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Abstract 

This exploratory qualitative research study investigated factors associated with 

curriculum design and implementation of clinical end of life care (EOLC) experiences for 

prelicensure nursing students via real life practicums or simulations. Six participants who were 

professors or directors from nursing schools in California and reported experience designing and 

implementing EOLC curriculum were individually interviewed by phone for approximately one 

hour to discuss barriers, facilitators, trends, and other factors related to EOLC education at their 

schools. Participants reported changes within their curriculum relating to EOLC and the teaching 

methods they use, with one school recently including a clinical hospice rotation, two schools 

planning to expand clinical experiences, and a third participant expressing a desire to expand 

both live and simulated EOLC experiences. Greater inclusion of EOLC clinical practice 

experiences tended to correlate to both leadership and co-faculty support and professional 

experience with EOLC. Time constraints, crowded curriculums, availability of clinical 

placements, cost of mannequins, and perceived student readiness were limiting factors. 

Evaluation of clinical experiences were largely communication based and done through 

debriefing and written reflections. COVID-19 was found to be a limiting factor in access to 

clinical sites and sometimes sim labs during surges. Given that this was preliminary exploratory 

research, more research is needed on larger scales to determine factors influencing EOLC 

curriculum design and best practices. 

 

Keywords: nursing education research, practicum, clinical experience, simulation, hospice, end 

of life, leadership, faculty, instructor, curriculum design, course design, prelicensure, clinical 

competence. 
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Problem Statement 

As nursing education has had to keep pace with advancements in healthcare technology 

and treatments, the simple truth is not every illness can be cured, and death often takes place in 

healthcare setting where staff are trained to focus on curative treatments rather than end of life 

care (EOLC) (Al-Qurainy, Collis, & Feuer, 2009; Broad et al., 2013; Ramjan, Costa, Hickman, 

Kearns, & Phillips, 2010). With an aging population and an increasingly high prevalence of co-

morbidities, the need to provide EOLC in the healthcare setting is expected to increase (CDC, 

2020; USCB, 2020). There are high levels of variation in individual healthcare provider EOLC 

performance and this has been identified by the Institute for Healthcare Improvement as an 

unreliable care process that requires a systems perspective to fulfill patient and family care needs 

(IHI, 2019).   

Among the different types of healthcare professionals, nurses spend the most time with 

patients at the end of life providing direct patient care (Chow, Wong, Chan, & Chung, 2014; 

Kwekkeboom, Vahl, & Eland, 2005; Pullis, 2013). Nurses are responsible for providing patients 

and families with education about the dying process, symptom management, and timely 

palliative care and hospice referrals, (Hold, Ward, & Blake, 2014; Jeffers & Ferry, 2014; Pullis, 

2013).  Many nurses find EOLC to be stressful and unrewarding, and new nurses and students 

avoid interacting with families of the dying (B. R. Ferrell et al., 2007; Jeffers & Ferry, 2014). 

Nurses tend to focus on physical symptom management though patients are more often 

concerned with spiritual or existential issues (Tornøe, Danbolt, Kvigne, & Sørlie, 2015), 

suggesting a disconnect between nursing attitudes and what patients want (Mizell, Washington-

Brown, & Russell, 2014).  
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  Studies show that EOLC education lags behind evidence-based knowledge about 

EOLC, with nursing textbooks dedicating very little space to EOLC, and nursing curriculums 

dedicating relatively little time to this topic (Jeffers & Ferry, 2014).  For example, a national 

study that involved review of 50 undergraduate nursing textbooks and over 45,000 pages of text 

found that only 2% of overall content and 1.4% of chapters were related to EOLC (Ferrell, 

Virani, & Grant, 1999). Another study of 410 undergraduate nursing schools across the nation 

found that EOLC constituted an average of fewer than 15 hours of education in prelicensure 

programs (Dickinson, 2007). A study that included 311 nursing schools nationwide found that 

only 3% of the schools accredited by the two nationally recognized accrediting institutions, the 

American Association of Colleges of Nursing Commission on Collegiate Nursing Education 

(AACN/CCNE) and the National League of Nursing Accrediting Commission (NLN-AC), 

offered dedicated EOLC courses, and 40% reported interest in increasing their offerings (Wells et 

al., 2003).  

Clinical faculty in prelicensure nursing programs have been found to devalue EOLC due 

to a perceived lack of technical skill required (Jeffers & Ferry, 2014). A systematic review of the 

relevant literature on EOLC teaching methods suggests that EOLC education needs to be 

improved in the undergraduate/prelicensure setting (Gillan, van der Riet, & Jeong, 2014) as this 

is a critical reason for inadequate EOLC (Sanford, Townsend-Rocchiccioli, Quiett, & Trimm, 

2011). Both the American Association of Colleges of Nursing (AACN) and the Institute of 

Medicine (IOM) called for improved quality of both palliative and EOLC in healthcare settings 

(AACN, 2016; IOM, 2015). 

 Evidence suggests that including a clinical EOLC or hospice experience in nursing 

school improves the student’s knowledge of EOLC and improved their attitude towards 
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providing EOLC (Carmack & Kemery, 2018; Robinson & Epps, 2017; Sanford et al., 2011). 

Studies on the impact of high-fidelity simulation EOLC education have also been shown to 

improve perceived competence and enhanced practical skills (Lippe & Becker, 2015; Mazanec, 

Ferrell, Virani, Alayu, & Ruel, 2020; Venkatasalu, Kelleher, & Chun Hua, 2015). While the 

literature supports improved EOLC and inclusion of clinical practicum and hospice experiences 

and simulations, there is little known about how inclusion of EOLC is prioritized and 

incorporated into nursing school curricula (Gillan et al., 2014). Only one of the studies in this 

literature review included the educator perspective on EOLC factors associated with integration 

in nursing curricula and focused on instructor attitudes towards death (Knopp de Carvalho, Lerch 

Lunardi, Arruda da Silva, Schäfer Vasques, & Coelho Amestoy, 2017), and another review 

identified a dearth of qualitative research addressing the educator perspective on EOLC factors 

associated with integration in nursing curricula as a gap in the literature (Gillan et al., 2014). 

The purpose of this study is to describe the types of EOLC content included in 

undergraduate prelicensure nursing programs at six nursing schools in California and explore 

factors associated with integrating EOLC clinical practicums and/or simulations into the 

curricula. The findings from this study will serve as a foundation for further research to establish 

evidence-based guidelines for incorporating clinical EOL experiences and/or simulations into 

nursing curriculum. This includes methods of instruction, key program components, their 

supporting learning theories, if applicable, and methods of evaluating effectiveness.  

 

Significance 

The AACN (2016) and IOM (2015) have called for improved quality of palliative care 

and EOLC in healthcare settings. Nursing education needs to include robust EOLC to improve 
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the quality of EOLC that patients receive (Brien, Legault, & Tremblay, 2008; Carmack & 

Kemery, 2018; Pullis, 2013; Ramjan et al., 2010; Sanford et al., 2011).  The AACN has 

recommended that pre-licensure nursing curricula include application of evidence-based 

principles to support the patient and family at the end of life, including pain management, 

providing culturally competent care, and identify ethical considerations and coping strategies 

(AACN, 2016). Nurses need to have the skills to provide quality EOLC including patient 

advocacy through timely referrals to palliative and hospice services (IHI, 2019).  

Studies from across the globe show that gaps in EOLC care in nursing schools are not a 

uniquely American problem and support the need for improved EOLC worldwide (AACN, 2016; 

IOM, 2015). The president of the Canadian Hospice and Palliative Care Nurses Group, Darcee 

Bidgood (Vogel, 2011, p. 418), states that instructors frequently tend to gloss over EOLC when 

they lack resources and confidence to tackle death and dying.  The Executive Director of the 

Canadian Association of Schools of Nursing, Cynthia Baker, states that “Inadequate palliative 

care education among nurses caring for a terminally ill or dying patient has also been associated 

with inappropriate communication, lack of compassion and avoidance of the patient, as well as 

increased patient and family anxiety,” (Vogel, 2011, p. 418).  A review of published studies in the 

United Kingdom found that challenges for caring for dying patients include the medicalization of 

dying, the impersonal nature of the hospital, lack of palliative care education/awareness, poor 

symptom control, changing trajectories of disease, difficulties in prognostication, quality of 

communication, lack of planning and the taboo of death (Al-Qurainy et al., 2009). Solutions 

include use of integrated care pathways, education initiatives, improving prognostication, 

advanced care planning (ACP), and strategies to improve communication (Al-Qurainy et al., 

2009). The education initiatives include increasing the palliative care knowledge base of 
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healthcare professionals, starting with the undergraduate curriculum, and having the palliative 

care team take a more prominent role in educating other professionals and increasing research in 

the field to establish evidence based practice (Al-Qurainy et al., 2009). 

 

Literature Review  

Search Strategy 

Articles were retrieved by searching PubMed and CINAHL data bases for English 

language full text articles.  For the PubMed search, the MeSH terms included clinical 

competence and nursing education research, with additional search terms practicum, clinical 

experience, resulting in 978 articles, of which there were 850 full-text articles. Adding the terms 

hospice, end of life, dying, and terminal narrowed the results to 24. The abstracts of these were 

then examined and 13 were excluded for not addressing nursing student EOLC education, 

resulting in 11 remaining. Three additional papers not included in the search results were 

identified and included in this review. For the CINAHL database search, search terms included 

nursing education and end of life care, excluding pediatric and limited to years 2010 – 2020 as 

articles from the PubMed search from previous decades were found not to address the latest 

accreditation requirements related to EOLC. The research included in this literature review often 

includes pediatrics, but none of the articles selected for review were exclusively pediatric, as this 

is a distinctive specialty, and this is preliminary research examining EOLC incorporation into 

prelicensure nursing curriculum overall. The CINAHL search produced 180 articles, which were 

then narrowed by 13 relevant major subject headings (including:  education, nursing; education, 

nursing baccalaureate; nurse attitudes; student attitudes; students, nursing; death education; 

education, clinical; student experiences; outcomes of education; students, nursing, baccalaureate; 
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clinical competence; education, competency-based; and nursing role), bringing the article count 

down to 83 articles, which were then reviewed by title and abstract, resulting 53 articles 

excluded for not addressing prelicensure nursing EOLC education or duplicates of previously 

identified articles, resulting in 30 additional articles, for a grand total of 44 articles in this 

literature review, including 29 research-based papers and 15 non-research (e.g., QI/case studies) 

papers. Articles from 14 different countries were included, with articles in the US most common, 

accounting for 27 of the articles. The reason for including articles from other countries was to 

learn if countries with different accreditation curriculum requirements for EOLC had 

significantly different findings from US studies. Refer to Appendix A: Evidence Table. 

The most notable feature of the research studies is that they reflect relatively small 

samples, with none conducted on a national, state, or regional scale. Much of the research that is 

known on this topic is based on published studies by faculty at individual institutions about their 

own EOLC curriculum. Only one study specified inclusion of more than one school in the 

sample (Strang et al., 2014) and only five others included more than one cohort of students 

(Brien et al., 2008; Colley, 2016; Lippe & Becker, 2015; Mazanec et al., 2020; Robinson & 

Epps, 2017). Sample sizes of nursing student participants ranged from seven to 362, with a 

median sample of 72 students. The studies included in this literature review reveal a high degree 

of variability in teaching methods, and some courses dedicated as little as five hours of dedicated 

EOLC content.  

The findings from this literature search are organized into four categories: (1) linkages 

between teaching methods and RN student attitudes, knowledge, and perceived competence in 

EOLC; (2) EOLC teaching methods; (3) utilization of content from the End of Life Nursing 
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Education Consortium (ELNEC); (4) approaches to evaluating EOLC teaching methods; and (5) 

qualitative findings about EOLC experiences.  

Teaching methods and student EOLC attitudes, knowledge, and perceived 

competence.  The three most common educational outcomes authors evaluated in their articles in 

this literature review as well as previous reviews of studies were student’s attitudes about death, 

knowledge of the dying process and EOLC, and perceived competency (Chow et al., 2014). 

Despite the fact that these areas often overlap or have correlated findings, these three educational 

outcomes are each given their own section below. An additional section is included for 

qualitative findings that may extend beyond the scope of these three umbrella categories.  

Attitudes.  While studies show that various educational interventions can positively 

impact student attitudes towards EOLC, these studies all show variability in student reactions to 

EOLC experiences and educational interventions. The qualitative phenomenological studies 

found both positive and negative attitudes towards EOLC even by the same student at times, 

revealing the emotional complexity involved in EOLC (Barrere & Durkin, 2014; Venkatasalu et 

al., 2015). 

The findings of a review exploring evidence related to different palliative care teaching 

methods show improvement in student attitude towards caring for the dying and improvement in 

comfort level in dealing with the dying with all teaching methods (Bassah, Seymour, & Cox, 

2014). This finding held across the all the studies that utilized the Frommelt Attitudes Toward 

Care of the Dying Scale (FATCOD) and Death Attitude Profile-Revised (DAP-R), whether the 

teaching methods were purely didactic (Adesina, DeBellis, & Zannettino, 2014; Brien et al., 

2008; Cerit, 2019; Jafari et al., 2015; Strang et al., 2014), included simulation (Lippe & Becker, 

2015; Rattani, Kurji, Khowaja, Dias, & AliSher, 2020; Robinson & Epps, 2017), or included 
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clinical or hospice practicum (Robinson & Epps, 2017). The only study to directly compare 

didactic and simulation methods was conducted in the UK and found simulations may be more 

likely to improve the person-centered care approach in providing EOLC (Venkatasalu et al., 

2015).  

Simulations of EOLC were found to provide students with emotional preparedness to 

care for dying patients (Nunes & Harder, 2019; Venkatasalu et al., 2015) as well as the 

opportunity to practice skills like phone calls to family members which are not often allowed to 

students in real clinical EOLC situations (Venkatasalu et al., 2015). It should be noted that most 

of the research articles gave very little details about the content and format of the simulations, so 

it might be inferred that there is a high degree of variability in the delivery of simulation 

activities. One study specified that they developed their own simulation and found that 

supervised reflection was useful in helping students overcome fear of encountering death (Strang 

et al., 2014). Simulation learning was found to create more positive attitudes in students, though 

the authors also point out that a positive attitude does not always translate to improved patient 

care (Carmack & Kemery, 2018).   

One review and one study not included in the review found that student attitudes towards 

caring for the dying can be improved with an intentional clinical experience coupled with a 

debriefing to explore the emotional reaction (Cadavero, Sharts-Hopko, & Granger, 2020; 

Carmack & Kemery, 2018). One mixed-methods study from Hong Kong that included a clinical 

experience found that students who received little feedback after an EOLC experience had less 

positive attitudes (Chow et al., 2014). Two studies found that students that did clinical hospice 

rotations expressed increased willingness to engage with patients and families (Gilliland, 2015; 

Hold, Blake, & Ward, 2015). A study from Chile found that students who cared for a terminally 
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ill patient reported feelings of satisfaction from being able to help (Muñoz-Pino, 2014). Some 

students reported positive emotions from EOLC experiences including feeling that caring for 

dying patients is intrinsicly rewarding (Barrere & Durkin, 2014; Sanford et al., 2011), they 

dignify caring by showing love (Muñoz-Pino, 2014), and in a mixed-methods study students 

stated that they learned compassion, which was one skill not measured in the quantitative survey 

(Gilliland, 2015).  

Knowledge.  Three studies showed that increased knowledge about death is effective in 

improving student attitudes towards death (Adesina et al., 2014; Cerit, 2019; Robinson & Epps, 

2017). This mirrors a finding in one descriptive qualitative study that found students who 

reported feeling underprepared to care for a dying person also requested additional knowledge in 

the form of training on the physiological changes of a actively dying patient and checklists for 

EOLC (Bassah, Cox, & Seymour, 2016).  

The research studies that incorporated ELNEC into their curriculum reported improved 

student knowledge of EOLC, and only one of these was purely didactic teaching (Barrere & 

Durkin, 2014), three included simulations (Lippe & Becker, 2015; Mazanec et al., 2020; 

Robinson & Epps, 2017), and three included clinical practicums or hospice experiences 

(Gilliland, 2015; Robinson & Epps, 2017; Sanford et al., 2011). The two studies that used the 

PCQN to measure student knowledge about EOLC both found increased knowledge after the 

learning interventions, but one was didactic and based on ELNEC and included a control group 

(Robinson & Epps, 2017), and the other included a clinical practicum with a pre-test post-test 

(Kwekkeboom et al., 2005).  

The impact of clinical EOLC experiences on types of knowledge also included awareness 

of their own feelings, including avoiding responsibility (Bassah et al., 2016; Gilliland, 2015; 
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Strang et al., 2014), learning to listen (Barrere & Durkin, 2014; Bassah et al., 2016; Hold et al., 

2015; Strang et al., 2014), the importance of communicating with members of the 

interdisciplinary care team (Bassah et al., 2016; dos Santos Germano & Meneguin, 2013; 

Gilliland, 2015; Hold et al., 2015; Muñoz-Pino, 2014) and that palliative care must be practiced 

on the patient and the family (Bassah et al., 2016; Colley, 2016; Muñoz-Pino, 2014; Sanford et 

al., 2011). One mixed-methods study found that students reported having learned new skills that 

were not measured in the quantitative analysis (Gilliland, 2015) and another qualitative study 

found that knowledge-sharing happens when the students communicate with the interdisciplinary 

team and the family (dos Santos Germano & Meneguin, 2013).  

One qualitative survey study without educational intervention found that nursing students 

had insufficient knowledge of dysthanasia, or over-medicalized “bad death” (Costa Matos, de 

Oliveira Santa Rosa, & Ferraz dos Anjos, 2015). Two qualitative studies found that some 

students who had received didactic training via ELNEC and a 30-hour course, respectively, prior 

to clinical exposure to dying patients reported awarness of patients who needed palliative care 

consults (Bassah et al., 2016) and recognized when futile interventions were ordered (Barrere & 

Durkin, 2014). One study from India with no specified EOLC training or clinical intervention 

found 79.5% of 3rd-year nursing students had poor knowledge of EOLC, but found older age 

correlated with higher knowledge (Karkada & Nayak, 2011), which is consistent with an 

Australian study, where no specific learning modules on EOLC were included but instead EOLC 

was integrated throughout the curriculum, which also found that older students were more 

confident and had a more positive attitude, but 63% felt inadequately prepared (Adesina et al., 

2014). Another study from Iran with only a 4-hour didactic lecture, film, and group discussion 
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found that all students reported they did not receive enough education about caring for dying 

patients (Jafari et al., 2015). 

Perceived competency.  No studies in this literature review measured competency 

directly but instead look at perceived competency, and the authors of a Canadian study state that, 

“It remains a difficult endeavour to evaluate the transfer of affective learning to observable 

interpersonal skills and, in turn, its impact on actual practice,” (Brien et al., 2008, p. 613). A 

review found that on a general scale, the studies found that EOLC education was effective in 

improving perceived competencies in palliative care and EOLC across various teaching methods 

(Bassah et al., 2014). Two qualitative exploratory studies where students had encountered EOLC 

in the course of their regular clinicals found that students felt unprepared to handle family 

situations and provide emotional care, but felt more comfortable providing physical comfort 

tasks (Colley, 2016; Sanford et al., 2011).  

A three-university study from Sweden that included only a 1-2 week didactic palliative 

care course found a high degree of variation in individual student reactions towards death and 

dying with many finding EOLC to be frightening, but some students had expectations for future 

proviciency (Strang et al., 2014). A casual comparative study found that students who 

participated in an ELNEC-based traning had statistically significant higher perceived 

competency as measured by the PCQN (Robinson & Epps, 2017). A study that compared 15 

students enrolled in a didactic course and 19 enrolled in a simulation activity found higher 

PCQN scores for the students that participated in the simulation (Kwekkeboom et al., 2005). A 

pre/post-test three-cohort study found that all three cohorts scored higher in perceived 

competency on the PC ELNEC after both ELNEC training and a simulation activity developed 

by the author (Lippe & Becker, 2015). Students in one study about caring for terminally ill 
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cancer patients observed that families were often not aware or understanding of the patient’s 

prognosis and they found role-play in a low-stress environment to be an effective learning tool 

for practicing difficult conversations (Sanford et al., 2011). 

A mixed-methods study found a statistically insignificant increase in perceived 

competency after a two-day clinical hospice experience using the Attitude Towards Death by 

Strumpf and students reported feeling more confident to provide EOLC (Gilliland, 2015). 

Qualitative studies found the impact of clinical EOLC experiences also included feelings of 

increased emotional preparedness (Hold et al., 2015; Nunes & Harder, 2019; Venkatasalu et al., 

2015). Studies also showed that older students and those with previous personal and professional 

experience providing EOLC felt more confident or emotionally prepared to encounter death 

(Adesina et al., 2014; Colley, 2016; Sanford et al., 2011; Venkatasalu et al., 2015). In two 

studies, students felt that their EOLC knowledge came from these previous experiences, not from 

their nursing coursework (Adesina et al., 2014; Colley, 2016) and another study found that 

previous experiences could provide either confidence or fear (Sanford et al., 2011). A study of 

new graduate nurses after their first encounter with a dying patient found that students felt 

overwhelmed and unfamiliar with death and, that nursing school had shielded them from the 

realities of providing EOLC (Cadavero et al., 2020). In the same study, some students felt that 

didactic training was not enough, EOLC had to be experienced (Cadavero et al., 2020). 

A mixed-methods study from a French-speaking university in Canada that included 

evaluation of 12 educators and 137 students partcipating in a 4-week, 12-hour total EOLC 

didactic training discussed the difficulties of teaching and assessing competencies in providing 

EOLC (Brien et al., 2008). The authors state that because traditional skills are usually defined by 

gaining cognitive knowledge or psychomotor techniques and EOLC requires affective learning, 
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which requires more critical thinking and self-questioning as well as communication skills this 

type of learning is emotionally uncomfortable and can generate resistance (Brien et al., 2008). 

 

EOLC Teaching Methods  

This section will look at the types of teaching methods detailed by the articles in this 

literature review. The reason for including a detailed accounting of EOLC teaching methods is to 

show what is generally known about various teaching methods, what methods may be used 

together, and how their effectiveness is measured.  The literature shows that a wide variety of 

teaching methods are being used and studied. Two of the articles were reviews, both included the 

teaching methods and outcomes (Bassah et al., 2014; Carmack & Kemery, 2018). Thirty-four of 

the remaining 42 articles included specific teaching methods. The remaining eight articles 

focused on student thoughts and feelings towards caring for the dying without addressing 

specific educational interventions (Cadavero et al., 2020; Costa Matos et al., 2015; Jafari et al., 

2015; Karkada & Nayak, 2011; Knopp de Carvalho et al., 2017; Muñoz-Pino, 2014; Sanford et 

al., 2011; Strang et al., 2014). The three main categories of teaching methods were didactic 

teaching (21) (Adesina et al., 2014; Barrere & Durkin, 2014; Bassah et al., 2016; Brien et al., 

2008; Cerit, 2019; Chow et al., 2014; Colley, 2016; Costello & Barron, 2017; dos Santos 

Germano & Meneguin, 2013; Fabro, Schaffer, & Scharton, 2014; Gilliland, 2015; Hold et al., 

2015; Hold et al., 2014; Kopka, Aschenbrenner, & Reynolds, 2016; Lippe & Becker, 2015; 

Mazanec et al., 2020; Nunes & Harder, 2019; Rattani et al., 2020; Robinson & Epps, 2017; 

Venkatasalu et al., 2015), simulations (13) (Bartlett, Thomas-Wright, & Pugh, 2014; Brien et al., 

2008; Colley, 2016; Fabro et al., 2014; Hold et al., 2014; Jeffers & Ferry, 2014; Kopka et al., 

2016; Lippe & Becker, 2015; Mazanec et al., 2020; Nunes & Harder, 2019; Rattani et al., 2020; 
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Robinson & Epps, 2017; Venkatasalu et al., 2015), and clinical practicums/hospice experiences 

(14) (Bassah et al., 2016; Brien et al., 2008; Chow et al., 2014; dos Santos Germano & 

Meneguin, 2013; Doucette et al., 2014; Gilliland, 2015; Glover, Narvel, Schneider, Horgas, & 

Bluck, 2018; Hold et al., 2015; Hold et al., 2014; Jeffers & Ferry, 2014; Kwekkeboom et al., 

2005; Mizell et al., 2014; Pullis, 2013; Robinson & Epps, 2017). Also frequently utilized is 

content from the End of Life Nursing Education Consortium (ELNEC), which includes didactic 

lecture and sometimes low fidelity simulation activities like role-play. Eleven articles mentioned 

inclusion of ELNEC training (Barrere & Durkin, 2014; Bartlett et al., 2014; Costello & Barron, 

2017; Gilliland, 2015; Hold et al., 2014; Jeffers & Ferry, 2014; Kopka et al., 2016; Lippe & 

Becker, 2015; Mazanec et al., 2020; Robinson & Epps, 2017; Sanford et al., 2011). Descriptions 

of didactic teaching included a variety of classroom learning activities such as PowerPoint 

lectures, discussion groups, interprofessional guest lecturers, and active learning elements like 

role-play activities that categorically can overlap with simulations, which often refer to high-

fidelity simulations with mannequins in a lab, but if the authors did not identify the activity as 

simulation, it was counted merely as didactic. If the authors identified an activity as a simulation 

and mentioned lectures, it was counted as both simulation and didactic. Clinical practicums in 

acute care or other settings and hospice experiences are combined into one category because they 

are both physical interactions with dying patients and most of the articles listing these did not 

specify if the settings were acute care, sub-acute, residential care facilities, or patient homes, 

though some studies did specify hospice experiences. 

Twenty-three articles mentioned more than one teaching methodology with only six 

articles focusing exclusively on didactic methods, five exclusively on clinical practicums, and 

two exclusively on simulation activities. Articles that mentioned only a single modality does not 
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mean that the nursing students were not also exposed to those, but the articles were focused on 

one method in particular. Also of note, 24 of the articles mention a dedicated EOLC course, 

though these range from a 5-hour lecture to a semester-long elective, with the majority of articles 

not specifying the amount of classroom and clinical hours dedicated EOLC.   

 ELNEC.  The End of life Nursing Education Consortium (ELNEC) was created in 2000 

in partnership with the AACN (AACN, 2016) (ELNEC, 2020). It was the most commonly cited 

source for curriculum content, with 11 research and case studies basing all or part of their EOLC 

curriculum on the ELNEC training modules and AACN competencies (Barrere & Durkin, 2014; 

Bartlett et al., 2014; Costello & Barron, 2017; Gilliland, 2015; Hold et al., 2014; Jeffers & Ferry, 

2014; Kopka et al., 2016; Lippe & Becker, 2015; Mazanec et al., 2020; Robinson & Epps, 2017; 

Sanford et al., 2011). Over 1.2 million nurses and healthcare providers have been educated in 

ELNEC as part of ongoing efforts to improve palliative and EOLC in the U.S. and globally, and 

over 470 nursing schools have enrolled in the curriculum between 2016 and 2019, but over 1,600 

associate and bachelor nursing programs have not (Mazanec et al., 2020).  

 ELNEC online modules for undergraduate nursing students are available online through 

Relias training or can be adapted for didactic in-class teaching, though they recommend that 

students be able to de-brief after training with a clinical educator (Mazanec et al., 2020). The 

modules include Nursing Care at the End of Life, Pain Management, Symptom Management, 

Ethical and Legal Issues, Cultural and Spiritual Considerations, Communication, Loss, Grief, 

Bereavement, and Final Hours/Days (Ferrell, Malloy, Mazanec, & Virani, 2016). The curriculum 

is based on the AACN’s 2016 Competencies and Recommendations for Educating 

Undergraduate Nursing Students (CARES) which is an update of the 1998 ‘Peaceful Death: 

Recommended Competencies and Curricular Guidelines for End-of Life Nursing Care’ and 
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includes 17 competencies (Appendix B) that nursing students should achieve by graduation 

(AACN, 2016). Learning objectives include symptom management, ethical and legal issues, 

cultural considerations, communication with patients and their families, grief, loss, bereavement, 

achieving quality care at EOL and interdisciplinary communication (Hold et al., 2014; Jeffers & 

Ferry, 2014; Pullis, 2013; Robinson & Epps, 2017). There are customized courses for nursing 

students at the undergraduate and graduate levels as well as practicing nurses in the specialties of 

Oncology, Pediatrics, Geriatrics, and Critical Care. 

 Approaches to Evaluating EOLC Teaching Methods.  The 16 quantitative and mixed-

methods studies used Likert-scale surveys and open-ended surveys or journal/reflection 

activities. The Frommelt Attitudes Toward Care of the Dying Scale (FATCOD) was the most 

frequently used validated instrument used to measure student attitudes pre- and post-intervention 

for eight research studies (Adesina et al., 2014; Brien et al., 2008; Cerit, 2019; Jafari et al., 2015; 

Lippe & Becker, 2015; Rattani et al., 2020; Robinson & Epps, 2017; Strang et al., 2014). Two 

studies utilized the Palliative Care Quiz for Nursing (PCQN) survey to measure nurse’s 

knowledge of palliative care (Kwekkeboom et al., 2005; Robinson & Epps, 2017). Two studies 

utilized the Death Attitude Profile-Revised (DAP-R) to measure acceptance, neutrality, or 

fear/avoidance of death (Adesina et al., 2014; Cerit, 2019). Other Likert-scale surveys were 

developed by authors to evaluate student knowledge and perceived competency with varying 

degrees of validation process description from none, to expert review (Karkada & Nayak, 2011), 

to factor analysis with the Perceived Competence (PC-ELNEC) (Lippe & Becker, 2015). 

In four qualitative studies, open-ended survey questions were used to evaluate student 

attitude, knowledge, and perceived competency (Adesina et al., 2014; Colley, 2016; Muñoz-

Pino, 2014; Strang et al., 2014). Four studies used written student reflections as a source of data 
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to capture a broad range of student impressions related to EOLC (Brien et al., 2008; Fabro et al., 

2014; Gilliland, 2015; Glover et al., 2018). Three studies used focus groups (Bassah et al., 2016; 

Hold et al., 2015; Sanford et al., 2011) and seven studies used interviews (Barrere & Durkin, 

2014; Cadavero et al., 2020; Costa Matos et al., 2015; dos Santos Germano & Meneguin, 2013; 

Knopp de Carvalho et al., 2017; Nunes & Harder, 2019; Venkatasalu et al., 2015).   

A non-research article cited instructor impressions of the effectiveness of various learning 

methods based on descriptions of collective responses to reflective journaling assignments, 

verbal group discussions, course evaluations and/or discussion board posts (Costello & Barron, 

2017). Authors of two non-research articles incorporating ELNEC training into their EOLC 

curriculum claim that high-fidelity simulations are an appropriate teaching method for increasing 

student comfort with providing EOLC and increased awareness of their own emotions that this 

type of care elicites based on student feelings reported in post-simulation debriefing (Bartlett et 

al., 2014) and posts on a class Facebook page (Kopka et al., 2016). 

Effectiveness of Various Teaching Methods.  The authors of a review exploring EOLC 

teaching methods found it difficult to compare effectiveness of various teaching methods due to 

the wide variety of evaluation methods and recommend more studies with control groups to 

compare the effect on students placed in intentional clinical experiences (Carmack & Kemery, 

2018). The review study found that face to face teaching methods had the most variation and 

there was not a stand out finding consistent across the articles for what makes face to face 

teaching effective (Carmack & Kemery, 2018). This review did not find conclusive evidence of a 

particular teaching method being more effective than another (Carmack & Kemery, 2018). While 

the authors applaud the creativity of nurse educators in incorporating EOLC, they also did not 

find that these methods were supported by research and request the development of a 
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standardized instrument for measuirng effectiveness of the EOLC learning intervention 

(Carmack & Kemery, 2018).  Another study was included in my literature review despite the fact 

that the subjects were not prelicensure students but new grad RNs, because of the prevalence of 

ELNEC in other studies and the fact that the curriculum used was the ELNEC undergraduate 

training module, and this was one of only two studies to measure impact on clinical practice 

(Mazanec et al., 2020). This study included three separate cohorts of new nurses given pre- and 

post-intervention questionairres asking about perceived competence, knowledge, comfort level 

with an additional question of did the participants feel that this training impacted their practice 

(yes/no) and if so, how (Mazanec et al., 2020). Of the 46 participants that completed the posttest, 

52% reported 1 month after the intervention that they had changed their clinical practice 

following the ELNEC training (Mazanec et al., 2020). One other qualitative study of new grad 

nurses was included because it specifically addressed what new nurses who had cared for an end 

of life patient wish they had been taught in nursing school (Cadavero et al., 2020). Some students 

from this study stated that didactic teaching was not enough, EOLC must be experienced 

(Cadavero et al., 2020). 

Qualitative Study Findings Beyond Impact of Specific Teaching Methods 

The findings from the 11 qualitative and six mixed-methods studies included in this 

literature review include broad themes about encountering death (Adesina et al., 2014; Barrere & 

Durkin, 2014; Costa Matos et al., 2015; Knopp de Carvalho et al., 2017; Muñoz-Pino, 2014; 

Strang et al., 2014), the emotional challenges and rewards of working with patients and families 

(Barrere & Durkin, 2014; Cadavero et al., 2020; Colley, 2016; dos Santos Germano & 

Meneguin, 2013; Gilliland, 2015; Glover et al., 2018; Muñoz-Pino, 2014; Sanford et al., 2011; 

Venkatasalu et al., 2015), the role that peers and interdisciplinary team members play (Bassah et 
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al., 2016; Cadavero et al., 2020; Nunes & Harder, 2019), the impact previous experiences with 

death plays in the building of confidence in EOLC (Adesina et al., 2014; Colley, 2016; Gilliland, 

2015; Muñoz-Pino, 2014; Sanford et al., 2011; Strang et al., 2014), and feelings of lack of 

prepareness and missed opportunities schools had to provide EOLC education (Adesina et al., 

2014; Bassah et al., 2014; Cadavero et al., 2020; Colley, 2016; Gilliland, 2015; Muñoz-Pino, 

2014; Sanford et al., 2011; Strang et al., 2014). Method sampling techniques for studies that 

included non-students: individual interviews with six nursing instructors and seven new nurses 

(Knopp de Carvalho et al., 2017), surveys and casual interviews with 12 instructors and 137 

students (Brien et al., 2008), and an exploratory interview study with 20 new grads (Cadavero et 

al., 2020) and a pre/post test study with 55 new grad nurses enrolled in training programs that 

include EOLC (Mazanec et al., 2020). All the other research participants from the other 14 

qualitative and mixed-methods studies included in this literature review were nursing students. 

One study chose to utilize both focus groups with 23 students to evaluate the palliative care 

course as an educational intervention and 11 individual interviews to expound on transfer of 

learning to practice (Bassah et al., 2016), Five other qualitative studies conducted individual 

interviews with samples of seven to 33 nursing students and an average sample size of 18 

(Barrere & Durkin, 2014; Costa Matos et al., 2015; dos Santos Germano & Meneguin, 2013; 

Knopp de Carvalho et al., 2017; Venkatasalu et al., 2015). Two qualitative studies used focus 

groups of 19 and 15 nursing students, respectively, to discover their perceptions of EOLC 

experiences (Hold et al., 2015; Sanford et al., 2011). The remaining three qualitative and six 

mixed-methods studies utilized nursing student responses to open-ended surveys and reflection 

tools to evaluate responses to educational interventions with sample sizes ranging from nine to 

111 students with a combined average of 54 students (Adesina et al., 2014; Bassah et al., 2016; 
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Colley, 2016; Fabro et al., 2014; Gilliland, 2015; Glover et al., 2018; Muñoz-Pino, 2014; Nunes 

& Harder, 2019; Strang et al., 2014).  

The themes that emerged around encountering death included acceptance of death as a 

natural part of life (Muñoz-Pino, 2014; Strang et al., 2014), what constitites a “good death” vs. 

dysthanasia or overly-invasive care and student beliefs about these values (Adesina et al., 2014; 

Barrere & Durkin, 2014; Costa Matos et al., 2015; Knopp de Carvalho et al., 2017; Sanford et 

al., 2011), and that quality care is time-consuming and some nurses avoid this (Bassah et al., 

2016; Muñoz-Pino, 2014).  

Several of the studies revealed the emotional challenges of caring for dying patients 

including insecurity and anxiety about performing EOLC (Colley, 2016; dos Santos Germano & 

Meneguin, 2013; Glover et al., 2018; Sanford et al., 2011), sadness for the patient (dos Santos 

Germano & Meneguin, 2013; Sanford et al., 2011), difficulty maintaing emotional boundaries 

(Barrere & Durkin, 2014; Colley, 2016), and difficulty navigating the process (Cadavero et al., 

2020). Some students noticed nurses and students would sometimes tend to a patients physical 

needs but avoid psychosocial tasks like communicating with families (Bassah et al., 2016; 

Sanford et al., 2011). The studies also found that EOLC often involves caring for the families as 

much as the patients and that students found this to generate fear, including fear of attachment 

(Colley, 2016; Muñoz-Pino, 2014; Sanford et al., 2011).  

A major theme found across several of the qualitative studies was the role that peer 

support played in normalizing feelings about providing EOLC and providing emotional 

validation and encouragement (Bassah et al., 2016; Cadavero et al., 2020; Nunes & Harder, 

2019). Students reported that they would like written guidelines on how to deal with EOLC, peer 

mentorship, and positive work environments (Bassah et al., 2016; Cadavero et al., 2020).   
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Two studies related to EOLC nursing education curriculum development report obstacles 

to inclusion of EOLC include access to EOL patients, already overcrowded nursing curriculums, 

and instructors that prefer clinical practicums that emphasize more technical skills over EOLC 

proficencies which are largely communication skills (Jeffers & Ferry, 2014; Ramjan et al., 2010). 

Findings from a qualitative study that included nursing students and instructors suggests a  

hospital’s culture that prioritizes health and healing and the belief that death is failure may be a 

barrier to EOLC in nursing education (Knopp de Carvalho et al., 2017).  

What These Studies Suggest for EOLC in Nursing Education 

Courses that included hospice clinical experiences emphasized the need to include 

interdisciplinary team exposure, time with dying patients, and time for reflection about those 

experiences (Carmack & Kemery, 2018; Jeffers & Ferry, 2014; Pullis, 2013). Programs where 

EOLC experiences are offered in the acute care setting also emphasize importance of 

constructive feedback for students to achieve perceived competency (Chow et al., 2014), and that 

due to the subjective nature of achieving competency in providing EOLC there is a danger 

students will feel like failures if competency is not clearly defined (Brien et al., 2008). Seven 

programs that include a clinical practical experience all found that these experiences were vital 

for student learning (Carmack & Kemery, 2018; Chow et al., 2014; Hold et al., 2014; Jeffers & 

Ferry, 2014; Kwekkeboom et al., 2005; Pullis, 2013; Sanford et al., 2011). Although one 

literature review found that the best teaching methods for EOLC are still not clear, the authors 

stated that multiple studies support the inclusion of a clinical experience (Carmack & Kemery, 

2018). A cluster study of three cohorts on the teaching methods influencing the knowledge, 

attitude, and perceived competency in providing EOLC found that increased number of clinical 
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experiences appeared to improve nursing student attitudes and perceived competency (Chow et 

al., 2014). 

The quality of teaching (Chow et al., 2014), providing a low-stress learning environment 

(Kwekkeboom et al., 2005), including a debriefing with emotional awareness towards the student 

(Brien et al., 2008; Jeffers & Ferry, 2014), and reflection (Chow et al., 2014) are all techniques 

found to improve student learning outcomes. Simulations were found to be effective ways for 

students to practice EOLC in controlled environments. Many of the studies in this review also 

incorporated ELNEC training into their curriculum (Bartlett et al., 2014; Hold et al., 2014; 

Jeffers & Ferry, 2014; Kopka et al., 2016; Lippe & Becker, 2015; Mazanec et al., 2020; 

Robinson & Epps, 2017). The two research studies that evaluated incorporation of learning into 

practice reported that simulations impacted clinical practice more than didactic lectures alone 

(Mazanec et al., 2020; Venkatasalu et al., 2015).   

There is support for interprofessional educators in both didactic classroom and practicum 

experiences and in 2014 the IOM called for increased inclusion IPE within health professionals 

(Carmack & Kemery, 2018; Hold et al., 2014). 

While the literature review provides evidence that EOLC education increases student 

knowledge and improves attitude towards death and dying, the best methods remain unclear. The 

findings of this thesis work will provide insights into commonalities across schools, what is 

unique to each program, and what instructors think about EOLC education in different academic 

settings. The findings from this study will also provide insights into the various ways in which 

nursing schools approach EOLC curriculum and how and why simulation activities and clinical 

experience teaching methods are adopted. 
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Methods 

This was a qualitative descriptive design using data collected from interviews with 

prelicensure nursing school instructors and administrators to share their experiences of 

incorporating EOLC into nursing curriculum. In qualitative research, the data is generated 

through asking questions directly in an interview to produce an in-depth understanding of a 

phenomena (Magilvy & Thomas, 2009). Qualitative descriptive designs do not require strict 

adherence to a specific sampling strategy, variable manipulation, or produce a theory from data 

collected (Lambert & Lambert, 2012). While qualitative descriptive designs cannot escape 

researcher interpretation, as data by nature must be analyzed, the results should stay very close to 

the data (Sandelowski, 2010). An important component of the qualitative descriptive 

methodology is to present the facts clearly without a great deal of interpretation. A qualitative 

descriptive approach presents the findings in plain language (Sandelowski, 2000). The qualitative 

descriptive methodology allows for comparison across different nursing degree program types 

and settings to find commonalities and differences in educational approaches to EOLC content.   

The full study protocol - including recruiting approaches, interview guide, and scripts - 

was submitted to the UC Davis Institutional Review Board (IRB) for review as human subjects 

research.  Upon review, the IRB determined that review was not required, as the research does 

not involve human subjects.  Refer to Appendix C for determination letter.  Notwithstanding this 

determination, steps to maintain participant confidentiality were followed and there is no link 

between participant names/identifiers and the data. 

Sample 

A convenience sample of six faculty – from different nursing schools with pre-licensure 

programs – were recruited to participate in this study.  For inclusion in the study, nursing faculty 
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required direct experience in developing, implementing, and/or teaching end of life care 

education at a nursing school that offered clinical EOLC or hospice experience and/or an EOLC 

simulation or didactic teaching.  The sample size is adequate for the pilot nature of this study. 

Recruitment 

The sampling goal was to recruit one nursing faculty per school and reflect a broad range 

of prelicensure degree program types in rural, suburban, and urban practice settings serving 

diverse populations within California. This is based on the concept that maximum variation 

sampling may produce more unique variations of a targeted phenomenon (Sandelowski, 2000).  

An initial list of nursing faculty and their email contact was developed by reviewing 

various school websites linked from the California Board of Registered Nursing list of pre-

licensure nursing programs and the faculty pages of these institutions. Schools also known to the 

researcher through personal attendance, reputation, and professional contacts were also included 

in the initial list for recruitment. Refer to Appendix D for Recruitment Letter and Study 

Information Sheet. 

When a representative from the school responded to the invitation email and their 

involvement in designing and/or delivering EOLC curriculum was confirmed, a one-hour phone 

interview was scheduled at the convenience of the participant. When more than one faculty 

member from the same school indicated willingness to be interviewed, follow up emails were 

sent to all faculty respondents at that school, with a request for them to decide which faculty 

member would represent their school for this study based on level of knowledge/experience with 

their EOLC curriculum.  

Data Collection Procedures 
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Data were collected from individual one hour recorded interviews by phone, scheduled 

based on the participant’s preferences and availability. Prior to starting the interview, the 

researcher referred back to the study Information Sheet which was shared in email 

correspondents and ask if there are any questions before starting the interview. The interviews 

began by asking basic sample demographic characteristics such as participant position title, years 

at current school, if the instructor has a background in EOLC, and the number of students at each 

school and type(s) of degrees offered at their school. Following the interviews, the audio files 

were stored on a password protected computer and deleted from the researcher’s phone. 

Participant’s names were not linked with the recordings.  

Interview Guide Development 

A semi-structured interview guide was developed by the researcher and thesis chair to 

elicit details about how curriculum is designed, when it is included, the settings where the 

content takes place, the teaching methodologies used, how learning effectiveness is evaluated, 

and how the participant thinks EOLC education is likely to change in the future. Participants 

were also asked about both personal and professional experiences with EOLC that informed their 

teaching of this subject. The questions were checked with colleagues for flow, relevance to 

research aim, and breadth of factors relating to this topic. Refer to Appendix E for the Interview 

Guide. 

The interview guide includes questions based on what the literature review has revealed 

about changes to EOLC curriculum in recent years and includes prompts to investigate ways the 

participant’s school has evolved their current EOLC curriculum over time, including the 

incorporation of clinical practicums, hospice experiences, ELNEC modules, various types of 

simulations, interprofessional education, and debriefing techniques. Questions were structured to 
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elicit examples of the who, what, where, why, and how EOLC has been included in the program 

curriculum.  

The role of the researcher in a qualitative descriptive study is to stay close to the surface 

of the words and events (Sandelowski, 2000). In this role, asking clarifying questions and re-

stating the participant’s words are important techniques for getting participants to clearly state 

the facts and make sure that their intentions are clear to reduce incidence of the researcher 

imposing unintended meaning. Exploratory prompts were also developed ahead of time and used 

throughout the interviews. These included questions like, “I want to dig a little deeper into that. 

Can you tell me more about that?” and “Can you think of an example of that?” During the 

interviews, notes were taken on the interview guides to assist with follow-up questions to clarify 

and/or further explore the participant’s answers. These included questions like, “When you say 

simulation, do you mean high-fidelity simulation with a lab mannequin?” or “I’ve been hearing 

about the competency based learning and you mentioned exemplars. Can you explain, at a high 

level, what a competency based curriculum looks like and what an exemplar is?” As the 

researcher has no prior experience with designing and implementing curriculum, follow-up 

questions were asked to explain unfamiliar concepts such as concept-based curriculum, 

standardized patients, and narrative medicine.  At the end of each interview the researcher 

thanked the participants for their time and let them know that once data analysis was complete a 

condensed summary of the findings would be emailed to them.  

Analysis 

The researcher then reviewed the audio recordings and interview guide notes and started 

an excel spreadsheet that included the following content areas: demographic data, EOLC 

experience, methods of instruction, curriculum content, barriers and facilitators, and other 
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education themes. The excel spreadsheet and the text coding was based on five code types: 

Conceptual codes/subcodes, Relationship codes, Participant perspective, Participant 

characteristics, and Setting codes (Bradley, Curry, & Devers, 2007). Conceptual codes were 

largely resource-based. Examples include co-faculty experience with EOLC, leadership support, 

simulation types, and community partners for clinical placement. The most common relationship 

code was time. Though time is also a resource, it was used as a facilitating or limiting factor of 

the availability of other resources. Participant perspective codes were used whenever statements 

indicated a positive, negative, or indifferent view. An example of a positive view of the impact of 

leadership support was, “In fact, we've had very strong leadership at our school of nursing 

director level, and we had, starting two years ago, a dean level. This dean wanted to do 

interdisciplinary work, which is HUGE!” An example of a positive view of the move to a 

concept-based curriculum with a relationship code relating to time was: 

To me, it has just enhanced it more. I give them a small PowerPoint and a small 

lecturette, as I call it, and then we spend the rest of the time discussing stuff, doing stuff, 

and bringing the theory to application, and them demonstrating what they got out of the 

theory portion. 

The coding structure was an iterative process, with additional columns added to the excel 

sheet as more data was reviewed and revisited as themes emerged, (Bradley et al., 2007). The 

researcher listened to each recording and then expanded the spreadsheet to include additional 

coding. Thematic analysis was used to identify semantic meanings with descriptive coding 

generating broader themes (Braun & Clarke, 2012, pp. 95-104). These included topics like 

personal and professional experiences with hospice and EOLC, the impact of leadership and co-

faculty attitudes about EOLC on the development and integration processes, evaluation methods 

such debriefing and journaling activities with students in the clinical setting after EOLC, 
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different types of simulation activities, and the impact of Covid on access to clinical sites and in-

person learning. 

The researcher then transcribed the interview recordings verbatim and verified the 

transcriptions for accuracy.  The transcribed interviews were analyzed for key words, categories, 

patterns, and themes which were highlighted, coded and incorporated into the tracking sheet 

(Magilvy & Thomas, 2009). Each recording had multiple listens, and both audio and text were 

analyzed both individually and together for coding purposes. As a code emerged from one 

portion of an interview, other text segments were reviewed to decide if the same concept was 

reflected and then unified concepts were refined into themes, (Bradley et al., 2007). This was 

accomplished by printing out all coded text, manually sorting into themes and then analyzing for 

relationships between themes as well as combining the transcripts into a final document and 

conducting word searches. 

Trustworthiness/Rigor 

The researcher used several different strategies to ensure the trustworthiness/rigor of data 

collection and analysis processes. The researcher followed the interview guide closely and asked 

participants to repeat statements to make sure the researcher understood the intended meaning. A 

critical component of establishing trustworthiness and rigor of the process was the researcher’s 

identification of and reflection on their own biases about this topic of study and how these 

impact the role of data collection instrument and analyst. To this end, the researcher met 

regularly with their thesis chair and wrote reflective journal entries to explore and acknowledge 

personal biases and reflect on the potential impact of these biases prior to and during interviews 

and data analysis, and ways to limit this impact.  As the data collection instrument, it was 

important for the researcher to reflect on to how their experiences and perspectives may affect 
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the data collection and analysis processes before, during, and after the interviews. The researcher 

is an acute care nurse, frequent student preceptor, and a hospice volunteer. This combination of 

experience served as a basis for the researcher’s interest in this scholarly inquiry and was useful 

in establishing rapport with participants and taking an inquisitive approach during interviews. As 

the researcher has never been a professor, developed or integrated curriculum, and has 

participated in academia only as a consumer, the researcher tended to land on the informant-

centered style of human instrument.  This means that as a human instrument, the researcher 

expected the participants to be more expert in this content area than the researcher and to “expect 

the unexpected” and be happy when informants “share a lot, beyond what is asked,” 

(Peredaryenko & Krauss, 2013, p. 8).  

To demonstrate reliability and the connection between results and data as well as the 

credibility, the research documented a detailed audit trail of the data analysis process, with 

findings that are traceable back to the data and backup summary tables of data categories and 

synthesis of categories.  Refer to Appendix F for a copy of the coding table (Bradley et al., 

2007).  

 

Results 

The findings from this study are organized into two sections. The first section provides a 

summary of the characteristics of the participants and the nursing schools they represent, 

including the curricular content and learning activities for EOLC offered at participants’ schools.  

The second section provides a summary of the factors associated with integrating EOLC content 

in curricula. 

Sample 
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Participant characteristics.  Six individuals from six different nursing schools 

participated in this study, including three program directors and three faculty (two full professors 

and one assistant professor). All participants reported experience in developing EOLC 

curriculum for prelicensure nursing. Participant ages ranged from early 40s to over 65 years with 

an average age of 57 years. Five participants identified as White/Caucasian, one Other. Five 

participants were female, one participant was male. Years of experience either as adjunct or full 

faculty in a prelicensure nursing program ranged from 10 years to 40 years with an average of 24 

years. Three participants reported their highest education as a master’s degree and three reported 

earning a PhD. All of the participants reported professional experience with providing EOLC in 

an acute care, home care, or hospice setting.  

Nursing school characteristics. 

Degree types, program sizes, & settings.  Four participants represented Associates 

Degree in Nursing (ADN) programs offered in the California community college system and two 

participants represented programs offered in the California State University (CSU) system.   

Three of the community college programs also offer LVN to RN programs within their ADN 

programs. Both of the CSU schools offer BSN programs and RN to BSN programs, as well as 

advanced degrees; content for the latter was not included in this research study. Four of the 

research participants described their schools as serving urban areas, one suburban, and one rural. 

Programs ranged in size from 80 students enrolled to 800, including RN to BSN students, with a 

median of 160 students and an average of 287 students.  

Curricular content and learning activities for EOLC.  Participants described a variety of 

curricular content and learning activities for EOLC content.  The findings are organized in three 
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categories: (1) clinical experiences; (2) simulations; (3) other EOLC learning activities and (4) 

learning theories/frameworks used to support EOLC curriculum design.  

Clinical experiences.  Five of six participants reported offering student clinical 

experiences in EOLC prior to COVID-19 as part of skilled nursing facility (SNF)/long-term care 

facility (LTC) rotations (3), clinical hospice RN shadowing rotations (3), or a palliative care 

experience in the acute care setting (3), though hospice rotations and palliative care rotations 

were not available to every student at two of each of the three schools (Table 1). The clinical 

experiences in SNF/LTCs and clinical hospices were suspended during the early months of the 

pandemic, and five participants also reported limited access to acute care clinical rotations during 

COVID-19 lockdown.   

Simulations.  Four of the six participants reported using EOLC simulations including 

high-fidelity simulation labs (3) and/or standardized patients (3) (Table 1). High-fidelity 

simulation labs were normally used by two of the community colleges and one of the 

universities, but according to one community college participant, these were also restricted in the 

early months of the pandemic. Standardized patients used by three of the schools were similarly 

disrupted, but participants reported plans to resume in the future. Use of role-play without a 

standardized patient, a form of low-fidelity simulation typically integrated into didactic lecture 

was not determined, and none of the participants reported if other faculty were using role-play or 

not. One participant said they were aware of a study published by Boston College on EOLC role-

play and wanted to acquire that for use within their program and had plans to pilot a role-playing 

simulation about palliative care communication this summer.  

Learning theories/frameworks used to support EOLC curriculum design. Most 

participants did not mention specific learning theories or frameworks to support their EOLC 
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curriculum design. One participant stated that the framework their school uses is Orem and that it 

was chosen for its emphasis on chronic illness and health promotion, but that they also use Betty 

Ferell’s ELNEC, though these are short, and they have not found a framework to underpin their 

EOLC curriculum.  While two other participants reported their schools used ELNEC in their 

curriculum or as a guiding resource while developing curriculum, it was not pervasive, and one 

participant explicitly stated they did not find it to be an extensive enough framework to guide the 

entirety of EOLC curriculum development. No participants reported the existence or use of such 

a framework. One participant reported considering assigning ELNEC to students if time were not 

a barrier. 

Table 1 

Types of Simulation and Clinical Experiences Used by Participants 

Setting High-

fidelity 

Simulation 

Standardized 

Patient 

Clinical 

SNF/LTC 

EOLC 

Clinical 

Hospice 

Shadowing 

Clinical 

Acute 

Care 

Palliative 

Care Team 

Experience 

Rural CC 0 0 -1 0 1 1 

Suburban 

CC 

0 0 1 0 1 0 

Urban CC 1 0 0 0 1 0 

Urban CC 1 1 0 1 1 1 

Urban CSU -1 1 1 1 1 1 

Urban CSU 1 1 1 1 1 0        

CC = Community College; CSU = California State University 
  

0 = not used; 1 = used; -1 = previously used and removed 

 

Other EOLC Learning Activities.  Although the purpose of this study is to address 

factors associated with integrating simulations and/or clinical EOLC experiences into nursing 

curricula, participants were asked to describe teaching methods used for EOLC content. In 

addition to simulation and clinical experiences outlined in sections above and Table 1, Table 2 
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lists the types of learning activities mentioned by the participants in response to questions 

exploring types of learning activities they include and endorse in their curriculum.  

Table 2 

EOLC Teaching Methods Included in the Curriculum as Identified by Participants 

 
n=4  n=2 N=6 

Teaching Method Community Colleges Universities Grand Total 

Didactic Lectures 4 2 6 

Reflection/Journal/ 

Paper 

4 2 6 

Group Discussion 3 2 5 

Movies/Videos 3 1 4 

Case Studies 2 2 4 

Journal Articles 2 2 4 

Clinical Acute Care1 4 2 6 

1EOLC content that arises in regard to setting-specific learning activities 

Note: Participant omission of a specific type of learning activity does not mean that method was 

not used, just that the participant did not identify it as part of their curriculum during the 

interview. Participants were individuals and may not have complete knowledge of every 

component of their school’s EOLC curriculum. 

 

 All six participants reported offering EOLC content through didactic lectures and clinical 

acute care experiences and used reflections, journals, and papers for EOLC assignments.  Other 

types of assignments reported by some of the participants include group discussion, 

movies/videos, case studies and journal articles.  Four participants reported the use of guest 

speakers from palliative care and hospice nurses, chaplains, and organ donation representatives 

as part of their didactic lectures. Five of the participants talked about sharing personal 

experiences with EOLC with their students and four participants talked about other faculty 
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sharing personal stories of caregiving and having loved ones on hospice. The use of published 

stories and movies was also mentioned as a common teaching method to show the patient 

perspective as well as develop clinical judgement and critical thinking skills. One participant 

explained why they felt sharing stories is an effective teaching method: 

I'm proud of the work that I've done with the narrative medicine stuff. I really try to 

incorporate narratives throughout my lectures so that-, because those are the things that 

they remember, whether it's my work experience stories or whether it's you know, um 

short videos of patients. I think it really helps to build empathy and hear it. I also believe 

that it's important to hear it in the first person whenever possible so that they're hearing 

the patients say “I.” 

Two participants mentioned giving extra credit for EOLC learning activities. One 

participant offered extra credit for attending informal Student Nurse Association lunchtime guest 

lectures, but only if the entire class attended. Another participant gave extra credit for watching a 

movie about EOL and writing a brief reflection. One subject mentioned case studies as part the 

ELNEC modules that their students complete, and another participant stated that NCLEX 

questions are “more case study kind of based.” Four participants talked about using EOLC 

related journal articles as a way to incorporate evidence-based practice and research.  

 

Factors Associated with Integrating EOLC Content in Curriculum 

Participants spoke about factors that impact the inclusion of EOLC education overall and 

factors uniquely specific to integrating simulation and uniquely specific to clinical practicums.  

Factors that impact inclusion of EOLC education, overall.  Two themes emerged in 

regard to factors that impact overall inclusion of EOLC content: (1) environmental resources and 

(2) general curricular considerations when integrating EOLC content.   

Environmental resources impacting inclusion of EOLC content.  The availability of 

environmental resources was a common theme across participants, with resources including 

leadership support, faculty expertise, faculty availability, time within the curriculum, clinical and 
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community partnerships for hospice and palliative care rotations, simulation labs with EOLC 

scripts, standardized patients, and EOLC role-play activities. Several of the factors can be either 

barriers or facilitators to integrating clinical practicums and simulations. Participants spoke about 

environmental resources as a prerequisite to the planning and effort needed on the part of faculty 

and the overall prioritization needed to successfully maintain palliative care and EOLC content 

in the curriculum. 

Leadership resources. Four participants reported having multiple faculty at their 

respective schools who are experts in the field of palliative care as well as support at the 

Associate Director, Director, Dean, Chairperson, Chancellor, and/or University President level 

for expanding EOLC curriculum, having oversight committees for integration across the 

curriculum, and ensure ongoing bandwidth for review committees to prevent curriculum drift. 

One participant stated, “You have to have leadership that will listen. You can't change things as 

one person. It's a group effort.” This leadership support included long-term resource 

commitments for developing and overseeing curriculum.  

One participant who reported their school recently implemented a clinical hospice 

rotation did so because the director was able to locate a clinical partnership and push for 

inclusion. At a site where the participant asserted that EOLC had been intentionally removed 

from the curriculum and the clinical SNF/LTC and hospice rotations stopped for reasons 

unknown and unexplained to the participant, the participant stated that they feel their role – in a 

new leadership position - is to “bring it back into the curriculum.”  Another participant credited 

the support of their department chair as an important factor in their ability develop an elective 

palliative and hospice nursing course. This course was designed to fulfil general education 

requirements through an asynchronous online format. When asked if they felt this type of course 
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could have been developed without a leadership mandate, the participant conceded it would have 

been possible, but would have taken longer to develop and been less likely to get approved. 

Faculty-specific factors.  Four participants stated that experienced faculty are essential 

for developing and integrating EOLC education across the curriculum. Two participants gave 

examples of multiple and growing numbers of faculty with palliative care expertise and 

certification who can participate in co-designing the EOLC curriculum. Two other participants 

mentioned at least one colleague with palliative or hospice expertise, one of those spoke 

hopefully of more staff with EOLC experience joining their school as faculty positions open up.  

One participant stated that they believed the current faculty all feel it is important and needs to 

be reintegrated across the curriculum as a key part of their move to a concept-based curriculum. 

When asked to name a key resource needed when designing EOLC curriculum, another 

participant stated: 

I think having somebody who's worked it. I think it just changes the whole way people 

look at it and even if you can work with somebody who's been a hospice nurse or been 

involved in that type of care provided palliative care, I think their view is just a little 

different, and I think it's really helpful when you're designing curriculum.  

When asked to name a logistical challenge to teaching EOLC, one participant stated that 

it was helpful if the clinical instructor was well connected to the unit so that when EOLC 

opportunities came up they could encourage students to have those experiences during regular 

clinical rotations. Two other participants with experience as clinical instructors also mentioned 

encouraging students to take on EOLC patients within their standard clinical rotations. In 

contrast, not all instructors felt that every EOLC situation was an appropriate clinical experience 

for students, and one participant stated that when they were a clinical instructor in Obstetrics, 

they would not “put students with a loss.”  
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Two participants shared experiences that suggested some faculty have potentially less 

interest or engagement in EOLC content. One participant stated that their school once had robust 

EOLC included in their curriculum and efforts to understand why it was removed were 

unsuccessful: 

When I noticed it [EOLC curriculum content] was missing I was like, where is it? I asked 

those questions and kind of got vague answers. And I'm not sure what the issue was, to be 

honest with you. I wasn’t too sure if somebody just, you know, didn't want to talk about 

it, and I don’t blame them. I mean, I appreciate why people kind of want to avoid the 

subject. The trouble is you can’t.  

In discussing developing EOLC curriculum at a previous school where they had worked, 

one participant stated, “I took it on because nobody else wanted to.” A third participant said, “… 

this can be challenging content. I'm talking about end of life-, not everyone is comfortable with 

it.” 

Two participants discussed the need for faculty development in EOLC; one participant 

suggested taking a less enthusiastic peer along to a palliative care conference, defining the 

benefit of symposium attendance as: 

It broadens the base understanding from which you can build. It creates a helpful 

foundation, and then you build upward. It levels people, so they all have the same 

knowledge, and then you build upwards with it.  

One participant stated they had no logistical barriers to EOLC incorporation and talked 

about how many resources are available now compared to the past and that they seek out EOLC 

educational content when taking continuing education units, stressing the need to stay up to date 

on innovations. The participant that wanted to reintroduce EOLC into their curriculum echoed 

the desire for faculty development by saying: 

 I got one more piece: Staff development. Faculty development. In other words, to make, 

to allow, to promote, to facilitate-, whatever term you want to use, is to have them feel 

more comfortable by providing, and we do, the college does provide funds and 

everything else for staff development. And so, it would be good for staff to get- faculty 
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should get involved in trainings or, you know, seminars and stuff so this idea is being 

addressed and talked about more, so they feel a bit more comfortable.  

When discussing barriers to curriculum change, four participants specifically mentioned 

other faculty with competing priorities and/or aversion to change. One participant stated: 

There will always be, you know, leadership theory. There are always those people that 

you never can get on board, that whine and cry. That's why you don't spend your life with 

them. You spend your life with the people who early adopt and help the middle adopters 

get on board.  

Time limitations and curriculum overcrowding factors.  Four participants stated that one 

of the barriers to including more EOLC is an overcrowded curriculum given their programs’ time 

limitations. One participant noted, “I think our overall barrier is just that there's so much content 

we need to teach our students and that things get filtered out.” Another participant described the 

nature of competing for time with other faculty as their top logistical challenge by saying, “There 

are others who don’t think this is important. They want to talk about their congestive heart 

failure, or their Swan-Ganz line, or whatever their specialty is that’s important to them.” 

Another participant talked about competition to develop new courses. “A lot of times people 

have an interest in something and want to create a new course and we just don't have the 

bandwidth.” The participant described their nursing curriculum by saying, “It’s incredibly 

crowded,” and, “To get all of the content through in four semesters, it's really challenging. So 

yeah, things get pushed aside.”   

A total of four participants mentioned time as a limiting factor, while one participant 

claimed that time was not a limiting factor. Two participants talked about the move to concept-

based curriculum, with one stating they felt the move enhanced EOLC curriculum and the other 

gave examples of how they thought EOLC content might be integrated synergistically into more 

activities across the curriculum but had not done so yet. 
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General curricular considerations when integrating EOLC content.  Factors 

reflecting general curricular considerations included participants’ beliefs and perceptions of 

student readiness for the content and recommended EOLC content that should be included. 

Student-specific factors.  Student-specific factors includes participant perceptions of 

student readiness for emotionally taxing interactions, sensitive communication interactions with 

patients and families, as well as multidisciplinary teamwork.  All of the participants talked about 

different elements of EOLC that were introduced at different periods in the curriculum such as in 

fundamentals, then OB and Peds, Oncology, and Mental Health. No participant identified EOLC 

as a topic that was isolated to a single learning module.  Four of the participants talked about the 

concept of “leveling,” or starting with very basic concepts and progressing to more advanced 

learning over time. When asked about the danger of giving students advanced EOLC concepts 

too soon, one participant said: 

You can scare them off, you can damage them, because they're-, they can't-, they don’t 

process the same way we do, you know? And I've been a nurse a really long time, and I 

can be really like, ‘Well, come on!’ And it's easy to forget they're just learning. This is all 

new for them and I don't know what their experiences is with death and maybe it's just 

something really horrible, you know? Maybe they lost their brother when they were a 

child. And so, I just try to be really careful and walk lightly with students. 

Two participants talked about how the current generation of students are often coming to 

the program with personal or professional experience with EOLC or hospice. Three participants 

stated that there is a drive for increased patient-centered care and focus on race, equity, and 

inclusion and inequities around palliative care. One participant stated that this is partially driven 

by student demand, as students frequently participate in curriculum development meetings at 

their school. The participant claims: “Our students are, you know, craving this,” and later 

explained: 

We want our students to understand the importance of cultural humility and the ability to 

make sure they know how to find the proper tools and resources no matter what situation 
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they're going to be in. So, instead of again, teaching, you know, statistics and facts on 

how to provide the perfect care, which doesn't exist, we teach them the tools and how to 

find the resources that they need. And so, I think that's been a big shift. 

Time allocation is also an important consideration in that the content is challenging for students 

and that building in time to discuss, debrief, reflect, and process student emotions was a key 

curriculum component mentioned in some way by all of the participants either as a general 

practice or with specific examples of student experiences.  As one participant stated: 

It's a very difficult subject sometimes to bring up in a brief kind of way. Like, you know, 

if you have one-, just one lecture on it, or one presentation, it generally will bring up a 

whole lot of issues that people want to process because they lost somebody.  

Recommended EOLC content. Participant recommendations for relevant EOLC content 

provides an important context for understanding their broader perspectives about factors 

associated with integration of EOLC education overall.  Refer to Table 3 for a list of content 

included by participants when developing curriculum and learning objectives and/or 

recommended that every school should include in their EOLC curriculum. If a participant did not 

mention a particular content area, that does not mean their school does not use it, it was just not 

identified as a priority. For example, only one participant mentioned organ donation, though it is 

probable that more than one of these six schools includes organ donation content in their 

curriculum.  
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Table 3  

Learning Content Identified by Participants 

 
n=4 n=2 N=6 

Learning Content Community Colleges Universities Grand Total 

Palliative Care vs. Hospice 4 2 6 

Communication with Family 4 1 5 

Emotional Reactions/ Grieving 4 1 5 

Team Roles 4 1 5 

Geriatric 2 2 4 

Holistic Care 3 1 4 

Pain 2 2 4 

Passing NCLEX 2 2 4 

Symptom Management 3 1 4 

Code Status 2 1 3 

Comfort Care 3 0 3 

Health Inequity at EOL 1 2 3 

POLST, Advanced Directives 2 1 3 

Relationships with the Patient 2 1 3 

Self-Care 2 1 3 

Signs of Impending Death 2 1 3 

Spirituality 2 1 3 

Case Mgmt./ Home Health 1 1 2 

Community Health 0 2 2 

Cultural Impact on Grief 1 1 2 

ELNEC 0 2 2 

Good Death vs. Bad Death 2 0 2 

Post-mortem Care 2 0 2 

Right to Die 2 0 2 

Signs of Patient Deterioration 2 0 2 

The Art of Nursing 2 0 2 

Developmental, Intellectual 

Disabilities 

0 1 1 

Disparity in OB Black Maternal 

Mortality 

1 0 1 

Health Promotion 0 1 1 

Mental Health 0 1 1 

Organ Donation 1 0 1 
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Palliative care vs. hospice.  Participants from all six schools indicated the importance of 

differentiating palliative care from hospice. Three participants self-identified as strong hospice 

advocates. Two participants mentioned they think that COVID-19 may have increased public 

awareness for the need for palliative care.  

Communication with family.  Communication with family was also a common theme, 

with participants giving examples of using both simulation and clinical rotations as ways to 

develop these skills. Simulations were described as a safe space to practice sensitive 

communication via sim lab, role-play, and standardized patient. For clinical rotations with EOLC 

patients, participants talked about how for patients very close to death, after symptom 

management is achieved, “you're really shifting a lot of your attention on you know, how's the 

family doing? How are they coping? What do they need? What are their needs?”   

Emotional reactions/ grieving and post-mortem care.  One participant explained the 

incorporation of a particular nursing research article to show research, the use of evidence-based 

practice and an example of nurses proactively dealing with their own feelings around EOLC. The 

article was about a group of oncology nurses struggling with feelings of helplessness after losing 

patients they had bonded with, “I am showing that nurses can be empowered to make these little 

changes operate not just the-, you know, blood pressures and the technical things, but the 

psychosocial and spiritual things as well.” 

Pain and “good death.”  Pain management was particularly emphasized by two of the 

participants. One stated they felt pain was often under treated at end of life and another shared a 

personal experience that they share with their students about difficulty recognizing that their own 
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mother was in pain when advanced dementia had taken away their ability to communicate. Pain 

management was identified by two participants as a component of a “good death.”  

ELNEC.  One participant reported requiring all students to complete the online ELNEC 

modules. Another participant reported using ELNEC as a resource while developing curriculum. 

Two participants reported considering using it, but one cited time as a limitation and the other 

considered requiring these modules in an EOLC related general elective course, citing cost and 

the appropriateness of the terminology for the few non-nursing students taking the course. One 

participant reported considering requiring it in the future. One participant was unfamiliar with 

ELNEC. 

Factors Specific to Integrating EOLC Simulation 

Participants reported awareness of a variety of ways to include EOLC simulation ranging 

from high-fidelity mannequin sim labs, to standardized patients, to classroom role-playing 

activities. None of the participants reported using virtual computer-based simulations (“v-sim”), 

with one participant stating, “And we have access to v-sims, but I cannot imagine doing …[an] 

end of life v-sim.” 

High-fidelity simulations (a.k.a. labs with mannequins).  Three participants identified 

high-fidelity simulation as a component of their EOLC simulation. One participant stated that 

one of the benefits of simulation is that the “student becomes part of the story.” They identified 

Roger Schank’s educational theory of learning through stories as a supporting foundation for this 

teaching methodology. One participant described the use of high-fidelity simulations, also called 

sim labs, as a way to provide students with controlled experiences that cannot be mandated in a 

clinical setting. One participant stated that they have a grief and bereavement simulation, another 

stated they wished they had a specific EOLC sim lab, and three used simulations of code blues 
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resulting in patient demise. All three participants that reported current inclusion of high-fidelity 

sim labs in their EOLC curriculum stated they debriefed with students after the simulation and 

one participant stated that some students cry in a simulation, even though it is not real. When 

asked to identify any elements of their EOLC curriculum they considered to be best in class, two 

of the participants identified their sim labs.  

Barriers to use of high-fidelity sim labs.  One participant stated they do not have enough 

time to include an EOLC simulation in their curriculum. Another participant said their school did 

not use the mannequins anymore because they were expensive, they broke down, needed to be 

repaired, and staff needed to be trained. That participant described the difficulty of maintenance 

by saying: 

We've had doctorally prepared nurses do it. We've had technology-savvy administrative 

people do it. We've had our IT people do it. It's very expensive. And so, the glitter of 

high-fidelity mannequins has decreased somewhat. And around palliative care, you don't 

need a mannequin that says, ‘Hello.’ You need a person.  

However, this participant also stated that if NCLEX moved to include a sim lab portion, schools 

would follow. A participant described the need to design curriculum that would help students 

pass NCLEX, but also teach them interpersonal skills by saying: 

I think you have to balance. You know? What you need to do to meet the course 

objectives, what you need so that they'll get those questions right on the NCLEX, but also 

need to incorporate the art of nursing, right? And so, that if that person was caring for me 

or my family member someday, that they are the whole package, you know? They have 

the knowledge, skills, and attitudes, you know, the KSA that we talked about in school to 

meet that patients’ and that family's needs and pass the NCLEX. 

Standardized patients.  Three participants reported using standardized patients with 

their undergraduates, including students from the acting department of their schools. The 

participant that explained why their school moved away from mannequins stated that 

standardized patients were an alternative way to provide students with a specific experience in a 

controlled environment and interact with them like you would a normal patient. Another 
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participant also described the security of the setting and the real human face-to-face interaction 

as a good way to develop communication skills for such a challenging topic. That participant 

claimed that dealing with families in crisis poses risk to students, and standardized patients are a 

way to mitigate that risk. The participant explained, “I think it’s so important. You know, it’s one 

of those-, those areas that can be so damaging to nurses.” All three participants reported 

disruption in the use of standardized patients because of Covid-19 but wanting to return to the 

use of standardized patients when allowed.  

Factors Specific to Integrating EOLC Clinical Practicums 

All participants spoke about COVID-19 as a barrier in access to clinical sites during this 

past year, as well as the ability to debrief in-person.  One of the participants mentioned logistical 

difficulties in setting up clinical experiences including limited time and onboarding challenges, 

describing the process as “arduous” and stated: 

We don't have the flexibility to send students back and forth to different facilities like we 

did in the past. That's been a real big change in the last ten years or so, and so that kind of 

inhibits us. 

In contrast, another participant stated that their clinical SNF/LTC facility placement had 

been in place so long that they were automatic, not a barrier at all, and were settings where 

students could encounter EOL patients.  All participants reported the potential for EOLC during 

clinical acute care rotations, and those with clinical instructor experienced reported encouraging 

students to work with EOL patients, but also pointed out that EOLC is not something that can be 

scheduled.  

Two participants discussed the difficulty in assigning EOLC within acute care settings as comfort 

care and terminal patients are not always available, and students can be encouraged to participate 

in these experiences when available. Three participants also described incidents where their 

students were able to participate in code blue situations.  
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Accessibility of palliative care teams.  Multiple participants reported that not every 

hospital has a palliative care team and with sites that do, logistically not every student is able to 

shadow a palliative care team, but guest speakers from the palliative care teams are invited to 

class or in a few cases the team met with students onsite. Three participants reported including 

Palliative Care team clinical experiences. Sometimes interaction with the Palliative Care team 

happens just in the course of caring for an EOLC patient in the acute care setting. One participant 

did mention having a chaplain join a zoom lecture and discuss their experiences supporting staff 

during a COVID-19 surge and the exhaustion and burnout of nurses and medical staff.   

Clinical hospice rotations.  At the two schools where participants reported clinical 

hospice RN shadowing experiences, one of these is a community college and had only recently 

introduced the clinical hospice rotation for students with one cohort able to participate before 

lockdown. At one university, hospice rotations are available to only some of the students as part 

of their community health course. A participant from another community college stated interest 

in integrating a clinical hospice RN shadowing experience, partly for the exposure to 

multidisciplinary teamwork.  

Evaluating effectiveness of clinical EOLC experiences. Five participants spoke about 

in-person or discussion board debriefs as methods of evaluating effectiveness of clinical 

experiences.  One participant mentioned having to move in-person debriefs to an offsite setting 

(a park) during the COVID-19 lockdown. Three participants mentioned direct observations 

within the clinical setting as a way to evaluate transfer to practice learning and student ability to 

engage in therapeutic communication, and one participant mentioned mind maps as ways to 

evaluate clinical learning. All participants mentioned written journaling or reflective assignments 

as approaches to evaluate student learning. One participant stated that their school used 
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Christopher John’s Model of Structural Reflection (MSR) for post-clinical reflection on insights 

gained. This participant recalled one student writing about caring for a dying patient, with: “The 

student really did some beautiful writing on, um, you know, kind of her experience with that and 

feeling, you know, a little awkward on being in that kind of sacred space with the family.” 

Another participant stated that reflection writing is a way to improve student attitudes towards 

death and dying. 

While two of the participants talked about evaluating transfer to practice learning in the 

clinical setting, a third participants mentioned the difficulty in assessing what their students were 

doing after they graduated. They stated that alumni responses to surveys was too low to be useful 

to research at their school.  

 

Discussion 

This study described the types of EOLC content included in prelicensure undergraduate 

nursing programs at six nursing schools in California and explored factors associated with 

integrating EOLC, in general and specific to simulations and clinical practicums, into the 

curricula. This study is unique in that it focuses on faculty perspectives, which was identified as 

a gap in the literature review process.  

EOLC curriculum content is in flux at many schools 

This study found a high degree of variability in the types and amounts of simulations and 

clinical practicums included in different programs, with several of the programs in the process of 

making changes to the teaching methods used to deliver EOLC content. One participant 

described development of an online asynchronous course to supplement their school’s EOLC 

education content while teaching students how to identify tools that would enable them to 
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provide culturally sensitive person-centered care.  A previous research study was not able to 

determine if a stand-alone course is a more effective way to teach EOLC than integration across 

the curriculum (Chow et al., 2014).  However, in this case, the course was an elective course 

designed to fulfill GE requirements and did not replace existing EOLC curriculum, merely 

enhance it.  The high degree of program variability found both in the literature and this study 

reveals that EOLC education is still rapidly changing and has not achieved a consistent level of 

understanding or appreciation across prelicensure nursing programs (Chow et al., 2014).  

ELNEC is the most widely recognized end of life education initiative and this study 

found great variation in its incorporation into their EOLC curriculum. A recent study of ELNEC 

incorporation was one of the few studies in the literature that demonstrated a transfer to practice 

in EOLC (Mazanec et al., 2020).  While the modules are a fairly simple way to incorporate a 

great deal of EOLC content without requiring much curriculum oversight or expertise to develop, 

only one participant reported requiring them for students. Barriers may be time and money, but 

perceived value and awareness may also have been factors.  

Though teaching methods varied widely, the need to provide students with experiences 

caring for patients at end of life via clinical practicum or simulation was deemed important by all 

participants, which is consistent with findings in a systematic review of prelicensure nursing 

education (Bassah et al., 2014). Multiple participants in this study discussed plans to introduce 

and expand clinical hospice rotations, role-playing activities with and without standardized 

patients, and the development of high-fidelity simulations about grief and bereavement and 

EOLC, which is consistent with findings from a study on nurse graduates’ perceived educational 

needs on EOLC (Cadavero et al., 2020). This research also shows that some nursing school 

faculty strongly support the use of high-fidelity simulations in EOLC, but at least one participant 
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in this study feels that this is not the most appropriate teaching method for this content and 

prefers to include both low-fidelity simulations such as role-play and standardized patients in 

conjunction with clinical practicums in EOLC. While two articles from the literature review 

support the use of high-fidelity simulation in improving student emotional preparedness to care 

for dying patients (Mazanec et al., 2020; Venkatasalu et al., 2015), there were no studies that 

compared high to low fidelity simulation or high-fidelity simulation to clinical hospice rotations 

and further research is needed to determine best practices for teaching methods.  Any or all of 

these teaching methods may be useful in addressing known problems of high variability in 

individual healthcare provider EOLC performance (IHI, 2019), as well as closing the disconnect 

between nurses focused on physical tasks and EOLC care patients with spiritual and existential 

concerns (Mizell et al., 2014; Tornøe et al., 2015).   

Evaluating effectiveness of EOLC clinical experiences is a communication process 

This study found that for both simulation and clinical activities, learning evaluation 

methods often take the form of written reflections and/or classroom discussions, which is 

consistent with findings in the literature, in which the qualitative research studies used 

interviews, focus groups, student journals, and written reflections to evaluate student attitudes, 

knowledge, and perceived competence (Adesina et al., 2014; Barrere & Durkin, 2014; Brien et 

al., 2008; Costa Matos et al., 2015; dos Santos Germano & Meneguin, 2013; Fabro et al., 2014; 

Glover et al., 2018; Hold et al., 2015; Karkada & Nayak, 2011; Knopp de Carvalho, Lerch 

Lunardi, Arruda da Silva, Schäfer Vasques, & Coelho Amestoy, 2016; Rattani et al., 2020; 

Sanford et al., 2011; Strang et al., 2014). This study shows that though communication takes both 

student and instructor time, all participants expressed the need to provide students with 

debriefing opportunities after EOLC clinical or simulation experiences to evaluate learning and 
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also to address the emotional reactions of the students. Though ELNEC modules were only 

required at one site, as another had utilized elements of ELNEC in their curriculum design and 

other participants were aware of ELNEC and considered using it, it is worth mentioning that 

ELNEC recommends debriefing with students after simulation activities and online module 

completion.  

Leadership and faculty support are both needed 

This study identified leadership and faculty support as a factor participants associated 

with the extent of EOLC simulation and clinical practicums offered. Strong leadership and 

faculty supporters were identified by participants as those having extensive professional 

experience in EOLC and closely related fields such as palliative care, hospice, home care, and 

social work. This corresponds somewhat to a previous research finding that a common barrier to 

EOLC integration is the lack of a local champion (Ramjan et al., 2010). In addition to faculty 

with experience and training in palliative care to develop curricula, there is need for strong 

support from school leadership at the highest levels willing to prioritize EOLC content. This 

study also provided an example of the risk of EOLC content being cut from curriculum if not 

vigilantly maintained. This study shows that without strong leadership support, advancements 

are difficult to implement and maintain, a finding that is consistently noted in the quality 

improvement literature about the role of transformational leadership in healthcare (Fischer, 

2017).  

COVID-19   

COVID-19 was mentioned by participants in terms of the impact on clinical practicums 

and simulation activities, largely as a disruptive force. While COVID-19 impacted EOLC in 

acute care, skilled-nursing, and long-term care settings, the participants in this study report that 
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students were largely excluded from experiencing this firsthand. An interesting finding was that 

none of the participants mentioned that their curriculum will need to adapt to teach how EOLC is 

different for patients in isolation or changes in self-care practices for nurses caring for patients 

dying in isolation. One participant mention that a chaplain guest speaker talked to students over 

zoom about ministering to acute care staff experiencing stress and burnout while caring for 

COVID-19 patients.  According to a recent study, during COVID-19 hospitals were inundated 

with critically ill patients and healthcare teams were forced to deprioritize palliative care and the 

opportunity to provide dying patients and families with closure (Galbadage, Peterson, Wang, 

Wang, & Gunasekera, 2020). Also, none of the participants mentioned simulation modules for 

EOLC for patients in isolation, but an increased prevalence of these training simulations seems 

possible in the future. The emotional and physical impact on nurses providing EOLC to patients 

dying of COVID-19 is not fully understood at this point, but research suggests nurses are more 

vulnerable to burnout during COVID-19 pandemic surges (Sung et al., 2021).  

Implications for Research 

Further research is needed to determine the most effective and efficient teaching 

innovations that will translate into improved EOLC nursing practice. Individual programs 

making curriculum modifications for small groups of students is what the literature review found 

to be the current state of EOLC education advancement (Carmack & Kemery, 2018). Further 

research on factors influencing prelicensure nursing school leadership attitudes towards EOLC 

education and curriculum integration is needed. More studies need to examine how EOLC 

curriculum is leveled across the curriculum as students advance in their nursing skills. Large-

scale research projects that examine the effectiveness of various teaching methodologies and 

translation into practice and the development of appropriate frameworks are needed. Further 
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research on how pandemic surges change the delivery of EOLC also needs to be done and 

disseminated to nursing schools.   

Implications for Nursing Education, Practice, Policy  

We know from implementation science that effective integration of evidence-based 

practice in healthcare is difficult and the time it takes to adopt best practices can be lengthy 

(Bauer, Damschroder, Hagedorn, Smith, & Kilbourne, 2015; Zullig, Deschodt, & De Geest, 

2019).  Many research studies show that providing students with real or simulated clinical EOLC 

experiences improves their KSAs. However, with EOLC education, there still is not enough large 

scale research to say with confidence what best practices actually are.  The new AACN 

Essentials states that their purpose is to “bridge the gap between education and practice” 

(AACN, 2021). The new AACN Essentials puts greater emphasis on person-centered care and 

interprofessional partnerships (AACN, 2021), which is in line with participant comments on a 

general trend of rising social, student, and faculty awareness of interdisciplinary palliative care 

teams and their impact on EOLC.  As schools evaluate and revise their EOLC curriculum, they 

should adhere to these new guidelines by incorporating activities and experiences that give 

students the opportunity to think of EOLC from the perspective of diverse groups of patients and 

how to advocate for patients and access tools and resources from other disciplines that will 

improve the quality of EOLC delivered to the patient and their loved ones.  

This study may provide supporting evidence that schools vary widely in both the content 

and teaching methods of EOLC and that schools need to evaluate their own EOLC content to 

make sure it is in-line with the latest evidence-based practices and emerging student needs.  This 

should be an ongoing process for schools.  
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Limitations 

Limitations for this study include the small sample size, all the schools were located in 

California, and the overrepresentation of the perspective of white women to the exclusion of 

diverse perspectives. There is a response bias that it is likely only participants with strong 

interest in EOLC responded, while non-respondents might have very different perspectives.  

Participants from other schools might provide very different perspectives about factors 

associated with incorporating EOLC content in their curriculum.  The findings are not 

generalizable due to the use of convenience sampling, sample size and representation of various 

types of prelicensure nursing schools. For example, the researcher was unable to recruit 

participants from accelerated or for-profit schools. Thus, it is not known if those types of 

programs had different experiences with time constraints or unique EOLC curriculum 

development or implementation strategies.  Also, as EOLC curriculum is taught by multiple 

people throughout prelicensure programs, the individual participants may not have been familiar 

with every aspect of how EOLC is integrated across their curricula. Also, there may be elements 

of response bias where participants felt pressure to give a socially acceptable answer.  

Notwithstanding these limitations, the sample of participants represent a range of professional 

EOLC and education experience as well as divergent opinions on the importance of including 

clinical hospice and EOLC rotations, high- and low-fidelity simulations, and factors impacting 

curriculum development. These findings provide a foundation for further research with larger, 

more representative samples and more in-depth examination of EOLC curriculum development 

and integration methods. 
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Conclusion 

The ability to facilitate a good death is both a skill and an important and final task that 

nurses can do for their patients (AACN, 2016). Lacking this ability can damage patients, 

families, and nurses (Mizell et al., 2014). Being skilled in this area can be deeply satisfying to 

nurses (Barrere & Durkin, 2014), but also provide closure and comfort to families, so that when 

they remember their loved one’s passing, the experience builds trust in the nursing profession.   

This was preliminary exploratory research and further research is needed in all areas of 

how EOLC curriculum content is developed and integrated into prelicensure nursing education. 

It is already known that palliative care is a growing field and there is increasing demand for 

nurses to be able to provide culturally sensitive, person-centered care for EOL patients and 

families (AACN, 2021). It is also known that with the high variability of prelicensure nursing 

programs, some schools may be better preparing students to integrate palliative care and EOLC 

into clinical practice than others by providing students with greater opportunities for clinical 

EOLC experiences. Literature reviews have demonstrated that more clinical experiences, real or 

simulated, improved student knowledge, perceived competency, and attitudes about EOLC 

(Bassah et al., 2014; Carmack & Kemery, 2018), highlighting the importance of prioritizing this 

type of education so that the next generation of nurses feel they have been well prepared to care 

for dying patients (Colley, 2016).   
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End-of-life Nursing Education Consortium 

(ELNEC) Training Program: improving 

palliative care in critical care N

TRAINING 

OVERVIEW, 

SEMMINAL 

LITERATURE ELNEC

Gilliland, Irene; 2015

Effects of a Community-Based Hospice 

Experience on Attitudes and Self-Perceived 

Competencies of Baccalaureate Senior 

Nursing Students. Y Mixed-methods

Pre- and post-

test, student 

reflections 61 nursing students

ELNEC End-

of-Life 

competenc

y test and 

The 

Attitudes 

towards 

death 

survey Y N USA ELNEC

Glover, Toni L.; Narvel, Natasha 

R.; Schneider, Lucille A.; Horgas, 

Ann L.; Bluck, Susan; 2018

Nursing Students' Reactions to an 

Educational Experiential Immersion in 

Palliative Care. Y Qualitative

content analysis 

of reflection 

narrative 9 nursing students reflection Y N USA N

Hold JL, Blake BJ, Ward EN. 2015

Perceptions and experiences of nursing 

students enrolled in a palliative and end-of-

life nursing elective: A qualitative study Y Qualitative focus groups 19 students focus group Y N USA

N, 

Carnegie 

Foundatio

n three 

apprentic

eships: 

cognitive, 

practical 

and 

ethical

Hold JL, Ward EN, Blake BJ. 2014

Integrating professional apprentices into an 

end-of-life course N case study Y Y USA ELNEC

Jafari, Mojtaba; Rafiei, Hossein; 

Nassehi, Asra; Soleimani, 

Farzaneh; Arab, Mansuor; 

Noormohammadi, Mohammad 

Reza; 2015

Caring for Dying Patients: Attitude of Nursing 

Students and Effects of Education. Y Quantitative FATCOD 32 nursing students

pre- and 

post-test N N Iran N

Jeffers, S., & Ferry, D. 2014

 Nursing care at the end of life: a service 

learning course for undergraduate nursing 

students N case study Y Y ELNEC

Karkada, Suja; Nayak, Baby S.; 

Malathi; 2011

Awareness of Palliative Care Among Diploma 

Nursing Students. Y Quantitative
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survey 83 nursing students survey N N India N

Knopp de Carvalho, Karen; Lerch 
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Educational process in palliative care and the 
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interview N N Brazil N

Kopka, Judith A.; Aschenbrenner, 
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Helping Students Process a Simulated Death 
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Curriculum. N case study N Y ELNEC
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Companionship and education: a nursing 
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survey Y N USA N
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and post-test

19, 53, 56 students 
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simulation, 
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designed 
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n

Mazanec, Polly; Ferrell, Betty; 

Virani, Rose; Alayu, Janna; Ruel, 

Nora H.; 2020

Preparing New Graduate RNs to Provide 

Primary Palliative Care. Y Quantitative

pre- and post-

test 55 new grad RNs

pre- and 

post-test N Y USA ELNEC
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narrative 9 nursing students reflection Y N USA N
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life nursing elective: A qualitative study Y Qualitative focus groups 19 students focus group Y N USA
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Carnegie 

Foundatio

n three 
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practical 
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Caring for Dying Patients: Attitude of Nursing 

Students and Effects of Education. Y Quantitative FATCOD 32 nursing students

pre- and 

post-test N N Iran N

Jeffers, S., & Ferry, D. 2014

 Nursing care at the end of life: a service 

learning course for undergraduate nursing 

students N case study Y Y ELNEC

Karkada, Suja; Nayak, Baby S.; 

Malathi; 2011

Awareness of Palliative Care Among Diploma 

Nursing Students. Y Quantitative

cross-sectional 

correlative 

survey 83 nursing students survey N N India N

Knopp de Carvalho, Karen; Lerch 

Lunardi, Valéria; Arruda da Silva, 

Priscila; Schäfer Vasques, Tânia 

Cristina; Coelho Amestoy, 

Simone; 2017

Educational process in palliative care and the 

thought reform. Y Qualitative interviews

7 students and six 

nursing teachers
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structured 

interview N N Brazil N

Kopka, Judith A.; Aschenbrenner, 

Ann P.; Reynolds, Mary B.; 2016

Helping Students Process a Simulated Death 

Experience: Integration of an NLN ACE.S 

Evolving Case Study and the ELNEC 

Curriculum. N case study N Y ELNEC

Kwekkeboom KL, Vahl C, Eland J. 2005

Companionship and education: a nursing 

student experience in palliative care Y Quantitative PCQN survey

19 students and 15 

control group

PCQN 

survey Y N USA N

Lippe, Megan Pfitzinger; Becker, 

Heather; 2015

Improving Attitudes and Perceived 

Competence in Caring for Dying Patients: An 

End-of-Life Simulation. Y Quantitative

FATCOD, CAD, 

(PC-ELNEC) pre- 

and post-test

19, 53, 56 students 

each cohort

simulation, 

3 cohorts N Y USA

ELNEC/ 
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n
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Mizell, Deborah; Washington-

Brown, Linda J.; Russell, Angela; 2014

Transitioning RN to BSN Students from Acute 

Care to Hospice Care Nursing. N case study Y

Muñoz-Pino, Irene Pamela; 2014

Experience of nursing students upon their 

first care encounter with terminally ill 

patients. Y Qualitative

describe 
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students upon 
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65 nursing students in 

Chile
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survey N N Chile N

Nunes, Stephanie; Harder, Nicole; 2019 Debriefing and Palliative Care Simulation. Y Mixed-methods DASH
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Poultney, Sue; Berridge, Pat; 

Malkin, Bridget; 2014

Supporting pre-registration nursing students 

in their exploration of death and dying. N case study UK
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Integration of end-of-life education into a 

community health nursing course N case study Y N USA N



67 

 

Table of Evidence (continued)

  

  

Authors Year Title
Research? 

Y/N
Type of Study Study Design

Setting Sample, 

Sample Characteristics
Methods

Practic

um

Simulat

ion
Country

ELNEC or 

other
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experimental 42 nursing students survey N Y Pakistan N

Robinson, E., & Epps, F. 2017

Impact of a Palliative Care Elective Course 

on Nursing Students' Knowledge and 

Attitudes Toward End-of-Life Care Y Quantitative

FATCOD post-

test survey

2 groups, 23 and 51 

nursing students

FATCOD, 

PCQN Y Y USA ELNEC

Russell, Elizabeth; Durepos, 

Pamela; Kaasalainen, Sharon; 2018

INITIAL EXPERIENCE WITH PALLIATIVE CARE: 

A NURSING STUDENT'S PERSPECTIVE. N case study Canada

Sanford, J.

Townsend-Rocchiccioli, J.

Quiett, K.

Trimm, D. 2011

"I see my mother's face": student nurse 

experiences caring for cancer patients Y Qualitative

descritive 

qualitative 

focus group 15 students focus group Y N USA ELNEC

Smith-Stoner, Marilyn; 2011

Teaching Patient-Centered Care During the 

Silver Hour. N case study

Strang, Susann; Bergh, Ingrid; Ek, 

Kristina; Hammarlund, Kina; Prahl, 

Charlotte; Westin, Lars; Österlind, 

Jane; Henoch, Ingela; 2014

Swedish nursing students' reasoning about 

emotionally demanding issues in caring for 

dying patients. Y Mixed-methods FATCOD

222, 140 nursing 

students from three 

universities survey N N Sweden N

Venkatasalu, Munikumar 

Ramasamy; Kelleher, Michael; 

Chun Hua Shao; 2015

Reported clinical outcomes of high-fidelity 

simulation versus classroom-based end-of-

life care education. Y Qualitative

semi-structured 

interviews 12 nursing students

12 semi-

structured 

interviews N Y UK N
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Appendix B: 

 

 

Competencies From the AACN Palliative CARES Document 

Competencies new nurses need to have completed by the end of their undergraduate nursing 

education are the following: 

1. Promote the need for palliative care for seriously ill patients and their families, from 

the time of diagnosis, as essential to quality care and an integral component of 

nursing care. 

2. Identify the dynamic changes in population demographics, health care economics, 

service delivery, caregiving demands, and financial impact of serious illness on the 

patient and family that necessitate improved professional preparation for palliative 

care. 

3. Recognize one's own ethical, cultural, and spiritual values and beliefs about serious 

illness and death. 

4. Demonstrate respect for cultural, spiritual, and other forms of diversity for patients 

and their families in the provision of palliative care services. 

5. Educate and communicate effectively and compassionately with the patient, family, 

health care team members, and the public about palliative care issues. 

6. Collaborate with members of the interprofessional team to improve palliative care for 

patients with serious illness, to enhance the experience and outcomes from palliative 

care for patients and their families, and to ensure coordinated and efficient palliative 

care for the benefit of communities. 
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7. Elicit and demonstrate respect for the patient and family values, preferences, goals of 

care, and shared decision-making during serious illness and at end of life. 

8. Apply ethical principles in the care of patients with serious illness and their families. 

9. Know, apply, and effectively communicate current state and federal legal guidelines 

relevant to the care of patients with serious illness and their families. 

10. Perform a comprehensive assessment of pain and symptoms common in serious 

illness, using valid, standardized assessment tools and strong interviewing and 

clinical examination skills. 

11. Analyze and communicate with the interprofessional team in planning and 

intervening in pain and symptom management, using evidence-based pharmacologic 

and nonpharmacologic approaches. 

12. Assess, plan, and treat patients' physical, psychological, social, and spiritual needs to 

improve quality of life for patients with serious illness and their families. 

13. Evaluate patient and family outcomes from palliative care within the context of 

patient goals of care, national quality standards, and value. 

14. Provide competent, compassionate, and culturally sensitive care for patients and their 

families at the time of diagnosis of a serious illness through the end of life. 

15. Implement self-care strategies to support coping with suffering, loss, moral distress, 

and compassion fatigue. 

16. Assist the patient, family, informal caregivers, and professional colleagues to cope 

with and build resilience for dealing with suffering, grief, loss, and bereavement 

associated with serious illness. 
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17. Recognize the need to seek consultation (i.e., from advanced practice nursing 

specialists, specialty palliative care teams, ethics consultants, etc.) for complex 

patient and family needs. 
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Appendix C: 

 

 

Determination Letter 
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Appendix D: 

 

Recruitment Email 

Dear [Name/ title listed on faculty website], 

I am a graduate student at Betty Irene Moore School of Nursing at UC Davis conducting 

a research study on end of life care nursing education. I am recruiting nursing school instructors 

and administrators that self-report direct involvement developing, implementing, and/or teaching 

end of life care education in a pre-licensure nursing school.  

The purpose of this study is to identify the factors associated with integrating end of life 

care clinical practicums and/or simulations into undergraduate and prelicensure nursing 

curricula. The attached letter of information sheet provides more details about study 

participation.  

I welcome the opportunity to talk to you about this study and your participation. Please 

let me know when a good time would be to call you. Please feel free to forward this email and 

attachments to anyone you feel might be interested in learning more about this study.  

Sincerely, 

Anna Dupree, RN 

Betty Irene Moore School of Nursing University of California at Davis MS-L Class of 2021 

e. aldupree@ucdavis.edu 

m. (916) 468-#### 

 

 

 

 

mailto:aldupree@ucdavis.edu
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Letter of Information 

 

Title of study:  Factors Associated with Integrating Clinical End of life Care Simulations 

and Hospice Experiences in Pre-licensure Nursing Curricula  

Investigator:  Anna Dupree 

Student, Nursing Science and Health-Care Leadership Master of Science — 

Leadership Track, Betty Irene Moore School of Nursing, University of California, 

Davis 

Introduction and Purpose  

The purpose of this study is to identify the factors associated with integrating end of life 

care clinical practicums and/or simulations into undergraduate and prelicensure nursing 

curricula.   

Instructors and/or Administrators in pre-licensure nursing schools who meet the 

following criteria are invited to participate: 

1. An instructor or administrator working in a school that offers pre-licensure nursing 

education 

2. Reports direct involvement developing, implementing, and/or teaching end of life care 

education in a pre-licensure nursing school 

 

If you meet the criteria and you consent to participate, you will be asked to participate in 

a telephone interview that will last up to 60 minutes. The interview will include questions about: 

• Your experience providing and teaching end of life care 

• The decision-making process surrounding end of life care teaching methodologies 
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• The types of learning activities used in your program, (i.e., simulations, guest speakers, 

role-play, clinical hospice rotations, etc.)  

 

The telephone interview will be audio recorded. At the start of the interview, I will ask 

that you not use your name, name of others, or name of your organization during the recording. 

The recording will be transcribed; your name will not be included or linked to the transcription.  

 

Participation in research is completely voluntary. You are free to decline to take part in 

the project.  You can decline to answer any questions and you can stop taking part in the project 

at any time.  Whether or not you choose to participate, or answer any question, or stop 

participating in the project, there will be no penalty to you or loss of benefits to which you are 

otherwise entitled. 

 

Questions 

If you have any questions about this research, please feel free to contact the investigator 

at (916) 468-#### or aldupree@ucdavis.edu 

 

  

mailto:aldupree@ucdavis.edu
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Appendix E: 

 

 

Interview Guide 

Semi-structured Interview Script and Guide 

Prior to starting the interview, the PI will refer back to the study Information Sheet which 

was shared in email correspondents and ask if there are any questions before starting the 

interview.   

1. I would like to know a little about you as an educator and your school. 

• What types of nursing programs does your school offer? 

• Approximate # of students in each cohort of your pre-licensure program(s)? 

• Please tell me what state your school is located in and would you describe the 

school as rural/ suburban/ urban? 

• Please describe your highest level of education and years as a nursing educator in 

prelicensure programs and overall. 

• What is your current position?  How long have you held an educator role (any 

position) in this school? 

• Your age, gender, and race and ethnicity. 

2. Tell me about any personal or professional experience you have with end of life care. 

• Please share, if at all, how has this informed your teaching/ curriculum design for 

end of life care? 

• Please tell me about your role in developing or implementing end of life care 

curriculum. 
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Thank you, now I am going to switch to questions about your school’s end of life 

teaching methodologies. For this study I am interested in factors associated with 

integrating different types of learning activities. I am going to ask you some questions 

about your program to get an overall view of how your program addresses end of life and 

then I will ask questions that zero in on that aspect.  

3. Tell me about your schools’ end of life curriculum, at a high-level overview. 

• Please tell me about any end of life care framework that you use to guide your 

curriculum. For example, the End of life Nursing Education Consortium 

(ELNEC) training, and if so, tell me about how you have used it. 

• I would like to know how EOLC is presented to students, at a high level. 

(clarifying questions about methods, relative time spend on different learning 

activities, who presents them, etc.) 

a. Tell me about any specific debriefing activities in your EOLC curriculum. 

b. Tell me about any clinical experiences or hospice experiences. 

c. Tell me about any simulation exercises. 

d. Tell me about any role-play activities. 

e. Tell me about any interprofessional educators speak to the students. 

• Tell me how you evaluate the effectiveness of these activities, at a high level, 

what indicators do you look for? 

4. Tell me about any components of your curriculum that you feel are unique or best in 

class? 

5. Tell me about any components of EOLC that you think all schools of nursing should 

have? 
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6. How has EOLC education changed at your school over time? (Clarifying questions 

based on how subject responds about influencing forces, evidence-based practice, 

availability of resources, etc.) 

7. What is most important to you when creating or implementing EOLC curriculum? 

8. Please tell me about any logistical challenges that come to mind.  

9. What are some key resources needed when designing/ implementing EOLC? 

• Please talk about availability of these resources. 

            Time permitting: 

• If resources were not an issue, what would you like to include in EOLC 

nursing in education? 

10. In closing, is there anything else you would like to share about developing/ 

implementing EOLC? 
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Appendix F: 

 

Code Types and Applications 

Code Type Characterization Application/Purpose 

Conceptual Codes/ subcodes 

 

Key conceptual domains and 

essential conceptual 

dimensions of the domains 

Developing taxonomies; 

useful in themes and theory 

Relationship codes 

 

Links among conceptual 

codes/subcodes 

Generating themes and 

theory 

Participant Perspective 

 

Directional views (positive, 

negative, or indifferent) of 

participants 

Generating themes and 

theory 

Participant Characteristics 

 

Characteristics that identify 

participants, such as age, 

gender, etc. 

Comparing key concepts 

across types of participants 

Setting Codes 

 

Characteristics that identify 

settings 

Comparing key concepts 

across types of settings 

Source: Table 2 of Qualitative Data Analysis for Health Services Research (Bradley et al., 2007) 




