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Abstract
The shift in healthcare indicates Americans are living longer with progressive chronic
illnesses subsequently reducing quality-of-life. Primary care providers have
opportunities to assess the need for and implement palliative care to offer holistic
symptom management to improve patient’s quality-of-life. The purpose of this scholarly
project, guided by Jean Watson’s Theory of Human Caring, is to assess primary care
providers knowledge and comfort regarding initiating palliative care while determining if
additional education improves their familiarity. The objectives were to review current
palliative care literature identifying barriers and inadequacies, determine evidence-based
practice to develop an educational presentation and resources to improve communication,
and present this education to providers in a rural healthcare setting. The education and
crucial conversations guide were provided to two groups with a total of 23 participants
including primary care practitioners and third-year family nurse practitioner doctoral
students. The presentation focused on the definition of palliative care and information on
crucial conversations to encourage introduction of palliative care earlier in the disease
process. Assessment of participants prior to the presentation indicates the majority do not
feel confident in their palliative care knowledge and skills. Although further research is
needed, the results of the scholarly project are encouraging and stress the importance of
palliative care education for providers in the primary care setting for future patient
successes.
Keywords: crucial conversations, palliative care, primary care, rural healthcare
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Improving Family Nurse Practitioners Knowledge of Palliative Care Resources
Chapter One: Introduction
The shifting world of healthcare has brought many changes to all aspects of the
nursing profession including the practice of family nurse practitioner (FNP) in the rural
practice setting. National data regarding the future of healthcare indicates changes need
to be made in the primary care setting with early initiation and implementation of
palliative care (PC) for aging populations. According to projected figures of the U.S.
Census Bureau, individuals ages 65 and older will equal approximately 98 million by the
year 2060, indicating a slightly greater than 50% increase from 2015 (U.S. Census,
2014). Although Americans are statistically living longer, this population is likely to
suffer from an increase in chronic progressive illnesses and a decreased in quality of life
(QOL). McCormick, Chai, and Meier (2012) state, nearly 90% of individuals 65 years of
age and older are afflicted with one or more chronic conditions, and a quarter of these
individuals suffer from four or more chronic illnesses. Research indicates that early
introduction of PC interventions can decrease total health care costs, minimize
symptoms, decrease emergency room visits and patient hospitalization, and improve
QOL (McCormick et al., 2012). Current studies indicate that PC resources provided are
often insufficient and non-satisfactory to patients and their families (Owens et al., 2012).
Consequently, through exploring the literature regarding PC in the primary care setting,
developing of a PC resource guide, and educating FNPs in a rural primary care setting
there will be a helpful impact on FNPs’ practice and improved QOL for patients.
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Background
The history of PC began in the late 1960s as part of the United Kingdom’s
hospice movement endorsed most notably by Dr. Cicely Saunders (Walsh, Aktas,
Hullihen, & Induru, 2011). Dr. Saunders determined pain causes not only physical
symptoms but also affects spiritual, social, and psychological components of life.
Furthermore, Dr. Sanders promoted the concepts of care by implementing the use of
volunteers, bereavement services, and integrating roles of multidisciplinary teams (Walsh
et al., 2011). In 1975 the first hospital-based PC service was instituted by Dr. Mount in
Montreal at the Royal Victoria Hospital of McGill University (Kuebler, Lynn, & Von
Rohen, 2005). The McGill model further enhanced PC by focusing on an
interdisciplinary framework of providers addressing the multitude of needs afflicting
dying patients and added focus to support families. The model was the beginning of
including education and research in the area of pain and multi-symptom management, but
PC was still difficult to describe as a whole and often confused with hospice care by
patients and health care providers (Kuebler et al., 2005).
The purpose and definition of PC has developed over time, initially being
established from the hospice care concept. Currently, PC is defined as a specialized
multidisciplinary collaborative approach, beginning early in diagnosis of any serious
illness with or without curative treatment in patients of any age, focusing on providing
patients and their family holistic support and education needed to relieve symptoms and
stress with the goal of physical, emotional, spiritual, and psychosocial QOL (Center to
Advance Palliative Care, 2017; World Health Organization, 2017). To further
differentiate PC and hospice, PC focuses on holistic goals of care along the complete
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continuum of illness, whereas hospice focuses on the end-of-life (EOL) support, closure,
and bereavement (Wheeler, 2016). Defining PC is just one of the countless barriers
limiting the quality reduction of symptoms in individuals with numerous life-limiting
comorbidities. According to Wheeler (2016), FNPs are responsible for the knowledge of
caring for patients in all settings with potentially life-limiting serious illnesses, therefore
making FNPs the optimal care provider for PC.
There are many barriers to providing PC in the primary care setting. Research
shows that FNPs find defining, understanding, and initiating PC problematic related to
lack of education and misconceptions of purpose (hospice) (Pereira et al, 2017). Data
indicates another difficulty for FNPs is predicting the progression of symptoms and
timely treatment with non-malignant illnesses (Dalkin et al., 2016). This complexity of a
patient’s requirements, multiple specialty needs, difficult communication of a sensitive
nature, and staying current on the continuously evolving PC specialty practice is an
additional barrier to effective primary PC, according to Tyree, Long, & Greenberg
(2005). Effective interdisciplinary collaboration between professionals is complicated,
yet crucial in the primary care setting adding additional barriers to PC (Bull et al., 2010).
Problem Statement
Primary care providers are offered many opportunities during routine
appointments after reviewing patient diagnosis and symptoms to begin discussions for
early initiation of PC. However, PC is often not addressed by primary care providers
until late in the disease process when symptoms are severe or life expectancy is limited.
Improving the recognition of proper patient diagnosis selection and early introduction of
PC can significantly enhanced QOL and often increase the longevity of life.
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Purpose of Scholarly Project
The purpose of this scholarly project is to improve the knowledge and skills of
FNPs in addressing PC needs in the older adult population with chronic life-limiting
illnesses. A comprehensive literature review on FNPs knowledge and comfort level to
initiate PC in the primary care setting guided the author in developing a resource guide
and educational content for FNPs’ approach to PC initiation. Development of an
education and resource guide will build a knowledge base regarding PC and assist with
initiating a conversation with the patient.
Clinical Question
Three clinical questions guide this scholarly project. What is the baseline
knowledge of PC for FNPs in a primary care setting? What are the barriers to providing
PC in the primary care setting? Can providing FNPs additional knowledge and a practice
resource guide increase their ability to assess for the need, initiate quality PC
interventions, and communicate cares effectively? These clinical questions will be
explored through the process of research and implementation of this scholarly project.
Objectives
This scholarly project aims to increase FNPs’ knowledge regarding PC options, to
provide a solid foundation of skills in assessing for PC needs, and to assist initiation of
PC by FNPs. The objectives for this project include:
1. Review literature to identify barriers and inadequacies in addressing PC in the
primary care setting.
2. Develop a PC resource guide to assist FNPs in addressing PC with patients and
assist with initiation of conversation.
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3. Present information to educate FNPs in the primary care setting to aid with
identifying patient populations appropriate for PC.
These objectives will guide this scholarly project through the process of literature
review, development of a resource guide, and presentation of the information to FNPs in
a rural primary care setting to streamline improvement to the PC process in the clinic.
Patient Population and Healthcare Setting for Project
This scholarly project will be implemented with FNPs providing care for adults
with multiple life-limiting comorbidities qualifying for PC interventions. The primary
care community clinic is located in southeastern Minnesota. The patient population
offered primary care services in this clinic range in age from newborn through geriatric,
providing care for all aspects of life.
Doctorate of Nursing Essentials and
National Organization of Nurse Practitioner Faculty (NONPF) Competencies
Evidence-based practice literature and metis-based practice regarding the
importance of PC knowledge and implementation in the primary care setting by FNPs for
symptom management and improvement of QOL serve as a guide for this scholarly
project. Three of the Doctor of Nursing Practice (DNP) Essentials for Advanced Nursing
Practice, the American Association of Colleges of Nursing (AACN) (2006) complement
the work needed to improve existing practices surrounding PC. These three essentials
include:
•

Essential VI. Interprofessional collaboration for improving patient and population
health outcomes.
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Essential VII. Clinical prevention and population health for improving the
nation’s health.

•

Essential VII. Advanced nursing practice.

In addition, three of the nine National Organization of Nurse Practitioner Faculty
(NONPF) (2013) competencies have been utilized for the completion of this PC scholarly
project:
•

Scientific Foundation Competencies (1-4)

•

Quality Competencies (1-5)

•

Independent Practice Competencies (1-8)

Consequently, these three DNP Essentials and three NONPF competencies will be
utilized for direction in this scholarly project to improve PC in the primary health care
setting focusing on education of DNPs and earlier implementation.
Due to the aging patient populations afflicted with multiple comorbidities, limited
rural access to specialty healthcare (particularly PC), and the increasing cost of
healthcare, FNPs have assumed the role of the primary care provider. As primary care
providers, it is becoming exceedingly important for the FNP to understand what PC is,
what patients qualify and would benefit from PC resources, and how to begin discussions
with the patient and family members to initiate PC. It is the aim of this scholarly project
through education and administration of resources to FNPs at the rural primary health
care setting patients that will be identified and PC initiated in a quality and timely
manner. Chapter two will review the evidence based on literature about PC, including
FNPs’ current education of PC, communication regarding PC between FNPs and patients,
and initiation of PC in the primary care setting.

PALLIATIVE CARE IN THE PRIMARY CARE SETTING

7

Chapter Two: Literature Review
FNPs, as primary care providers, must understand the definition and purpose PC,
who would benefit from PC resources, and how to adequately introduce PC to patient and
family members. FNPs, according to Wheeler (2016), are responsible for having the
knowledge to care for patients in all settings with potentially life-limiting serious
illnesses, making FNPs the optimal care providers for PC. Kuebler (2003) further
explained benefits of FNPs caring for PC patients, including decreasing the likelihood of
fragmented care and reducing patients’ abandonment feelings because primary care
follows them through the continuum of their disease progression. Although FNPs are an
excellent option to offer quality PC to patients, numerous issues are limiting the access of
PC for qualifying patients in the primary care setting. This chapter reviews the literature
to assess current PC education of FNPs, reviews communication limitations with patients,
evaluates the barriers to the introduction of PC, and considers implications for FNPs
practicing in the primary care setting.
Education About Palliative Care for Family Nurse Practitioners
FNPs in the primary care settings need to know about PC. According to Shea,
Grossman, Wallace, and Lange (2010), FNPs are not prepared in school or during
professional nursing experience to care adequately for the PC population. Although
FNPs have an advanced knowledge in evidence-based practice, pharmacology, and
pathophysiology, FNPs find defining and understanding the PC specialty problematic
(Pereira et al., 2017). Due to the lack of PC education for nursing students, FNPs show a
general lack of confidence in providing PC to their patients and share a significant
misconception that PC is associated only with EOL (Shea et al., 2010). Shea et al. (2010)
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further concluded a correlation between a decrease in PC knowledge as an FNP’s age and
years of nursing experience increased, inferring the possibility that although still
inadequate, newer nursing programs may place more focus on PC in education and
clinical training than in the past. Pereira et al. (2017) determined further education on the
definition and process of initiation of PC must be accomplished in nursing academics to
better prepare FNPs to care for this complex population. Not only does lack of PC
education cause confusion the definition of PC, NPs are also confused of who PC
benefits.
A prior misconception noted in the literature of FNPs understanding of PC
included association of QOL of the terminally ill patient and does not consider the effects
on family and friends (Pereira et al., 2017). Pereira et al. (2017) identified another
consideration is that although FNPs understand the importance of supporting QOL, they
were unable to recognize symptoms qualifying the initiation of PC and lacked the
knowledge to effectively initiate and implement quality PC. One group that has noted the
lack of education available for PC and EOL care is the End-of-Life Nursing Consortium
(ELNEC) (Kriebel-Gasparro & Doll-Shaw, 2017). Kriebel-Gasparro and Doll-Shaw
(2017) explained that the ELNEC was formed in early 2000 due to research indicating a
deficit of PC and EOL education present in nursing programs for FNPs. The ELNEC
group developed a primary national educational initiative project to target doctorate of
nursing faculty on cultivating a PC and EOL training course to develop in FNP programs.
The process of training the instructor is designed to increase the number of FNPs
graduating in the near future with adequate PC and EOL knowledge (Kriebel-Gasparro &
Doll-Shaw, 2017). The final findings of the study proved there is still a need to integrate
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EOL and PC into the nursing profession and that implementation in the trainer program
was successful (Kriebel-Gasparro & Doll-Shaw, 2017). Pereira et al.’s (2017) research
also supported that further education on the definition and process of initiation of PC
must be accomplished in nursing academics to better prepare FNPs to care for this
complex population. With limited education in nursing academics, furthering education
though competencies and continuing education is important to increase the PC workforce
in the primary care setting.
As the number of patients being seen in primary care with complex life-limiting
medical condition rises, the role of the FNP becomes more important in a PC aspect.
FNPs need to address not only the many physical symptoms of the patient but also the
psychosocial, psychological, and spiritual needs of the patients and their family members.
Studies indicate that FNPs would benefit from more education and training in PC
(Kriebel-Gasparro & Doll-Shaw, 2017). Recommendations in the literature include
integration of PC competencies and offering clinical options into FNP programs, as well
as the development of more continuing education for existing FNPs (Pawlow, Dahlin,
Doherty, & Ersek, 2018). The top five PC education insights Kriebel-Gasparro and DollShaw (2017) noted for FNPs included educating on early PC consultations,
differentiating PC from hospice, considering the needs of the family, empowering the
patients to be an active member in their care, and talking to patients and families
regarding PC. Educational options for FNPs include resources including ELNEC and
advanced certification through the National Board for Certification of Hospice and PC
Nurses (Neinle, McNulty, & Herbert, 2014). Tyree et al. (2005) also supported the
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significant of educational deficits for FNPs is education on communication with the
patient and families about PC.
Communication About Palliative Care With Patients
The importance of quality communication is often overlooked in today’s health
care delivery model. Studies show evidence that patients afflicted with chronic diseases
want to discuss their options, care goals, and seek honest straightforward discussion with
their healthcare providers (Swami & Case, 2018). Early conversations between PC
eligible patients and FNPs may improve QOL, reduce hospitalizations, extend life,
decrease non-beneficial interventions as diseases progress, and improve patient and
family satisfaction (Brown et al., 2018; Ganguli, Chittenden, Jackson, & Kimball, 2016;
McCormick et al., 2012). Communication regarding PC is often challenging for many
FNPs due to the sensitive nature of the topic and lack of knowledge and confidence
regarding the subject. Communication regarding holistic assessment of symptoms and
management of care is the most important element of PC (Gorman, 2016; Nunn, 2017).
According to Swami and Case (2018), primary healthcare providers, including FNPs,
know the patient best and have facilitated a relationship based on trust, making them the
best option to speak to the patient and family members about goals of life. One of the
methods of communication focused on in literature was narrative medicine (Fortuna,
2018; Rosti, 2017).
Quality communication between provider and patient is an important aspect of
providing competent holistic care. Lacie Lee Wallace, a patient utilizing PC for
symptom management, verified the importance of communication in an interview with
Kara Lofton (Fortuna, 2018). Wallace stated that patients want their stories to be heard,
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even if just for a short time, because someone truly hearing what a patient is saying is
empowering and gives a sense of control that is often lacking when someone is unwell
(Fortuna, 2018). Wallace also utilized her artistic abilities to create art that reflected her
PC journey (Fortuna, 2018). According to Rosti (2017), one tool that can be utilized to
improve communication between provider and patient is narrative medicine similar to
Wallace’s interview and art. In a medical society heavily reliant on evidence-based care,
patients and their life experiences are often decentralized, resulting in missing what is
truly important to them. Narrative medicine is defined as a medical tool that incorporates
reading, telling, writing, and hearing stories to promote a relationship with patients
(Rosti, 2017). Narrative medicine gives providers the full picture of how symptoms are
affecting patients’ lives complementing traditional evaluation techniques, and therefore
assisting providers to determine where PC focus should be to improve QOL (Rosti,
2017). The importance of quality communication with patients in undeniable, but often
FNPs feel unprepared to initiate these crucial conversations with patients.
Another method beneficial in PC communication is a family conference (FC)
approach to share information and formulate a plan. A FC is often the first opportunity
for patients and their family members to discuss the illness, treatment options, wishes,
and plan of care with professional guidance. Powazki and Walsh (2014) indicated that
the FC should include the primary health care provider FNP, at least one family member,
the patient, and social worker if available although, attendees to the FC may vary
according to patient-specific needs. Unfortunately, barriers noted for utilizing the FC
approach in a small clinic setting are cost and time commitments (Hudson, Thomas,
Quinn, & Aranda, 2009). Powazki, Walsh, Hauser, and Davis (2014) discussed the
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importance of developing a meaningful connection between the medical staff, patient,
and family members present to improve the meeting’s success.
It is essential for FNPs to plan prior to a FC, including determining who should be
invited and preparing discussion points (Powazki et al., 2014). Planning should include
options for symptom management; a realistic based care plan; education and support
options for patients and family caregivers; and most importantly, discussion of a living
will, also known as a living will (Powazki & Walsh, 2014). Preparation before the
meeting increases the quality of patient care, encourages improved future outlooks of
participants, and decreases the anxiety of the patient and family (Powalzki & Walsh,
2014). Powazki and Walsh (2014) highlight major aspects of the FC, including meeting
location, ensuring all individuals are seated, setting a general time limit (usually no more
than 60 minutes), and limiting interruptions. Introductions of all providers is important,
including explaining why they are present and what their role is in the meeting. It is
imperative to always be sensitive to ethnicity and cultural practices to assure the plan is
not only medicinally appropriate, but also honors the family’s beliefs and values
(Powazki & Walsh, 2014). A FC approach allows a building of family cohesiveness as
members face uncertainties of the future (Walsh et al., 2014). Research by Powazki et al.
(2014) identified five key elements to be addressed to ensure success of the FC
communication: information, checking, questions, empathetic communication, and
shared decision-making process. Inadequate FC communication leads to increased
distress for patients and their family members as well as the healthcare team. Stevens,
Flanagan, and Pedroff (2017) suggested utilizing the acronym SPIKES (setting,
perception, invitation or information, knowledge, empathy, summarize or strategize) to
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assist the provider in delivering information to patients in difficult situations. FNP
education in facilitating a FC and communication is crucial for the PC to be successful.
Another method of teaching communication to healthcare providers includes
simulation-based education. Brown et al. (2018) found simulation-based education
regarding PC communication skills was more successful than standard education models.
Sarabia-Covo, Alconero-Camarero, Lavin-Alconero, and Ibanez-Remerteria (2016)
further supported the use of clinical simulation-based learning as an appropriate and
successful method to improve quality PC communication. Simulation-based education
allows FNPs the opportunity to practice reading patient’s body language and hear what
he or she is saying to fully understand what the patient is feeling. Patients may feel many
emotions at any one time, and the medical professionals’ response for them dramatically
affects the outcome of the situation. A simulation-based setting is a low-risk opportunity
for FNPs to learn how to respond to scenarios without risk of negatively affecting a
patient or family member in the process.
The current literature suggests the importance of good communication skills when
caring for the PC population. PC patients and family members find that communication
is critical when building relationships with their healthcare providers during the often
difficult and emotional time. Numerous studies supported different forms of
communication FNPs can utilize to improve communication including narrative medicine
and FC approaches. For example, Tyree et al. (2005) found the majority of the FNP
participants felt that additional education would improve their ability to communicate
with patients and families regarding EOL cares. FNPs have found that simulation-based
learning is a significant learning model to decrease the risk of harm to the patient and
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family member while learning new communication skills. Introduction of conversations
between patients, family members, and the medical staff initiating PC early in diagnosis
has many benefits.
Initiation of Palliative Care
The trends in healthcare today indicate an increase in the population of patients
living longer while suffering from multiple chronic life-limiting diseases (McCormick et
al., 2012). According to Cleary (2016), the first step to initiate PC in the primary care
setting is knowing when to integrate PC in patient care. Research shows the early
introduction of PC interventions can decrease total health care costs, minimize
symptoms, decrease emergency room visits and patient hospitalization, and improve
QOL (McCormick et al., 2012). Another benefit to early discussion of PC offers time to
make thoughtful decisions rather than feel pressured into choices due to a medical crisis
(Cleary, 2016). Unfortunately, Buss, Rock, and McCarthy (2017) reported a common
misconception among health care professionals, including FNPs, is that PC may actually
accelerate death, therefore causing FNPs to initiate PC later in the disease process.
PC should be used congruently with curative care as the patient wishes (Kuebler
et al., 2005). However, it can be a challenge for FNPs to anticipate needs of PC and
discuss goals prior to an actual medical crisis (Buss et al., 2017). Literature shows
further research is needed yet supports FNPs’ need to be educated on standard forms
available to assist in determining if PC is appropriate for the patient and need to be
empowered to initiate PC conversations (Ganguli et al., 2016). Buss et al. (2017)
indicated that online resources are available including www.ePrognosis.org, which may
assist FNPs to determine the estimates of life expectancies, particularly of complex
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patients. Another way a clinician may evaluate if PC initiation is suitable for a patient is
surmising if he or she would be surprised if the patient died in the next year; if not,
starting PC may be appropriate (Buss et al., 2017). Even after determining a patient is
deemed an appropriate PC candidate, introducing PC to the patient is often difficult.
Although FNPs routinely diagnose patients with chronic life limiting diseases,
crucial conversions are difficult and not routinely discussed focusing on future goals of
care. Ganguli et al. (2016) claimed there is room for improvement in how often
clinicians discuss goals of care and prognosis when a life limiting disease is diagnosed.
FNPs were found to be more comfortable offering recommendations when resuscitation
would be deemed helpful and less comfortable when faced with limits in medical
interventions (Ganguli et al., 2016). In regards to resuscitation, FNPs were found to be
less likely to recommend for or against life-saving measures when assisting patient with
making advance life decisions (Ganguli et al., 2016). Buss et al. (2017) stated patients
allowed to discuss their wishes in advance often take a comfort-based approach to EOL
care instead of drastic life-sustaining measures.
FNPs utilize techniques to assist with initiation of PC with patients in the primary
care setting. One method for FNPs to initiating PC according to Cleary (2016) is a
stepwise method. The initial step would be to offer education and psychosocial support
regarding the health diagnosis allowing the patient and family time to accept, adjust, and
prepare for choices to be made. Steps that followed would be on a case-by-case basis
including discussion of advanced directives and symptom management (Cleary, 2016).
Cleary (2016) focused on the importance of educating patients on the risks and benefits
of life-sustaining treatments to assist them in making an informed decision when making
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future healthcare plans. Resnick and Andrews (2002) found the majority of older adults
are willing to accept interventions for comfort at the EOL but choose to limit lifesustaining interventions; over time their decisions may change requiring ongoing
discussions of wishes. Studies show that patients who have received adequate education
from the FNPs regarding ELTP and advanced directives are more likely to complete
advanced directives and inform their family of their wishes. (Powazki et al., 2014;
Hudson et al., 2009). Advanced directives can assist family members when making
difficult decisions for the patient during stressful times. With the multitude of patients
needing ongoing care adequate staffing is important to assist families and patient.
With the increased population of patients living with multiple life-limiting
illnesses, there is a noted shortage of PC trained professionals. FNPs are the key to PC
reform, filling the gap in the primary care setting caring for the PC patient population.
Assessing the appropriateness of initiation of PC is challenging for FNP due to lack of
education and awareness of available resources. Early introduction of PC is imperative to
garner all the positive effects of PC for patients and their family members.
Limitations of Existing Research
Significant limitations of research on FNPs involvement in quality PC exist.
First, the majority of research available regarding PC does not focus primarily on FNPs
as the care provider. The few studies that focus on the FNP as the primary subject are
small homogeneous groups possibly skewing the data. In addition, PC knowledge is a
broad subject, therefore difficult to measure. Self-assessment is not always an accurate
predictor of deficits in knowledge level due to dishonest answers of individuals not
wanting to seem unprepared and uneducated. Most importantly, there is a noteworthy
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gap in the existing literature reviewing patient’s and families’ perception of the quality of
PC they are receiving compared to the self-perceived knowledge and quality of care
provided from the FNP in a primary care setting.
Implications for Practice
Suggestions for practice include incorporating PC education opportunities into
standard curriculums, including lecture and clinical experience, in FNP programs.
Improvement in PC education subsequently increases knowledge level, comfort of
initiation and communication with patients, and timeliness of initiation of PC when
criteria is met. FNPs could expand their individual knowledge and PC skill set by
actively seeking continuing education opportunities for caring for this specific population
and becoming certified in PC. Another consequence of improving the quality level of PC
offered and initiating the care earlier to patients with life-limiting chronic disease would
be positively influencing patients and family members lives. These improvements
include quality pain management, improved mental health, better perceived QOL, and
decreased care provider stress. Patient satisfaction scores are essential in improving
healthcare and determine the amount of financial reimbursement in healthcare facilities
today, further reflecting the importance of patients’ satisfaction in the care provided.
The literature review has determined the lack of scholarly preparation in PC
education for FNPs leading to lack of provider confidence, delayed or missed
opportunities to initiate PC, and an increase in patient symptoms resulting in decreased
patient satisfaction. The reduced confidence and difficult subject nature often lead to
communication barriers between FNPs and PC patients and delayed initiation of PC in
the primary care setting. Although there is an abundance of PC literature available,
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multiple gaps and limitations are present leading to the need for more extensive studies
focused on PC patient and FNPs in the primary care setting. Therefore, by offering PC
education to FNPs in the rural PC setting, including quick reference sheets, PC patients
would benefit. The following chapter will describe this project’s education plan for FNP
in a southeastern Minnesota primary care setting and how Jean Watson’s Theory of
Human Caring provides a framework to support this project. Watson believes caring is
central to the nursing practice, optimizing patient’s health and well-being through a
holistic approach aligning with the PC model of holistic care.
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Chapter Three: Application of Theory
FNPs play an integral role as primary care providers, offering wellness and
disease symptom management to populations of all ages and stages of diseases including
patients qualifying for PC. Due to the shifting world of healthcare with patients living
longer and sicker with increased comorbidities, many changes have been occurring in the
nursing profession including the role of the FNP in the rural healthcare setting. A
deficiency in the rural healthcare setting regarding initiation and knowledge of PC has
been discovered with the increase in the older adult population with chronic life-limiting
diseases. Following a comprehensive literature review on FNP’s knowledge of PC it has
been determined that there is an inadequate understanding of the definition and function
of PC, confusion of who qualifies, and a decreased comfort level of initiating and
communicating PC with the patient. The complex issues that older adult population with
chronic life-limiting illnesses face include loss of self, decreased QOL, emotional
disturbances, and personal issues. The FNP must use a holistic approach led by multiple
ways of knowing to care for this complex population. Through a brief review of the
project, exploration of Jean Watson’s Theory and concepts, and reflection of FNP PC
practice guided by the 10 Caritas processes, information will be summarized focusing on
improving the FNPs knowledge and ability to offer quality PC to the underserved rural
healthcare population.
The purpose of this scholarly project is to improve the FNP’s PC skills and
knowledge in regards to the older adult population living with chronic life-limiting
illnesses. Following a wide-ranging literature review, a pattern of barriers and
inadequacies to addressing PC in the primary care setting was established. Utilizing this
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knowledge of evidence-based practice literature and Metis-based practice, the project was
formulated to explore three questions in the rural primary healthcare setting in
southeastern Minnesota. The first question was to determine the baseline knowledge of
PC for FNPs in this primary care setting. The next question was to explore the barriers to
providing PC in this particular setting. The third and final question was to determine if
delivering FNPs additional knowledge and a practice resource guide increases their
ability to assess for the need and qualifying factors, initiate PC interventions, and
communicate cares effectively. Throughout the development of this project, a nursing
theoretical framework of Dr. Jean Watson’s Theory was applied to support the project.
Theory of Human Caring
The utilization of Watson’s Theory of Human Caring is essential when initiating
PC with patients and their family members. NPs are challenged professionally and
personally balancing technical healthcare environments while striving to successfully
care for a wide variety of patients and disease processes in a caring manner. Watson
believes caring is central to the nursing practice, optimizing patient’s health and wellbeing through a holistic approach. Watson’s Theory of Human Caring is a grand theory
focusing on how nurses demonstrate holistic care for patients and how that caring
develops into improved plans promoting communication, health and wellness, preventing
illness, and restoration of health (Petiprin, 2016). Watson’s Theory views the core of
nursing practice as love, caring, and personal connection. The concept of caring in
relation to this theory is defined as a moral ideal of exhibiting concern and empathy for
others which is extensive, all-encompassing, and circular including a holistic approach
(Wagner, 2010; Petiprin, 2016). Relating to the nursing practice, caring is a fundamental
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aspect promoting health and wellness more effectively than medical treatments alone
(Watson, 2008).
The major elements of Watson’s Theory are Carative factors (Appendix A),
caring moments/occasions, and transpersonal caring relationships (Lachman, 2012).
Watson (2008) developed 10 Carative factors FNPs need to address with patients to care
for them holistically to facilitate healing and improved QOL. As the theory evolved, the
original Carative factors were translated into Caritas processes (Appendix A) offering
suggested interpretation for successful interpersonal interactions with patients. Each
nurse-patient interaction provides opportunity to incorporate intentional, meaningful,
authentic, and honorable human experiences known as caring moments/occasions. These
experiences allow individuals discovery of self, expands world views, and leads to new
possibilities in life. By incorporating the 10 Caritas and finding caring moments to share
with the PC patient, FNPs develop connections going beyond the ego to a higher level of
spiritual holistic caring known as a transpersonal caring relationship (Watson, 2008).
Caritas Process 1: Loving Kindness with Self and Others
The first of Watson’s (2008) Caritas processes enlightens practicing lovingkindness with self and others while embracing altruistic values. Patients and family
members diagnosed with a life-limiting illness are often faced with life-altering changes
and fear of the unknown. FNPs should always show genuine concern and kindness when
communicating PC with patients and their family members. For PC to be effective,
successful communication between FNPs, patients, and family members is essential.
Working as an FNP caring for PC patients can also be difficult not only personally but
also professionally for the provider due to the struggle of caring for the nature of disease
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progression, patient’s emotional status, personal connections, and spiritual health.
Therefore, FNPs should practice a model of self-care and personal respect for themselves
and their coworkers when practicing in this field as well. The practice of self-care also
sets an example for patients and particularly their family members that taking time to care
for themselves is accepted and encouraged. While the first Caritas process focuses on
the practice of loving-kindness, the second discusses the act of meaningful presence
when participating in patient care.
Caritas Process 2: Being Authentically Present
Being present authentically and maintaining a profound belief system between the
care provider and those being cared for with the goal of instilling hope, faith, and honor
within others is the second Caritas process (Watson, 2008). As an FNP caring for a PC
patient, it is essential to master authentically being present and offering opportunities for
silent reflection when getting to know the patient and caring for them. By listening to the
patient in a meaningful way with appropriate eye contact, touch, and reflection there is an
instillation of honor of their beliefs and feelings. Quality communication allows for open
discussion regarding treatment choices, symptom management, and patient needs to
improve the care offered. The first two Caritas focused on loving-kindness and presence
with a goal of hope, faith, and honor within others; the third Caritas extends to patients
and self.
Caritas Process 3: Sensitivity to Others and Self
The third Caritas process includes maintaining sensitivity to others and self
through nurturing personal growth, beliefs, and practices (Watson, 2008). When caring
for PC patients, an FNP must utilize self-reflection to explore their personal feelings,
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values, and beliefs to continue self-growth and cultivate their professional holistic PC
skills. In order to effectively care for PC patients, the FNP needs to convert tasks into
interactions of healing while presenting a genuine awareness of others. A key to the third
Caritas process is to demonstrate the ability to forgive others and just as importantly
yourself, leading to Caritas process four focusing on a trusting helpful relationship.
Caritas Process 4: Developing Helping-Trusting Relationship
Caritas process number four, established by Watson (2008), is the development of
helping-trusting caring relationship between patients, family members, and the healthcare
team including the FNP. PC requires a comprehensive holistic care design that
necessitates a caring relationship between patients, their family members, doctors, FNP,
nurses, social workers, chaplains, pharmacists, nutritionists, and counselors as determined
by the needs of the patient. When presenting the option of PC, many patients are
frightened. They often associate PC with hospice and misinterpreting the purpose of PC,
instead believing the provider is telling them that they are near death. Having a helpingtrusting caring relationship between the care provider and the patient decreases the stress
and anxiety felt by the patient, making it an ideal relationship to discuss misconceptions
and address difficult facts. This Caritas process of relationship development leads into
the fifth process of listening to the patient and family members.
Caritas Process 5: Listen Authentically to Others
Listening authentically to patient’s stories while promoting and accepting both
positive and negative feelings is the fifth Caritas process (Watson, 2008). Everyone has
their own unique story to share if allowed the time and freedom to tell it. A central
aspect of PC is communication based on trust. Often PC patients will have emotional
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needs that must be addressed while visiting with the FNP. When the needs and feelings
of the patient are appropriately addressed in a mutually trusting environment, the patient
may benefit with improved QOL. It is crucial for FNP to develop the skills of listening
and nonverbal communication to promote an atmosphere where patient feel safe to share
their fears, as well as negative and positive feelings. While listening to patients, the FNP
can also utilize the sixth Caritas process by applying multiple was of knowing.
Caritas Process 6: Creative Use of Ways of Knowing
The sixth Caritas process includes the caring-healing practices of the FNP
imaginatively utilizing all ways of knowing including aesthetics, ethical, empirical,
personal, and metaphysical as part of the caring and decision-making process (Watson,
2008). The FNP must understand that their presence in the room is an element of its own
when communicating and planning with the patient. Utilizing ones self to be part of the
caring-healing environment through use of voice, authentic presence, movement,
intentional touch, eye contact, gestures, and facial expressions (Wagner, 2010). The
intentional touch of holding the hand of a patient while allowing them to discuss
emotional subjects would signify a caring moment in Watson’s Theory by joining the
patient and nurse in a transpersonal caring relationship. By listening and being present
the nurse honored the patient’s belief system including incorporating the values, beliefs,
and what is meaningful to the patient into the care plan. In turn the patient was assisted
in being able to release control to a higher power and feel supported and peaceful with
the situation (Wagner, 2010). By employing numerous was of knowing patients are
encouraged to ask questions and explore alternative ways to find answers to issues they
may be experiencing. Through the utilization of multiple ways of knowing, FNPs are
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introduced to address the learning of the patient which is illustrated in Caritas process
number seven.
Caritas Process 7: Genuine Individualized Teaching
Watson’s (2008) seventh Caritas process discusses the introduction of teaching
through addressing the individual needs, readiness to learn, and the unique learning styles
of the patient and care provider. Through this Caritas, the FNP should first seek to learn
personally from others, appreciate their own personal worldview, and then use the skills
learned to teach others. This includes teaching not only patients and family members but
also other healthcare professionals. When the FNP is teaching they should accept others
as they are and keep an open dialogue by asking what they know about their illness,
health, treatment, and future plans. Listening and teaching are essential PC skills the
FNP needs to address. As the FNP gets to know the patients’ feelings and needs, Caritas
process eight becomes vital through creating a holistic healing environment that may
differ from person to person.
Caritas Process 8: Creation of an Environment Focused on Healing
Caritas process number eight reflects creating an environment of healing in the
physical and spiritual sense while respecting the individual’s dignity (Watson, 2008).
When discussing PC and disease progression and symptoms, patients may find that they
feel a loss of dignity due to emerging issues. To communicate effectively, efficiently,
and holistically the FNP must create a space for human connection to occur naturally,
encouraging an increased sense of dignity for the patient. Elements of the environment
include, but are not limited to people present, lighting, sound, cleanliness, privacy, safety,
art, nutrition, and other comfort measures. Although, some environmental factors in the
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primary care office are difficult to modify, FNPs can focus how they personally fill the
space by respecting the needs of the patient, appropriate eye contact, body positioning,
exhibiting privacy and safe behaviors, and offering available comfort measures (Kleenex,
water, juice, etc.) to name a few. FNPs can also educate how to adjust the environment
in the patients living space to create a space of healing and peace. While adjusting the
environment FNPs can begin focus on the next Carita process of addressing the basic
needs of the patient.
Caritas Process 9: Holistic Mind, Body, and Spirit Approach
According to Watson (2008), the ninth Caritas process describes the mind-bodyspirit approach to offering basic physical, emotional, and spiritual needs of the patient
and family members. It is important for the FNP to visualize the PC patient as a whole,
not just their disease and symptoms, thus addressing all aspects or care holistically for the
patient and family in a caring manner. Often basic physical needs of nausea, hunger,
ability to eat, quality sleep, pain control, and bodily movements need to be addressed to
get a deeper understanding and trust allowing care of the patients emotional and spiritual
needs. The unique needs of patients must be addressed by the FNP on an individualized
basis honoring religious preference, cultural beliefs, personal wellness goals, and EOL
desires. While holistically caring for patients’ mind-body-spirit the FNP must understand
the importance of being open to allow situations to unfold and the fact that miracles do
happen, leading into the last Caritas process.
Caritas Process 10: Openness to Mystery and Miracles
The final Caritas process by Watson (2008) includes keeping openness to mystery
and allow miracles to occur. For the FNP to obtain trust from the patient and their family
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members, openness must be utilized allowing the patient to have control of the
conversation. Therefore, permitting facts to unfold in the communication with the patient
unknowingly and without control of the care provider. Through this open
communication, personalized treatment plans and support can be developed in an
individualized manner. Each PC patients’ life is, in essence, a mystery for the FNP to
participate in the unknown human caring moments as they reveal themselves. To
contribute fully to the care of the PC patient, it is imperative the provider understand their
own inner feelings and what is important to themselves, while keeping an open mind to
honor, care for, and implement the personalized wishes of the patient. Through
established trust, open communication, respectful understanding, and nonjudgement the
FNP can offer quality PC, improving the QOL of patients and their family members
while opening the opportunity for miraculous occurrences to present themselves.
Watson’s Theory of Caring moves beyond caring for patients in a purely scientific
medicinal way revealing a relationship framework of love and caring. Watson’s Theory
provides a guide for the FNP when caring for complex PC patients. The PC practice
allows FNPs to discover a more meaningful career while optimizing patient’s care and
outcomes holistically while dealing with chronic life-limiting disease and symptoms.
Through a review of the project and exploration of Watson’s Theory, progressions of
utilizing the Caritas processes to ways to improve quality PC by FNPs in the rural
healthcare setting has been described. Chapter four will review the methodology for this
scholarly project including project participants, clinical setting, tools, intervention, and
discuss the evaluation of data collected in this scholarly project.
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Chapter Four: Methodology and Analysis
There is a population shift in healthcare with an increasingly older population that
are afflicted with multiple comorbidities that has influenced the changing of many
aspects of the nursing profession and FNP responsibilities. Review of PC literature
indicates there are many areas of improvement needed regarding the role of the FNP.
Specific areas of improvement addressed include understanding of the definition and
purpose of PC, timely identification of appropriate patients to implement PC
interventions, and effective communication of the difficult PC material with patients and
family members. Complex symptoms caused by life-limiting illnesses that older adults
face require a holistic approach lead by the FNP to decrease negative outcomes and
reduce disease symptoms. Through utilization of the 10 Carative factors of Watson’s
Theory of Human Caring (Appendix A), FNPs can adopt a holistic approach to facilitate
improving patient’s QOL with PC. Watson (2008) views the core of nursing practice as
love, caring, and personal connection which are also important aspects of PC. This
chapter reviews the clinical setting, project participants, tools utilized, interventions
initiated, data collection methods used, and data analysis utilized to complete this
scholarly project.
Clinical Setting & Project Participants
The clinical settings for this developmental evaluation project were located in
rural southeastern Minnesota. Numerous barriers presented themselves complicating the
search for a proper site to implement this scholarly project. Due to the limited number of
participants at the initial presentation, a second group of participants were identified. The
setting selected to introduce this PC project therefore included two locations with a total
of 23 participants present. Unfortunately, one participant did not fill out the post-survey
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completely, so therefore was eliminated from the final data resulting in a final count of 22
participants. The first location involved advanced practice providers from a primary care
clinic that care for patients of all ages with varying levels of illnesses and the second
location was a classroom consisting of third year DNP-FNP students and two faculty
members in southeastern Minnesota. The two locations were utilized to assess the FNP
knowledge, practice, and future hopes regarding PC through education, communication
tool disbursement, open dialogue, and data collected through utilization of an assessment
tool.
Tools, Interventions, and Data Collection
Through assessment of PC literature, a pre-survey (Appendix B), brief education
including slides show presentation (Appendix F), crucial conversations handout
(Appendix D), and a post-survey (Appendix C) were developed. The participants surveys
were each numbered to maintain the results of a blind survey and ensure participants
comfort of responding without any fear of judgments. The purpose of the crucial
conversations handout (Appendix D) was to supply providers with an easy portable
education resource guide to talk though PC with patients and family and access other
resources listed. All tools were utilized to complete this scholarly project in a condensed
learning format presentation lasting less than one hour to be respectful of participants
time.
Upon entering the room, the participants were welcomed, introductions were
made, and the pre-survey (Appendix B) was distributed to assess different aspects of PC
in their healthcare practices. The pre-survey consisted of six questions with a
combination of open-ended and numerical based self-assessments. The pre-survey
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assesses current practice specialty, understanding of PC and knowledge level, comfort in
initiation of PC, how often they discuss and initiate PC with their patients in their
practice. Following the completion of the pre-survey a short educational lecture
accompanied by a Power Point presentation (Appendix F) was given with the objectives
of participants being able to define PC, articulate appropriate patient for PC, describe
benefits to early initiation of PC, delineate different ways to introduce crucial
conversations regarding PC, and allowing individuals an open forum to voice personal
experiences they have had in regards to initiating PC in their practice. Participants were
also supplied a crucial conversations packet (Appendix D) with multiple crucial
conversations resources and tip cards for future reference, as well as, a list of websites to
resource more information regarding PC. Immediately following the presentation there
was a guided open forum discussion to hear what PC concerns and experiences providers
have had, barriers they have witnessed, and recommendations that they felt would benefit
PC in their areas of practice. Themes from the discussion included stress felt due to time
constraints, importance of building trust, and the thought that PC is a blessing to patients
and their family members. To conclude and evaluate the success of the face-to-face
encounter a seven question post-survey (Appendix C) was given to each participant.
Following closing of the focus group, the surveys were collected, transcribed (Appendix
E), and assessed to offer insights into the success of the PC education offered.
Evaluation and Analysis
Evaluation of the scholarly project was completed by comparing the pre-test and
post-tests scores of participants while reviewing themes arising from the open-ended
questions and discussion (Appendix E). The success of the project was reflective by the
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self-assessed increase in perceived knowledge and comfort regarding PC and PC
conversations. Following the brief presentation, there was a noted increase in
participants perception of their personal PC knowledge and comfort level of initiating PC
conversations with patients (Figure 1.1 and Figure 2.1). The initial self-assessment presurvey question, how knowledgeable do you feel about PC and what services they have
to offer patients (Figure 1.2), in comparison to the post-survey response (Figure 1.3)
reflected an increase in all but two of the participants which remained the same. One of
the unchanged participants assessed their initial and concluding knowledge at the highest
level of five (very knowledgeable), while another individual rated their knowledge at a
level three pre and post presentation. The second numerical assessment evaluated the
comfort level of participants to initiate PC conversations with patient. All participants
evaluated their comfort initiating PC conversations as improved following the
presentation and resources given except for two individuals (Figure 2.1, Figure 2.2, and
Figure 2.3). Both of these individuals self-reported a level of a five (very comfortable)
before and after the presentation. In addition to the self-assessment of comfort and
knowledge, other open-ended questions were asked to evaluate the barriers of PC in
primary care, and what individuals would like to see done regarding awareness,
education, and utilization of PC in the primary care setting.
Participants in the scholarly projects were asked what barriers they witness to
initiation of PC as a provider in primary care to determine if current literature is accurate
in PC deficits (Appendix E). The main answers to this question were lack of knowledge
and time constraints in primary care practice for discussing such a sensitive subject.
Another commonality of response includes misunderstanding of the definition of PC
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versus hospice between both providers and patients also increasing the fear of the
provider to introduce the subject. All of these answers were consistent with documented
PC issues in current literature. To determine possible interventions to improve PC in the
primary care setting participants were surveyed to share what they would like to see done
to increase this lack of awareness, education, and minimal utilization of PC in the
primary care setting.
Numerous interventions were suggested by participants for how to improve PC in
primary care practices (Appendix E). Many individuals requested more PC education for
staff including having more easily accessible resources, lunch and learn opportunities,
and introducing PC in the setting of higher education. Another suggestion from a few of
the participants was education for patients, family members, and the public in general
such as television ads, videos, flyers, and posters to educate what PC is, benefits, and
who would qualify for interventions. The biggest takeaway was more PC education is
needed for the public and professionals to minimize the stigma of PC being considered a
death sentence and giving up on the patient.
In conclusion, this chapter described the implementation of a developmental
evaluation project focusing on PC knowledge of FNPs in a primary care setting. The
description of the successful implementation of this PC scholarly project guided by
Watson’s Theory of Human Caring includes the clinical setting, project participants, tools
utilized, interventions initiated, and data collection methods used. The results were
encouraging that PC education is important and when given in short presentation and
discussions is successful and positively reviewed by staff members. Chapter five will
critically reflect the key findings, lessons learned, and implications for advance practice
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Chapter 5: Significance and Implications for the Future
Patient populations in healthcare are shifting, with patients living longer while
afflicted with more chronic conditions changing the practice of primary care. Although
primary care providers often have many opportunities during appointments while
reviewing diagnosis and symptoms, they often do not introduce PC until symptoms are
severe or life expectancy is limited. The goal of this scholarly project was to explore the
knowledge and skill levels of FNPs providing care for the older adult population, search
literature for knowledge and gaps, and offer resources and education on communication
for critical conversations. This chapter will discuss the DNP Essentials and NONPF
Competencies addressed in this scholarly project while reflecting on key findings, lessons
learned, and implications for advance practice nursing. There are three DNP Essentials
for Advance Practice Nursing, as well as three NONPF Core Competencies that strongly
complement the PC research and work required to improve existing practices surrounding
PC in this scholarly project.
Doctorate of Nursing Essentials for Advanced Nursing Practice
The Essentials of Doctoral Education for Advanced Nursing Practice articulate
the competencies for nurses to practice at the highest level of leadership and participate in
scientific inquiries (AACN, 2006). For this scholarly project three DNP Essentials for
Advance Practice Nursing complement the PC research and work required to improve
existing practices surrounding PC. The Essentials to be addressed in the following
section include Essential VI, Essential VII, and Essential VIII.
DNP Essential VI: Interprofessional Collaboration for Improving Patient and
Population Health Outcomes
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First, Essential VI, is the interprofessional collaboration for improving patient and
population health outcomes. With the complex health care environments and
multidimensional patients today, it is crucial for providers to be skilled and
knowledgeable in many specialties and require the ability to work collaboratively with
other expert professionals for effective implementation of PC. The DNP Essential VI
was directly influence by collaboration with designing, implementing, and assessing the
scholarly project PC content. Interprofessional collaboration is key in PC delivery to
assure safe, effective, fiscally responsible, and compassionate care. This scholarly
project employed effective communication to encourage development of complex PC
skills through a brief Power Point education, a handout for further reference on effective
communication skills, and open dialogue to discuss the future needs for improving PC in
the primary care setting. Interprofessional collaboration is a key aspect of PC delivery
due to the complex holistic needs of the patient and their family members requiring
treatment from multiple services at times to improve QOL.
DNP Essential VII: Clinical Prevention and Population Health for Improving the
Nation’s Health
The second essential addressed in the project, Essential VII, reflects the action of
clinical prevention and improving the health of the population while then improving the
nation’s health. The definition of clinical prevention is the promotion of health and
prevention of illness including reduction of health risks for patient (AACN, 2006).
Through education of healthcare professionals regarding PC, individual health can be
maintained at a higher level of functioning and often extends the life of individuals
suffering from chronic life limiting conditions. When PC is utilized to manage chronic
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illnesses, patients will have an improved QOL often require less hospitalizations,
therefore lowering healthcare expenses while improving the nation’s health.
DNP Essential VIII: Advanced Nursing Practice
The third and final essential complementing this scholarly project is Essential
VIII, advanced nursing practice. This scholarly project advances the DNP practice
thorough the research and evaluation of PC education and introduction of crucial
conversation techniques to assist with communication with patients and their family
members. Therefore, as a future nurse practitioner managing a multitude of chronic life
limiting illnesses, crucial conversation resulting in effective communication is essential
for effective PC and improved QOL. Along with the Essentials of Doctoral Education
for Advanced Nursing Practice, NONPF competencies also direct this scholarly project
focused on improving PC in the primary care setting.
National Organization of Nurse Practitioner Faculty (NONPF) Competencies
The NONPF (2013) consists of nine NP core competency areas. These
competencies were developed to ensure NP graduates have an understanding of
guidelines in clinical practice, evidence-based guidelines and practice, roles in research,
and ensure quality treatment of diverse complex patients. Of the nine core competencies,
three were specifically utilized in the completion of this PC scholarly project including
Scientific Foundation, Quality, and Independent competencies.
NONPF Core Competency: Scientific Foundation Competencies
The first of the core competencies addressed is the Scientific Foundation
Competencies. This scholarly project was completed through critical thinking,
specifically comparing pre and post-data, while utilizing evidence-based standards to

PALLIATIVE CARE IN THE PRIMARY CARE SETTING

37

improve and advance the nursing practice in PC. Knowledge from other humanities was
included when Watson’s Theory of Human Caring 10 Carative factors were utilized to
ensure a holistic approach to facilitate NP education to advance patient care while
improving QOL with PC. An evidence-based approach was utilized in the project
through research of quality sources to develop education material including a PowerPoint
lecture and a crucial conversations resource packet to be presented to the participants.
NONPF Core Competency: Quality Competencies
The next core competency guiding the project was Quality Competencies through
use of the best available evidence to improve PC clinical practice. A thorough literature
search was completed to assess the best evidence-based resources available and findings
were critically evaluated. Evaluation was completed to determine the success of the PC
education including crucial conversations presented. Project participants were allowed to
offer verbal and written feedback on the content discussed promoting a culture of
excellence focused on evidence-based practice and improved PC understanding.
NONPF Core Competency: Independent Practice Competencies
Finally, the third core competency Independent Practice was applied with the
curriculum content development for PC that supports health promotion, prevention, and
disease management. FNPs providing PC need to function not only as part of a team, but
must also be able to function as an independent licensed practitioner. Improving the
recognition of proper patient diagnosis through independent practice allows earlier
introduction of PC which may significantly enhance the QOL of patients. According to
McCormick et al. (2012), the earlier the introduction of PC interventions the possibility
of decreased total health care costs, minimization of symptoms, decrease emergency
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room visits and patient hospitalization, and improve QOL. Through the education
offered and discussions, it became evident that for FNPs to practice independently they
will require more support and education on PC to extend their comfort level of their
scope of practice in the PC spectrum. FNPs are able to establish trusting relationships
with their patients through respect, collaboration, and empathy which are all strong
characteristics of PC.
Critical Reflection
The role of the FNP has been rapidly changing in the recent years particularly in
the rural primary care setting. With the change in the healthcare patient population
projected by the U.S. Census Bureau (2014) including the increase in chronic progressive
illnesses while living longer offers FNPs the ideal area of practice to initiate PC. Early
introduction of PC interventions can decrease total health care costs, minimize
symptoms, decrease emergency room visits and patient hospitalization, and improve
QOL (McCormick et al., 2012). Current studies indicate that PC resources provided are
often insufficient and non-satisfactory to patients and their families (Owens et al., 2012).
The original purpose of this scholarly project was to improve the knowledge and skills of
FNPs in addressing PC needs for patient with chronic life limiting disease. The selfreported data from participants reflects that the education and resources offered to the
participants was successful at increasing their comfort and knowledge of PC. Therefore,
this evidence and developmental evaluation project advances the nursing practice through
increased knowledge of PC in the primary care setting and reflects the need of PC
education. Studies indicate that FNPs would benefit from more education and training in
PC (Kriebel-Gasparro & Doll-Shaw, 2017). Recommendations in the literature include
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integration of PC competencies and offering clinical options into FNP programs, as well
as the development of more continuing education for existing FNPs (Pawlow, Dahlin,
Doherty, & Ersek, 2018). With early initiation of quality PC in the primary care setting
patients may experience improvement in their QOL and symptom management. Even
with the PC research identified through the literature review, there were many limitations
noted in the existing research.
Limitations of Existing Research
Through completion of this project, literature was reviewed revealing gaps in
preparing NPs to correctly define PC and implement quality PC in a timely fashion. One
limitation that complicated the literature search was the fact the majority of the research
does not focus on FNPs as the care provider. Also, the majority of the data available,
including this scholarly project data, stresses the use of self-assessment as the indicator
when it is not always the most accurate predictor of deficits in knowledge due to
dishonestly when answering and individuals afraid to appear uneducated and unprepared
to care for patient. The most significant gap existing in literature is the lack of assessing
patient and family members perceptions of PC received compared to the care provider PC
provided, as well as, the success of the care. More data is needed to support the need for
increased availability of PC education in the primary care setting.
Implications for Advancing Nursing Practice
Following the completion of the scholarly project, this author and the participants
have a better understanding of what PC is, the importance of PC initiation in the primary
care, and what the benefits of PC might be for patient and family members. The purpose
of this scholarly project was to improve FNPs PC knowledge and skills to care for older

PALLIATIVE CARE IN THE PRIMARY CARE SETTING

40

patients with chronic life limiting diseases in the primary care setting to decrease
symptoms, improve QOL, and in some situations extend the length of life as well. This
project could have a significant impact on the FNP practice in primary care if education
is offered more readily and efficiently. Providers could potentially feel more satisfied in
their role as a care provider if they are able to care for their chronically ill patients in a
more holistic manner while making a positive impact on patients’ lives as well.
In conclusion, a DNP scholarly project was implemented in two locations
including actively practicing providers and current DNP FNP students. In congruence
with the DNP educational requirements the project addressed three of the NONPF
competencies and three of the Doctorate of Nursing Essentials. The history of PC was
explored offering a thorough definition of PC for educational purposes. Due to the
shifting world of healthcare, the educator and holistic care provider role of the FNP is
essential for quality care of patients. Primary care providers are offered many
opportunities during routine appointments to begin discussion and initiate PC early. The
importance of quality communication is a crucial aspect for initiation of PC in these
situations. A review of the literature and completion of this scholarly project provides a
supportive basis for increased education for FNP in higher education and while practicing
in the clinic setting to provide holistic PC to adults with chronic life limiting disease
processes. Watson’s Theory of Human Caring is a grand theory focusing on holistic care
that offers a supportive guidance of love, caring, and personal connections between
providers and patients in respect to PC. Although further research is needed to solidify
the results of the scholarly project, the findings are encouraging and stress the importance
of PC education for providers in the primary care setting for future patient successes.
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Appendix A
Original Carative Factors and Evolved Caritas Processes.
Carative Factors 1979

Caritas Processes 2002-2007

1. Humanistic-altruistic

1. Practicing loving-kindness and equanimity for self

values
2. Instilling/enabling faith
and hope

and others
2. Being authentically present;
enabling/sustaining/honoring deep belief system and
subjective world of self/other

3. Cultivating sensitivity
to oneself and other
4. Developing a helpingtrusting, human caring

3. Cultivating one’s own spiritual practices; deepening
self-awareness, goes beyond “ego-self”
4. Developing and sustain a helping-trusting, authentic
caring relationship

relationship
5. Promoting and

5. Being present to, and supportive of, the expression of

accepting expression

positive and negative feelings as a connection with

positive and negative

deeper spirit of self and the on-being-cared-for

feelings
6. Systematic use of

6. Creative use of self and all ways of

scientific (creative)

knowing/being/doing as part of the caring process

problem-solving caring

(engaging in artistry of caring-healing practices)

process
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7. Engaging in genuine teaching-learning experiences

transpersonal teaching-

within context of caring relationship--- attend to

learning

whole person and subjective meaning; attempt to stay
within other’s frame of reference (evolve toward
“coaching” role vs conventional imparting of
information)

8. Providing for a

8. Creating healing environment at all levels (physical,

supportive, protective,

nonphysical, subtle environment of energy and

and/or corrective

consciousness whereby wholeness, beauty, comfort,

mental, social, spiritual

dignity, and peace are potentiated (Being/Becoming

environment

the environment)

9. Assisting with

9. Reverentially and respectfully assisting with basic

gratification of human

needs; holding an intentional, caring consciousness of

needs

touching and working with the embodied spirit of
another, honoring unity of Being; allowing for spiritfilled connection

10. Allowing for

10. Opening and attending to spiritual, mysterious,

existential-

unknown existential dimensions of life-death-

phenomenological

suffering; “allowing for a miracle”

dimensions
Note. Original 1979 Carative Factors in comparison of the evolving Caritas Processes.
Source: Watson, J. (2008). Nursing the Philosophy and Science of Caring. Boulder, CO:
University Press of Colorado.
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Appendix D
Crucial Conversations resource handout for participants
BREAKING BAD NEWS
The aim for any health-professional is to use their skills to deliver bad news clearly,
honestly and sensitively in order that patients can both understand and feel supported.

One framework that health professionals find helpful is that developed by Baile and
Buckman (2000). The components convey the major points to be considered when giving
bad news to patients and/or their relatives. These may vary according to context, the
severity of the news, the people involved, time given for planning, etc.

“In general, however, the more attention that can be given to each of these points the
better the eventual performance is likely to be. Above all it is necessary to plan as
carefully as possible and to respect the people to whom the information is being given by
listening and watching them at all stages and being responsive to their wishes and
reactions, which will be diverse. It is important to realize that the environment and
healthcare professionals’ behavior will have a profound influence upon the patient and
family in all respects.”

Baile WF, Buckman R, Lenzi R, Glober G, Beale EA, Kudelka AP (2000) SPIKES – A
Six Step Protocol for Delivering Bad News: Application to the Patient with Cancer.
Oncologist 5:302-311

PALLIATIVE CARE IN THE PRIMARY CARE SETTING

51

Crucial Conversations resource handout for participants
SPIKES - The Six-Step Protocol for Delivering Bad News
This unfortunate acronym nevertheless helps memorize the steps and consider their
elements
STEP 1: SETTING UP the Interview
STEP 2: Assessing the Patient’s PERCEPTION
STEP 3: Obtaining the Patient’s INVITATION
STEP 4: Giving KNOWLEDGE and Information to the Patient
STEP 5: Addressing the Patient’s EMOTIONS with empathic responses
STEP 6: Strategy and Summary
Step 1: SETTING UP the Interview
The aim of this is to get the physical context right, maximize privacy, avoid interruption,
to help patients listen and understand, respect confidentiality and provide support. Liaise
with staff as necessary. The more reassured you feel about the setting the more at ease,
and hence more available and helpful you will be to the patient.
* What? Make sure you have checked all the available information and have test
results (including getting the right patient!) Decide general terminology to be
used
* Where? Arrange for some privacy,
* Who? Should break the news, should other staff be there or significant others?
* Starting off? Introductions and appropriate opening
CETL 2010, Feedback Opportunities, A Training Resource for Healthcare Professionals
2 Handout: Breaking bad news
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Crucial Conversations resource handout for participants
STEP 2: Assessing the Patient’s PERCEPTION
Finding out how much the patient knows. In particular how serious he or she thinks the
illness is, and/or how much it will affect the future.
* What have you made of the illness so far?
* What did doctor X tell you when he sent you here?

This helps you gauge how close to the medical reality the patient’s understanding is and
will tell you about pacing. Also, whether the patient is in denial.

The style and emotional content of the patient’s statements provide you with information.
Terms that are used or avoided and tone of voice will give information about the patient’s
level of understanding and whether the implications of the information have been taken
in. It is important to learn the patient’s level of understanding and articulation so that the
professional can later begin the information-giving at the same level.

Verbal (words the patient uses to convey emotion) and non-verbal (body posture, hand
movements) will indicate anxiety possibly under a brave front. You are not required to
judge these responses, change them or try to make them better. They are however,
important data to help you understand what is going on for the patient.
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Crucial Conversations resource handout for participants
STEP 3: Obtaining the Patient’s INVITATION
Finding out how much the patient wants to know.

In any conversation about bad news the real issue is not “do you want to know?” but “at
what level do you want to know?”

This is a potentially controversial issue. Guidelines for informed consent indicate
information which patients need to make informed decisions. Equally respecting
patients’ autonomy also means that patients have a right not to know or want to hear
information. The challenge in communication is how to know what a patient wants and
also how to ensure that there are other opportunities if a patient decides at present that he
or she does not wish to know all the details. Rob Buckman illustrates how skillful
communicators deal sensitively with such situations where patients explicitly say they do
not wish to know, whilst leaving the door open and giving information about treatment
and management which patients need for making decisions.

Unless the patient is asked it is not possible to know how much they wish to know and
the doctor may be projecting his or her own reticence to fully disclose the information.

There are however ways and ways of asking questions. “You don’t want to be bothered
with the details, do you?” is obviously a leading question. The doctor must be committed
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Crucial Conversations resource handout for participants
to honesty and fully informing the patient. In that frame of reference, pacing and
phrasing of questions are geared to this goal. Some examples of questions are:
•

“Would you like me to tell you the details of the diagnosis?”

•

“If this turns out to be something serious are you the kind of person who likes to
know exactly what’s going on”

CETL 2010, Feedback Opportunities, A Training Resource for Healthcare Professionals
3 Handout: Breaking bad news

STEP 4: Giving KNOWLEDGE and Information to the Patient
First decide on your objectives for the consultation. This does not mean that you forge
blindly ahead with your own agenda ignoring the patient’s responses. But it does mean
that you keep in mind what you are wanting to cover and how you are progressing to
fulfil your agenda.

The four crucial headings are: Diagnosis, Treatment Plan, Prognosis, and Support

Check whether your objectives are legitimate. Sometimes doctors might want the patient
to accept their advice on treatment, not get upset and to feel optimistic and reassured
about the future. It is not possible to predict how patients will respond to news. One of
the difficulties for doctors is accepting that mentally competent and informed patients
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Crucial Conversations resource handout for participants
have a right to (a) accept or reject treatment offered and (b) to react to news and express
their own feelings in any (legal) way she or he chooses.

Aligning (Start from the patient’s starting point) - Having found out what the patient
already understands, reinforce those parts which are correct using their words if possible
– this builds patient’s confidence that they have been heard and are being taken
seriously. This process of aligning helps the next stage of modifying, correcting
or educating a patient with new information.

Educating - Changing the patient’s understanding in small steps and observing the
patient’s responses, reinforcing those that are bringing the patient closer to the medical
facts and emphasizing the relevant medical information if the patient is straying from an
accurate understanding.
•

Warning Shot e.g. “Well, the situation does appear to be more serious than that”

•

Give information in small chunks

•

English not Medspeak

•

Check Reception Often and Clarify e.g. “Am I making sense?” “This might be a
bit bewildering; do you follow roughly what I’m saying?”

•

Reinforce Information Often & Clarify e.g. “Could you just tell me the general
drift of what I have been saying, to check I’ve explained it clearly?”

•

Repeat Important Points – patients who are upset or shocked don’t hear or
remember well.
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Crucial Conversations resource handout for participants
•

Use diagrams, written messages as an aide memoir, audiotapes or leaflets.

•

Check your level – try to simplify without being patronizing

•

Listen to Patient’s Agenda: - what are their concerns e.g. Patients may be more
worried about hair loss from chemotherapy than potential risk of the disease. listen to the buried questions & invite questions

CETL 2010, Feedback Opportunities, A Training Resource for Healthcare Professionals
Methods of Communication in Palliative Care
Tools to aid in discussing disease prognosis and End of Life Discussions
Ask-Tell-Ask:
Ask:
What do you understand about your condition?
What have the doctors told you about your
illness?
Tell:
Deliver the information you need to about
prognosis that the patient is ready to hear
Ask:
Can you tell me what you heard?
Is there something more I can help you
understand?
N.U.R.S.E.
Name the problem or emotion
Understanding where the patients is coming from
and what their feelings are
Respecting the patient both verbally and nonverbally
Support patient by validating their thoughts and
emotions as well as expressing your own concerns
Explore the patient’s concerns by asking in depth
questions… “Tell me more about…”
S.P.I.K.E.S.
SET UP the interview
Assess the patient’s Perception
Obtain the patient’s Invitation
Giving Knowledge and information to the patient
Address the patient’s Emotions with empathic
responses
Strategy and Summary

Palliative Care
Palliative care is a specialized multidisciplinary
and collaborative approach to managing chronic
diseases. Palliative care can be initiated early in
the diagnosis of any serious illness with or without
curative treatment in patients of any age. Palliative
care focuses on providing patients and their family
members holistic support and education. It also
focuses on relieving symptoms and managing
stress, with the overall goal of improving physical,
emotional, spiritual, and psychosocial quality of
life
Serious Illness Conversation Guide
Set up the conversation
Assess understanding and preferences
Share the prognosis
Explore key topics
Close the conversation
Document the conversation
Communicate with key clinicians
Explore Values and Elicit Goals:
Explore what is most important to the patient:
“Given the severity of your illness, what is most
important to you?”
Explore hopes and fears: “As you think about the
future, what are your most important hopes? What
are your fears about the future?”
Explore treatment goals: How do you think about
balancing quality of life with the quantity or length
of life with your treatment options?” “How would
you describe the quality of your life now?” “For
you personally, what makes life worth living?”
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Crucial Conversation Resources
•

Vital Talk: https://www.vitaltalk.org

•

Palli Talk: https://www.medicine.wisc.edu/hemonc/pallitalk

•

CAPC: https://www.capc.org/training/communication-skills/

•

Ask-Tell-Ask

•

NURSE Acronym

•

SPIKES

•

Serious Illness Conversation Guide
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Figure 1.1

5=Very Knowledgeable

How knowledgeable do you feel about palliative care and
what services they have to offer patients?
Pre Data

Post Data

5
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Pre and post-data of participants self-rating their knowledge of PC
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Figure 1.1: Results of the pre and post surveys indicate an increase in knowledge in all
participants except for two following the presention of PC education. One of the
participants that rated their education the same started with the hightest rating of a five
prior to the education and remained a five. The other participant started with a rating of a
three and remained a three following the presentation.
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Figure 1.2
Self-assessed pre-data meauring the level of PC knowldege participants rated themselves
at prior to educational presentation

PRE DATA:
HOW KNOWLEDGEABLE DO YOU FEEL ABOUT
PALLIATIVE CARE AND WHAT SERVICES
THEY HAVE TO OFFER?
N=22

0=NOT KNOWLEDGEABLE

Zero

One

Two
1, 5%

5, 23%

5=VERY KNOWLEDGEABLE

Three

Four

Five

2, 9%
1, 4%

6, 27%

7, 32%

Figure 1.2: Pre-data ssessment of the knowledge regarding PC indicated the 9% of the
participants felt they had no knowledge when arriving to the presentation. An additional
4% rated knowldege low at a one, while 27% rated their knowledge minimally at a two.
The seven of participants, 23%, rated their knoweledge at a moderate level of a three.
Another 23% rated their knowledge of PC at a four. One individual rated their
knowledge at the hightest rating prior to the presentation of the education.
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Figure 1.3
Self-assessed post-data meauring the level of PC knowldege participants rated
themselves at following the educational presentation

POST DATA:
HOW KNOWLEDGEABLE DO YOU FEEL ABOUT
PALLIATIVE CARE AND WHAT SERVICES
THEY HAVE TO OFFER?
N=22

0=NOT KNOWLEDGEABLE

Zero
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Two

5=VERY KNOWLEDGEABLE

Three

Four

Five

6, 27%

9, 41%

7, 32%

Figure 1.3: The post-data was encouraging showing the the majority of participants
increased their self-apprasial knowledge level. Following education no participants rated
their knowledge a lower than a three. Nine of the particpants (41%) rated their post
knowldege of PC at a three, seven particpants (32%) rated it a four, while a shocking six
participant (27%) felt they were now very knowledgeable reagarding PC.
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Figure 2:1

5=Very Comfortable

How comfortable do you feel initiating conversations
about palliative care patients?
Pre Data

Post Data
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Pre and post-data how comfortable participant feel initiating PC conversations
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Figure 2.1: Results of the pre and post surveys indicate an increase in comfort to initiate
the difficult converstion of PC. Three participants rated their pre and post assessments
the same. Two of these particpiants started by rating their comfort at the highest level of
a five prior to education on crutial conversations. Another participant started the
education rating their comfort at a three and continued to remain a three. Results are
encouraging the all the other participants rated their comfort level higher following the
education.
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Figure 2:2
Pre-data how comfortable participant feel initiating PC conversations with their patients

PRE DATA:
HOW COMFORTABLE DO YOU FEEL INITIATING
CONVERSATIONS ABOUT PALLIATIVE CARE
WITH PATIENTS?
N=22

0=NOT COMFORTABLE

Zero
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2, 9%

2, 9%

Three

5=VERY COMFORTABLE

Four

Five

5, 23%

1, 4%
7, 32%
5, 23%

Figure 2.2: Pre-data assessment of the comfort initation PC conversations with data
show a range wide range of comfort with a zero indicating not comfortable and five being
very comfortable. There were five particpants (23%) that rated themsleves at not
comfortalbe at all to discuss PC with patients. One individual self-rated a one, while
another five (23%) rated their comfort in intiating PC conversations at a two. Another
seven (32%) participants rated themselves at a three, whereas another two (9%)
participants were rated at a four. There were two individuals that felt very comfortable
prior to the education and receiving the crutial conversations handouts.
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Figure 2:3
Post-data how comfortable participant feel initiating PC conversations

POST DATA:
HOW COMFORTABLE DO YOU FEEL INITIATING
CONVERSATIONS ABOUT PALLIATIVE CARE
WITH PATIENTS?
N=22

0=NOT COMFORTABLE

Zero
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Two
0, 0%
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Three

Four

Five

1, 4%

5, 23%

1, 5%

7, 32%

8, 36%

Figure 2.3: The post-data of the participants indicated an increase in comfort to intiate
PC converations with their patient. Following the presentation no participants rated their
comfort level lower than a one. Only one particpant rated their comfort level at a one
following education and distribuation of crutial conversation resources. An addition
person indicated their post-data at a two for comfort in conversations with PC. Another
seven individuals (32%) rated their comfort at a three, eight (36%) at a four, and another
five (23%) at the highest level of comfort of a five.
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