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Abstract

Background: It is increasingly recognised that comprehengnaéning in pediatric palliative care cannot be
achieved only through the acquisition of knowledgel skills but requires the cultivation of self agrsess and
acknowledgment of personal attitudes to death gimdyd

Aim of the study: This study aimed to explore the impact of a pedigialliative care training program on the
death attitudes of a multidisciplinary team of lleg@rofessionals.

Methodology: A sample of83 health professionals (nurses, physicians, psggiets and others) participated in a
guasi-experimental study. Participants in the irgation group (IG) (N=34) attended a 150-hour irainprogram
on pediatric palliative care, whereas the controlg (CG) (N=49) received no training. All partiaifts completed

a questionnaire on demographics and the DeathudéiProfile—Revised (DAP-R) before (T1) and affE?)(the
training programA repeated measure analysis of variance (ANOVA) wsed to identify any main or two-way
interaction effects on the DAP-R subscale scoRssults: A two-way interaction was found in the Escape
Acceptance subscale, with both groups having sinsitares at T1, whereas at T2 the IG showed higberes
compared to the CG. A group difference was eviderthe Neutral Acceptance subscale, with the IGwéhg
higher scores than the CG at both T1 and T2. Maedime difference was found in this subscalehwsitores at
T2 being higher than at T1 for both group& statistical significant effects were detected tfog other DAP-R
subscales.

Conclusions. Pediatric palliative care training influenced teés’ death attitudes. Results indicated that
confrontation with children’s incurable illness amdavoidable death may generate mixed attitudegash. Further
research is needed to explore the process by wdtiehges in death attitudes occur over time. Imi)ina on
designing and assessing the impact of pediatriapaé care educational programs are also disclisse

Keywords: pediatric palliative care, training, death attitsdieealthcare professionals

Introduction advance the quality of care for children with life-

The fundamental goal of pediatric palliative“m'tmg conditions and their families (Sahler &t a

education and training is to improve healtl?ooo: Liben, Papadatou & Wolfe, 2008; Downing

professionals’ knowledge and attitudes so as 3 al., ) 2013). Research ewden_ce Slfgge.StS a
correlation between health professionals’ attitudes
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towards death and core aspects of the caee al., 2007; Yazdani et al., 2010; Zargham-
provided to seriously ill and dying patientsBoroujeni et al., 2011; Friedrichsdorf et al., 214
(Neimeyer, Wittkowski & Moser, 2004; Peters efThe majority aim to improve participants’
al.,, 2013). More specifically, death attitudeknowledge, skills and attitudes regarding palliativ
influence professionals’ attitudes towards caringare, to enhance their comfort in caring for dying
for dying patients, their willingness to talk abouthildren, to advance their communication skills in
death and dying, as well as interdisciplinargelivering bad news and thus increase their
collaboration, decision making and clinicalcompetence in discussing death and dying issues
practices in the context of end of life care (Weésswith patients and family members (Bagatell et al.,
& Rutledge, 2005; Barr, 2007; Black, 2007; BraurR002; Browning & Solomon, 2005; Rogers, Bagbi
Gordon & Uziely, 2010; Cevic & Kav, 2013;& Gomez, 2008; Yazdani et al, 2010;
Harrison et al., 2014; Rodenbach et al., 2016). Korzeniewska-Eksterowicz et al., 2013; Twamley

Therefore, researchers underline the need fSFal"ZOB)'

palliative care training and education programs tdery few interventions intend to sensitise health
provide opportunities for participants to explorgrofessionals on their personal responses towards
personal responses to patients facing incuraldeath and promote their awareness of personal
illness and impeding death and to developttitudes to life-threatening illness and dying
awareness of their attitudes towards death apdtients (Berman & Villarreal, 1983; Papadatou,
dying (Papadatou, 1997; Vazirani, Slavin &1997; Serwint et al., 2000; MacLeod et al., 2003;
Feldman, 2000; Serwint et al., 2000; FrommelSchiffman et al., 2008; Harris et al., 2015), even
2003; MacLeod et al., 2003; Wass, 2004; Cevic ghough the development of reflective practice and
Kav, 2013; Rodenbach et al., 2016). selfawareness have been identified as core

The vast majority of educational and trainin ompetencies _for profesglonals quklng n
initiatives in palliative care are addressed t ediatric paliiative care settings (Downing et al,

medical and nursing students and reside 13).

physicians (Gilan, van de Riet & Jeong, 2014Assessment of death attitudes has not yet been
Kottewar et al., 2014) as well as to professionalacluded in the evaluation of pediatric palliative
caring for adult patients, mostly to nurses (Braurraining programs; most relevant research is
Gordon & Uziely, 2010; Peters et al., 2013). Vergerived from programs addressed to professionals
few have a multidisciplinary focus (Black, 2007 caring of seriously ill and dying adult patients. |
Hegedus, Zana & Szabo, 2008), whereas evémns context, the evaluation of training and
fewer programs are addressed to heal#ducation has mostly focused on descriptive
professionals caring for seriously ill and dyingeports and measurement of participants’
children (Papadatou, 1997; Serwint et al., 2008atisfaction, knowledge gained and perceptions of
Vazirani, Slavin & Feldman, 2000; Bagatell et al.attained competence in providing palliative care
2002; Browning & Solomon, 2005; Baughcum efPeters et al., 2013; Frey, Gott & Neil, 2013; Gjla
al.,, 2007; Schiffman et al., 2008; Yazdani et alyan de Riet & Jeong, 2014; Anstey et al., 2016).

2010). These are mainly —offered throug -ew programs include repeated measure

undergraduate curricula (MacLeod et al., 200 ! X )
. .~ evaluations of death attitudes prior to and atter t
Liben, Papadatou & Wolfe, - 2008), Whlleintervention, by means of a standardized

p?jt?;?gsa:]zv:dEgiﬁor:imig% (Sgaecggttoutral'ggfeasurement tool (Wessel & Rutledge, 2005;
brog P obbins, 2011; Gégiet al., 2015). Results on the

Serwint et al., 2000; Vazirani, Slavin & Feldmanim act of adult palliative care training progranms 0
2000; Bagatell et al., 2002; Browning & Solomon P P . ning prog
health professionals’ death attitudes have been

gggg E(?z%};cnl:mete t aalll" 228105) S&}ygtm%? ?:]easlihconsistent and oftentimes conflicting (Durlak &

??eisenberg, 1991; Gilan, van de Riet & Jeong,

|n|t|a_t|ves h_ave the form of a m0(_jule, CIInICa|2014). Various demographic variables have been
rotation, or involve short courses, brief workshops, ™ /. . .
identified to influence death attitudes, such as

and seminars lasting up to a few days (Serwint Drofessionals’ age, length of clinical experience
al., 2000; Browning & Solomon, 2005; BaughcunP 9¢, 9 P ’
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level of education, cultural and religiouscomprehensive training programs in the above
backgrounds (Lange, Thom & Kline, 2008; Braunfields.

Gordon & Uziely, 2010; Cevik & Kav, 2013
Peters et al., 2013; Zyga et al., 2015).

The aim of the present study was a) to assess fitten informed consent was obtained by

impact of a pediatric palliative care trainin Embers of - both groups  regarding  their
program  on  the death attitudes  of g%artlupatlon in the program evaluation process.

multidisciplinary group of health professionals uestionnaires were anonymously completed by

and b) to explore how participants’ death attitud Qoth groups and at both times. “"Merimna’s” Ethics

are affected by personal characteristics (i.e. gEndeéatﬁrdnymlttee granted permission to conduct the

age, marital status, acquisition of children an
personal loss experience) and work-relatelshtervention

ve}ri_ables (i.e.. professional s_pecialty, years .Olthe 150-hour training program was designed in
chmca_l experience and previous education 'Becordance to identified content of training and
palliative care). educational programs in pediatric palliative care
M ethodology (Papadatou, 1997; Sahler et al., 2000; NHPCO,
2003) and lasted 8 months (approximately 2
sessions per month, on fortnightly basis). The goal
This study involves a quasi-experimental pre- posf the training was to advance participants’
design with an intervention (IG) and a controknowledge, skills and attitudes on the following
group (CG). ThdG attended a 150-hour trainingcore domains: a) alleviation of pain and other
program in pediatric palliative care, whereas th&ymptoms, b) communication and decision making
CG received no training during the same periodvith patient and family, c) ethical issues, d) dhil
Data were collected through self-reportednd family psychosocial and spiritual care, €)
guestionnaires by both groups at Time 1 (T1) (pr&ereavement  support, f)  interdisciplinary
training condition) and at Time 2 (T2) (postteamwork, and g) seHwareness and reflective
training condition). practice. The detailed content of the training
program is presented ifable S1. Trainers had
been academic scholars and experienced clinicians
The sample comprised 83 health care professionalerking with children facing a chronic and life-
(37 nurses, 21 psychologists, 10 pediatricians amitreatening illness and their families. The program
15 other disciplines, such as social workers, musiomplied with the ?' Education Level: “General
therapists and physiotherapists). Inclusion caterPediatric Palliative Care”, according to levels set
for all participants were the following: completionby the EAPC Children’s Palliative Care Education
of higher education and at least two years dfaskforce (Downing et al., 2013). This level is
clinical experience in pediatric settings foraimed at professionals who are involved in the care
seriously ill and/or dying children. The IGof seriously ill and dying children but do not
consisted of 34 professionals and the CG of 48ovide palliative care as the central focus ofrthe
professionals, while each group was made up ofinical practice.

participants from different health care settings i
order to avoid contamination.

; Ethical issues

Design

Participants and setting

Bidactic and experiential methods of teaching were
used to facilitate the integration of knowledge and
The study took place at “Merimna”, a non-profitclinical experience and to promote a
organisation based in Athens, dedicated to the ca@mprehensive learning process (Durlak &
of children and families facing illness and deatReisenberg, 1991; Papadatou 1997; Yazdani et al.,
(www.merimna.org.gr). Being the sole Greek010; Gilan, van de Riet & Jeong, 201B)dactic
organisation specialising in pediatric palliatis& methodscomprised lectures, video presentations,
and childhood bereavement support, “Merimnadiscussion of case studies, role-play exercises on
has offered since its foundation in 199%ctive listening skills, and group discussions.
Experiential methods involved self-reflection
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exercises relating to participants’ attitudes talgar demonstrated acceptable validity and reliability
serious illness, death and dying. Moreover, ead¢Malliarou et al., 2011).

trainee had to accompany throughout the course Sfemographics and  Personal  Information
the ”a'r!'”g’ a Ch'.ld or ad_o_lescent W.'th a.llfebuestionnaire This questionnaire comprised
threatening or terminal condition, a family faciag

S ) . . questions about gender, age, marital status and
fr?e”d Spfgg?;; '"nng{igggnkigre?\éigi\?:éemé%é; aving children, professional specialty, years of

. . . ) linical experience, prior education in palliative
supervision, discussed their cases in a gro

setting, and finally submitted a written assignmen a;et aenadr experience with personal losses over the
about their companioning experience. pastyear.

Instruments of data collection Data analysis

A repeated measure analysis of variance
(ANOVA) design was used to identify any main or
two-way interaction effects on the DAP-R subscale
scores. All demographic variables were entered
into the analysis as covariates in order to
investigate their effect on the DAP-R subscale
scores. Significance level was set at p<0.05.
Missing values were replaced by the group mean.
The cases that had more than half of their values
missing were deleted. Descriptive analyses were
performed to summarize and compare the
The Death Attitude Profile—Revised (DAP-R)y demographic characteristics of participants. All
Wong, Reker and Gesser (1994), is a 32-itecategorical variables are shown as absolute (N) and
instrument that uses a seven-point Likert scarelative (%) frequencies, while continuous
(1=strongly agree to 7=strongly disagree) to assevariables are presented as Mean and Standard
respondents’ attitudes toward death. It is comghrisDeviation (SD). The SPSS 17 statistics software
of five subscales: (djear of Death(7 items), that (SPSS Statistics for Windows, Version 17.0,
measures negative thoughts and feelings ab(Chicago: SPSS Inc., 2008) was used for the
death, (b) Death Avoidance (5 items), that analysis.

measures attempts to avoid thoughts and fee“nﬂsesults

about death, (c)Neutral Acceptance(5 items)

measuring the extent to which death is accepted @escriptive characteristics of the sample are
a neutral reality that is neither welcomed nopresented in Table 1. The majority of participants
feared, (d)Approach AcceptancélO items) that in both groups were females (89%), ranged in age
measures the extent to which death is welcomed lzatween 20 to 30 years (56.6%) and were nurses
an entrance to a happy afterlife, and Escape (44.6%) and psychologists (25.3%).081 of the
Acceptancd5 items), determining whether death igarticipants were not married (72.2%) and did not
viewed as an opportunity to escape from a life fulave children (75.9%). A percentage of 57.8% of
of pain and suffering. the sample had up to 5 years of clinical experience

o : e
The mean subscale score is computed by addiand another 57.8% reported prior education in

. - Ddliiative care. Among participants, 14.5% had
Itqhuemzcecr)r%sf ci)tre]nfsci?lccl)lj dteho(le iI;ethatdlgflfsdcatl)g tHDexperienced the death of a loved one within the
hiogher score indicates a stronger tendenc. revious year, 19.2 % of them had experienced two
idgntify with that particular subsca?lle A substagti 8sses, whereas 37.3% reported no losses. The two
body of reliability and validity data has bee roups did not differ statistically in most of the

; emographic characteristics; however, more
accumulated for this measure (Wong, Reker rticipants in the CG were married and had
Gesser, 1994). In the present study, the Gre Eildren compared to the IG
version of DAP-R was used, which has ' P '

The training program was assessed for its effeq
on participants’ (a) knowledge, (b) skills, and (c
perceived  clinical competence in  the
aforementioned domains of pediatric palliativ
care, as well as (d) for its impact on traineesitde
attitudes. In the present study focus is on ti
participants’ death attitudes, and how these ha
been affected by the didactic content, th
experiential methods of the training, and th
supervised clinical experiences.
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Table S1: Content of the training program

Sessions MODULES

(10 hours
each)

» Baseline assessment (T1)

1 * Introduction to the training program

» History of the palliative care movement

» Societal attitudes to death and dying

» Philosophy and principles of pediatric palliatiare

Experiential exercisePersonal attitudes towards deathd dying

» Development of children’s and adolescents’ concepitness, dying

2 and death
¢ Psychosocial care for the seriously ill and dyihdccor adolescent
Discussion and role-play activities of interactiomigh children
3 e The impact of children’s and adolescents’ life-timg or life-limiting
conditions on the family unit
» Communication skills: active listening, breakinglb@ews, discussing
emotionally difficult issues, non-verbal communioat
Role play activitiegcommunication skills)
» Applications of pediatric palliative care in variohealth care settings
4 (i.e. Oncology Clinic, Intensive Care Unit, Neurasaular Unit, Hom¢
care)
Discussion of clinical observation practiddeeting the family facing a child’s
or adolescent’s serious illness and/or impedingtdea
» Pain and symptom management (assessment, docuimentaid
5 management of common symptoms in seriously ill@dyidg children)
» Non-pharmacological approaches to symptom managemen
Discussion of clinical scenarios
» Ethical dilemmas and decision making in pediatétiiative care
6 * Involving children and adolescents in the decisimaking process

e Supporting the siblings

Discussion of clinical observation practickccompanying a family facing a
child’s or adolescent’s serious illness, dying ategth
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7 ¢ Spiritual care and the role of religion in suppagtihe family
* Bereavement support
Discussion of clinical scenarios
» Panel of bereaved parents narrating their expezgendth child’s
8 illness, end of life care, death and mourning
Experiential exercise: Addressing personal losséssand grief
* The multiple aspects of health professionals’ dstrand suffering
9 e The interdisciplinary team: Functional and dysfimmtal patterns in
coping with suffering and death
Experiential exercise: Exploring and discussingntedynamics in the face of
death
» Development and operation of a pediatric palliatigee service:
10 challenges and opportunities
Discussion and DVD presentation of a model pedigidlliative care
program by an international expert
» Discussing the experience of clinical observatimtements
11 Experiential exercise: Supporting families througha child’s or
adolescent’s life-limiting iliness and death
» Presentation and discussion of assignments
12 Experiential exercise: Revisiting personal attitadewards death and dying
» Evaluation of the training program (T2)
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Table 1. Demographic characteristics of the sample

Intervention Group® Contral v p-value
N (%) Group®
N (%)

Gender
Male 5(14.7 3(6.1
Femal 29 (85.3 45 (91.8 1.61 .20
Age
20-25 7(20.6 13 (26.5
26-3C 15 (44.1 12 (24.5
31-35 4(11.8 7(14.3
36-4C 5(14.7 10 (20.4 4.03 .54
41-45 2(5.9 3(6.1
46-5C 129 4(8.2
Marital status
Single 29 (83.5 31(63.3
Marriec 4(11.8 18 (36.7 7.51 .02
Divorcec 1(2.9 0 (0)
Acquisition of children
Yes 4(11.8 14 (29.8
No 30 (88.2 33(70.2 3.7C .05
Profession
Physician 5(14.7 5(10.2
Nurses 14 (41.2 23 (46.9 1.23 74
Psychologiss 10 (29.4 11 (22.4
Othel 5(14.7 10(20.4
Yearsof clinical experience
2 13 (38.2 16 (32.7
3-5 9 (26.5 10 (20.4 1.35 71
6-11 5(14.7 9(18.4
>12 6 (17.6 13 (26.5
Palliative care education
Yes 24 (70.6 24 (49 3.47 .07
No 10 (29.4 24 (49
L osses during previous year
Deatt 4(11.8 8 (16.3
Divorce 1.9 1(2.0
ProfessioneSocia 3(8.8 4(8.2 9.35 15
Othel 2 (5.9 4 (8.2
None 8 (23.5 23 (46.9
2 losse 11 (32.4 5(10.2
3 or more losst 5(14.7 4(8.2
N =34,"N=49
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Table 2. Pre- and post-training Mean, Standard Deviation (S.D.) and Range of the DAP-R subscale
scoresfor the I ntervention and Control Groups

Condition DAP-R Subscale I ntervention Group Control Group
Mean S.D. Range M ean SD. Range
Fear of Death 4.0z .5¢€ 3.145.4¢ 4.1k .6¢ 2.8€-5.57
A. Pre- Death Avoidance 4.31 .3€ 3.6(-5.2C 4.1¢ 74 1.8(-6.0C
training Neutral Acceptance 5.3¢ 5€ 4.2(-6.4C 5.12 .5E 3.8(-6.2(C
(T1) Approach Acceptance 3.7¢ 3¢ 3.2¢-4.5C 3.5¢4 28 2.90-4.2C
Escape Acceptance 4.2z A7 2.6(-4.8( 4.2t Az 3.2(-5.2(C
Fear of Death 414 .3€ 3.2¢-5.0C 4.1(C AC 3.14-7.41
B. Post- Death Avoidance 4.4C .3C 3.8(-5.2C 4.17 A€ 3.0C¢-5.2¢
training Neutral Acceptance 5.7¢ .65 4.8(-7.0C 5.3z .6¢& 3.6(-6.4(
(T2) Approach Acceptance 3.7¢ .34 2.9(-4.6C 3.5¢ 1€ 3.2(-4.0C
Escape Acceptance 4.4(C .3C 3.6(-5.0C 4.1¢ 3¢ 3.2(-4.6C

Table 3. Repeated measure ANOVA resultsfor the five DAP-R subscales

Fear of Death
Groug

Conditior

Group x Conditio
Death Avoidance
Groug

Conditior

Group x Conditio
Neutral Acceptance
Groug

Conditior

Group x Conditio
Approach Acceptance
Groug

Conditior

Group x Conditio
Escape Acceptance
Groug

Conditior

Group x Conditiol

Df, Error MS F-value p-value
1.7C .24 .81 Az
1.7C A3 A7 A
1.7C 1€ .65 Az
1.72 1.24 5.27 .02
1.72 .02 A1 TG
1.72 .0¢ .3C 5¢&
1.71 3.7¢ 8.01 .006
1.7 3.8t 11.1¢ .001
1.71 A2 1.2¢ 2€
1.7C .97 9.0¢ .004
1.7C .0C .00 9E
1.7C .01 .24 .62
1.73 3¢ 1.8t A7
1.73 .07 .7C AC
1.73 AL 4.1% .04
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Figure 1. Group differences in thescape Acceptancaibscale at T1 (pre-education) and T2 (post-
education).

Table 2 provides the mean scores on the DAP4Rores at T2 being higher compared with scores at
subscales for each group at pre-training (T1) afdl for both groups. No other two- or three-way
post-training condition (T2). Repeated measuiateractions were found. After controlling for ysar
ANOVA results on the five DAP-R subscales aref clinical experience, the significant group main
shown in Table 3. effect onNeutral Acceptancdecreased as years of
No main or interaction effects were evident in thg!inical experience increased, although it remained

Fear of Deathsubscale, even after controlling f0r5|gn|f|c§1nt [F@, 63.) = 5.66, p = .02). I_:mally,_tesrf

age, gender, marital status and having childre ontrolllngJ_or marital status anqldhavmg chlldren_,
profession, years of clinical experience, prio (Ea’lgroue Tlerencz Wgsln%t8ew_ %n;é[': (1L 6%_
palliative care education and personal losses withf ™’ p="- ) and [F(1, 68) = 2.29, p = .13),
past year. A group difference was found in th(reespectlvely}.
Death Avoidancesubscale, with the IG showingA group difference was found in th&pproach

higher scores than the CG both at T1 and T2. Necceptancesubscale, with the IG showing higher
other two- or three-way interactions were foundcores at T1 than the CG. After controlling for
after controlling for demographic characteristics. professional specialty, a significant 3-way

. . . interaction of group x condition x profession was
A group difference was also evident in theutral evident [F (3, 64) = 2.92, p = .04] More

Acceptancesubscale, with the IG showing higher ecifically, nurses did not show any group

scores than the CG at both T1 and T2. Moreov%;‘f)ﬁerence at T1 compared to other work arouns:
time difference was found in this subscale, wit P groups,

www.internationaljournalofcaringsciences.org
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however, nurses in the IG showed méproach Findings show a statistical significant increase on
Acceptanceat T2, compared to nurses in the CGhe score oEscape Acceptan@ibscale among IG
After controlling for years of clinical experiencg, participants at T2 by comparison to those in the
significant 3-way interaction of group x conditionCG, while no group difference was detected at T1
x years in profession was evident [F(3, 62) = 3.58r this subscale. This result may be accounted to
p = .02]. In particular, participants with 0-2 ysartrainees’ confrontation with the in-depth study of
and more than 12 years of clinical experience ichildren’s serious illness, suffering and death of
profession showed higher scores in this subscalevatich most were unaware or rarely or never
T2 compared to T1. This effect was not evident farxposed before. Children’s premature death evokes
the remaining clusters of years of clinicafeelings of powerlessness, a sense of unfairness
experience. and increased personal vulnerability, given the
A two-way interaction was found in thEscape con;em%orlarr]y vc||ew th?t ch|Idr<|an have thehngr:ct to
Acceptancesubscale, with both groups havin{tf[a'r;. %.Ut 00 (Ea ler et a.,d2000). T. ere ore,,
similar scores at T1, whereas at T2 the IG showéj%i;S Inding may be Interprete SS pﬂrtlmpar_lts
higher scores in this subscale compared to the tancing from a perceive _threatening
(Figure 1). After controlling for professional confrontatlon(l_Deters et al, 2013),_a view of _death
an alternative to unbearable distress (Neimeyer,

. .5 . .as
specialty or for years of clinical experience, this,,. . .
two-way interaction was not detected [F(1, 67) =€V'ttkOWSk' & Moser, 2004) and a wish for

_ . _ . seriously ill and dying children to escape from
333, p = .07 F(1, 65) = 219, p = Lexcess suffering and to find in the afterlife the
respectively]. X )
peace, happiness and protection they deserve.

Discussion Participants in the IG showed higher scores in the

It is increasingly recognised that comprehensiMgeutral Acceptancesubscale than the CG both at
training in pediatric palliative care cannot béll and T2 conditions. Although group x condition
achieved only through the acquisition ofnteraction was not statistically significant, it
knowledge and skills but requires the cultivatién cshould be mentioned that the IG had a considerable
self awareness and the acknowledgment @icrease in their scores at T2 compared to the CG.
personal attitudes towards death and dying (SahlBhis result is consistent with other studies in the
et al., 2000; Serwint et al., 2000; Vazirani, Stavicontext of adult palliative care (Wessel &
& Feldman, 2000; Liben, Papadatou & WolfeRutledge, 2005; Dobbins, 2011) which support that
2008). It is therefore important that educationdtainees’ scores in this subscale increase post
and training programs  offer  structuredraining. According to Wong, Reker and Gesser
opportunities to facilitate reflection over persbna(1994), Neutral Acceptances the most adaptive
beliefs, assumptions, attitudes and responses ditude to death, it represents a mature outlook o
life-threatening  illness, dying and deathife and death, it is positively related to
(Papadatou, 1997; MacLeod et al., 2003; Olthuis gsychological and physical wellbeing and shows a
Dekkers, 2003; Mallory, 2003; Wass, 2004tendency to living a life as full and meaningful as
Rushton et al., 2009; Braun, Gordon & Uzielypossible; therefore, increased scores in this
2010; Cevik & Kav, 2013; Rodenback et al.subscale at T2 are considered a positive outcome.

2016). An increase in th&ear of Deathas well as in the
Research in designing and evaluating traininQeath Avoidancesubscales at T2 was detected for
programs in pediatric palliative care is very liedit the IG in comparison to the CG, although this
(Liben, Papadatou & Wolfe, 2008; Downing et al.tendency did not reach significance level.
2013) while the effect of such initiatives on hkaltincreased scores in these “negative” attitudes to
professionals’ attitudes toward death has not bedeath is not an uncommon finding in studies
investigated. The present study is the first to owvaluating the impact of educational initiatives in
knowledge that explores the impact of a 150-hothe context of adult palliative and end of life ear
pediatric palliative care multidisciplinary traign (Durlak & Reisenberg, 1991; Gérét al., 2015). In
program on health professionals’ death attitudesir program, trainees had the opportunity, through
and compares data with those of a control group. reflective and experiential activities, to reflect

www.internationaljournalofcaringsciences.org



International Journal of Caring Sciences May— August 2017 VisdulO | Issue 2| Page 686

upon their own mortality and powerlessness in thdeath compared to physicians (Zyga et al., 2015).
face of death whereas through the accompaniméltie effect of work experience on death attitudes is
of families, they realised the incurability ofnot clear in the literature; some studies have doun
children’s serious illness and became aware thidiat increasing work experience is correlated with
death is an inevitable fact of life, unavoidable bpositive attitudes towards death and dying (Lange,
everyone, including children. Therefore, increasethom & Kline, 2008; Zyga et al., 2015), although
fear and avoidance of death could be interpreted @hier researchers support the opposite (Black,
trainees’ immediate reactions to their enhanc&2D07; Cevik & Kav, 2013). Finally, after
awareness of both the challenges inherent in thentrolling for marital status and acquisition of
field of palliative care and their own vulnerahilit children in our study, the significant group main
and sense of helplessness in the face of death; thifect onNeutral Acceptance/as not evident. This
has also been supported by other researchéirgling needs further clarification by including
(Papadatou, 1997; Hegedus, Zana & Szabo, 20@Beses variables in future research studies on the
Goris et al,, 2015). However, other researcheath attitudes of health professionals who provide
findings have shown that “negative” death attitudgsalliative care to children.

are improved through training and educa‘tioEimitaIionS

(Wessel & Rutledge, 2005; Dobbins, 2011; Peters

et al., 2013). A limitation of the present study is the quasi-
The statistical significant differences between the;( ps ;Irr:?;g?r:tgeisrlwg?hznctlvsge gll?gﬁp?; r?r? d:(;rg;iagﬁn

fé\i\::(():e g{;ﬁg;nén melggir g‘gcfe%agfﬁ ' A \ﬁ‘)?ggﬂighfindings rely on data obtained through self-report
P ! greee measures, which may not reveal subtle aspects of

subscales merit further discussion. 1G participiant% e's death attitudes that are not consciously

increased scores in t_hese subscales may point cfmowledged, or are denied or avoided.
the fact that professionals who applied for theé

training, were motivated to explore their attitude$he fact that both groups comprised mostly
towards death and dying and possibly aware &males should be taken into account as evidence
their tendency to avoid death, a condition thegyuggests that women score higher than men in the
were willing to address through the programApproach Acceptanceand Escape Acceptance
Moreover, according to Wessel & Rutledge (20055ubscales (Wong, Reker & Gesser, 1994). The
high positive attitudes at baseline are less likely young age of participants should also be
be improved through training. Thereforeconsidered, as lower fear of death at post-training
participants’ pre-program status in relation totdeaand more positive death attitudes are more
attitudes should be taken into account anidequently detected in older age groups of health
interpreted under the light of trainees’ commitmerprofessionals (Hegedus, Zana & Szabo, 2008;
and personal motivation to expose themselves t@ange, Thom & Kline, 2008).

end of life issues and explore their death attis!;ud%)eath attitudes are complex human phenomena
(Durlak & Reisenberg, 1991; Wessel & Ruﬂeo'g‘%cluding personal, cultural, social, religious and

2005). philosophical beliefs and views (Olthuis &
In accordance with other studies, our findingBekkers, 2003). These dimensions may have not
suggest significant effects of demographibeen captured by the DAP-R, which focuses on the
variables on DAP-R scores (Wessel & Rutledggsychosocial aspects of death attitudes.

2005; Black 2007; Lange, Thom & Kline, 2008; .

Zyga et al., 2015). More specifically, nurses ia thConcIusons

IG and trainees with less and most worhe present study adds to the existing evidence
experience showed higher scores in Approach that training programs can influence health
Acceptancesubscale at T2, when compared to therofessionals’ death attitudes. Moreover, findings
CG. Due to the nature of their profession, nurs&éed light into the unexplored subject of training
are in direct contact with patients, so they areemoprograms in pediatric palliative care and their
familiar with death issues and, according témpact on health professionals’ death attitudes.
research, they depict more positive attitudes to

www.internationaljournalofcaringsciences.org
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Increasing the “positive” aspects of attitudeslevelopment of effective educational and training
toward death and decreasing the “negative” on@stiatives in this field.

are desirable effects of education. However, thi
needs further consideration in the context
pediatric  palliative  education, where thelhe authors are grateful to Maria Grizioti for her
confrontation with children’s death, commonlyassistance to the statistical analysis of the data.
percelve_d as unnatural and unfair, exposes tra_lne&ﬁbr eviations

to emotionally charged responses and reflections,

which may generate mixed attitudes comprisingnalysis of Variance (ANOVA)

both acceptance and avoidance or fear of death,df 4 Attitude Profile—Revised (DAP-R)
a not necessarily conflicting way.
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