, please feel free to contact me. Again, thank you very much! 

 

 

 

 

 

 

 

 

 

Sincerely, 

 

 

Lea Jenn Diola, BSN, RN-BC 

DNP-AGACNP Student, Class of 2020 

The University of Arizona 

Phone: (520) 834-6988 

Email: leajenndiola@email.arizona.edu 
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FINAL DEFENSE POSTER PRESENTATION 
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