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ABSTRACT
Current literature indicates hospices are providing complementary and alternative
medicine (CAM) with the participation of employees and/or volunteers as an adjunct to
conventional medicine to assist in symptom management and improve quality of life. Research
indicates that CAM can positively impact quality of life and that individuals are increasingly
accessing hospice services and seek non-pharmacological interventions such as CAM. Available
research also suggests that limitations to CAM offerings in hospices include lack of affordable
access, skilled providers, and education.
The purpose of this project was to explore whether an educational intervention improved
the knowledge, attitudes, and practices (KAP) regarding CAM among employees/volunteers at a
30 bed hospice inpatient facility. Objectives included exploring the KAP regarding CAM among
employees/volunteers at this hospice and identifying potential CAM Champions to assist in
implementation of a sustainable CAM program. This non-experimental, exploratory, descriptive
intervention project used both qualitative and quantitative methods and a purposive sample of
employees/volunteers. Eight participants attended a two-day, 14 hour, educational session
regarding CAM. The pre-survey was completed prior to the educational session, the post-survey
immediately afterwards, and the follow-up survey three months later. Participants were asked
about their KAP related to CAM for personal and patient use. A majority of participants
indicated the educational intervention was useful, provided new knowledge, and that they
iii

intended to continue using techniques learned. Knowledge mean scores improved for all eight
CAM therapies covered, with the largest mean change in the areas of yoga and meditation.
Improved understanding of CAM via increased knowledge was sustained through the threemonth follow-up. CAM for personal and patient use was viewed favorably and despite barriers,
there is an interest to continue use in the future. Lack of time was the most common cited barrier
for use.
Providing education to hospice care providers can strengthen their capacity to meet the
increased demand for these services. CAM as an adjunct to manage symptoms is potentially
feasible through education and development of employees/volunteers as CAM Champions.
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Chapter 1 – Introduction

Within the United States, more individuals are seeking and using hospice services due, in
part, to the expansion of the elder population. By 2015, 46% of all Medicare decedents received
one day or more of hospice care and were enrolled in hospice at the time of death (National
Hospice and Palliative Care Organization (NHPCO), 2017). Enrollment data suggests that from
1998-2015, the number of Medicare hospice patients increased substantially, with national
hospice expenditures rising from $2.2 billion to $15.1 billion over that period (Centers for
Medicare and Medicaid Services, 2016; Hospice Action Network (HAN), 2015). Hospice care is
also the primary government-funded source of end-of-life care for the elder population, with
Medicare accounting for 85.5% of total hospice spending (HAN, 2015). The remaining coverage
is comprised of funding through Medicaid, in 38 states, the Veteran’s Health Administration, or
private insurance (American Hospice Foundation, 2017). When other sources of payment are not
available, most hospices also provide free charitable services for those with limited or no
financial means (American Hospice Foundation, 2017).
According to the NHPCO, the primary goals of end-of-life care are to facilitate a
reduction of symptoms, enhance comfort, and improve quality of life, utilizing all means
available (NHPCO, 2016). End-of-life care is a more than just management of the physical
symptoms; it is a philosophy of care that encompasses social, spiritual, and emotional well-being
to enhance comfort and improve the quality of life of patients/families as they transition towards
the end of life (NHPCO, 2017). With hospice care, the focus is on caring, not curing, as the
Medicare Hospice Benefit requires hospice patients to forgo curative or further diseasemodifying treatment (NHPCO, 2017).
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Managing symptoms at the end of life is vital because suboptimal symptom management
impacts the patient’s quality of life and subsequently may affect how they progress towards their
demise (Omran, Khader, & McMillan, 2017; Wilkie & Ezenwa, 2012). However, symptom
management is not always successful due to misconceptions about treating pain, medication
concerns including side effects, lack of provider knowledge, and inadequate assessment of
symptoms, as well as the overall difficult nature of managing complex clusters of symptoms at
the end of life (Wilkie & Ezenwa, 2012). Studies demonstrate that some patients seek other ways
to relieve their symptoms because of the side effects of conventional treatment (Ali et al., 2015;
Clarke, Black, Stussman, Barnes, & Nahin, 2015). In some instances, patients seek
complementary and alternative medicine (CAM) as an adjunct to their care, and not as a
replacement (Clarke, Black, Stussman, Barnes, & Nahin, 2015).
A therapy is deemed complementary if a non-mainstream practice is used together with
conventional medicine and is typically divided into two categories; natural products and mind
and body practices (National Center for Complementary and Integrative Health (NCCIH), 2016).
Some studies have reported positive outcomes from CAM that include pain relief, reduction of
swelling, wound healing, feelings of improved health, and relief of constipation, insomnia, and
nausea from CAM (Ezeome & Anarado, 2007; Hughes, Aboyade, Clark, & Puoane, 2013; Oke,
& Bandele, 2004; Reis & Jones, 2017). CAM is also perceived as effective and beneficial by
both health care providers and patients, with few adverse effects, another reason it is a valid
compliment to conventional medical treatment (Allard & Katseres, 2016; Kubes, 2015;
Okoronkwo, Onyia-pat, Okpala, Agbo, & Ndu, 2014).
By offering CAM, many health care organizations are responding to patient needs,
attracting new patients, and expanding their existing care coverage (Ananth, 2011). In addition,
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because users of CAM tend to experience higher rates of satisfaction, they are often more likely
to recommend these organization to friends or family (Ananth, 2011). Increased desire by
patients to receive CAM as an option in managing their care, clinical efficacy, and alliance with
their organizational mission are the top reasons cited for health care organizations in offering
CAM to their patients (Halm & Katseres, 2015). Patient demand for CAM is fostering an
increased sense of responsiveness by organizations to incorporate CAM into meeting the needs
of their communities (Ananth, 2011). Therefore, if the overall goal of hospice care is to provide
the best quality of life possible for the patient, supported by her/his friends and family, offering
the option of CAM to manage symptoms and address quality of life concerns is a potential means
to help achieve this goal.
Although there are limited studies investigating CAM use within hospice, existing
evidence indicates that in general, patients are interested in non-pharmacological interventions
such as CAM (Halm & Katseres, 2015). Research indicates that patient satisfaction may improve
through utilization of CAM, by improving their overall quality of life (Olotu, Brown, Lawson, &
Barner, 2014). However, CAM is not currently widely offered due to the cost of these additional
services, lack of skilled providers, and lack of education for employees and volunteers (Van
Hyfte, Kozak, & Lepore, 2014). In the United States, in 2007, 41.8 % of all hospice care
providers were offering CAM as an adjunct to conventional medicine to assist in symptom
management and improve quality of life (Bercovitz, Sengupta, Jones, & Harris-Kojetin, 2011).
In order to provide these services, hospices are providing CAM education and using volunteers
and employees (Demmer, 2004; Kozak, Kayes, McCarty, Walkinshaw, Congdon, Kleinberger, ...
& Standish, 2009).
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This chapter includes a discussion of the background and significance of symptom
management in hospice patients and the addition of CAM as a potential treatment option. A
critique and synthesis of existing evidence related to CAM use in hospice care is presented, and
employee/volunteer knowledge, attitudes, and practices (KAP) regarding CAM are reviewed.
The rationale for the DNP scholarly project provided in Chapter 2. The methods utilized for this
DNP project in exploring employee/volunteer knowledge, attitudes, and practices about CAM
are described in Chapter 3. Chapter 4 provides an evaluation of the project results; finally,
Chapter 5 includes a discussion of the findings and offers conclusions.
Statement of the Problem
The phenomenon of interest is that patients at the end of life may benefit and seek CAM
as an adjuvant to medical treatment yet encounter access barriers to receiving it due to cost
(Bercovitz, Sengupta, Jones, and Harris-Kojetin, 2011; Bonacchi et al., 2014; Dain, Bradley,
Hurzeler, & Aldridge, 2015; Kozak et al., 2009; Olotu, Brown, Barner, & Lawson 2014) and
lack of education or training (Li-chun & Li, 2004; Naja et al., 2015; Olotu, Brown, Lawson, &
Barner, 2014; Running, Shreffler-Grant, & Andrews, 2008; Van Hyfte, Kozak, & Lepore, 2014).
Additionally, because there is limited high-quality evidence to support CAM delivery
within hospice (Demmer, 2004; Deng et al., 2013; Lewis, de Vedia, Reuer, Schwan, & Tourin,
2003; Zeng, Wang, Ward, & Hume, 2017), an additional barrier as evidenced by their KAP, is
resistance either from patients themselves, their families, or their healthcare providers to utilizing
CAM as an adjunct treatment option to manage symptoms (Ezeome & Anarado, 2007;
Lengacher et al., 2002; Leppin, Fernandez, & Tilburt, 2016; Oneschuk, Balneaves, Verhoef,
Boon, Demmer, & Chiu, 2007; Poonthananiwatkul, Howard, Williamson, & Lim, 2016).
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Specifically, within the context of end-of-life care, symptom management includes
minimizing adverse symptoms such as nausea, vomiting, pain, dehydration, delirium, anxiety,
and sleep disturbances (Bercovitz, Sengupta, Jones, & Harris-Kojetin, 2011; Van Hyfte, Kozak,
& Lepore, 2014). Pharmacological means to treat these symptoms can sometimes be ineffective
and/or have debilitating side effects such as sedation, constipation, and nausea when using
opioids to manage pain (Gutgsell et al., 2013). Further still, when used to manage sleep
disturbances, pharmacological treatment with opioids, hypnotics, anti-psychotics,
benzodiazepines, or sedatives, pose more serious risks that include cognitive impairment, falls
with or without fractures, delirium, withdrawal symptoms on discontinuation, rebound
symptoms, psychomotor impairment, anterograde amnesia, and excessive daytime drowsiness
(Cuellar, Rogers, & Hisghman, 2007; Gutgsell et al., 2013; Rosini & Dogra, 2015).
As such, when hospice patients/families do not want to risk these consequences, or are
dissatisfied with symptom management by conventional treatments, they seek additional
management options (Olotu, Brown, Lawson, & Barner, 2014). A patient’s satisfaction may also
improve through utilization of CAM, by improving their overall quality of life (Olotu, Brown,
Lawson, & Barner, 2014). As an example, effectiveness of pain management and the impact on
quality of life is one of the required measures hospices must report to Medicare (Centers for
Medicare and Medicaid Services (CMS), 2017).
Although there are limited studies investigating CAM use within hospice, evidence
indicates that patients in general are interested in non-pharmacological interventions such as
CAM (Halm & Katseres, 2015). Data from a series of National Health Interview Surveys shows
consistent use of CAM from 32.3% of patients intereviewed in 2002 to 35.5% in 2007, and
33.2% in 2012 (NCCIH, 2012). However, despite this steady interest, CAM is not currently
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widely offered to hospice patients due to the cost of these additional services, lack of skilled
providers, and lack of education for hospice employees and volunteers on these treatmenets (Van
Hyfte, Kozak, & Lepore, 2014). In spite of these barriers, some hospices are providing CAM via
increased employee education and the use of volunteer and employee participation (Kozak et al.,
2009 & Demmer, 2004).
In order to better understand barriers to CAM utilization, researchers have studied the
KAP of those who particpate in patient care or a combination of the knowledge, attitude, or
practice variables. A KAP survey is one that quantitatively measures the existing KAP and
behavioral intent of individuals related to a particular topic (Strengthening Partnerships, Results,
and Innovations in Nutrition Globally (SPRING), 2011).
Finally, in additon to being used for symptom management, utilizing CAM can positively
impact quality of life, not only in hospice patients, but their families and the
employees/volunteers of the hospice organization as well (Running, Shreffler-Grant, & Andrews,
2008). Therefore, additional information is needed to determine the feasibility of both
institutional and systems-level policies and programs for CAM use in hospice by employees and
volunteers. One way this may be accomplished is through exploring KAP of employees and
volunteers within hospice and encouraging their participation as future CAM Champions.
Significance of the Problem
Increasingly, Americans are requesting the integration of CAM into their health care to
manage a series of health related problems (Ananth, 2011; NCCIH, 2012). In fact, patient
demand is cited as the number one reason for providing CAM according to the 2010
Complementary and Alternative Medicine Survey of Hospitals (Ananth, 2011). This demand
results in the expenditure of $36-47 billion on CAM services and products in the United States
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annually (Ananth, 2011). The NCCIH reported that in 2012, Americans spent $28.3-32.3 billion
on CAM including treatments such as meditation, chiropractic, yoga, and herbal supplements
(NCCIH, 2016). These financial expenditures are one-quarter to one-third of the dollars spent on
out-of-pocket services for conventional treatment (NCCIH, 2016). Nationally, this CAM
spending represents 1.1 percent of total health care spending and accounts for 9.2 percent of all
out-of-pocket health care spending by Americans (NCCIH, 2016).
In the U.S., Federal expenditures (e.g., through Medicare) for CAM use in hospice are
limited; as a result, adding CAM can be financially challenging for hospices (Dain, 2015). This
is because once certified for hospice, all services offered are part of a Medicare bundled rate that
covers all items related to management of the terminal illness including medical equipment and
supplies, prescription drugs, provider services, and as recommended by the hospice team, any
other Medicare-covered services to manage terminal illness symptoms (CMS, 2017). Current
reimbursement rates for hospice are a mere $735/day for general inpatient care and $150 $191/day for routine home care (CMS, 2017). Medicare does not specifically cover massage,
acupuncture, aromatherapy, or any of the other common CAM therapies (CMS, 2017) nor do the
daily hospice rates allow for such additional services.
Financial cost effectiveness and practicality of CAM, as an adjunct to conventional
medical treatment raises feasibility issues as many hospices indicate that current rates of
reimbursement are not adequate to cover costs and limited funding is a barrier to offering CAM
(Dain, 2015). This is likely the reason that hospices rely on donations, grants, and volunteers to
support additional CAM services (Olotu, Brown, Lawson, & Barner, 2014). Therefore, it is not
surprising that nationally, only 41.8% of all hospice care providers offered CAM services
(Bercovitz, Sengupta, Jones, & Harris-Kojetin, 2011). Of those that offered CAM, not-for-profit
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hospice organizations were more likely to offer CAM services than for-profit ones, with CAM
services being provided by volunteers or donations (Bercovitz, Sengupta, Jones, & HarrisKojetin, 2011). Some studies have shown that delivery of CAM within hospice is possible with
the utilization of employees and volunteers, but that additional education and training is
necessary to do so (Demmer, 2004: Kozak et al., 2009).
In order to better understand the current status of CAM delivery within healthcare,
several researchers have utilized an exploratory approach to identify the existing knowledge,
attitudes, and practices of those providing health care services. Lack of evidence is noted as a
significant barrier to integrating CAM into clinical practice and yet one study noted that more
than 90% of students and faculty believed that health professionals should be able to advise
patients about CAM and that CAM practices and conventional medicine should be integrated
into clinical care (Kreitzer, Mitten, Harris, & Shandeling, 2002). For example, an appreciable
number of healthcare providers demonstrate an overall positive attitude towards CAM and a
general interest to learn more about CAM therapies but cite lack of knowledge as a barrier in
providing care to their patients (Al Mansour et al., 2015; Halterman-Cox, Sierpina, Sadoski, &
Sanders, 2009; James, Bah, & Kondorvoh, 2016; Kilic, Ogur, Yaren, Akkoyun, & Kupcuk,
2009; Kreitzer, Mitten, Harris, & Shandeling, 2002; Rojas-Cooley & Grant, 2009). A CAM
course can significantly improve knowledge and attitude levels positively impacting amongst the
recipients of the educational intervention (Al Mansour et al., 2015). Therefore, given the
significance of the problem and the fact that some hospices are providing CAM through the use
of employees and volunteers, further inquiry is both appropriate and necessary to better
understand challenges and identify solutions to the delivery of CAM within the hospice setting.
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Scholarly Project
Advanced practice registered nurses (APRNs) who engage in scholarly study to become
doctors of nursing practice (DNPs) can lead change related to evidence-based practice (EBP) by
identifying practice gaps and focusing on quality improvement, while taking into account the
ever-changing needs of patient-related health care. In order for this transition to be successful,
the DNP must champion “adaptive skill in leading change through the translation and application
of evidence, demonstration of contextual competency, and their understanding of the meaning of
sustainable value within the practice setting in which they lead” (Montgomery & PorterO’Grady, 2010, p.46).
Empowering DNPs to practice within the fullest extent of their authority allows them to
model behavior for the rest of the organization and implement practice change. Leading by
example and utilizing EBP fosters the development of the DNP as leader and sets the stage for
ongoing affirmation that practice change exists as part of the organization’s cultural norm. DNPs
are well positioned to lead this charge because they are typically practicing clinicians who
actively engage in EBP, and are geared towards improving patient care outcomes, and efficiency
management.
A requirement of all DNP programs is the implementation of a scholarly project. The aim
of this project was to explore the needs and opportunities to increase hospice employee/volunteer
KAP regarding CAM.
Organizational Needs Assessment
The Organization in which this DNP project took place provides hospice care to patients
in an inpatient facility and at home or in residential facilities in the upstate region of South
Carolina. The project site is part of a larger $3.3 billion not-for-profit Catholic health system that
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is comprised of 19 acute-care hospitals, one psychiatric hospital, five nursing care facilities, four
assisted living facilities, and 14 home care and hospice services and employs more than 22,000
people in six states.
At the project site, the inpatient population is comprised of patients who are typically
admitted for intractable symptoms that cannot be managed in the home or in a community
setting. These patients are usually admitted to the Organization’s 30-bed freestanding hospice
facility for a short-term basis (average length of stay is four to five days) to address these
symptoms. In this environment, intravenous and subcutaneous medications are an option for
initial short-term symptom management to provide rapid alleviation of patient distress. In some
instances, the patient dies while in the inpatient facility but, generally, once stabilized, the patient
returns to their community/home environment. In rare instances, based on patient and/or family
desire, routine level of care is provided as domiciliary care at the project site for a rate to cover
room and board fees. In the Organization’s outpatient census, there are approximately 100
patients who receive routine hospice care supplemented by employee/volunteers.
Typically, the Organization does not incorporate CAM into the existing services offered,
despite informal requests from patients and families for such services. Not offering optional
CAM services may be a missed care delivery opportunity. In a competitive hospice market,
adding adjuvant CAM services could improve patient/family satisfaction and, therefore, the
hospice’s reputation. Doing so would also be consistent with the Organization’s code of conduct,
which encourages all employees and volunteers to involve patients in their health care decisions.
However, as with most organizations, potential barriers to implementing a change in
practice exist. For example, lack of interest, leadership, vision, strategy, motivation, and
direction among managers are cited as the most significant barriers to implementing evidence-
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based change within an organization (Melnyk & Fineout-Overholt, 2011). Furthermore, these
barriers can be magnified in nursing because in most cases changes to policy or procedures and
the purchase of new equipment, requires administrative support (Melnyk & Fineout-Overholt,
2011). Based on the organization needs assessment performed, anticipated barriers to change
within this Organization include numerous stakeholders with different viewpoints, varying
education and experience/skill levels, and an existing culture with the attitude that “things have
always been done this way”.
To assess the Organization’s attitude towards practice change regarding implementing
CAM, group and one-on-one interviews about possible CAM use within hospice were done. The
results of these interviews were that employees and volunteers are committed to the
Organization’s faith-based mission of providing the best care possible to patients, even if this
necessitates a change in existing care practices. Further, the Organization desires that all
employees and volunteers engage in opportunities for professional growth, which can promote
the concept of innovation. Thus, readiness for change is supported by the Organization’s code of
conduct and could garner support for examining employee/volunteer existing KAP towards
CAM within the hospice environment. Within the project site, previous in-house educational
opportunities demonstrate that eager to learn, active and engaged employees/volunteers are
fundamental in successful implementation to changes in practice.
Despite some skepticism about CAM, there was also an openness to receiving more
education about CAM per the interviewees. This indicates a potential readiness for EBP-guided
change within the Organization. This readiness is also evidenced by the support of the employees
and volunteers at the project site and their willingness to participate in research related to CAM
use in hospice. Additionally, the DNP-prepared APRN is uniquely positioned to establish
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ongoing relationships within the Organization and formulating such relationships are important
to minimize ongoing barriers to EBP implementation.
Theoretical Framework of Servant Leadership
The Organization, and more specifically, the subculture of hospice care at the project site
reflects a culture that actively encourages employees to engage in a theoretical framework and
leadership style that strives towards the betterment of patients and each other. The notion of
“servant leadership” as described by Greenleaf (1970), posits that the good of those led surpasses
the self-interest of the leader, and is a philosophy of care that is promoted at this Organization.
For example, within this leadership style, Greenleaf describes the inherent desire to want to serve
first and then the hierarchical acknowledgement of servant first, which allows for aspirations for
leadership to develop (1970). Building upon Greenleaf’s work, the Organizational Leadership
Assessment Group (OLAG) embody servant leadership by building a community that shares
power by developing people through authenticity and by valuing them to enrich the good for
individuals and for the organization that is served (OLAG, 2015).
Servant leadership encourages working together for common and clearly articulated goals
as a means to develop a vision of shared leadership, and is the basis of the Organization’s
ideology behind care delivery. Within the Organization, a culture of integrity through servant
leadership requires that employees/volunteers help those in need with particular emphasis on the
poor and dying. The nature of the work carried out at the project site is to ease the passing of
those that are dying and employees/volunteers are held accountable to uphold these values. This
is because the basic assumption understood by all employees and volunteers is that the care
provided is that which exemplifies the Catholic faith-based ideology that “when you hold a
banquet, invite the poor, the crippled, the lame, the blind” (United States Conference of Catholic
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Bishops (USCCB), Lk 14:13). This is the type of care for which the project site employees and
volunteers strive and it is evidenced in observed care provided at the organization.
Research Question
An effective way to format a question or problem involves using the mnemonic “PICOT”
whereby each letter signifies an important aspect of answering or clarifying the question/problem
(Melnyk & Fineout-Overholt, 2011). The purpose of this project is to explore the knowledge,
attitudes, and practices (KAP) regarding complementary and alternative medicine (CAM) among
employees and volunteers at a hospice. Utilizing the PICOT format (P: population, I:
intervention, C: comparison, O: outcome, T: time frame) (Melnyk & Fineout-Overholt, 2011),
the following question forms the basis for this project: Will a two-day educational intervention
improve the knowledge, attitudes, and practices regarding complementary and alternative
medicine among employees and volunteers at a hospice?
Here, the population includes adult, hospice employees and volunteers providing care at
the project site. The intervention is the proposed educational session for employees and
volunteers to explore the use of CAM within the hospice setting. The comparison will be a pre,
post, and follow up survey of KAP (behavioral intent) done before and after the intervention.
The outcome will be to identify any potential changes in KAP concerning CAM after the
intervention and the timeframe will be three months. The project’s primary objective is to
explore the KAP regarding CAM among employees and volunteers at this hospice and the
secondary objective is to identify and strengthen the capacity of potential CAM Champions who
could assist in implementation of a sustainable CAM program there.
Conclusion. Within this chapter a description and significance of the problem has been
identified. An organizational needs assessment has been described and coupled with the
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Organization’s leadership framework, as a model for change implementation, and a PICOT
question has been formulated.
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Chapter 2 – Review of the Literature

A literature search was conducted to gather evidence to ascertain what data exists to
answer the PICOT question of exploring the KAP of CAM within hospice. This chapter
describes the results of that literature search coupled with a critique and synthesis of the search’s
findings. The chapter concludes with the explicit rationale for this DNP project.
Introduction to Search Criteria
A literature review was conducted utilizing the major professional databases of Ovid
MEDLINE, PubMed MEDLINE, CINAHL, Embase, Cochrane Database of Systematic Reviews,
and Cochrane Central Register of Controlled Trials. The selected search criteria were that the
articles be full text, English language, and involve adult human participants. A purposeful look
to international studies published in English was also considered, as specific types of CAM have
been more readily accepted in other countries (Li-chun & Li, 2004). Once articles were located,
exclusion criteria were then used to include only studies and reviews from within the years of
2000 to present (see Appendix A).
An initial search of the literature utilizing the words “KAP and CAM and Hospice” did
not produce any articles. However, there were two studies and one literature review that
examined CAM use in people with terminal illnesses and at minimum examined their knowledge
levels of CAM and at best, examined both knowledge and attitudes regarding CAM. The search
was then revised to include additional search groupings, using AND as the Boolean operator.
“KAP and CAM,” which yielded 13 results, “KAP and Hospice,” which did not provide any
results, and “Hospice and/or palliative care and CAM,” which produced 121 articles of which 23
were usable articles that met the inclusion and exclusion criteria. An additional 17 articles were
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analyzed as they utilized CAM for symptoms that potentially exist in hospice patients. Two
additional articles related to symptom management in end-of-life care were also included
because they discussed the impact on quality of life for patients. These articles were located from
hand searches through reference lists and additional support provided by a medical librarian and
from a mentor.
Critique and Synthesis of Previous Evidence
As a result of the selected search criteria, a total of 58 items was included in this critique
and synthesis. They include two randomized controlled trials (RCTs), 42 cross-sectional
descriptive studies, two systematic reviews, three literature reviews, and nine clinical
experience/opinion articles were included in this critique and synthesis.
A critical appraisal of the evidence was performed including grading using the Strength
of Recommendation Taxonomy (SORT) method (Ebell et al., 2004). As a result of the selected
search criteria, a total of 58 articles were reviewed. Two articles were analyzed and graded most
favorably as level of evidence “one”, according to the individual SORT criteria, indicating that
the study was good-quality patient-oriented evidence (Ebell et al., 2004). Forty-six studies
were analyzed and graded as level of evidence “two” indicating that they were of limited-quality
patient-oriented evidence (Ebell et al., 2004). Nine articles were analyzed and graded as level of
evidence “three” indicating other evidence such as a consensus guideline, opinion, or usual
practice (Ebell et al., 2004). Finally, one additional item was reviewed but not graded according
to the SORT taxonomy because only the abstract was available at this time. However, it has been
included because it evaluates, through systematic review, CAM use in hospice and palliative care
while summarizing potential benefits for patients (Zeng, Wang, Ward, & Hume, 2017).
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The body of evidence examined demonstrates inconsistencies across the studies because
there is a lack of coherence and considerable variations amongst study findings (Ebell et al.,
2004). This is likely because the variables studied differ significantly, an array of methodologies
was utilized, and there were very few double-blinded RCTs. Thus, the summary statement
offered is that at present the strength of the recommendation on KAP of CAM in hospice cannot
be established because most of the studies were of “limited quality patient-oriented evidence”
(Ebell et al., 2004, p. 551). Additionally, many of the available studies are more than five years
old and are not necessarily hospice-specific.
From the 58 articles reviewed, the three general themes that emerged were patient
demand for CAM, types of CAM and application, and barriers to CAM. These are described
below.
Theme 1: Patient Demand for Complementary and Alternative Medicine
In the last two decades, there has been developing interest by patients in the use of CAM
within the United States. This is exemplified by a series of national surveys performed by the
United States Department of Health and Human Services in 2002, 2007, and 2012. A review of
the trends in CAM use in the US over that period surveyed 88, 962 adults over the age of 18 to
identify patterns of use by various sociodemographic characteristics (Clarke, Black, Stussman,
Barnes, & Nahin, 2015). Overall, the 2012 study identified that 34% of American adults had
used some form of CAM versus 32.3% in 2002 and 35.5% in 2007 (Clarke, Black, Stussman,
Barnes, & Nahin, 2015), although narrower definitions in the 2012 study may make comparison
of prevalence rates misleading (Clarke, Black, Stussman, Barnes, & Nahin, 2015). However,
despite these varying definitions, estimates of the overall use of individual CAM therapies are
consistent with previous research, as are the demographic characteristics (Clarke, Black,
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Stussman, Barnes, & Nahin, 2015). For example, CAM use tends to be more prevalent amongst
adults aged 30-69, adults who were not poor, adults living in the West, adults with higher levels
of education, adults who were hospitalized in the last year, women, and former smokers (Barnes,
Bloom, & Nahin, 2008).
Although the 2012 study did not include cost expenditures, other data indicates that, by
2007, expenditures for CAM use had exceeded 33 billion dollars (Halm & Katseres, 2015). In
2009, a Survey of Health Care Consumers found that cost savings associated with CAM therapy
use was the secondary reason for sustained interest in CAM use among patients, while the
primary reason for CAM use was the belief that conventional treatment was not optimal,
resulting in the patients wanting to try a different approach first as their personal preference in
care management (Ananth, 2011). This indicates that public interest and ongoing desire are the
driving forces in the sustained use of CAM in the United States (Ananth, 2011). Previous studies
have also shown that, in general, patients hope to maintain a sense of control in their lives and
that medication often lowers this sense of control and produces undesirable side effects (Gutgsell
et al., 2013).
A 2010 CAM survey of United States hospitals found that 42% hospitals offered one of
more CAM therapies to either patients or employees (Ananth, 2011) and that the primary reason
for providing CAM therapies was patient demand by an overwhelming 85% of respondents
(Ananth, 2011). This survey also identified that, in general hospitals, offered non-invasive and
fairly conservative forms of CAM to appeal to broadest range of patients within their
communities such as massage therapy, guided imagery, relaxation training, and therapeutic touch
(Ananth, 2011).
The diseases/conditions for which CAM is most often used, in order of frequency,
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include back, neck, joint, and arthritis pain (Barnes, Bloom, & Nahin, 2008). Pain is also the
number one reason patients seek medical care (Ananth, 2011). Next, in order of frequency, CAM
therapies are most often used for health issues such as anxiety, cholesterol, head or chest cold,
other muscoskeletal issues, severe headaches or migraines, and finally insomnia (Barnes, Bloom,
& Nahin, 2008). As an example of CAM use, one study consisting of 46 patients, examined
neuropathic pain and impact on quality of life, finding that aromatherapy massage as a means to
manage pain was effective and simple without using pharmacological means and was well
tolerated, feasible, and safe and resulted in significant increases in quality of life and decreases in
pain scores (Gok Metin, Arikan Donmez, Izgu, Ozdemir, & Arslan, 2017).
From a hospice perspective, clinical studies have also shown that a sense of control and
improvement in mood, as well as abatement of symptoms, have been associated with use of
some types of CAM (Bercovitz, Sengupta, Jones, & Harris-Kojetin, 2011). In addition to general
symptom management, hospice patients are also specifically seeking to improve their quality of
life and relieve suffering per an article that described the integration of CAM into standard
practice at a 24 bed inpatient facility by utilizing interested employees and volunteers (Lewis, de
Vedia, Reuer, Schwan, & Tourin, 2003). This same study found that an individual’s sense of
expression and control were motivating factors to use CAM (Lewis, de Vedia, Reuer, Schwan, &
Tourin, 2003). In a 2014 Italian study, researchers found that only a small number of cancer
patients actually use CAM for curative purposes, but rather seek to treat psychological distress,
support modern medical treatments, or just improve other general health conditions (Bonacchi et
al., 2014). The belief that CAM therapies are thought to improve quality of life, relieve pain, and
increase ease in managing symptoms in end-of-life care is highlighted in several other studies
(Lengacher et al., 2002; Lewis, de Vedia, Reuer, Schwan, & Tourin, 2003; Running, Shreffler-
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Grant, & Andrews, 2008). One in particular noted that, with regards to management of pain in
cancer patients, there is a phenomenon called “total pain” which is a term used to describe the
physical, social, psychological, and spiritual components of dealing with a terminal or lifelimiting illness (Leppin, Fernandez, & Tilburt, 2016) and that CAM could help to address such
“total pain”.
As it relates to hospice care, patient demand for CAM highlights the importance of
honoring patient choice through the ethical principle of autonomy (American Nurses Association
(ANA), 2015). Therefore, if desired, the patient/family should receive education regarding
treatment options by the interdisciplinary hospice team, which allows for informed choice of
appropriate measures for them (National Consensus Project for Quality Palliative Care, 2013).
The Clinical Practice Guidelines for Quality Palliative Care also specifically highlight that CAM
may be included in the overall plan of care for a patient (National Consensus Project for Quality
Palliative Care, 2013). This is validated in the abstract of a 2017 systematic review of patient
benefits of CAM therapies, whereby patients and families are encouraged to speak with their
healthcare providers about any interest in CAM use as they may prefer such alternative
approaches in managing their care (Zeng, Wang, Ward, & Hume, 2017).
In 2016, a group of researchers found that patients’ decisions to choose CAM was based
on their experiences and perceptions and these factors were more important than the
recommendation of a health care provider or the efficacy of the scientific evidence
(Poonthananiwatkul, Howard, Williamson, & Lim, 2016). Similarly, none of the participants
interviewed in that study mentioned that their reason for using CAM was because of the clinical
evidence available to them (Poonthananiwatkul, Howard, Williamson, & Lim, 2016). In fact,
other motivators for use included fear of dying, dissatisfaction with conventional treatment, and

20

poor relationships with hospital doctors (Poonthananiwatkul, Howard, Williamson, & Lim,
2016).
Theme 2: Types of Complementary and Alternative Medicine and Application
The literature review included articles on the various types of CAM utilized. In a
nationwide review, done between 2002 and 2007, deep breathing exercises, acupuncture,
meditation, yoga, naturopathy, massage therapy showed increased use (Barnes, Bloom, & Nahin,
2008). In comparing the three surveys done in 2002, 2007, and 2012, while there was variation in
use across time, there was consistency in the types of approaches used (Clarke, Black, Stussman,
Barnes, & Nahin, 2015). The most common type of CAM utilized across all three surveys was
nonvitamin, nonmineral dietary supplements, comprising of 18.9% of use in 2002 and
unchanged from 2007 to 2012 at 17.7% (Clarke, Black, Stussman, Barnes, & Nahin, 2015). Deep
breathing exercises were the second most popular type of CAM used at 11.6% in 2002, 12.7% in
2007, and 10.9% in 2012 (Clarke, Black, Stussman, Barnes, & Nahin, 2015). Yoga, tai chi, and
qi gong use increased over the three time periods (5.8%, 6.7%, and 10.1% respectively), with
yoga being most common amongst these forms of CAM (Clarke, Black, Stussman, Barnes, &
Nahin, 2015). Similarly, there was a small increase in the use of naturopathy, acupuncture, and
homeopathic treatment (Clarke, Black, Stussman, Barnes, & Nahin, 2015). Chiropractic and
osteopathic care was the fourth most common type of CAM used in all three surveys while
meditation was the fifth most common approach (Clarke, Black, Stussman, Barnes, & Nahin,
2015).
In summary, data collected through national surveys determined that the top ten overall
CAM therapies utilized by American patients included yoga, tai chi, or qigong; chiropractic or
osteopathic care; diet based therapies; dietary supplements other than vitamins and minerals;
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massage; homeopathy; guided imagery; deep breathing exercises; meditation; and progressive
relaxation (Halm & Katseres, 2015). In comparison, another study found that massage therapy,
acupuncture, guided imagery, meditation, relaxation, and biofeedback were the most common
outpatient therapies offered while pet therapy, massage therapy, music therapy, guided imagery,
relaxation training, and reiki/therapeutic touch were most common as inpatient CAM therapies
(Ananth, 2011).
With regards to hospice-specific CAM utilization, multiple CAM therapies were offered.
One survey of 300 randomly selected United States hospices found that guided imagery (45%),
pet therapy (48%), therapeutic touch (49%), music therapy (50%), and massage therapy (83%)
were the most common CAM therapies offered (Demmer, 2004). Similarly, massage and music
therapies were the two CAM therapies identified as most commonly used in a survey of hospice
patients receiving care in Nevada and Montana (Running, Shreffler-Grant, & Andrews, 2008). In
another state-specific study of CAM services offered, a Washington state survey found that
hypnotherapy (16%), reflexology (19%), art therapy (22%), meditation (29%), pet therapy
(32%), acupuncture (32%), compassionate touch (42%), guided imagery (45%), aromatherapy
(45%), energy healing (65%), music therapy (74%), and massage (87%) were the CAM
modalities most commonly utilized in hospice (Kozak et al., 2009).
The popularity of these types of CAM in hospice is also the case outside of the United
States. For example, in a study performed in the United Kingdom, the researchers found that the
top five CAM therapies for end-of-life care there were reflexology, relaxation, aromatherapy,
nutrition, and massage (Lewith, Broomfield, & Prescott, 2002). Another study found that
therapeutic touch (48%), massage therapy (57%), and music (57%) were top three most
commonly used CAM therapies in palliative care in Canada (Oneschuk, Balneaves, Verhoef,
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Boon, Demmer, & Chiu, 2007).
Published literature indicates that there is support for CAM use as it relates to relief of
suffering and quality of life improvement, particularly in the context of those patients who are
nearing their demise (Lewis, de Vedia, Reuer, Schwan, & Tourin, 2003). Here, the focus is not
on CAM use for cure of illness, but rather to enable patient-centered care and maintaining patient
control and satisfaction through self-determination where CAM use may be justified after
engaging in benefit/risk ratio analysis (Lewis, de Vedia, Reuer, Schwan, & Tourin, 2003). One
study, that retrospectively interviewed 423 family caregivers about the decedent’s use of CAM at
the end-of-life in community settings, established that CAM use was for symptom relief and that
only 5% had used CAM with the hopes or expectations of cure, suggesting that palliation of
troubling symptoms was the reason for CAM use (Tilden, Drach, & Tolle, 2004).
Evidence also supports CAM therapies for broader populations, such as those with
cancer, to manage the symptom of anxiety by using cognitive behavioral interventions/ approach,
mindfulness-based stress reduction. This has led major associations, like the Oncology Nursing
Society (ONS) to recommend psychoeducation CAM interventions as they pose little to no risk
of patient harm (ONS, 2016). Additionally, the ONS also reports that coaching, exercise,
massage/aromatherapy massage, music/music therapy, progressive muscle relaxation and guided
imagery, spiritual interventions and yoga are also likely effective (ONS, 2016). The ONS weight
of evidence classification system (2016) also demonstrates a rating of likely effective for CAM
to address caregiver strain and burden, depression, fatigue, sleep-wake disturbances and in some
cases, pain.
Treatment of agitation, pain, difficulty breathing, and anxiety were just a few of the endof-life symptoms, researchers offered in their 2008 evaluation of the existing CAM treatment
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literature (Running, Shreffler-Grant, & Andrews, 2008). Upon completion of their study, the
researchers found that additional symptoms such as fatigue, tension, insomnia, nausea, and
vomiting were also treated using CAM therapies (Running, Shreffler-Grant, & Andrews, 2008).
However, the most common CAM treated symptoms were spiritual and emotional pain followed
by stress (Running, Shreffler-Grant, & Andrews, 2008). Subjectively speaking, nearly all
respondents (89%) in this study reported that quality of life was much better or at least better and
the evidence utilized to measure this data consisted of written survey responses or verbal
comments from families and in data obtained from nursing assessments (Running, ShrefflerGrant, & Andrews, 2008). While an individual’s perception of quality of life improvement is the
basis of these findings, it is important to remember that in hospice care, an individualized patient
care experience is the primary objective. However, “ways of knowing” must be translated into an
evidence base for practice that integrates research into curricula for students and faculty
(Kreitzer et al., 2008). This is likely also true for healthcare providers who have long since
graduated from their formal studies but still exhibit an interest in CAM as an adjuvant therapy
for their patients.
CAM use in hospice is often used to alleviate pain and symptoms such as anxiety or
dyspnea, as well as provide overall general comfort (Bercovitz, Sengupta, Jones, and HarrisKojetin, 2011). For example, one type of CAM, aromatherapy, has been found to be helpful and
uses non-toxic essential oils administered via massage, inhalation, or bathing and poses minimal
safety risks provided effective dilution is achieved (Boehm, Büssing, & Ostermann, 2012). A
review of 18 articles concluded that aromatherapy has some positive short-term improvement
effects on reduction of depression and anxiety, improved sleep, and overall increase in wellbeing
with little to no side effects (Boehm, Büssing, and Ostermann, 2012). Failure to achieve

24

appropriate dilution of the oils does pose a potential risk for contact dermatitis, however, this is a
minimal risk of harm as compared to some of the potential more serious risks associated with
typical pharmacological treatments (Boehm, Büssing, & Ostermann, 2012).
Similarly, massage therapy has been shown to decrease anxiety, fatigue, perception of
stress, depression, nausea, lymphedema, heart rate, blood pressure, muscular tension, and pain
(Rodgers et al., 2015). Additionally, mild to moderate pressure massage may also improve skin
temperature, blood flow, plasma β-endorphin levels, and quality of sleep (Rodgers et al., 2015).
Most importantly, over the course of ten years in building a massage therapy program, Rodgers
et al. concluded that there were no adverse events associated with massage and that this form of
CAM was, therefore, safe (2015). Additionally, the use of massage therapy has many benefits
including lowering stress levels, reducing inflammation, promotion of healing in burn injuries,
increasing sense of well-being, and improving pain management, relaxation and sleep with little
risk of harm to the patient (Westman & Blaisdell, 2016). Finally, it is also believed that
aromatherapy coupled with massage may demonstrate effects in the areas of pain, stress, and
emotional trauma as result of changes in hypothalamic activity within the brain highlighting
CAM’s role as an adjunct therapy (Cook, 2008).
Theme 3: Barriers to Complementary and Alternative Medicine in Hospice
There were several barriers identified with regard to the use of CAM in hospice. The four
most common barriers are that there is limited high-quality evidence to support changing
practice (Demmer, 2004; Deng et al., 2013; Lewis, de Vedia, Reuer, Schwan, & Tourin, 2003;
Zeng, Wang, Ward, & Hume, 2017); there is a lack of skilled providers and/or education to
support CAM delivery (Li-chun & Li, 2004; Naja et al., 2015; Olotu, Brown, Lawson, & Barner,
2014; Running, Shreffler-Grant, & Andrews, 2008; Van Hyfte, Kozak, & Lepore, 2014); there is
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a lack of compensation and/or reimbursement to fund CAM education and provision of services
in hospice (Bercovitz, Sengupta, Jones, and Harris-Kojetin, 2011; Bonacchi et al., 2014; Dain,
Bradley, Hurzeler, & Aldridge, 2015; Kozak et al., 2009; Olotu, Brown, Barner, & Lawson
2014); and there is resistance towards CAM either from patients themselves, their families, or
their healthcare providers (Ezeome & Anarado, 2007; Lengacher et al., 2002; Leppin, Fernandez,
& Tilburt, 2016; Oneschuk, Balneaves, Verhoef, Boon, Demmer, & Chiu, 2007;
Poonthananiwatkul, Howard, Williamson, & Lim, 2016). These are described more fully below.
Barrier 1 – Limited high-quality evidence. Although some hospices are offering CAM,
there are few standardized assessment and/or quality assurance processes to do so. For example,
one of the first studies that examined CAM services in United States hospices identified that the
majority, 69%, of the 300 randomly selected hospices had no formal assessment process as a
means to identify patients who should receive CAM (Demmer, 2004). For the 31% that did have
a process in place, most were determined by nursing evaluation (60%) and psychosocial
assessment (36%), pain/comfort assessment (2%) and team meetings, also 2% (Demmer, 2004).
This is a barrier because lack of a formalized process to assess CAM therapy appropriateness
may not capture all those that would benefit from CAM services. Demmer also points out that
only 20% of the hospices collected data on the CAM therapies provided and that patient
satisfaction surveys were the most common method, used comprising 98% of the data collected
(Demmer, 2004). These limited forms of assessment and data tracking do little to contribute to
the body of existing evidence for CAM in hospice and reduce the possibility of EBP practice
change .
Similarly, a systematic review focusing on CAM use in lung cancer patients found that
the methodological quality of most of these studies were of poor quality and, as such, data
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leading to recommendations for use was limited (Deng et al., 2013). This is also the case as
noted whereby clinical data to support CAM use is lacking and research is flawed resulting in an
inability to track outcomes (Lewis, de Vedia, Reuer, Schwan, & Tourin, 2003). This results in
skepticism about recommending CAM therapies that have not been subjected to controlled
clinical trials in conjunction with knowledge deficits of healthcare providers (Lewis, de Vedia,
Reuer, Schwan, & Tourin, 2003).
The inability to blind CAM interventions raises the concern for bias in even high-quality
research designs. One randomized controlled trial, involving 200 inpatients at University
Hospitals Case Medical Center in Cleveland Ohio, found that patients utilizing CAM, such as
music therapy, had a significant decline in their functional pain scale scores (Gutgsell et al.,
2013). However, because of the inability to blind participants during the intervention, researchers
acknowledged that subjective symptom reporting allowed for possible bias (Gutgsell et al.,
2013).
Similar difficulties are often noted in the context of CAM utilization and in a review of
the evidence, it is noted that CAM is often met with skepticism but that existing evidence should
be appraised and acknowledged (Cook, 2008). Furthermore, this researcher also pointed out that
the evidence base of CAM needs ongoing development but that there is a role for CAM
alongside conventional medications (Cook, 2008). This is particularly true in relation to
aromatherapy and/or massage and the evidence of neurological mechanism of action with
resulting effects on psychological wellbeing such as reduction in anxiety, stress, and emotional
trauma (Cook, 2008). Examining the use of aromatherapy as an intervention, researchers found
that more than 50% of the 8,058 individuals who received the aromatherapy intervention found it
helpful in relieving their nausea, anxiety, or pain (Burns, Blamey, Ersser, Barnetson, & Lloyd,
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2000). Likewise, providers also found similar percentage rates of helpfulness for their patients
(Burns, Blamey, Ersser, Barnetson, & Lloyd, 2000). Additionally, the use of acupressure has
been shown to be effective for nausea, low back pain, labor, and menstrual pain, and can be
integrated into nursing practice with minimal risk as a noninvasive practice (Wagner, 2015).
However, despite limited data showcasing the potential benefits of CAM, the National
Institute of Health suggests that additional studies demonstrating rigorous testing of standardized
CAM therapies must be carried out so that credible information on CAM effectiveness and safety
can be disseminated to healthcare providers and patients (National Institute of Health, 2013).
Barrier 2 – Lack of skilled or educated providers and lack of time. Another
significant barrier to the delivery of CAM in hospice is the co-related issue of lack of skilled
providers and lack of CAM education. Much of CAM delivery to hospice patients is done by
volunteers, not clinical staff. A survey of 36 hospices in Washington State found that most, 93%,
relied either solely on volunteer support or on a combination of volunteers, grants, and donations
to provide CAM services to their patients (Kozak et al., 2009). Their findings also suggested that
because CAM services were most often offered on a volunteer basis that there were issues with
lack of quality or standardized care and that the inadequate reimbursement and funding for these
services on a regular basis was a likely contributor to that (Kozak et al., 2009). These findings
were similar to the study previously mentioned which found that CAM therapies were most often
provided by volunteers (Demmer, 2004). That study found that nearly half of the hospice
administrators surveyed (45%) had no salaried employees providing CAM, despite the fact that
most employees acknowledged that they were interested in CAM services and in offering them
to their patients (Demmer, 2004). Interestingly, in both studies, the volume of CAM services
provided by volunteers far exceeded the 5% volunteer provision required by the Medicare
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Hospice Benefit (Demmer, 2004; Kozak et al., 2009).
Kozak et al. also highlighted the concern for inconsistent delivery of CAM services due
to the voluntary nature of those providing most of the CAM services as compared to paid
professionals (Kozak et al., 2009). Plus, it was noted that, volunteers may not have the same
degree of experience or required training to accommodate the needs of hospice patients, resulting
in quality control concerns (Kozak et al., 2009). Agreeing with both of these research groups, a
survey of 108 Illinois hospices found that because CAM usage was so prevalent, professional
CAM providers were warranted because volunteer CAM providers may not always be available
when patients/families want those services (Van Hyfte, Kozak, & Lepore, 2014). Additionally,
the researchers also concluded that there was enough interest and provision of CAM care to
necessitate incorporating CAM providers into the hospice team (Van Hyfte, Kozak, & Lepore,
2014).
A recent study in Texas had similar findings: personnel constraints and funding were the
two largest barriers in the delivery of CAM within those hospices (Olotu, Brown, Lawson, &
Barner, 2014). This study, to which 110 hospice administrators responded, demonstrated that
insufficient CAM knowledge by staff and lack of personal qualified in providing CAM services
were significant barriers to CAM delivery there (Olotu, Brown, Lawson, & Barner, 2014).
In addition to a lack of skilled providers, a lack of education on the part of health care
staff was also noted as a roadblock for the implementation of CAM in hospitals, as was the lack
of informed champions was a barrier to delivery of CAM services within that setting (Halm &
Katseres, 2015). The same researchers also found that institutional buy-in was critical and that a
KAP survey of the hospital nurses demonstrated that there was a significant need for CAM
education (Halm & Katseres, 2015). With regards to CAM integration, the researchers
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recommended an implementation committee comprised not only of nurses but of other
disciplines as well be established, because nonclinical employees produce some of the most
creative ideas (Halm & Katseres, 2015). Likewise, another group of researchers concluded that
an interdisciplinary palliative care team could be qualified to provide counseling on CAM based
on a curriculum established to provide knowledge to do so (Conrad et al., 2014).
Finally, in addition to lack of educated and/or skilled providers, lack of time to provide
CAM is another barrier to the effective delivery of CAM. A 2008 study that observed delivery of
CAM care in 54 hospices located within Nevada and Montana (Running, Shreffler-Grant, &
Andrews, 2008) found that lack of time was also a significant obstacle in providing CAM
therapies to hospice patients, regardless of whether in a rural or urban setting (Running,
Shreffler-Grant, & Andrews, 2008). Likewise, lack of time to provide CAM services was also
identified in several other studies (Demmer, 2004; Olotu, Brown, Lawson, & Barner, 2014; Van
Hyfte, Kozak, & Lepore, 2014).
Barrier 3 – Lack of compensation/reimbursement for complementary and
alternative medicine. Another major barrier for the delivery of CAM within hospice is the lack
of compensation/reimbursement. Inadequate compensation for provision of CAM services in
Washington State hospices was identified and listed as a major deterrent for CAM use (Kozak et
al., 2009). Consistent with this, when asked about improving delivery of CAM therapies, the
most commonly stated recommendation was more funding, followed by more education
(Demmer, 2004).
A more recent study, published in 2014, found that while more than 50% of hospices in
Texas provide CAM therapies, funding was the largest barrier to doing so (Olotu, Brown,
Lawson, & Barner, 2014). Additional information identified factors that influence the provision
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of CAM to hospice patients including that not-for-profit hospices offered CAM at a rate almost
four times higher than for profit hospices (Olotu, Brown, Lawson, & Barner, 2014). Larger
hospices also were more likely to offer CAM, as the odds of that increased by 13% for every 100
patients served, controlling for other covariates (Olotu, Brown, Lawson, & Barner, 2014). This is
likely because larger hospices have a stronger financial base to be able to offer services that
cannot be directly compensated for. For smaller hospices, because hospice reimbursement is on a
per diem, bundled, basis, there is an inability to bill additionally for CAM services which is a
barrier to CAM delivery (Dain, Bradley, Hurzeler, & Aldridge, 2015).
Related to the funding issues, staffing to provide CAM services in hospice also varies. A
2007 national home and hospice care survey found that 41.8% of hospice care providers offered
CAM services and had either a CAM provider on staff, under contract, or both (Bercovitz,
Sengupta, Jones, and Harris-Kojetin, 2011). This contrasts with a 2015 study that found that less
than a third of hospices in the United States employed a part or full-time massage, music, or art
therapist (Dain, Bradley, Hurzeler, & Aldridge, 2015). The cost to employ such individuals is
thought to be the likely reason for why this number is not higher, with many hospices reporting
that the daily hospice rate is inadequate to cover basic care costs, not to mention additional
services such as CAM (Dain, Bradley, Hurzeler, & Aldridge, 2015). However, there are data to
suggest that use of CAM therapies may be a cost-effective treatment for patients, and therefore
requires further study (Dain, Bradley, Hurzeler, & Aldridge, 2015).
Lastly, a series of studies found that patients of lower socioeconomic status and those that
are older were less apt to utilize CAM services, possibly due to out-of-pocket expenditures (Naja
et al., 2015). This suggests that the existing coverage for CAM services may be inadequate and a
barrier for the utilization of CAM for those with lower socioeconomic status.
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Barrier 4 – Health care provider resistance towards complementary and alternative
medicine. Although limited, most of the literature reviewed demonstrates a generally positive
attitude among healthcare providers and patients towards CAM use in hospice (Demmer, 2004;
Kozak et al., 2009; Running, Shreffler-Grant, & Andrews, 2008). There is however, some degree
of resistance found towards utilization of CAM given concerns that CAM therapies are unsafe
and ineffective and that efficacy claims are merely related to placebo effects (Olotu, Brown,
Barner, & Lawson, 2014). While 737 healthcare providers in an international study determined
that knowledge about CAM in general is low, and that may be a result of hesitance of providers
to discuss CAM with their patients due to concerns about low quality and/or biased CAM
research (Bjerså, Victorin, & Olsén, 2012).
Another example of healthcare provider resistance was found in a 2014 study, which
studied the attitudes of professionals regarding CAM for palliative care patients and their
willingness to provide CAM to their patients (Conrad et al., 2014). In that study, 3,740
physicians, nurses, and psychologists were surveyed, 95% of whom had been asked about CAM
by their patients (Conrad et al., 2014). Furthermore, while the respondents’ understanding of
CAM risks were low, interest in CAM was high, but they did not feel adequately informed about
CAM. This resulted in skepticism about recommending CAM for their patients (Conrad et al.,
2014). These findings are typical of other studies where healthcare providers are not educated
about CAM and yet they are interested to know more about it in order to meet the needs of their
patients (Conrad et al., 2014).
Similarly, a nursing specific study found that while nurses were receptive to CAM once
educated, they initially questioned why they had not been educated while in nursing school
(Johannessen, 2013). Other nurses in that study felt that CAM is insufficiently evidence-based
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and therefore should not yet be offered (Johannessen, 2013). Finally, support or lack thereof for
CAM by physicians and current nursing education could continue to impact the attitudes of
nurses about CAM without proper education and exposure to CAM therapies (Johannessen,
2013).
Several studies have been done on attitudes towards CAM among nurses. Ensuring safe
and evidence-based care was a key finding in one descriptive exploratory online survey of 379
critical cares nurses conducted internationally (Cooke, Mitchell, Tiralongo, & Murfield, 2012).
This study also suggested the need for provision of education to provide increased understanding
and knowledge of CAM in response to patient and family requests (Cooke, Mitchell, Tiralongo,
& Murfield, 2012). Similar findings were shown in another international study conducted across
five metropolitan hospitals which found nurses are open to CAM, but lack knowledge about it
and that, as the cornerstone for healthcare delivery, nurses should receive additional information
to reduce their resistance towards CAM therapy usage (Shorofi & Arbon, 2010). A literature
review of 15 international papers on nurses’ knowledge, attitudes, and ability to discuss risks and
benefits of CAM use with their patients (Chang & Chang, 2015) found nearly half indicated
discomfort discussing CAM because of a lack of comprehensive understanding of CAM benefits
and risks. As a result, impaired communication was observed despite 66.4% of nurses having a
positive attitude towards CAM (Chang & Chang, 2015). A 2013 descriptive study, performed by
the California Board of Registered Nurses, identified significant barriers between CAM and
conventional medicine due to deficits in education, knowledge, and efficacy beliefs, which
translated into professional nursing practice gaps (Trail-Mahan, Mao, & Bawel-Brinkley, 2013).
Of the 153 nurses that responded, the majority were unclear as to their role in patient use of
CAM, noting that they were not comfortable in assessing or educating their patients about such
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use (Trail-Mahan, Mao, & Bawel-Brinkley, 2013).
Focusing on CAM use in oncology nursing, a literature review examining 13 eligible
articles found that despite CAM improving quality of life and reducing chemotherapy related
symptoms, oncology nurses lacked knowledge and skills related to CAM, which resulted in lack
of confidence in integrating CAM into patient care (Christina, Abigail, & Cuthbertson, 2016).
These deficits can impact patient outcomes because CAM, if used inappropriately, may result in
adverse reactions or no effect (Christina, Abigail, & Cuthbertson, 2016).
Similar findings were observed in a meta-synthesis analysis examining existing
qualitative research of nurses’ attitudes towards CAM. In a critique of findings of 15 articles, the
authors concluded that there is a lack of professional framework for CAM and that in order for
nurses to meet the individualized needs of patients and growing demand for CAM additional
support is needed (Hall, Leach, Brosnan, & Collins, 2017). Limited education/knowledge, time,
institutional culture, and clinical context are areas of resistance critical to the implementation of
CAM (Hall, Leach, Brosnan, & Collins, 2017).
One way to address resistance is to have health care professionals and families
experience CAM themselves. For example, documenting its ten-year experience, an academic
medical center published its journey of implementing a massage therapy program to patients and
their employees. The goals were to improve patient care, study the overall experience of the
professional caregivers, and monitor participants’ stress level effects (Rodgers et al., 2015). Over
a decade of building the massage therapy program, patient care was enhanced and there was
reduced workload for staff because patients were more comfortable and less anxious (Rodgers et
al., 2015). The researchers then expanded their massage therapy program to include staff care in
order to monitor burnout, time away from work, and injury prevention and also to study
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caregiver stress levels and the general caregiver experience (Rodgers et al., 2015).
Similarly, a nationwide survey of CAM use by 726 critical care nurses identified that
CAM was helpful to patients, as well as patients’ families, other staff, and nurses (Tracy et al.,
2005). However, in addition to lack of staff training, lack of knowledge, unavailability of
credentialed providers, lack of time, and equipment, reluctance from physicians (78%), peers’
(60.8%), and respondents’ (39.1%) were also barriers to CAM use (Tracy et al., 2005). An
earlier publication of 348 critical care registered nurses surveyed by the same researchers laid the
groundwork in identifying areas of resistance towards CAM integration and set the stage for
national survey findings published two years later (Tracy et al. 2003).
Although there are limited data in the area of patient and family/caregiver resistance
towards CAM in hospice, a small pilot study of 48 hospice patients from 9 different hospice sites
examined the openness and interest of CAM use not only in patients but also their caregivers.
Here, 50% of respondents indicated that not only were they interested in CAM use but that they
also felt their partner/family/friend/other family would also be interested (Rahim-Jamal et al.,
2011). Additionally, there was data to support the therapeutic value of communicating and
sharing their CAM experiences throughout the progression of their disease (Rahim-Jamal et al.,
2011).
Interestingly, there is a related phenomenon of patients engaging in CAM practice but not
discussing this with their healthcare provider (Conrad et al., 2014). The rationale for that
includes fear of being told to stop using CAM, not being respected when attempting to discuss
CAM with their healthcare provider, or the belief that their healthcare provider may be
disinterested or incompetent in CAM (Conrad et al., 2014). Failure to have these critical
conversations puts both the patient and the healthcare provider at risk for misunderstanding
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potential CAM interactions when combined with conventional treatments (Conrad et al., 2014).
Consistent with other studies, only one in four recipients of CAM disclosed their use to their
healthcare providers (Naja et al., 2015). This is despite the fact that nearly 40% of study
participants reported CAM use when asked indicating that patients are using CAM but not
always disclosing it to their healthcare providers (Naja et al., 2015). Reasons for this lack of
disclosure were that ingesting CAM products, such as vitamins or immune stimulants, are
harmless and do not interfere with conventional treatments, fears about loss of physician trust if
CAM use is disclosed, and that negative attitudes of healthcare providers towards CAM may
prevent patients from disclosing (Naja et al., 2015).
In an effort to address lack of disclosing CAM to healthcare providers, practice
recommendations have been made. For example, in their Complementary Therapies and
Integrative Medicine in Lung Cancer Guidelines, the American College of Chest Physicians
recommend addressing the patient’s interest and usage of CAM (Deng et al., 2013). However,
this recommendation is classified as weak due to low or very low-quality evidence (Deng et al.,
2013). Similarly, specific CAM therapies such as mind-body modalities, massage therapy,
exercise, acupuncture, and nutrition are also addressed, but only garner a rating of 2B or 2C, a
weak recommendation with only moderate quality evidence where the treatment’s risks and
burdens are closely balanced with the burden (Deng et al., 2013). While these data do not
strongly support CAM as an intervention, they do offer insight into why patients may be
reluctant to discuss CAM with their healthcare providers and explain why some healthcare
providers may not be actively addressing CAM in their practice.
Synthesis of Evidence Summary Statement
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The existing evidence indicates that patients are interested in CAM interventions (Halm
& Katseres, 2015) and that symptom management utilizing CAM can positively impact quality
of life in hospice care patients, their families, and the employees/volunteers of the hospice
organization (Running, Shreffler-Grant, & Andrews, 2008). In examining the limited existing
literature, there are three main themes that have emerged including patient demand, types of
CAM utilized and evidence to support its benefits, and multifactorial barriers to CAM.
Rationale for Project based on Evidence Review
Hospices have a duty to provide their patients with the best possible care and the
evidence suggests that CAM may be of use, despite the known barriers. Some of those barriers,
such as payment/reimbursement issues and lack of strong clinical evidence, are outside the scope
of a DNP scholarly project. However, addressing the lack of staff knowledge and comfort with
CAM therapies is possible within this Organization given their commitment to excellent patient
care and the staff’s openness and interest in learning more about CAM.
Conclusion. Within this chapter a review of the literature and an introduction to the
search criteria has been introduced. Next a critique and synthesis of the previous evidence and a
summary statement have been provided. Finally, based on the totality of the literary evidence
available, a rationale for this project has been offered.
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Chapter 3 – Methods

This chapter examines the project’s design and recruitment plan including funding. The
project sponsors and resources are highlighted and the sample is described. The educational
intervention and the instrument is explained and the data collection procedure including the
analysis plan is reviewed.
Project Design
This project used a non-experimental, mixed methodology based on the PICOT question
described in Chapter 1. According to LoBiondo-Wood and Haber, nonexperimental designs are
used in projects in which a researcher would like to explore naturally occurring events or
situations and people, evaluate differences and relationships among variables, or paint a picture
of a particular phenomenon (2010). Here, this design was appropriate because the project’s
purpose was to explore the KAP of employee/volunteers in the Organization with respect to use
of CAM in hospice care, and the effect of an educational intervention on the KAP variables.
Recruitment Plan
The recruitment for this project was discussed with members of the Organization’s
hospice care administration and approval was granted to use current hospice employees and
volunteers. An informational flyer inviting employees and volunteers to participate in the project
was posted throughout the hospice facility in the employee/volunteer lunchrooms, bathrooms,
and mailrooms. Additionally, the flyer was emailed to volunteers and employees and copies were
also placed in their mailboxes. Extra flyers were also placed in high traffic areas, such as the
nursing stations and meeting areas. Finally, flyers and short informational sessions were
provided at three interdisciplinary team meetings, which included all the registered nurses,

38

chaplains, social workers, physicians, and nurse practitioners that work at the hospice. There
were additional opportunities to promote the project at quarterly employee meetings and
volunteer gatherings and all of these were also opportunities to gather input about the project and
create organizational buy-in. Lastly, a brief overview was prepared for those individuals who
approached the Principal Investigator (PI) to inquire about the project.
Individuals who were interested in participating in the research met with the PI at the
project site. The PI provided them with a copy of the approved informed consent form and
reviewed it with them. Participants were advised of the participation and anticipated time
requirements including educational dates and times and the total amount of time of the activities
in which they were required to participate (e.g., the educational intervention and pre, post, and
follow-up surveys). Obtaining informed consent was done prior to the survey/educational
intervention sessions. Participants were advised that participation was voluntary but that
attendance of two sessions and completion of three surveys was required to participate in the
study. Participants were also informed that in the future their participation was requested to assist
in the implementation of a sustainable CAM program at the project site. Obtaining consent was
done up to two weeks in advance of the educational intervention. The signed consent forms were
kept in a locked file in a locked office.
Project Sponsors and Resources
The main sponsor was an Organization that provides hospice services in South Carolina.
This Organization awarded a budget of $5000.00 to manage the project, which paid for the
project and all costs associated with it. Additional resources available to the PI included the
doctorally-prepared faculty mentors from Georgetown University plus the external doctorallyprepared project mentor. An experienced registered yoga teacher shared her expertise in the
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CAM modalities of meditation, yoga, aromatherapy, reiki, and other various self-care techniques
as a content expert and she was paid a fee of $3000 to develop and teach the educational
intervention. The educational intervention was held at the hospice project site and arrangements
were made for all necessary physical space and technological means, such as a projector and
computer. Additional CAM supplies such as essential oils, yoga mats and blocks, and an iPad for
audio/visual purposes were paid for by the Organization out of the awarded project budget.
Sample
The sample comprised employees and volunteers at the hospice facility, including both
the inpatient and the outpatient programs. There were two inclusion criteria: 1) participants had
to be adults age 21 and over; and 2) participants had to be able to speak English. The rationale
for including volunteers in this project is that, as previously noted in Chapter 2, many hospice
organizations have reported that volunteers serving as unpaid hospice personnel can deliver
CAM (Olotu, Brown, Lawson, & Barner, 2014). The project’s exclusion criteria were: those
individuals who were not working or volunteering within the hospice setting, such as students,
former employees/volunteers, or those individuals that worked in other non-hospice departments
of the Organization. Additional exclusion criteria were also those individuals who would be
unable to attend both education sessions or complete the pre, post and follow up surveys. It was
anticipated that in total there would be seven to twelve participants.
The PI used a convenience sample as the participants were accessible and readily
available (LoBiondo-Wood & Haber, 2010). The maximum number of participants was set at 20
due to space and material limitations for the educational intervention. All of the
employees/volunteers working within the Organization’s hospice were recruited and all those
interested in participating were invited to do so. There were 150 accessible employees/volunteers
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and it was anticipated that approximately 5-10% would agree to participate, yielding 7-15
participants.
Human Subject Review
The project was approved by both the Georgetown University Institutional Review Board
(IRB) and the Organization’s IRB through the Clinical Transformation program which oversees
all research conducted within the Organization.
Educational Intervention
The educational intervention was 14 hours of CAM training over two consecutive days. It
covered background on CAM in general and then, specifically, aromatherapy, art therapy,
breathing practices, massage, meditation, music/sound therapy, self-care/personal development,
and yoga (see Appendices B & C). These eight CAM modalities were developed/demonstrated
during the intervention and modified specifically for employees and volunteers of the hospice
with the understanding that the techniques learned needed to be appropriate for possible future
use with hospice patients and/or their family caregivers. The educational intervention was taught
by a private consultant with more than 30 years of experience in CAM who is a registered yoga
teacher (ERST) and has worked as a research investigator and program protocol provider for
several academic clinical studies on CAM through the support of National Institute of Health
grants.
This educational intervention was a blend of lecture and hands-on practicum using a
teach-back technique. Objectives included the acquisition of CAM mindfulness lifestyle skills
and tools, which help support a healthy mind and body through enhanced quality of life. Covered
topics included the history and effectiveness of mindfulness, yoga, and meditation including
techniques and practice sessions. Stress management and relaxation techniques with specialized

41

breath practices, aromatherapy, massage, and meditation were also included. Art therapy through
visualization and music/sound therapy were demonstrated for the participants and the importance
of self-care/personal development was discussed in small group activities.
Each participant also received a specifically designed handbook at the first day of the
educational intervention that covered all of the techniques taught with sample lessons for future
practice. Upon successful completion of the educational intervention and all three surveys, the
participants received a certificate of completion as a “CAM Champion” with future opportunities
to assist in CAM delivery at the project site.
Instrument
The literature search yielded one pre/post exposure survey used to assess KAP for CAM.
This survey was originally used to assess the attitudes of medical, nursing, and pharmacy
students towards CAM, their training needs, personal use of CAM, and perceived barriers to
CAM use (Kreitzer, Mitten, Harris, & Shandeling, 2002). This survey used a six-point semantic
rating scale with one representing very strong agreement while six represented very strong
disagreement. Content focused on eight main areas and included general demographics, general
attitudes towards CAM, barriers to use of CAM, CAM approaches: alternative or mainstream,
CAM resources, personal use, CAM approaches in practice, and overall comments (Kreitzer,
Mitten, Harris, & Shandeling, 2002). This validated questionnaire was utilized in two additional
studies related to KAP of CAM in educational intervention research among medical students. (Al
Mansour, M. A., Al-Bedah, A. M., AlRukban, M. O., Elsubai, I. S., Mohamed, E. Y., El Olemy,
A. T., ... & Mahmoud, W. S., 2015; Halterman-Cox, M., Sierpina, V. S., Sadoski, M., & Sanders,
C., 2009).
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The survey was used with permission from the instrument developer and adapted to allow
its use within this hospice setting. Addressing the project’s sample of employees and volunteers
vs. students was one way in which the survey was modified. Additionally, certain CAM
therapies were removed that would not be appropriate for hospice use or that would require
extensive training, equipment or pose potential safety risks, such as acupuncture. Once adapted,
the modified survey was sent to five doctorally-prepared nursing content experts familiar with
research and survey development and additional modifications were made based on their
feedback. Qualitative questions were added to the quantitative ones to enrich the information
obtained from participants. The same core questions were asked in the pre, post, and follow up
surveys so that responses could be matched for descriptive statistical analysis.
The pre-survey contained 18-questions that collected both quantitative and qualitative data
(see Appendix D). Questions one through six requested general demographic information about
participants. Questions seven and eight asked about the participant’s general knowledge about
eight different CAM therapies utilizing a five point Likert scale which ranged from 1, very poor,
to 5, very good, and what their primary source of obtaining CAM information was. The CAM
therapies included aromatherapy, art therapy, breath practices, massage, meditation, music/sound
therapy, self-care/personal development, and yoga. Question nine focused on examining
statements regarding the participant’s general attitudes about CAM, also using a 5-point Likert
scale, while the next set of questions asked about any personal and professional practice use of
CAM over a variety of time periods. Question 14 examined the participant’s perceived barriers
to use of CAM utilizing a five point Likert scale, which ranged from strongly disagree to
strongly agree. Participants were asked to review several statements and indicate how closely
each represented their general feelings about CAM. Some of the barriers listed were those found
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within the existing literature regarding CAM and were listed within the original survey that was
modified. This was done to verify if the findings were consistent with the known barriers to
implementation of CAM. Finally, questions 16 through 18, sought qualitative information by
asking about self-care practices such as mindfulness, healthy self-care techniques, any barriers to
those self-care techniques, and lastly, an open-ended question asking for additional comments
about CAM use within hospice.
The post-survey, given immediately after completing the educational intervention, also had
18-questions but differed from the pre-survey in regards to Questions 10 through 13, which
focused on participant’s personal and patient use practices over two periods of time (three weeks
and intent for future use) with the previously listed CAM therapies.
The follow-up survey, given approximately three months after the educational intervention
had 19 questions and differed from the pre-survey and the post-survey in questions 10 through
11 which focused on participant’s personal and patient use practices over the past three months
and intent to continue use with the previously listed CAM therapies. Finally, three additional
questions asked about the usefulness of the educational intervention, how the CAM information
provided impacted the participant’s life, and finally, how the CAM information might affect their
lives in the next five years.
Data Collection Procedures
The pre-survey was given immediately prior to the educational intervention on the
morning of day one, the post survey immediately after day two in the afternoon, and the follow
up survey approximately three months later. Surveys were in paper and done by hand. The
quantitative and qualitative data was entered into separate excel spreadsheets and kept within one
file that was password-protected.
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Every effort was made to keep any information collected confidential. In order to do so,
digital project data was kept in a password-protected file on the PI’s personal computer, which
only the PI could access. Additionally, paper project data was kept in a locked cabinet in the PI’s
locked office. Data was identifiable through a numerical code that linked all three-survey
responses together. Once the data was collected and analyzed, the participant’s unique numeric
code was removed from the survey forms and destroyed in the medical shred bins located at the
Organization. The participant’s name or other identifiable information was not included in the
final product or any publications that might result from this research project.
Data analysis. Quantitative data were analyzed utilizing the 2016 version of SPSS 24
and, because of the small sample size, comparisons across time were analyzed using Friedman’s
test, the nonparametric equivalent of repeat measures ANOVA and in some instances a
Wilcoxon signed ranks test that is the nonparametric equivalent of paired samples t test was
utilized. A statistician was available for the quantitative analysis.
Qualitative data were analyzed using a method described by Glaser, Strauss, and Strutzell
in their strategies for qualitative research and, specifically, the editing analysis style (Glaser,
Strauss, & Strutzel, 1968). The PI initially identified key words or phrases in each of the
responses to each of the questions, and at the same time initially identified potential anonymous
quotations that could be used in the thesis. The PI then identified categories of responses across
the question and coded the responses to identify the frequency of categories. The PI then used
these categories to review the transcriptions and synthesize the findings by categories. As a form
of peer review, and to minimize researcher bias, the PI’s primary mentor, also reviewed the
qualitative data.
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Conclusion. Within this chapter, the methods to investigate the PICOT question were
provided including identifying the project design, sample, and recruitment plan. The project
sponsors and resources available for the project were discussed and the educational intervention
and instrument were explained. Finally, the data analysis plan was reviewed in brief.
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Chapter 4 –Results

In this chapter, demographic data are described and an analysis of both quantitative and
qualitative data are provided. A review of the key results is described including information
about the participants and a summary of findings and outcomes about their general knowledge,
attitudes, and practices related to CAM use in hospice. Next, an examination of the perceived
barriers to CAM use is discussed. Finally, a brief conclusion is offered.
Participant Demographics
A total of eight individuals met the inclusion criteria and participated in the project
completing all three surveys and both days of the educational intervention. One additional
participant completed the pre-survey and attended day one of the educational intervention, but
failed to return for day two. As such, those survey responses were removed from the data
analysis as dictated by the project protocol submitted to the IRB.
Of the eight participants who participated, three were volunteers and five were hospice
employees. The employees consisted of two registered nurses, one advanced practice registered
nurse, one social worker, and one individual from the spiritual care department. All participants
were women who identified as Christian; they ranged in age from 36 to 62 years. Seven of the
eight participants self-identified as Caucasian while one self-identified as multi-racial. In terms
of education, 50% of the participants held a master’s degrees, while the remaining participants
held associate degrees (25%), bachelor degrees (12.5%), or were High School graduates or GED
holders (12.5%). Because of the small sample size, the quantitative and qualitative data is
reported for the group of eight participants.
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Summary of Findings and Outcomes
Analysis of both qualitative and quantitative data demonstrates that the two-day
educational intervention did improve the knowledge, attitudes, and practices regarding
complementary and alternative medicine among employees and volunteers at a hospice, although
these were at moderately high levels to begin with. The exception to this was self-care/personal
development, which did not change significantly after the educational intervention, but was
identified by participants as an area that they had a knowledge level of at least fair to good to
very good beforehand. While participants recognized the importance of self-care, most
responded that they failed to engage in self-care, citing lack of time as the most significant
barrier. Participants seemed to acknowledge the importance of self-awareness and integrating
this mindfulness with healthy habits such as exercise and diet. After the educational intervention,
participants were able to identify types of CAM, the potential benefits of CAM, and were
thankful for the training, finding the new knowledge useful.
With regards to general attitudes about CAM, there were significant changes in four of
the attitudes: an increase in agreement for the integration of CAM, in seeing the benefits of CAM
for conventional practice, in CAM holding promise, and knowing about CAM is important to
them in their employee/volunteer role at hospice. All of these items moved from agreement
toward strong agreement. Mindfulness as a attitudinal concept continued to trend positively
towards the ideas of self-awareness, presence, and intentional thought.
With regards to both personal and professional CAM practices, for those that responded,
ongoing intent to personally use ranged from 60% to 100% across the eight CAM therapies.
Intent for continued patient use amongst the different time periods was higher, 80-100% , across
the eight therapies. The three largest barriers cited were lack of insurance coverage for CAM
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services, lack of CAM providers, and lack of CAM training. Despite these barriers, there was an
overall intent to use CAM learned in the educational intervention by the participants.
Analysis of Quantitative Data
In general, the data that has been collected within the surveys allows for testing of the
cause and effect among and between variables, which is measured against the research question
(LoBiondo-Wood & Haber, 2010). The data collected within nursing research generally
considers a probability less than 0.05 to be considered statistically significant (LoBiondo-Wood
& Haber, 2010) therefore, an alpha of 0.05 for statistical significance has been used as the
marker for these analyses.
Knowledge About Complementary and Alternative Medicine
Before the educational intervention, the average score across the eight modalities was
2.72, which equates to a knowledge level just below fair and ranged from 2.25, poor, to 3.29, fair
(see Appendix E). The individual CAM therapy with the lowest mean knowledge score in the
pre-survey was art therapy, 2.25, the highest was self-care/personal development at 3.29.
After the education intervention, average general knowledge about CAM increased from
2.72, just below fair, to 3.84, just below good and results for the individual CAM modalities all
showed statistically significant increases except for self-care/personal development (see
Appendix E). The mean knowledge values across the CAM modalities ranged from 3.75 to 4.00.
Self-care/personal development, which had had the highest knowledge rating before the
intervention, had the smallest increase after the intervention, going from 3.29 to 3.86 while the
largest increases were art therapy’s scores going from 2.25 to 3.75, massage going from 2.63 to
4.00, and meditation going from 2.63 to 3.88). Knowledge of breath practices scored good after
the educational intervention, but the change was not as large as that of the massage scores.
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Knowledge levels of the eight CAM modalities during the follow-up survey period, three
months after the educational intervention, were maintained. The average was 3.88, a slight
increase vs. the 3.84 immediately following the educational intervention where the p value from
pre-survey to follow-up survey was .007. The largest change was in the knowledge score for
yoga, 3.75 to 4.13 and this was also the highest follow-up score as well (see Appendix E).
Before the educational intervention, most participants had learned of CAM from friends
and family, 75%, followed by the internet/web site, 50%. After the educational intervention,
there was a significant increase in the percentage of participants who obtained information from
books, from 12.5 to 25%, and a slight decrease in information obtained through friends/family,
from 75 to 62.5%. Three months later, information obtained through books increased
substantially to 75% (p=.015), while information obtained through friends/family decreased to
25% (see Appendix F).
Attitudes About Complementary and Alternative Medicine
The view of CAM was already favorable among the participants before the educational
intervention with positive statements scoring in the low to mid 4’s reflecting agreement towards
CAM use (see Appendix G). The most agreed with statements were health professionals should
be able to advise their patients about commonly used CAM methods (4.50), knowledge about
CAM is important to me as an employee/volunteer (4.38), and CAM practices should be
included in my employee/volunteer orientation (4.29). Agreement scores were correspondingly
low for negative statements with CAM is a threat to public health scoring only a 1.63, and while
a few CAM approaches may have limited health benefits, they have no true impact on treatment
of symptoms, conditions and/or diseases scoring only a 2.25 .
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After the educational intervention, the largest change in attitude was for the statement the
results of CAM are in most cases due to a placebo effect, from 3.00 to 2.25, as participants
moved from undecided to disagreement with this statement (see Appendix G). The next largest
change was for the statement CAM includes ideas and methods from which conventional
medicine could benefit, which went from 4.13 to 4.75. Positive changes in attitudes were
expressed for five other statements with minor improvements shown in participant’s attitudes
towards CAM. Interestingly after the educational intervention there was no change in two of the
negatively skewed statements: CAM therapies not tested in a scientific manner should be
discouraged (2.75 to 2.75) and CAM is a threat to public health (1.63 to 1.63). This was also true
of two of the positively skewed statements: health professionals should be able to advise their
patients about commonly used CAM methods (4.50 to 4.50) and CAM practices should be
included in my employee/volunteer orientation (4.29 to 4.29). These statements were the most
agreed with prior to the educational intervention.
Positive attitudes towards CAM increased in the follow up survey. Attitudes towards
health care should integrate the best conventional medicine and CAM practices, participants
responded favorably with mean scores increasing from 4.25 in the pre-survey to 4.50 in the postsurvey and lastly achieving a score of 4.88 three months later (p=.022). Similar positive trends
were noted for the statements, CAM includes ideas and methods from which conventional
medicine could benefit (4.13 to 4.75 to 4.88, p=.016), while we need to be cautious in our claims,
a number of CAM approaches hold promise for treatment of symptoms, conditions and/or
diseases (4.13 to 4.38 to 4.88, p=.009), I hope to have some CAM practices available to patients
in hospice (4.33 to 4.67 to 4.83, p=.174), and knowledge about CAM is important to me as an
employee/volunteer (4.38 to 4.63 to 4.88, p=.050). All five of the previous attitude statements
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scored better than agree in the pre-survey and in post-survey and follow-up survey, attitude
scores demonstrated an increase in mean to almost strongly agree. Furthermore, four of these
five previously mentioned statements demonstrated values that were of statistical significance
(see Appendix G).
Additionally, there were two statements that showed an increase in scores during the
follow-up survey but where the pre and post-survey attitude ratings had the same mean score:
health professionals should be able to advise their patients about commonly used CAM methods
(4.50 to 4.50 to 4.88, p=.105) and CAM practices should be included in my employee/volunteer
orientation (4.29 to 4.29 to 4.71, p=.105). Here the ratings increased from agree towards strongly
agree suggesting that participant’s attitudes towards CAM were already quite favorable and that
three months later they were even more favorable. The only statement where attitudes did not
change from the post to follow up survey was while a few CAM approaches may have limited
health benefits, they have no true impact on treatment of symptoms, conditions and/or diseases
(2.25 to 1.88 to 188, p=.311), showing that participants moved from disagree to strongly disagree
and maintained that at follow up.
There were two statements that scored the same mean in the pre and post-surveys but
trended from almost undecided towards disagree and strongly disagree: CAM therapies not
tested in a scientific manner should be discouraged (2.75 to 2.75 to 2.63) and CAM is a threat to
public health (1.63 to 1.63 to 1.38).
Personal Use of Complementary and Alternative Medicine
Before the educational intervention, participants had some degree of personal experience
with the various CAM therapies. All reported some self-care/personal development in the past
year, with fewer having experience in the modalities of massage, art therapy, yoga, and
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meditation. At least 50% had some degree of personal use with music/sound therapy,
aromatherapy, and breath practices (see Appendix H).
After the educational intervention, there were no significant differences in personal CAM
usage and the intent to use in the future ranged from 25% for art therapy to 100% for breath
practices (see Appendix H). An equal number of participants indicated that they had either not
decided or they did not intend to use massage and music/sound therapy in the future (12.5%).
With regards to yoga, 37.5% of participants had not yet decided about personal usage in the
future while 12.5% had decided not to use (see Appendix H).
Three months later, per the follow-up survey, at least 50% of the participants had used
one of the CAM therapies. When asked about intent to continue use, of those that responded,
100% indicated they would continue to use breath practices, meditation, and self-care/personal
development. At least 60%, said that they would continue to personally use art therapy, massage,
and yoga, while at least 80% indicated that they would continue to use music/sound therapy and
aromatherapy (see Appendix H).
Use of Complementary and Alternative Medicine with Patients
Before the educational intervention, none of the participants had used art therapy or yoga
with their patients in the past year or three months (see Appendix I). A small number of
participants used meditation and self-care/personal development to encourage quality of life and
focused mindfulness for the patient (12.5% in the past year, 12.5% in the past three months)
while two used aromatherapy. More than a third of participants utilized breath practices,
massage, and music/sound therapy consistently in both time frames.
In the post survey, none of the participants had used aromatherapy, art therapy,
meditation, or yoga with their patients in the past three weeks. However, for all eight therapies
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there was at least a 25% intent to use in the future while the highest percentage with no intent to
use was 37.5% for yoga (see Appendix I).
Three months after the educational intervention, the highest use on patients was massage,
50%, followed by aromatherapy, breath practices, and music/sound therapy, 37.5%, and art
therapy and self-care/personal development at 25% each. None of the participants had used
meditation or yoga with patients in the last three months. However, most participants intended to
use each of the eight modalities in the future. Of those that answered, all intended to continue
aromatherapy, breath practices, and massage with patients and most intended to continue art
therapy, meditation, music/sound therapy, self care/personal development, and yoga with
patients.
Barriers to Use of Complementary and Alternative Medicine
Before the educational intervention, the three barriers participants agreed with the most
of the seven provided were lack of CAM training, 4.25, not enough CAM providers available,
4.00, and lack of insurance coverage for CAM services, 3.88 (see Appendix J). This did not
change after the intervention or three months later during the follow-up survey period.
Analysis of Qualitative Data
Qualitative (open-ended) questions were included in all three surveys (pre, post, and
follow-up) and content validity was utilized as a means to verify that the themes represent the
information obtained through the use of the instrument (LoBiondo-Wood & Haber, 2010). The
responses to the qualitative questions contributed further perspective on attitudes and practices
regarding CAM in hospice and were fairly consistent across the three surveys (see Appendix K).
Responses to the question, what does the term mindfulness mean were categorized into three
groups: self-awareness, presence, and intentional thought. Specific comments included:
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“mindfulness is a "state" that allows you to be present in the moment focusing only on a
particular aspect, in my opinion”, “being in tune with yourself, surroundings & others”, and
“being aware of something and taking actions to do it appropriately”.
There were four categories of response to the question asking participants to describe
healthy self-care techniques used to nurture and care for themselves: healthy eating, drinking
more water, limiting tobacco/alcohol use, and engaging in various forms of physical activity.
Examples of responses were: “increasing water intake, taking quiet moments & exercise” and
“try to go to gym, quit smoking, baths (hot)”. However, while many participants identified
healthy self-care techniques, one participant noted “sadly, none of the above” in the pre-survey
but after the education intervention reported that, “I haven't really been doing anything - but hope
to incorporate some of the practices taught in this training”.
With regards to barriers of CAM use, respondents noted busyness, lack of time, and poor
self-care. One mentioned that a major barrier was “time - taking time off for self” while another
stated factors such as “low energy, talking myself out of exercise, not planning” as a significant
barrier to self-care techniques. A few participants also included words like “laziness”, “fatigue”,
and “negative self-talk” as possible barriers, but these were infrequent. Finally, one participant
noted “lack of information on therapies” and “lack of verified resources” were barriers to use in
the pre-survey while another cited “cost” as a factor in the follow-up survey.
Those participants who took the opportunity to make additional comments regarding
CAM in general offered statements such as an increased desire and interest to learn more about
CAM. Interestingly, one of the participants noted that she was “open to some types of CAM, but
skeptical of others” in the pre-survey. However, after the educational intervention, in the post
survey, this same participant acknowledged the “benefits of CAM” but that “yoga may be too

55

advanced for some patients”. Additionally, after the educational intervention, respondents
utilized phrases like “awareness of CAM to empower” and “excitement for CAM for patients
and staff” and several identified an interest in learning more about aromatherapy specifically.
One participant acknowledged lack of self-care with an increased desire to learn more about
CAM.
In the follow-up survey, in response to questions about the usefulness of the educational
intervention, participants indicated that it was “very useful/helpful/beneficial”, “easily
understood”, and “provided new knowledge”. Overall, of those that responded, all tended to be
“thankful for the information”, and most commented in the follow-up survey about the “benefits
of some CAM”.
Additionally, the participants shared that they felt “better equipped” in day-to-day life
interactions, understood the “importance of self-care”, and had realized the “benefits of CAM”.
Further still, all of the respondents indicated their intent to use CAM in some capacity. Finally,
some participants indicated that they had expanded their knowledge regarding CAM and were
interested in ongoing education about CAM.
Conclusion. The findings of this project indicate that a two-day educational intervention
did improve participants’ knowledge, attitudes, and practices regarding CAM among employees
and volunteers at an inpatient hospice. The quantitative and a qualitative data collected enabled
exploration of the KAP regarding CAM among employees and volunteers and helped to identify
and strengthen the capacity of potential CAM Champions who could assist in implementation of
a sustainable future CAM program at this hospice. This chapter has focused on data analysis as
well as a providing a brief summary of the findings/outcomes.
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Chapter 5 – Discussion and Conclusions

This chapter presents a brief discussion of findings, followed by the project limitations.
Next, the implications for practice, education, research, and policy dissemination are reviewed.
Finally, recommendations for practice for further study are offered.
Demographics
Although, there were only eight participants, the demographic data revealed results that
were in part expected based on the demographics of the potential sample at this hospice. All
participants were women who identified as Christian; from 36 to 62 years of age and Caucasian.
This is likely because the majority of employees and volunteers at the project site are Christian
women within that age range and racial background. Half, 50% of the participants held a
master’s degree, while the remaining participants are associate, bachelor, or HS grad/GED
prepared with eight participants accounting for three volunteers and five employees. This
information is consistent with the observed characteristics of the employee/volunteers at the
project site. In this respect, then, though the sample was small, it was representative of those
working and volunteering at this hospice. It was also similar to that of findings in previously
conducted studies about the demographic results of those United States hospices that use CAM
(Barnes, Bloom, & Nahin, 2008; Naja et al., 2015). For example, a 2007 study determined that
similar to the participants in this project, women of these ages, race/ethnicity, and with higher
levels of education were among adults that most often used CAM (Barnes, Powell-Griner,
McFann, & Nahin, 2008). Additionally, because many of the participants have higher levels of
education, it is likely that they have higher levels of income because according to the United
States Bureau of Labor Statistics there is a correlation between educational attainment and
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increased earnings and decreased unemployment (Vilorio, 2016). Higher income is also a factor
positively associated with CAM use as pointed out in the 2007 National Health Interview Survey
(NHIS) that surveyed 23,393 American adults aged 18 years or older regarding their health- and
illness-related experiences (Barnes, Powell-Griner, McFann, & Nahin, 2008). This survey was a
follow up survey to the 2002 survey which also included a section on CAM use and enabled the
tracking of CAM use trends including most often used CAM types. This information coupled
with other hospice CAM studies were critical in establishing the types of therapies to be utilized
in the two-day educational intervention.
Discussion of Quantitative Findings
There were three main areas of quantitative findings obtained through the surveys
including knowledge, attitudes, and practices of the participants. In some instances, the questions
were identical throughout all three surveys, while in others there were minor variations to
attempt to measure the impact the educational intervention had on changing KAP about CAM.
Knowledge
In general, knowledge about CAM in almost all areas increased significantly after the
educational intervention and was maintained at follow up. This indicates that the education
sessions as an intervention were effective in providing education to participants and were
enduring in that results were sustained more than three months later. There were increases in
knowledge for seven of eight areas of CAM practice that were statistically significant. The only
area that did not meet statistical significance for change in knowledge levels was the area of selfcare/personal development. This may mean that participants believed that their knowledge level
in this area was already high as it was also the only therapy that did not significantly change as a
result of the two-day intervention. Coupled with some of the open-ended questions, it appears
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that the participants understand the value of self-care/personal development but, as will be
discussed below, have difficulties making this happen.
With regards to sources of information about CAM, there was a significant increase in
the percentage of participants who obtained information from books from pre-intervention to
follow-up. This may be in part due to the presence of CAM books at the educational
intervention, as well as their general use throughout the intervention. For example, there were
several generalized CAM books available on the CAM cart for participants to peruse during
break periods of the two-day intervention plus a list of resources provided including a number of
books. The availability of these books within the classroom plus the use of a handbook provided
to each participant during the educational intervention, may have encouraged participants to
consider books as their primary source of CAM information.
Attitudes
Overall, the view of CAM was initially already favorable among participants and in
general they agreed with positive statements and disagreed with negative statements about CAM.
These statements are of particular interest as they also demonstrate a positive attitude towards the
use of CAM. In situations where CAM was projected in a negative light, disagreement grew
stronger indicating that the participant’s attitudes may have grown more positive about the
benefits and use of CAM. These findings are consistent with the literature that demonstrate that
attitudes about CAM are generally positive but that lack of knowledge and other barriers impact
the ability to utilize CAM (Li-chun & Li, 2004; Naja et al., 2015; Olotu, Brown, Lawson, &
Barner, 2014; Running, Shreffler-Grant, & Andrews, 2008; Van Hyfte, Kozak, & Lepore, 2014).
Practices
When examining the participant’s personal use of CAM, the combination of time periods
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in the pre-survey and follow-up survey allowed for an examination of a period of six months
retrospectively and then the future. Here, there were no significant differences in the data
between surveys, which may be due to the small sample size. However, it is not surprising that in
the post-survey, in all eight areas of CAM, there was an increase in personal usage in the last
three weeks since all participants successfully completed the two-day intervention covering this
material. It is however, a surprise that with regards to intent to use in the future, all of the
participants indicated that they would use breath practices in the future and seven of the eight
responded that they would use aromatherapy and self-care/personal development techniques.
These numbers indicate a high percentage of participants willing to use these CAM techniques in
the future, which is promising for possible sustained use. There may, however, have been
executional problems with the surveys as a number of participants left questions unanswered
suggesting they may not have understood the instruction to select two options, which could
possibly be due to the physical paper layout of the survey. Finally, because these question asked
about different periods of times at each survey, it was difficult to compare across all three times
from pre, post, and follow-up surveys.
Results for CAM use with patients were similar to those of participant’s personal use of
CAM, indicating no significant differences in CAM therapies across the different time periods.
However, the intent to continue use was higher in that it ranged from 80-100% in all eight
therapies. This means that the participants intend to use CAM in the future with their
patients/families which is evidence that there is interest in providing CAM at the project site.
These results were similar to evidence already available about CAM popularity and use.
Massage +/- use of aromatherapy and music/sound therapy were modalities that participants used
or intended to use with patients in the future in other studies (Ananth, 2011; Demmer, 2004;
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Kozak et al., 2009; Oneschuk, Balneaves, Verhoef, Boon, Demmer, & Chiu, 2007; Running,
Shreffler-Grant, & Andrews, 2008). Additional comparisons and contrasts about breath practices
and meditation are difficult to make as the definitions of these CAM therapies are not
standardized amongst the literature nor are they explicitly researched within hospice.
Although, utilization of yoga as a CAM therapy was observed within the general
population of CAM users, it was not identified amongst CAM users in the hospice studies
reviewed (Demmer, 2004; Halm & Katseres, 2015; Kozak et al., 2009). Within this project, it is
important to note that intent to use yoga and patient use rates differed from personal intent to use.
This is likely because, even though taught at a novice level, some of the yoga poses may be too
rigorous for hospice patients. This is supported by qualitative responses whereby two
participants noted that “there was too much focus on yoga” and that “yoga poses may be too
advanced for hospice patients”. Thus, yoga would likely not be a primary offering for a CAM
program at the project site, but might continue to be offered for employees and caregivers given
that there appears to be an interest in this area.
In examining the barriers to use of CAM, the participants identified finances, people, and
education as the areas that lacked support. This is consistent with the literature about CAM
offerings in hospice and hospice provider concerns over existing insurance coverage (Bercovitz,
Sengupta, Jones, and Harris-Kojetin, 2011; Bonacchi et al., 2014; Dain, Bradley, Hurzeler, &
Aldridge, 2015; Kozak et al., 2009; Olotu, Brown, Barner, & Lawson 2014).
Next, the confirmed barrier of a lack of CAM providers acknowledges that there is a
deficit of those trained in these services and a “lack of CAM training” indicates the need for
additional educational opportunities, which is also a common finding within the literature (Lichun & Li, 2004; Naja et al., 2015; Olotu, Brown, Lawson, & Barner, 2014; Running, Shreffler-
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Grant, & Andrews, 2008; Van Hyfte, Kozak, & Lepore, 2014). Thus, the findings generated
from this project are in alignment with the existing literature as discussed in Chapter 2 that reveal
significant barriers to CAM delivery in hospice.
The one barrier identified in the literature that did not seem to be an issue within this
project’s findings is resistance towards CAM utilization (Ezeome & Anarado, 2007; Lengacher
et al., 2002; Leppin, Fernandez, & Tilburt, 2016; Oneschuk, Balneaves, Verhoef, Boon,
Demmer, & Chiu, 2007; Poonthananiwatkul, Howard, Williamson, & Lim, 2016). Here, as
previously discussed, attitudes about CAM as a treatment option were generally favorable and
while the sample size was small and the educational intervention was voluntary, only one
participant voiced skepticism about CAM. However, after the educational intervention, there was
an indication that benefits of CAM had been observed by this participant and there were no
further comments that could be construed as resistance. This is encouraging in that this small
group of participants as identified from this project are potential advocates as CAM Champions
at this project site.
Discussion of Qualitative Findings
Throughout the surveys, participants described mindfulness as self-awareness coupled
with intentional thoughts. Additionally, participants began to include CAM by name as healthy
self-care techniques including massage, yoga, aromatherapy, and breathing techniques. Barriers
to engaging further in these efforts of self-care/personal development included lack of time and
yet participants indicated favorably that they intended to continue CAM use. Both the literature
and this project showed similar findings in that there is an interest in CAM offerings on the part
of employees and volunteers working in hospices, and yet lack of knowledge is a significant
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barrier to such practices. A review of the project findings showed that the two-day educational
intervention was useful as stated by the participants.
Summary and Discussion of Key Findings
Overall, CAM knowledge increased and was sustained through follow-up as result of the
educational intervention. Additionally, attitudes about CAM trended favorably yet education and
lack of time continued to be an ongoing barrier to CAM use which was likewise found in many
studies reviewed (Demmer, 2004; Olotu, Brown, Lawson, & Barner, 2014; Van Hyfte, Kozak, &
Lepore, 2014). Finally, the project findings revealed that use of CAM services are desired both
personally and professionally. Barriers to provision of CAM services exist but by creating
employee/volunteer CAM Champions and providing them with information, CAM services can
be offered within the hospice setting. A formalized CAM program can contribute to evidencebased medicine by developing CAM assessments and data tracking to contribute to the body of
knowledge. This is absolutely critical because as the research shows limited evidence-based data
is impacting advancement of CAM as a legitimate treatment modality (Demmer, 2004; Deng et
al., 2013; Lewis, de Vedia, Reuer, Schwan, & Tourin, 2003; Zeng, Wang, Ward, & Hume,
2017). Additional research efforts will allow for contributions towards valuable data collecting
and hopefully move CAM towards developing credibility within the scientific community.
Therefore, the research question has been answered in the affirmative and both objectives have
been met: The two-day educational intervention does improve the knowledge, attitudes, and
practices (KAP) regarding CAM among employees/volunteers at a hospice. KAP regarding
CAM among employees/volunteers at this hospice has been explored and potential CAM
Champions who could assist in implementation of a sustainable CAM program have been
identified.
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Limitations
There were three major limitations in this project. First, the small sample size of eight
coupled with the homogeneous nature of the participants, i.e.: Caucasian women aged 36 to 62
years of age is a limitation. Because of this small sample size, it is also difficult to protect the
identity of individual participants.
The second limitation is that it is likely that the participants who agreed to participate in
the project already had an interest in CAM. Therefore, the favorable attitudes they expressed
regarding CAM may already have been a result of their own experiences with or positive interest
in CAM and not a result of the educational intervention. Additionally, because this was a
convenience sample, those who were keen to learn about CAM use in hospice may have agreed
to participate. This would have resulted in the relatively high attitude ratings prior to the
educational intervention.
Finally, the third limitation is in the limited evidence base for this topic. In many cases,
the available studies were five years old or older. Additionally, very few were of the highest
level of evidence and most were only deemed as “limited quality patient-oriented evidence”
(Ebell et al., 2004, p. 551).
Implications for Practice
The findings of this project will assist in the formation of CAM practice at the hospice
site where the project was held. This information shall be used to develop a CAM program to be
implemented and then supported by the CAM Champions who completed the two-day
educational intervention. Thus, for this hospice, it will shape care delivery that will hopefully
impact quality of life for employee/volunteers and the patients/families they serve. Feedback
obtained from the series of surveys will assist in developing this CAM program. For example,
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information provided by the participants such as “would like more training in use of
aromatherapy - specifically uses of different essential oils for specific indications (not just "this
smells good")” can help shape additional training sessions.
Additionally, critiques such “yoga (poses) may be too advanced” and “felt like it focused
too much on yoga” will enable development of a more feasible CAM program. It is hoped that
by incorporating these findings and developing a CAM program at this hospice that this model of
implementation can be translated into other areas of practice within the health system and to
other hospices within the community.
The findings of this project confirmed that there is an interest by these participants to
learn more about CAM and that perhaps participation in this project has encouraged that sense of
inquiry into ongoing use of CAM at their hospice. Regardless, the interest of the participants to
engage in this project and their commentary about intent to utilize CAM in the future is in
alignment with existing studies that demonstrate an increased desire for individuals to learn
about CAM which is generating ongoing patient demand to receive CAM as part of their heath
care plan (Ananth, 2011; Clarke, Black, Stussman, Barnes, & Nahin, 2015; Halm & Katseres,
2015). Additionally, these project findings demonstrate that the lack of CAM providers and lack
of CAM training are barriers to implementation and as such ongoing educational opportunities
such as the one provided for this project, need to continue. Additional education is fundamental
not only to the success of this CAM program but also to dissemination of CAM in general. For it
is generally well accepted that the typical educational experience of health care providers does
not include training in the area of CAM. However, as the previous examination of literature has
shown, the desire of Americans to utilize CAM in their health care routine is increasing with
approximately 38 % of adults (about 4 in 10) using as of 2007, which is an increase from 36 % in
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2002 (Barnes, Powell-Griner, McFann, & Nahin, 2008). This continued growth in the use of
CAM necessitates ongoing education to meet the needs of the American people and those that
serve them in a health care capacity.
The findings of this project indicate that there should be further research related to
knowledge, attitudes, and practices with respect to CAM, specifically experimental design
studies that are designed to yield the highest levels of evidence. At the present time, the strength
of recommendations regarding CAM, based on current studies, cannot be established because
most of the studies available are only of “limited quality patient-oriented evidence” (Ebell et al.,
2004, p. 551). As such, more research needs to be conducted to establish the benefits of CAM
use. More specifically, additional research needs to be conducted to establish CAM benefits at
end-of-life for potential symptom management benefits but also for improvement in quality of
life aspects particularly since limited quantity of life is known in this patient population. Because
of the vulnerable nature of the end of life population, it is extremely important that research
studies be performed by those experienced in managing the sensitive issues identified in these
types of patients/families.
Finally, implications for policy dissemination exist not only an organizational level but
also state and federally, as well. At the organizational level, the hospice will begin to establish
local policies and disseminate them to employee/volunteers in order to engage in CAM delivery
in a safe and organized manner. From a state and federal perspective, ongoing research findings
will assist in driving the creation of policies to guide CAM delivery. One way in which this will
be accomplished is through the efforts of the NCCIH, as evidenced by their 2016 Strategic Plan
whereby they lay out five core objectives to strengthen CAM integration. These objectives
include advancing fundamental science and methods development, improving care for hard-to-
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manage symptoms, fostering health promotion and disease prevention, enhancing the
complementary and integrative health research workforce, and disseminating objective evidencebased information on complementary and integrative health interventions. The National Institute
of Health has declared that CAM has been used for thousands of years for health and well-being
purposes however, well-designed and rigorous studies are lacking resulting in uncertainty about
the safety and effectiveness of many CAM therapies (National Institute of Health, 2013).
Recommendations for Practice and Further Study
Combining recommendations for practice with further study is the way in which CAM
can become integrated into hospice care. These integration efforts can offer vital services that are
in demand by those who are sick and dying. However, both research data to further demonstrate
the efficacy of CAM use in hospice, as well as adequate financial support are necessary. Existing
data with only low to medium grade evidence and anecdotal commentary is not enough to
support a culture of CAM acceptance. Scientific data, coupled with ongoing evidence-based,
quality practice, will contribute to more consistent care delivery and documented outcomes.
This, in turn, will inform decision-making regarding third-party support for public and private
sector reimbursement for CAM providers. If such changes in reimbursement policies are made,
this financial support will allow hospices to add CAM services. Expanded health care coverage
for CAM services, particularly by Medicare as the primary public funding source, is vital, as is
the expansion of funding for research related to the efficacy of CAM for those at the end of life.
Given that reimbursement policies increasingly require that providers be certified or
otherwise demonstrate capacity to perform clinical services, this change in policy will also result
in a larger proportion of employee/volunteers becoming skilled in CAM services. Irrespective of
changes in reimbursement policies, given that CAM can promote quality of life among hospice
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patients, increased education and skills enhancement of CAM for employees and volunteers is
necessary.
Conclusion. Provision of care including options such as CAM to manage symptoms is
desired by hospice patients and their families. As a hospice care provider, the Organization has
the opportunity to contribute to potentially impact the quality of life of patients and their
families. Furthermore, providing CAM may have a secondary effect of improving the quality of
life of those employee/volunteers providing the CAM treatments. This study of the knowledge,
attitudes, and practices of CAM within the hospice setting, coupled with the implementation of
an educational intervention, has yielded invaluable information that can by used by the
Organization to guide its expansion of CAM services, and integration of these services with the
current array of care, to meet the needs of its patients.
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Appendix A
Search Strategy
Search Limiting Phrases

Additional Methods to Find
Articles

Ovid MEDLINE, PubMed MEDLINE,
CINAHL, Embase, Cochrane Central
Register of Controlled Trials, and
Cochrane Database of Systematic
Reviews: Full text, English language,
human, adult, 2000 - current.

Hand Search of Reference
Lists
Assisted Search by Medical
Librarian
Assisted Search by Mentor

Reasons for
Exclusion
Poorly written

Articles
Reviewed:
58

Biased

KAP and Hospice: 0

KAP and CAM and Hospice: 0

Duplicates

KA and CAM: 2

Too Old

A and CAM: 1

KAP and CAM: 13

Hospice and/or Palliative Care and CAM: 23

Symptom Management and Quality of Life: 2

CAM and Symptom
Management: 17
Type of Articles Reviewed

Level of Evidence According to SORT Method
Level 1 “good-quality patient-oriented evidence”: 2
Level 2 “limited-quality patient-oriented evidence”: 46

RCT: 2
Cross-Sectional Descriptive: 42
Systematic Reviews: 2

Level 3 “other evidence such as a consensus guideline,
opinion, or usual practice”: 9

Literature Reviews: 3

Not Graded but Included: 1

Clinical Experience/Opinion: 9
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Appendix B
Educational Intervention Outline Day One
SATURDAY June 3rd, 2017
9:30-10:00am
10:00-10:15am
10:15-11:15am

11:15-12:15pm
12:15-1:00pm
1:00-2:00pm

2:00- 3:30pm

3:30-4:30pm
4:30-5:00pm
5:00-5:30pm

Study Orientation and Survey
Introduction, Sharing, and Centering Practice
Overview Integrative Mindfulness Training for Hospice
Topics: HISTORY OF MINDFULNESS, YOGA AND
MEDITATION
MEDITATION – What is Meditation. Uses and benefits of meditation.
YOGA –What is Yoga. Uses and benefits of yoga. STRESS – Anatomy
of stress, stress checklist. MUSIC and SOUND THERAPY
PRACTICE CLASS - Centering, gentle yoga exercises, postures,
mindfulness techniques, relaxation, breath, meditation
LUNCH/BREAK
Topics: PRANAYAMA (Breath Practices) - Techniques and benefits,
the breath-mind-body connection. Diaphragmatic, Three Part Complete,
Ocean Breath
YOGA PHILOSOPHY & PSYCHOLOGY - Yoga sutra, Mindfulness
lifestyle
PRACTICE CLASS - Centering, gentle yoga exercises, postures,
mindfulness techniques, relaxation, breath, meditation
MINDFULNESS LIFESTYLE and YOGA PHILOSOPHY Practice and theory and why it works. External/Internal Identification
vs. Situational Identification. Methodology of sharing mindfulness
practices with clients
PRACTICUM
ENERGY EXERCISES, RESILIENCY and ENERGY LEAKS Resiliency builders, Energy leaks practice
Discussion, Sharing and Questions

Utilized with permission from educational intervention creator, Ms. Diane Speer, ERST.
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Appendix C
Educational Intervention Outline Day Two
SUNDAY June 4th, 2017
11:30-11:45am
11:45-12:30pm

12:30-1:30pm
1:30-2:00pm
2:00-3:00pm

3:00-4:00pm
4:00-4:30pm
4:30-5:30pm

Centering Practice
Topics: SELF CARE TECHNIQUES - Caretakers Care: Self Massage
(Lymph, hands, feet, face, shoulders, neck)
YOGA PHILOSOPHY and MINDFULNESS as a LIFESTYLE Yoga sutra, Mindfulness lifestyle for the caretaker. ART THERAPY Mandala slide show and discussion on Artistic activities
PRACTICE CLASS - Centering, gentle yoga exercises, postures,
mindfulness techniques, relaxation, breath, meditation
LUNCH/BREAK
Topics: PRANAYAMA – (Breath Practices) Lions, Sleep, and Bee.
AROMATHERAPY – Oil uses, benefits, and cautions.
INTRODUCTION to the CHAKRAS - What are the Chakras & how
do they relate to the body and mind. AFFIRMATIONS – What are
affirmations & how to use them. MEDITATION with
AROMATHERAPY, CHAKRAS & AFFIRMATION. MINDFUL
TEA MEDITATION
PRACTICUM
INTRODUCTION to YOGA NIDRA
Study Survey & Sharing, Questions, Wrap up and Closure

Utilized with permission from educational intervention creator, Ms. Diane Speer, ERST.
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Appendix D
Knowledge, Attitudes, and Practices of Complementary and Alternative Medicine Hospice
Survey

The survey has been utilized and adapted with permission from Dr. Mary Jo Kreitzer to meet the
needs of this project and its participants for use within hospice.

Kreitzer, M. J., Mitten, D., Harris, I., & Shandeling, J. (2002). Attitudes toward CAM among
medical, nursing, and pharmacy faculty and students: a comparative analysis. Alternative
therapies in health and medicine, 8(6), 44.
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SPROAT'S KAP CAM HOSPICE SURVEY TOOL ©
Exploring the Knowledge, Attitudes, and Practices about Complementary/Alternative
Medicine of Employees and Volunteers Within Hospice
Pre-Survey

Exploring the Knowledge, Attitudes, and Practices about Complementary/Alternative Medicine of
Employees and Volunteers Within Hospice
This is a survey to explore the current knowledge, attitudes, and practices of employees and
volunteers within hospice regarding the use of complementary and alternative medicine. There are
no right or wrong answers, your honest responses are the most valuable. This survey is completely
confidential and will be used for educational and research purposes only. Please feel free to ask
about any questions or content that you do not understand. Please feel free to contact me at
anytime if you have questions or concerns about this study. I can be reached at
mjs352@georgetown.edu or 818-399-4315. Thank you for your participation in my study.
~ Michelle "Mish" Sproat, MS, FNP-BC, NP-C, JD

1. What is your role at hospice?
Employee. What discipline ________________________________________?
Volunteer

2. What is your gender?
Female
Male
Transgender

3. What is your age in years?
________________________________________ years old.
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4. With what race/ethnicity do you identify most? Check all that apply.
American Indian or Alaska Native
Asian
Black or African American
Hispanic or Latino
Native Hawaiian or Other Pacific Islander
White
Other, please specify________________________________________

5. What is the highest level of education you have completed?
No schooling completed
Nursery school to 8th grade
Some high school, no diploma
High school graduate, diploma or the equivalent (for example: GED)
Some college credit, no degree
Trade/technical/vocational training
Associate degree
Bachelor’s degree
Master’s degree
Doctorate degree
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6. With what spiritual, religious, or faith background do you identify most?
Agnostic (You are not sure if there is a God.)
Atheist (You believe there is no God.)
Buddhist
Christian
Hindu
Jewish
Latter Day Saints/Mormon
Muslim
Other, please specify ________________________________________
Don't give much thought to religious/spiritual/faith practices
Spiritual, but not committed to a particular faith

7. General Knowledge About Complementary and Alternative Medicine (CAM): For each of the
therapies listed below, indicate your knowledge level about each therapy at the present time.
5 = Very good
Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga
Other, please specify
________________________________________

75

4 = Good

3 = Fair

2 = Poor

1 = Very poor

8. General Knowledge About Complementary and Alternative Medicine (CAM): What is your primary source
for obtaining information about CAM?
Book(s)
Health Care Provider
Encyclopedia
Friends/Family
Internet/Web Site
Magazine(s), please specify ________________________________________
Newspaper(s), please specify _____________________________________
Other, please specify ________________________________________

9. General Attitudes Toward Complementary and Alternative Medicine (CAM): For each of the following
statements, indicate how closely it represents your general feelings about complementary/alternative
medicine (CAM).
5 = Strongly Agree

4 = Agree

3 = Undecided

Health care should
integrate the best of
conventional medicine
and CAM practices. The
term conventional
medicine is the type of
medicine that is
generally used in the US
which uses drugs and
surgery as the main
forms of treatment.
CAM includes ideas and
methods from which
conventional medicine
could benefit. The term
conventional medicine is
the type of medicine that
is generally used in the
US which uses drugs
and surgery as the main
forms of treatment.
While we need to be
cautious in our claims, a
number of CAM
approaches hold
promise for treatment of
symptoms, conditions,
and/or diseases.
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2 = Disagree

1 = Strongly
Disagree

5 = Strongly Agree

4 = Agree

3 = Undecided

The results of CAM are
in most cases due to a
placebo effect. The term
placebo means a
harmless pill, medicine,
or procedure prescribed
more for the
psychological benefit to
the patient than for any
physiological effect.
CAM therapies not
tested in a scientific
manner should be
discouraged.
While a few CAM
approaches may have
limited health benefits,
they have no true impact
on treatment of
symptoms, conditions,
and/or diseases.
CAM is a threat to public
health.
I hope to have some
CAM practices available
to patients at Hospice.
Health professionals
should be able to advise
their patients about
commonly used CAM
methods.
CAM practices should
be included in my
employee/volunteer
orientation.
Knowledge about CAM
is important to me as an
employee/volunteer.
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2 = Disagree

1 = Strongly
Disagree

10. Personal Use Practices With Complementary and Alternative Medicine (CAM): For each of the
therapies listed below, please indicate whether you have personally used any of these in the last 12
months.
2 = Yes

1 = No

Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga
Other
________________________________________

11. Personal Use Practices With Complementary and Alternative Medicine (CAM): For each of the
therapies listed below, please indicate whether you have personally used any of these in the last 3
months.
2 = Yes
Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga
Other
________________________________________
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1 = No

12. Patient Use Practices at Hospice with Complementary and Alternative Medicine (CAM): For each of the
therapies listed below, please indicate whether you have used any of these with patients in the last 12
months.
2 = Yes

1 = No

Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga
Other
________________________________________

13. Patient Use Practices at Hospice with Complementary and Alternative Medicine (CAM): For each of the
therapies listed below, please indicate whether you have used any of these with patients in the last 3
months.
2 = Yes
Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga
Other
________________________________________
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1 = No

14. Barriers to Use of Complementary/Alternative Medicine (CAM) Include: For each of the following
statements, indicate how closely it represents your general feelings about complementary/alternative
medicine (CAM). Additional comments ________________________________________
5 = Strongly
Agree

4 = Agree

3=Undecided

2 = Disagree

1 = Strongly
Disagree

There is lack of evidence for CAM practices.
There are not enough CAM providers available.
There is a lack of insurance coverage for CAM
practices.
CAM practices are too time-consuming.
CAM practices result in legal issues.
There is a lack of training for CAM.
There is a lack of appropriate equipment for CAM.
Other
________________________________________

15. What does the term "mindfulness" mean to you?
____________________________________________________________________________________________

16. Please describe any healthy self care techniques you currently use to nurture and care for yourself. For
example, these could include exercise/working out, limiting caffeine, quitting smoking or other forms of self
care.
____________________________________________________________________________________________

17. What barriers have you encountered to using self care techniques?
____________________________________________________________________________________________

18. You are welcome to use this space to make additional comments regarding complimentary and
alternative medicine (CAM) generally, your personal use of CAM, and/or its use in hospice care specifically.
____________________________________________________________________________________________
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SPROAT'S KAP CAM HOSPICE SURVEY TOOL ©
Exploring the Knowledge, Attitudes, and Practices about Complementary/Alternative
Medicine of Employees and Volunteers Within Hospice
Post-Survey

Exploring the Knowledge, Attitudes, and Practices about Complementary/Alternative Medicine of
Employees and Volunteers Within Hospice
This is a survey to explore the current knowledge, attitudes, and practices of employees and
volunteers within hospice regarding the use of complementary and alternative medicine. There are
no right or wrong answers, your honest responses are the most valuable. This survey is completely
confidential and will be used for educational and research purposes only. Please feel free to ask
about any questions or content that you do not understand. Please feel free to contact me at
anytime if you have questions or concerns about this study. I can be reached at
mjs352@georgetown.edu or 818-399-4315. Thank you for your participation in my study.
~ Michelle "Mish" Sproat, MS, FNP-BC, NP-C, JD
1. What is your role at hospice?
Employee. What discipline ________________________________________?
Volunteer

2. What is your gender?
Female
Male
Transgender

3. What is your age in years?
________________________________________ years old.
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4. With what race/ethnicity do you identify most? Check all that apply.
American Indian or Alaska Native
Asian
Black or African American
Hispanic or Latino
Native Hawaiian or Other Pacific Islander
White
Other, please specify________________________________________

5. What is the highest level of education you have completed?
No schooling completed
Nursery school to 8th grade
Some high school, no diploma
High school graduate, diploma or the equivalent (for example: GED)
Some college credit, no degree
Trade/technical/vocational training
Associate degree
Bachelor’s degree
Master’s degree
Doctorate degree
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6. With what spiritual, religious, or faith background do you identify most?
Agnostic (You are not sure if there is a God.)
Atheist (You believe there is no God.)
Buddhist
Christian
Hindu
Jewish
Latter Day Saints/Mormon
Muslim
Other, please specify ________________________________________
Don't give much thought to religious/spiritual/faith practices
Spiritual, but not committed to a particular faith

7. General Knowledge About Complementary and Alternative Medicine (CAM): For each of the
therapies listed below, indicate your knowledge level about each therapy at the present time.
5 = Very good
Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga
Other, please specify
________________________________________
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4 = Good

3 = Fair

2 = Poor

1 = Very poor

8. General Knowledge About Complementary and Alternative Medicine (CAM): What is your primary source
for obtaining information about CAM?
Book(s)
Health Care Provider
Encyclopedia
Friends/Family
Internet/Web Site
Magazine(s), please specify ________________________________________
Newspaper(s), please specify _____________________________________
Other, please specify ________________________________________

9. General Attitudes Toward Complementary and Alternative Medicine (CAM): For each of the following
statements, indicate how closely it represents your general feelings about complementary/alternative
medicine (CAM).
5 = Strongly Agree

4 = Agree

3 = Undecided

Health care should
integrate the best of
conventional medicine
and CAM practices. The
term conventional
medicine is the type of
medicine that is
generally used in the US
which uses drugs and
surgery as the main
forms of treatment.
CAM includes ideas and
methods from which
conventional medicine
could benefit. The term
conventional medicine is
the type of medicine that
is generally used in the
US which uses drugs
and surgery as the main
forms of treatment.
While we need to be
cautious in our claims, a
number of CAM
approaches hold
promise for treatment of
symptoms, conditions,
and/or diseases.
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2 = Disagree

1 = Strongly
Disagree

5 = Strongly Agree

4 = Agree

3 = Undecided

The results of CAM are
in most cases due to a
placebo effect. The term
placebo means a
harmless pill, medicine,
or procedure prescribed
more for the
psychological benefit to
the patient than for any
physiological effect.
CAM therapies not
tested in a scientific
manner should be
discouraged.
While a few CAM
approaches may have
limited health benefits,
they have no true impact
on treatment of
symptoms, conditions,
and/or diseases.
CAM is a threat to public
health.
I hope to have some
CAM practices available
to patients at Hospice.
Health professionals
should be able to advise
their patients about
commonly used CAM
methods.
CAM practices should
be included in my
employee/volunteer
orientation.
Knowledge about CAM
is important to me as an
employee/volunteer.
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2 = Disagree

1 = Strongly
Disagree

10. Personal Use Practices With Complementary and Alternative Medicine (CAM): For each of the
therapies listed below, please indicate whether you have personally used any of these in the last 3
weeks.
2 = Yes

1 = No

Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga
Other
________________________________________

11. Personal Use Practices With Complementary and Alternative Medicine (CAM): For each of the
therapies listed below, please indicate whether you personally intend to use any of these in the future.
3 = Yes, intend to use the
therapy
Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga
Other
________________________________________
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2 = Have not decided

1 = No, do not intend to
use the therapy

12. Patient Use Practices at Hospice with Complementary and Alternative Medicine (CAM): For each of the
therapies listed below, please indicate whether you have used any of these with patients in the last 3
weeks.
2 = Yes

1 = No

Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga
Other
________________________________________

13. Patient Use Practices at Hospice with Complementary and Alternative Medicine (CAM): For each of the
therapies listed below, please indicate whether you intend to use any of these with hospice patients in
the future.
3 = Yes, intend to use the
therapy
Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga
Other
________________________________________
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2 = Have not decided

1 = No, do not intend to
use the therapy

14. Barriers to Use of Complementary/Alternative Medicine (CAM) Include: For each of the following
statements, indicate how closely it represents your general feelings about complementary/alternative
medicine (CAM).
5 = Strongly
Agree

4 = Agree

3=Undecided

2 = Disagree

1 = Strongly
Disagree

There is lack of evidence for CAM practices.
There are not enough CAM providers available.
There is a lack of insurance coverage for CAM
practices.
CAM practices are too time-consuming.
CAM practices result in legal issues.
There is a lack of training for CAM.
There is a lack of appropriate equipment for CAM.
Other
________________________________________

15. What does the term "mindfulness" mean to you?
____________________________________________________________________________________________

16. Please describe any healthy self care techniques you currently use to nurture and care for yourself. For
example, these could include exercise/working out, limiting caffeine, quitting smoking or other forms of self
care.
____________________________________________________________________________________________

17. What barriers have you encountered to using self care techniques?
____________________________________________________________________________________________

18. You are welcome to use this space to make additional comments regarding complimentary and
alternative medicine (CAM) generally, your person use of CAM, and/or its use in hospice care specifically.
____________________________________________________________________________________________
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SPROAT'S KAP CAM HOSPICE SURVEY TOOL ©
Exploring the Knowledge, Attitudes, and Practices about Complementary/Alternative
Medicine of Employees and Volunteers Within Hospice
Follow-Up Survey

Exploring the Knowledge, Attitudes, and Practices about Complementary/Alternative Medicine of
Employees and Volunteers Within Hospice
This is a survey to explore the current knowledge, attitudes, and practices of employees and
volunteers within hospice regarding the use of complementary and alternative medicine. There are
no right or wrong answers, your honest responses are the most valuable. This survey is completely
confidential and will be used for educational and research purposes only. Please feel free to ask
about any questions or content that you do not understand. Please feel free to contact me at
anytime if you have questions or concerns about this study. I can be reached at
mjs352@georgetown.edu or 818-399-4315. Thank you for your participation in my study.
~ Michelle "Mish" Sproat, MS, FNP-BC, NP-C, JD

1. What is your role at hospice?
Employee. What discipline ________________________________________?
Volunteer

2. What is your gender?
Female
Male
Transgender

3. What is your age in years?
________________________________________ years old.
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4. With what race/ethnicity do you identify most? Check all that apply.
American Indian or Alaska Native
Asian
Black or African American
Hispanic or Latino
Native Hawaiian or Other Pacific Islander
White
Other, please specify________________________________________

5. What is the highest level of education you have completed?
No schooling completed
Nursery school to 8th grade
Some high school, no diploma
High school graduate, diploma or the equivalent (for example: GED)
Some college credit, no degree
Trade/technical/vocational training
Associate degree
Bachelor’s degree
Master’s degree
Doctorate degree
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6. With what spiritual, religious, or faith background do you identify most?
Agnostic (You are not sure if there is a God.)
Atheist (You believe there is no God.)
Buddhist
Christian
Hindu
Jewish
Latter Day Saints/Mormon
Muslim
Other, please specify ________________________________________
Don't give much thought to religious/spiritual/faith practices
Spiritual, but not committed to a particular faith

7. General Knowledge About Complementary and Alternative Medicine (CAM): For each of the
therapies listed below, indicate your knowledge level about each therapy at the present time.
5 = Very good
Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga
Other, please specify
________________________________________
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4 = Good

3 = Fair

2 = Poor

1 = Very poor

8. General Knowledge About Complementary and Alternative Medicine (CAM): What is your primary source
for obtaining information about CAM?
Book(s)
Health Care Provider
Encyclopedia
Friends/Family
Internet/Web Site
Magazine(s), please specify ________________________________________
Newspaper(s), please specify _____________________________________
Other, please specify ________________________________________

9. General Attitudes Toward Complementary and Alternative Medicine (CAM): For each of the following
statements, indicate how closely it represents your general feelings about complementary/alternative
medicine (CAM).
5 = Strongly Agree

4 = Agree

3 = Undecided

Health care should
integrate the best of
conventional medicine
and CAM practices. The
term conventional
medicine is the type of
medicine that is
generally used in the US
which uses drugs and
surgery as the main
forms of treatment.
CAM includes ideas and
methods from which
conventional medicine
could benefit. The term
conventional medicine is
the type of medicine that
is generally used in the
US which uses drugs
and surgery as the main
forms of treatment.
While we need to be
cautious in our claims, a
number of CAM
approaches hold
promise for treatment of
symptoms, conditions,
and/or diseases.
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2 = Disagree

1 = Strongly
Disagree

5 = Strongly Agree

4 = Agree

3 = Undecided

The results of CAM are
in most cases due to a
placebo effect. The term
placebo means a
harmless pill, medicine,
or procedure prescribed
more for the
psychological benefit to
the patient than for any
physiological effect.
CAM therapies not
tested in a scientific
manner should be
discouraged.
While a few CAM
approaches may have
limited health benefits,
they have no true impact
on treatment of
symptoms, conditions,
and/or diseases.
CAM is a threat to public
health.
I hope to have some
CAM practices available
to patients at Hospice.
Health professionals
should be able to advise
their patients about
commonly used CAM
methods.
CAM practices should
be included in my
employee/volunteer
orientation.
Knowledge about CAM
is important to me as an
employee/volunteer.
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2 = Disagree

1 = Strongly
Disagree

10. Personal Use Practices With Complementary and Alternative Medicine (CAM): For each of the
therapies listed below, please indicate whether you have personally used any of these in the last 3
months AND if you intend to continue to use these therapies in the future. (Please select 2 options
for each therapy listed)
2 = Yes, I
1 = No, I did not 2 = Yes, I intend to 1 = No, I do not
personally used the personally use the continue to use the intend to continue
therapy in the last 3 therapy in the last 3 therapy in the
to use the therapy
months
months
future
in the future
Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga
Other
________________________________________

11. Patient Use Practices at Hospice with Complementary and Alternative Medicine (CAM): For each of the
therapies listed below, please indicate whether you have used any of these on patients in the last 3
months AND if you intend to continue to use these therapies in the future. (Please select 2 options
for each therapy listed)
2 = Yes, I intend to 1 = No, I do not
2 = Yes, I used the 1 = No, I did not continue to use the intend to continue
therapy with
use the therapy
therapy with
to use the therapy
patients in the last with patients in the
patients in the
with patients in the
3 months
last 3 months
future
future
Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga
Other
________________________________________
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12. Barriers to Use of Complementary/Alternative Medicine (CAM) Include: For each of the following
statements, indicate how closely it represents your general feelings about complementary/alternative
medicine (CAM). Additional comments ________________________________________
5 = Strongly
Agree

4 = Agree

3=Undecided

2 = Disagree

1 = Strongly
Disagree

There is lack of evidence for CAM practices.
There are not enough CAM providers available.
There is a lack of insurance coverage for CAM
practices.
CAM practices are too time-consuming.
CAM practices result in legal issues.
There is a lack of training for CAM.
There is a lack of appropriate equipment for CAM.
Other
________________________________________

13. What does the term "mindfulness" mean to you?
____________________________________________________________________________________________

14. Please describe any healthy self care techniques you currently use to nurture and care for yourself. For
example, these could include exercise/working out, limiting caffeine, quitting smoking or other forms of self
care.
____________________________________________________________________________________________

15. What barriers have you encountered to using self care techniques?
____________________________________________________________________________________________

16. Please comment on the usefulness of the educational intervention in which you participated at the
beginning of this study.
____________________________________________________________________________________________

17. How has the complimentary and alternative medicine (CAM) information that your received in the 2 day
educational intervention training, impacted your life?
____________________________________________________________________________________________
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18. Where do you see this complimentary and alternative medicine (CAM) information playing into your life
in the next 5 years?
____________________________________________________________________________________________

19. You are welcome to use this space to make additional comments regarding complimentary and
alternative medicine (CAM) generally, your personal use of CAM, and/or its use in hospice care specifically.
____________________________________________________________________________________________
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Appendix E
Data Analysis
Table 1. Knowledge about Complementary and Alternative Medicine from Pre-Survey to
Follow-Up

Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal
Development
Yoga
Total

Pre
M (SD)
2.75
(1.17)
2.25
(1.04)
2.88
(0.99)
2.63
(1.30)
2.63
(0.92)
2.63
(0.92)
3.29
(1.11)
2.75
(1.17)
2.72
(0.92)

Follow
Post
Up
M (SD)
M (SD)
3.75
3.88
(0.71)
(0.64)
3.75
3.50
(0.46)
(0.54)
4.00
4.00
(0.54)
(0.54
4.00
3.88
(0.54)
(0.99)
3.88
4.00
(0.64)
(0.54)
3.75
3.75
(0.46)
(0.46)
3.86
4.00
(0.69)
(0.58)
3.75
4.13
(0.46)
(0.35)
3.84
3.88
(0.41)
(0.33)
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χ2(df=2)
9.300

p
.010

10.231

.006

8.667

.013

9.478

.009

10.160

.006

8.308

.016

3.500

.174

12.087

.002

9.867

.007

Table 2. Primary Source of Obtaining Information about Complementary and Alternative
Medicine

Books
Health Care Provider
Encyclopedia
Friends/Family
Internet/Web Site
Magazine
Newspaper
Continuing Education/Classes

Pre
%
12.5
25.0
0.0
75.0
50.0
0.0
0.0
25.0

Post
%
25.0
12.5
0.0
62.5
62.5
0.0
0.0
25.0
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Follow
Up
%
75.0
0.0
0.0
25.0
50.0
0.0
0.0
37.5

χ2(df=2)
8.400
2.000
na
5.200
0.333
na
na
0.667

p
.015
.368
na
.074
.846
na
na
.717

Table 3. Attitudes about Complementary and Alternative Medicine

Health care should integrate the
best conventional medicine and
CAM practices.
CAM includes ideas and
methods from which
conventional medicine could
benefit.
While we need to be cautious in
our claims, a number of CAM
approaches hold promise for
treatment of symptoms,
conditions, and/or diseases.
The results of CAM are in most
cases due to a placebo effect.
CAM therapies not tested in a
scientific manner should be
discouraged.
While a few CAM approaches
may have limited health
benefits, they have no true
impact on treatment of
symptoms, conditions, and/or
diseases.
CAM is a threat to public
health.
I hope to have some CAM
practices available to patients in
Hospice.
Health professionals should be
able to advise their patients
about commonly used CAM
methods.
CAM practices should be
included in my
employee/volunteer orientation.
Knowledge about CAM is
important to me as an
employee/volunteer.

Follow
Pre
Post
Up
M (SD) M (SD)
M (SD)
4.25
4.50
4.88
(0.46)
(0.54)
(0.35)

χ2(df=2)
7.600

p
.022

4.13
(0.64)

4.75
(0.46)

4.88
(0.35)

8.316

.016

4.13
(0.64)

4.38
(0.52)

4.88
(0.35)

9.333

.009

3.00
(1.07)
2.75
(0.89)

2.25
(0.89)
2.75
(0.89)

2.88
(1.46)
2.63
(1.19)

2.952

.229

0.400

.819

2.25
(0.89)

1.88
(0.35)

1.88
(0.99)

2.333

.311

1.63
(0.52)
4.33
(0.52)

1.63
(0.52)
4.67
(0.52)

1.38
(0.52)
4.83
(0.41)

4.00

.135

3.500

.174

4.50
(0.54)

4.50
(0.54)

4.88
(0.35)

4.500

.105

4.29
(0.76)

4.29
(0.76)

4.71
(0.49)

4.500

.105

4.38
(0.52)

4.63
(0.52)

4.88
(0.35)

6.000

.050
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Table 4. Personal Use of Complementary and Alternative Medicine
A) Pre-Survey

Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal
Development
Yoga

Used Last 12
months
%
62.5
37.5
62.5
25.0
37.5
50.0
100.0

Used Last 3 months
%
62.5
25.0
25.0
12.5
37.5
50.0
75.0

37.5

37.5

B) Post-Survey

Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga

Used Last
3 weeks
%
50.0
50.0
62.5
37.5
37.5
37.5
75.0
25.0

Intend
to Use
%
87.5
25.0
100.0
75.0
62.5
75.0
87.5
50.0

Not
Decided
%
12.5
50.0
0.0
12.5
25.0
12.5
0.0
37.5

Do Not Intend to Use
%
0.0
25.0
0.0
12.5
0.0
12.5
0.0
12.5

C) Follow-Up Survey

Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga

Used Last
3 months
%
75.0
50.0
100.0
50.0
62.5
75.0
100.0
62.5

100

Intend to
Continue (n=8)
%
62.5
37.5
75.0
37.5
62.5
50.0
75.0
50.0

Intend to Continue (non
missing)
%
83.3
60.0
100.0
60.0
100.0
80.0
100.0
66.7

Table 5. Use of Complementary and Alternative Medicine with Patients
A) Pre-Survey

Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga

Used Last 12 months
%
25.0
0.0
37.5
37.5
12.5
37.5
12.5
0.0

Used Last 3 months
%
25.0
0.0
37.5
37.5
12.5
50.0
12.5
0.0

B) Post-Survey

Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga

Used Last
3 weeks
%
0.0
0.0
25.0
12.5
0.0
25.0
12.5
0.0

Intend
to Use
%
50.0
37.5
75.0
75.0
50.0
50.0
75.0
25.0

Not
Decided
%
37.5
37.5
12.5
0.0
37.5
37.5
12.5
37.5

Do Not Intend to Use
%
12.5
25.0
12.5
25.0
12.5
12.5
12.5
37.5

C) Follow-Up Survey
Used Last 3
months
Aromatherapy
Art Therapy
Breath Practices
Massage
Meditation
Music/Sound Therapy
Self Care/Personal Development
Yoga

%
37.5
25.0
37.5
50.0
0.0
37.5
25.0
0.0
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Intend to
Continue (n=8)
%
75.0
50.0
62.5
75.0
50.0
62.5
50.0
50.0

Intend to Continue (non
missing)
%
100.0
80.0
100.0
100.0
80.0
83.3
80.0
80.0

Table 6. Barriers to Use of Complementary and Alternative Medicine

There is a lack of evidence for
CAM practices.
There are not enough CAM
providers available.
There is a lack of insurance
coverage for CAM practices.
CAM practices are too time
consuming.
CAM practices result in legal
issues.
There is a lack of training for
CAM.
There is a lack of appropriate
equipment for CAM.

Pre
M (SD)
3.29
(0.95)
4.00
(0.54)
3.88
(0.64)
1.88
(0.35)
2.63
(0.74)
4.25
(0.46)
3.89
(0.69)

Post
M (SD)
3.14
(0.90)
4.13
(0.64)
3.75
(1.04)
2.25
(0.89)
2.88
(0.64)
4.13
(0.35)
3.14
(1.22)
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Follow
Up
M (SD)
2.86
(1.22)
3.88
(0.35)
3.75
(0.46)
2.00
(0.76)
2.38
(0.74)
3.88
(0.35)
3.57
(0.79)

χ2(df=2)
2.462

p
.292

1.200

.549

0.400

.819

1.368

.504

3.125

.210

4.667

.097

1.882

.390

Table 7. Qualitative Questions and General Themes
Question
What does the term "mindfulness" mean to you?
Please describe any healthy self-care techniques you
currently use to nurture and care for yourself. For example,
these could include exercise/working out, limiting caffeine,
quitting smoking or other forms of self-care.
What barriers have you encountered to using self-care
techniques?
Please comment on the usefulness of the educational
intervention in which you participated at the beginning of
this study.
How has the complimentary and alternative medicine
(CAM) information that your received in the 2-day
educational intervention training, impacted your life?
Where do you see this complimentary and alternative
medicine (CAM) information playing into your life in the
next 5 years?
You are welcome to use this space to make additional
comments regarding complimentary and alternative
medicine (CAM) generally, your personal use of CAM,
and/or its use in hospice care specifically.
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General Themes
Self-awareness, presence,
and intentional thought.
Exercise, diet, CAM
including massage, music,
Epsom salts, breathing,
yoga, aromatherapy.
Busyness and lack of time.
Education intervention was
useful/very useful.
Increased self-awareness.
New knowledge about
CAM.
Intend to use CAM learned.
Desire to learn more about
CAM.
Benefits of CAM.
Thankful for information.
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