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Abstract

Objective: Hospitals increasingly appoint nurse
champions to improve quality of care. This study
investigated the effect of palliative care nurse champions
on nursing end-of-life care.

Methods: Imbedded in a controlled before-after study
(June 2009-July 2012) on care for the dying patient in the
hospital, nurses completed questionnaires on end-of-life
care within two weeks after the patient’s death. Halfway
the study, seven out of 18 participating wards appointed
two palliative care nurse champions. Characteristics of
end-of-life care were compared for patients who died
before and after the introduction of the nurse champion
program and with outcomes in 11 control wards.

Results: In the intervention wards, data were collected on
81 patients in the pre-intervention period and on 93
patients in the post-intervention period; in control wards
these numbers were 114 and 121, respectively (response
54%). After the introduction of the nurse champion
program, nurses in the intervention wards more
frequently discussed imminent death with patients (35%
pre-intervention vs 50% post-intervention, p=0.05), were
more frequently aware of psychological symptoms (57%
vs 71%, p=0.04), and performed less futile interventions
during the final hours (on average 0.8 vs 0.4 out of 4
interventions, p<0.01). These differences were not found
in the control wards. No effect was found on nurses’
awareness of patients’ imminent death. Nurses’ median
score for quality of dying was lower in the post-
intervention period (7.5 vs 7.0 on a 0-10 scale; p=0.02).

Conclusion: Nurse Champions had a beneficial effect on
end-of-life nursing care in hospital. We found increased
communication and more awareness of patients’
palliative care needs. Increased awareness seems to have
made nurses more critical about the quality of dying.

Keywords: Terminal care (MESH); Nurses (MESH);
Hospitals (MESH); Quality of dying; Palliative; Champion; Link
nurse

Introduction

In most Western countries over 50% of deaths occur in
hospital [1,2]. Most of these are non-sudden deaths and due
to chronic diseases, such as cancer, COPD and chronic heart
failure. The percentage of deaths by chronic diseases
worldwide was 68% in 2012 and is expected to increase [3]. At
the end of life, a transition in goals of care is often needed,
from prolonging life towards optimizing quality of life and,
when death is approaching, optimizing quality of dying [4].
Quality of life, quality of dying and quality of care at the end of
life are overlapping constructs but can be distinguished [5,6].
Quality of life involves physical, psycho-social and spiritual
wellbeing, and quality of dying additionally includes the
domains of life closure and death preparation, characteristics
of health care and circumstances of death [5]. Quality of care
at the end of life concerns the extent to which these domains
are affected by health care. According to Steward et al. the
quality of end-of-life care includes structures and processes of
health care, such as organization, physical environment,
communication, and decision making, which should be
adapted to individual patient factors, such as diagnosis,
psychological characteristics and religious background [7].

Providing high-quality end-of-life care in the hospital is
challenging, because hospital care is typically focused on
prolonging life and modifying disease. Several studies have
described the unmet needs of patients dying in the hospital,
such as poor symptom control and insufficient communication
[8-12]. Gaps in hospital end-of-life care that have been
identified include barriers in processes and structures of end-
of-life care, a lack of physicians’ and nurses’ awareness of
approaching death and deficiencies in their palliative and
terminal care knowledge, skills and attitudes [8-13].
Interventions to improve end-of-life care need to comprise
multiple strategies to address these shortcomings [7,14-16].
Furthermore, such interventions have to be disseminated
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throughout all hospital wards where patient may die. Many of
these wards however lack specific palliative care expertise
[16,17]. This is similar to other specific areas, such as infection
control and wound and tissue care. Several hospitals have
implemented networks of ‘nurse champions’ or ‘link nurses’ to
improve these fields of care. The empowerment of nurses
towards leadership in a field of care may contribute to the
quality of care [14,17-19]. Being intermediates between
experts and ward nurses, nurse champions are expected to
improve the results of education. They are more dedicated to
a certain field of care than other nurses and have more insight
in the culture and processes on their wards than the experts.
Furthermore, it is easier to adapt an educational program to
the educational needs of nurse champions than of all nurses
on all the wards [20]. Although evaluation of the effects of
such nurse champions on the quality of care is scarce, the
results are promising [19,21-26]. Based on this concept we
previously studied the impact of a palliative care nurse
champions program on the quality of dying in the hospital, as
experienced by bereaved relatives [27,28]. We hypothesized
that similar to nurse champions in other fields, palliative care
nurse champions may contribute to better quality of palliative
care by improving the recognition of palliative care needs, the
communication with patients and relatives, and the care
delivered to both [14,29-32]. However, in our study bereaved
relatives of patients who died in the hospital did not evaluate
the quality of dying better after the introduction of a palliative
care nurse champions program on hospital wards, when
compared to before [27].

Such intervention to improve health care is targeted at
professionals and can only affect patient outcomes when the
professionals adapt their behavior accordingly. In case of
improving palliative care by a palliative care nurse network
program, nurse champions firstly require sufficient clinical
experience, knowledge of palliative care, teaching capacities,
and authority towards managers and colleagues to be a
resource and role model for colleagues [24,31]. Some UK
studies confirmed that palliative care nurse champions
themselves experienced increased knowledge on palliative
care, and felt more confident when collaborating with
physicians and experts [29-32]. Subsequently, this should
affect the caring behavior of nurses. To a better understanding
of the impact of a nurse champions program, the objective of
this study is to examine whether the implementation of a
palliative care nurse champions program affects nursing
behavior in end-of-life care in the hospital.

Materials and Methods

This study is part of a larger study on understanding and
improving Palliative and Terminal Care in the Hospital (PalTeC-
H); the protocol for this study is described elsewhere [28].

Study design

The effect of palliative care nurse champions (hereafter
referred to as: nurse champions) was investigated in a 1300-
bed Dutch university hospital using a controlled before-after
design. Between June 2009 and July 2012, we included
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patients who died in one of 18 non-intensive care wards after
an in-hospital stay of at least 6 h. Seven of these 18 wards
were as assigned to be intervention wards, i.e. all wards that
regularly admit cancer patients or patients with other chronic
and life-threatening diseases (i.e. medical oncology and
geriatrics, internal medicine, ear/nose/throat surgery, gastro-
intestinal surgery, gynecology and urology, lung diseases and
cardiology). At each intervention ward two nurses were
appointed halfway the study to become a nurse champion.
Nurse champions were selected by the ward manager and
selection was mostly entered by nurses’ own interest. At least
one of the selected champions per ward had previously shown
some leadership capacities. Although lack of evidence on the
time needed to effectively disseminate expertise and
knowledge into clinical practice [14,17,18,26,33], we planned a
transition phase of five months, as a run-up period to generate
gradual changes in the nurse champions’ behavior [22,34-36].

The intervention

From October 2010 on the nurse champions participated in
a palliative care network that was coordinated by a senior
nurse consultant who was a member of the hospital
multidisciplinary expert team on pain and palliative care
(hereafter referred to as: expert team). Every month an
educational network meeting was organized in which at least
one nurse champion per ward was expected to participate.
Further, all nurse champions participated in annual tailored
two-day education programs. Nurse champions were trained
to identify gaps in the knowledge on and quality of palliative
care in their ward, to raise ward staff’s awareness of palliative
care needs, and to initiate implementation of end-of-life care
protocols, e.g. on management of pain/delirium and on
palliative sedation. The coordinator organized the meetings
and education programs, and supported nurse champions
individually in developing their plans and performing activities.

Participants

For all consecutive patients who died on participating wards
during both study periods, nurses who had been involved in
patient care were asked to participate. In addition, the nurse
champions themselves participated. We assessed their
knowledge on palliative care before starting the intervention
and after 1,5 years.

Ethical considerations

This study was approved by the Medical Ethical Research
Committee of the Erasmus MC. According to Dutch
regulations, informed consent of patients was not required
because only observational data were collected after the
patients’ death.

Measurement and data collection

Hospital end-of-life care was defined as care provided
during the last three days of life. The quality of dying was
defined as multidimensional, including physical, psychological,
spiritual and social experiences, life closure and death
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preparation, characteristics of health care and circumstances
of death [5]. We developed a questionnaire to evaluate the
multiple dimensions of quality of dying and of hospital end-of-
life care, including the patient’s physical and psychological
symptoms, social problems and acceptance of death, nurses’
awareness of impending death, and nursing care during the
last days. The questionnaire was tested among staff nurses
and subsequently piloted in the first 30 cases. We then added
two global numerical scores (0-10), asking “How do you rate
the patient’s quality of life during the last 3 days of life?”
(QOL3), and “How do you rate the patient’s quality of dying?”
(QOD), with zero indicating “very poor” and 10 indicating
“almost perfect”. Data of patients included in the pilot study
were also used for the current analysis. Within 2 weeks after a
patient’s death a nurse who was closely involved in the care
for this patient was asked by a team coordinator to complete
the questionnaire and, subsequently, to send it anonymously
to the primary investigator (FEW). End-of-life care and the
quality of dying in the intervention wards were compared
between the pre-intervention period, from June 2009 to
October 2010, and the post-intervention period from March
2011 to July 2012 (16 months each). Results were compared to
end-of-life care in the same periods in 11 control wards in
which the intervention was not applied, to control for changes
that are not due to the intervention, such as changes in
hospital policy. These control wards were expected to have a
similar number of deaths as the intervention wards.

Nurse champions’ knowledge was assessed using the
validated Rotterdam MOVE2PC questionnaire [37], including
20 knowledge statements on nursing care and symptom
management in end-of-life care.

Endpoints

For the evaluation of quality of end-of-life care and quality
of dying, the endpoints were nurses’ awareness of imminent
death and of the psychosocial condition of the patient, and
characteristics of nursing care, such as the assessment of vital
functions and caring activities during the last days of the
patient’s life, and nurses’ scores on QOL3 and QOD.

For the evaluation of the knowledge of nurse champions on
palliative care the number of knowledge statements in the
MOVE2PC that were correctly answered was assessed.

Data analysis

For this analysis we analyzed the data of the subgroup of
patients who were admitted to hospital at least 24 h prior to
death, because we wanted to exclude the assessment of
patient’s condition in the acute phase at hospital admission. To
detect selection bias we compared the characteristics of
patients for whom nurses did and did not make a report. We
compared outcomes pre- and post-intervention in the
intervention wards, and in the same periods in the control
wards, using t-tests, Mann-Whitney U-tests and Pearson’s Chi-
square tests. SPSS, version 20, was used for the analyses. For
the comparison of nurse champions’ knowledge between the
pre- and post-intervention period we only included nurse
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champions who had participated at least six months in the
network at the second measurement point. We compared the
outcomes of the knowledge statements using the Wilcoxon
Signed Rank test for paired samples.

Results

Process characteristics of the intervention

Initially, 14 nurses participated in the network of palliative
care nurse champions. Five nurse champions prematurely left
the network and were replaced by colleagues. During the
study period, nurse champions received four days of tailored
education and could participate in 18 network meetings; they
participated (on average) in 8.2 meetings. During the study
period at all intervention wards nurse champions performed
activities to disseminate their newly derived knowledge and
skills, such as bed-side teaching, educational meetings,
introduction of guidelines on palliative care (e.g. on pain,
delirium, sedation), and being a role-model for their
colleagues in providing nursing care and in participating in the
multidisciplinary team.

Characteristics of nurses, patients and nursing
care

During the study period 818 patients died: 396 (48%) in the
pre-intervention and 422 (52%) in the post-intervention
period. Nurses completed a questionnaire on 447 patients
(response rates in the intervention and control wards were
54% and 55%, respectively). Of these patients 409 had stayed
at least 24 h in the hospital (Table 1).

Nurses on all wards completed questionnaires. In 46% of the
guestionnaires, nurses reported to be aged < 30 years whereas
in 17% they were aged > 50 years. In 59%, nurses reported to
have > 5 years of experience and in 31% that they had cared
for > 6 dying patients during previous year. The patient’s
nurses reported on were on average aged 66 years, 59% were
male, and they had died after a mean in-hospital stay of 16
days. Patients for whom no questionnaire had been completed
were older (69 years; p=0.01), and had had a shorter final
hospital stay (mean 13 days, p=0.03).

Response rates per ward differed (Chi2 89.7, p=0.00); in
three wards the response rate was < 40% (i.e. thorax surgery
(25%), gastro-intestinal surgery (30%), and neurosurgery
(37%)), and in four wards it was = 70% (i.e. palliative oncology
(72%), vascular surgery and transplantation (80%), hematology
(82%), and ear, nose and throat surgery (94%)). Most nurses
had cared for the patient during at least two shifts (68%), and
78% had had at least two contacts with the patient’s
relative(s).

In the post-intervention period, more nurses from the
intervention wards reported on barriers in communication
with the patient, e.g. because of coma, hearing loss or
speaking problems, compared to the pre-intervention period
(11% pre-vs 24% post; p=0.05). No other differences were
found between the pre-intervention and the post-intervention
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period, neither in the intervention, nor in the control wards
(Table 1).

Table 1 Characteristics of the patients and nursing care.

Intervention wards? Control wards®
N=174 N=235
Pre-Intervention Post-Intervention P-value Pre-Intervention Post-Intervention P-value
difference difference
pre-post° pre-post°
n=81 (%) n=93 (%) n=114 (%) n=121 (%)
Patients
Age in years: mean 66 (14) 67 (13) 0.864 65 (15) 67 (15) 0.21d
(SD)
Gender
Male 50 (62) 60 (65) 0.7 66 (58) 66 (55) 0.61
Female 31(38) 33 (35) 48 (42) 55 (45)
Length of | 20 (29) 16 (31) 0.42d 16 (17) 17 (26) 0.71d
hospitalisation in days;
mean (SD)
Ward
Surgical 25 (31) 19 (20) 0.11 22 (19) 33 (28) 0.15
Non-surgical 56 (69) 74 (80) 92 (81) 86 (72)
Diagnosis
cancer 46 (57) 57 (60) 0.65 53 (46) 58 (48) 0.83
non-cancer 35 (43) 37 (40) 61 (54) 63 (52)

Nursing care

Number of shifts cared for patient (%)

<1 21 (26) 30 (33) 39 (34) 40 (33)
02-Mar 33 (41) 41 (44) 0.36 48 (42) 49 (41) 0.8
24 26 (32) 20 (22) 27 (24) 32 (26)

Contact with relatives (%)

No 5 (6) 8(9) 6 (5) 11(9)
Yes, once 6 (7) 13 (14) 0.27 18 (16) 24 (20) 0.33
Yes, 2 2 times 70 (86) 71(76) 90 (79) 86 (71)

Barriers in communication®

Yes 9 (11) 22 (24) 0.05 16 (14) 19 (16) 0.94

No 72 (89) 71 (76) 98 (86) 102 (84)

Barriers in culturef

Yes 5 (6) 10 (11) 0.22 7 (6) 8(7) 0.97

No 76 (94) 83 (89) 106 (94) 112 (93)

2ntervention wards: Cardiology; Ear Nose & Throat surgery; Gastro-intestinal surgery; Gynaecology and urology; Internal medicine — infectious diseases and
endocrinology; Lung diseases; Medical oncology and geriatrics

bControl wards: Haematology; Internal medicine- gastro intestinal diseases; Internal medicine-renal diseases; Neurology; Neurosurgery; Liver and kidney transplant
and vascular surgery; Orthopaedics; Plastic surgery and dermatology; Trauma surgery; Thorax surgery; Palliative oncology

4 This article is available from: http://www.imedpub.com/nursing-and-health-studies/


http://www.imedpub.com/nursing-and-health-studies/

Journal of Nursing and Health Studies

2017

ISSN 2574-2825 Vol.2 No.3:20
°Pearson’s Chi? tests
dindependent sample t-test
®barriers due to e.g, insomnolence, different language, speaking disorders
fbarriers due to different culture and background, values and beliefs
Nurses’ awareness of imminent death
Table 2 Awareness of and communication about imminent death.
Variables Intervention wards Control wards
Pre-intervention Post-intervention P-value Pre-Intervention Post-Intervention P-value
difference pre- difference pre-
post? post?
n=81 (%) n=93 (%) n=114 (%) n=121 (%)
Nurse had been aware of imminent death
Yes/More or| 74(91) 78 (86) 0.25 93 (82) 93 (79) 0.6
less
No 7(9) 13 (14) 21 (18) 25 (21)
Moment of awareness: in hours prior to death
<6 13 (16) 11 (12) 0.7 15 (13) 25 (21) 0.29
Jun-24 22 (27) 28 (30) 31(27) 31 (26)
>24 41 (51) 43 (46) 50 (44) 46 (38)
Nurse(s) had talked with patient about imminent death
Yes 28 (35) 46 (50) 0.05 37 (33) 32 (26) 0.31
No or dont| 53(65) 47 (50) 77 (67) 89 (74)
know
Patient was informed about their imminent death by the physician
Yes, explicitly 20 (25) 32 (36) 0.33 30 (26) 31 (26) 0.59
Yes, implicitly 14 (18) 11 (12) 11 (10) 14 (12)
No 20 (25) 25 (28) 52 (46) 45 (39)
Don’t know 25 (32) 21 (24) 19 (17) 26 (22)
aPearson’s Chi-square test

In the intervention wards, nurses had been aware of
patients’ imminent death in the majority of cases, (91% and
86% pre-intervention and post-intervention, respectively);
similar results were found for the control wards (Table 2),
albeit at a slightly lower level.

Communication about imminent death

In the intervention wards, nurses had discussed imminent
death with 35% of all patient’s pre- intervention (Table 2)
compared with 50% post-intervention (p=0.05). In the pre-
intervention period, 32% of the nurses did not know whether
the patient had been informed about their imminent death by
the physician; 25% reported that patients had been informed
explicitly and 18% implicitly. These percentages were slightly
different in the post-intervention period, i.e. 24% of nurses did

© Copyright iMedPub

not know whether the patient had been informed, and in 36%
and 12% they reported that patients had been informed
explicitly or implicitly respectively, but these differences were
not statistically significant. No differences in communication
were found in the control wards.

Insight in patients’ psychosocial condition

For eight psychological symptoms (e.g. anxiety, tenseness,
sadness, depressed mood) nurses were asked if they knew
whether or not these symptoms had been a burden for the
patient. In intervention wards, nurses had this insight for 4
symptoms in the pre-intervention period and for 4.5
symptoms in the post-intervention period (Table 3).
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This insight increased significantly for ‘feelings of anxiety’
and ‘tenseness’ (p=0.04 and 0.03, respectively). In the pre-
intervention period, 70% of nurses had insight in whether
patients had been aware of their imminent death and 88% in
whether they had been at peace with the imminent death.

In these specific cases nurses thought that about 50% of the
patients had been aware and that almost 60% had been at

Table 3 Nurses’ insight in patients’ psychosocial condition.
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peace with their imminent death. These percentages were
similar in the post-intervention period.

In the control wards, nurses were less frequently aware of
patients’ psychosocial condition and no differences were
found between both periods.

Variables Intervention wards Control wards
Nurse knew whether Pre-intervention Post-intervention P-value Pre-intervention Post-intervention P-value
the patient: difference pre- difference pre-
post? post?
n=81 (%) n=93 (%) n=114 (%) n=121(%)
Suffered from anxiety 42 (57) 61 (71) 0.04 60 (57) 68 (61) 0.54
Suffered from 40 (55) 50 (58) 0.4 53 (50) 54 (48) 0.85
loneliness
Suffered from 43 (58) 53 (62) 0.35 55 (51) 52 (47) 0.5
dependency
Suffered from 36 (49) 57 (66) 0.03 47 (44) 49 (44) 0.93
tenseness
Suffered from worrying 45 (61) 54 (63) 0.46 44 (41) 43 (39) 0.72
Suffered from sadness 41 (56) 51 (59) 0.41 41 (38) 48 (43) 0.49
Suffered from feelings | 41 (55) 50 (58) 0.46 47 (44) 42 (38) 0.39
of powerlessness
Suffered from feelings 38 (52) 45 (52) 0.55 37 (35) 41 (37) 0.72
of depression
Was aware of | 71(88) 81 (87) 0.91 90 (79) 99 (82) 0.58
imminent death
Was in peace with 57 (70) 62 (68) 0.6 60 (53) 70 (58) 0.42
imminent death
Had practical or social 49 (61) 57 (61) 0.91 71 (62) 73 (60) 0.76
problems during last
days of life
aPearson’s Chi-square test
Nursing interventions and diagnostic measurements, tube feeding and the use of intravenous fluids:

measurements in the last 24 h before death

In the intervention wards, in the pre-intervention period the
nurses provided on average 5.3 of 18 nursing interventions
during the last 24 hours of life, such as hygiene care, tube
feeding, use of intravenous fluids, and assessment of blood
pressure and temperature; this number was similar in the
post-intervention period (Table 4).

In-depth analysis showed no differences in the pre- and
post-intervention periods in diagnostic measurements (range
0-4), in providing tube feeding and intravenous fluids (range
0-4), and in basic care interventions (range 0-5). Other
interventions, i.e. repositioning, wound care, bandaging, and
suction of secretion, were applied less often in the post-
intervention period (p<0.01). No differences were found in the
control wards. An association was found between the moment
of nurses’ awareness of imminent death, and diagnostic

6

these interventions were applied less often when nurses had
foreseen imminent death > 24 h prior to death compared with
cases in which nurses’ awareness was raised < 24 h in advance
(p<0.00).

Global score of quality of life during last 3 days
of life and quality of dying

In the intervention wards, the median score for QOL3 was
5.0 during pre- and post-intervention assessment (mid-80%
range (10th-90th percentile) 2-8 in the pre-, and 2-7 in the
post-intervention period, respectively (p=0.59)) (Table 5). The
median score for QOD was 7.5 (mid-80% range 5-9) in the pre-
intervention period and 7.0 (mid-80% range 3-9) in the post-
intervention period (p=0.03). In control wards the median for
QOL 3 was 5.0 during pre-intervention and 4.0 during post-
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intervention assessment (p=0.84); the median for QOD was 7 on a 0-20 scale was 10 (IQR 9.25 — 13). After 1,5-year 10 nurse
for both periods (p=0.58).

Nurse champions’ knowledge

champions completed the questionnaire of whom two had
participated less than six months. Their median score was 14
(IQR 11.25-16.75) (p<0.01).

Before starting the network 12 out of 14 nurse champions
completed the questionnaire. Their median knowledge score

Table 4 Nursing interventions and diagnostic measurements in the last 24 hours of life.

Intervention wards Control wards
Pre- Post- P-value Pre- Post- intervention P-value
Intervention Intervention Difference pre- intervention difference
post? a
pre-post
n=81 n=93 n=114 n=121
Diagnostic 1.5(1.6) 1.4 (1.5) 0.81 1.5(1.6) 1.5(1.6) 0.86
measurements®
(0-4) Mean (SD)
Artificial nutrition and 0.7 (0.8) 0.6 (0.7) 0.70 0.8 (0.9) 0.9 (0.8) 0.68
hydration and blood
transfusion®
(0-4) Mean (SD)
Basic care interventions? 22(1.2) 2.3(1.1) 0.37 2.6 (0.9) 2.5(0.9) 0.51
(0-5) Mean (SD)
Other interventions® 0.8 (0.9) 0.4 (0.6) 0.00 0.9 (0.9) 0.7 (0.9) 0.11
(0-4) Mean (SD)
Total number of | 5.3(3.2) 5.0 (2.6) 0.47 6.1 (3.0) 5.8 (3.1) 0.49
interventions
(0- 18) Mean (SD)

2Independent samples t-test

b= measurement of blood pressure, temperature, oxygen saturation and blood glucose
¢= providing tube feeding, intravenous hydration, intravenous nutrition and blood transfusion
d= hygiene (washing or showering), oral care, urinary catheter care, pain assessment

©= repositioning, wound care, bandaging, suction of secretion

Table 5 Global quality of last three days of life (QOL3) and quality of dying (QOD).

Variables Intervention wards Control wards

Pre- intervention Post- P-value difference Pre- intervention Post- P-value difference

intervention intervention
pre-post? pre-post?@

n=53P n=88P° n=91° n=118P
Quality of life during 5.0 (2.0-8.0) 5.0 (2.0-7.0) 0.59 5.0 (2.0-7.0) 4.0 (1.0-7.0) 0.84
last 3 days: median
(mid-80%)
Quality of dying: 7.5 (5.0-9.0) 7.0 (3.0-9.0) 0.02 7.0 (2.6-8.0) 7.0 (3.0-9.0) 0.58
median (mid-80%)

2ndependent samples Mann-Whitney U-test

bThese items were added to the questionnaire after the pilot study so that numbers are not equal to the total groups

Discussion

were more aware of psychological symptom burden in dying
patients and more frequently discussed the end of life with

In this controlled before and after study, nurses working on  patients. Furthermore, non-essential nursing interventions
wards where palliative care nurse champions were appointed, Wwere more frequently discontinued in the last 24 h. In the

© Copyright iMedPub
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post-intervention period, nurses were more often - though not
statistically - aware of whether or not the physician had
informed the patient about imminent death, which suggests a
change towards a more end-of-life care minded attitude. Nurse
champions have been found to facilitate successful quality
improvement initiatives in various settings [19].

However, the evaluation of an intervention that consists of
the implementation of a network of nurse champions is
complex [34,38]. Many factors may contribute to the effect of
the intervention. The dissemination of knowledge regarding
palliative care to colleagues on the ward is uncertain; it
remains unclear which healthcare professionals are ‘affected’
by the intervention, e.g. received education, or experienced
that the nurse champions gained more expertise [38].
Individual characteristics and competences of the nurse
champions, and contextual characteristics of the workplace,
influence successful implementation [39]. Nurse champions’
knowledge on palliative care and symptom management did
improve during our study. At the start, their knowledge was
similar to the knowledge of a randomly selected sample of
general nurses in the same hospital [37]. One and a half year
later their knowledge had increased to a level that was similar
to the advanced knowledge level of palliative care nurses [37].
Nevertheless, implementation of an intervention with a
nurses’ network faces operational difficulties. The continuation
of the network asks for a lot of effort. We noticed the
importance of management support, collaboration with the
expert team, qualified coordination and coaching of the nurse
champions, as well as the intrinsic motivation of nurse
champions to continue their work. Problems related to
attending meetings during work time, a rapid turnover of
nurse champions, and the nomination of junior nurses to the
position of nurse champions [24,39]. Therefore, our finding
that, despite these complicating factors, the appointment of
nurse champions resulted in beneficial changes in clinical
practice, can be considered as promising.

The introduction of nurse champions contributed to
increased attention for communication about the end of life.
In the Netherlands, disclosure of a poor prognosis by a
physician has to precede nursing communication about
imminent death. In the pre-intervention period, nurses
reported that in about one third of the cases it was unknown
to them whether the physician had informed the patient and
only 25% reported that the physician had explicitly informed
patients about the imminence of death. In the post-
intervention period nurses tended to more frequently know
whether the patient had been informed and whether this
information had been given explicitly. Although we did not
assess the frequency and quality of physician communication,
the increased insight into this communication, as well as the
higher frequency of reported patient-related barriers in
communication might be the result of improved attention for
communication-issues. This coincided with more
communication about patients” imminent death by the nurses,
which might have resulted in the increased awareness of
whether patients were burdened by psychological symptoms
(such as tenseness and anxiety). Shortcomings and barriers
have been reported in communication at the end of life
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between patients and healthcare professionals, and among
the staff [40,41-43]. Nurses consider communication at the
end of life, although difficult, to be part of their responsibility;
education has been found to contribute to increased
confidence in interdisciplinary = communication and
communication with dying patients [29-31,37,41,44-46]. In our
study, increased attention in the intervention wards to
palliative care and to physician end-of-life communication
might also have contributed to the improved end-of-life
communication by nurses.

We also studied nursing interventions and diagnostic
measurements during the last 24 h. The implementation of
nurse champions had some effect on interventions previously
described as ‘non-essential care’ in the final hours, such as
repositioning and bandaging [47]. However, the same applies
to diagnostic measurements in the dying phase, for which we
found no effect of nurse champions [47]. We found that
continuation of diagnostic measurements, and providing tube
feeding and intravenous fluids, was associated with relatively
late awareness of impending death; this emphasizes the
importance of earlier recognition of the approach of death.

Our findings suggest that there was increased attention to
appropriate end-of-life care in the intervention wards after the
implementation of nurse’s champions. The decreased median
score for quality of dying in the intervention wards can be
explained by increased awareness of the shortcomings in care.
We believe this is an important finding for further
improvements. Awareness of shortcomings and a sense of
urgency are prerequisites for successful changes in care [48].

The effects we found were relatively small and no
improvements were found in nurses’ awareness of impending
death, nor in the awareness of social or existential problems.
Our findings might have been affected by the high turnover
rate of nurse champions and by the 5-month run-up period
which might have been too short for nurse champions to
prepare for their new roles before we started the post-
intervention assessment. A main element of the intervention
is knowledge transfer; this is a complex process that implies
that nurse champions first have to improve their own
knowledge and then have to learn how to disseminate
knowledge and skills among their colleagues in the
multidisciplinary team [17-19]. It is suggested that nurse
champions can only have an effect when they have knowledge
of palliative care, teaching capacities, and authority towards
managers, nurse colleagues and physicians [24,31]. Therefore,
the training and individual coaching of nurse champions
continued until the end of the study, and their competences
and confidence have grown incrementally. Therefore, the
impact of nurse champions might be larger on the long term
and finally yield improvements in the quality of care as
experienced by the end-users, i.e. patients and their close
relatives.

This study has some limitations. First, we investigated the
effect of nurse champions in only one hospital. Second, we
only studied the effect on care during the last days of the
patient’s life; the intervention was aimed at improving
palliative care during the entire course of terminal illness.

8 This article is available from: http://www.imedpub.com/nursing-and-health-studies/
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Third, intervention wards were not randomly chosen, but
assigned based on categories of patients likely to need
palliative and terminal care in the end-stage of their disease.
These wards (e.g. oncology) might have been more motivated
to take measures to improve end-of-life care. Cluster
randomization would have been a stronger study design;
however, obliging wards and nurse champions to make a
commitment for almost two years seemed inefficient and likely
to yield a significant risk of preliminary discontinuation.

Conclusion

In this study, palliative care nurse champions appeared to
have a beneficial effect on the care of dying patients in the
hospital. In the post-intervention period nurses more
frequently discussed imminent death with the patients, were
more often aware of a patient’s psychological condition, and
more often discontinued non-essential interventions.
Furthermore, nurse’s insight into physician’s end-of-life
communication tended to improve, being a prerequisite for
their own communication. Increased awareness made nurses
more critical about the quality of dying in the hospital. Taking
into account the ongoing development of nurse champions,
these results are promising.
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