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Access to care for pediatric hospice patients is inhibited by a lack of providers specifically educated to care for pediatric patients.
Education that seeks to address this gap in care must develop the specific knowledge and skills required to care for pediatric
patients, and this education must also be delivered in a format that enables convenient access to providers. This article describes
the development of an innovative blended curriculum to build upon the existing knowledge base and skill set required by
experienced adult hospice care providers to expand care for pediatric patients. The article elucidates how the community of
practice framework and Bloom’s taxonomy informed the blended curriculum leveraging both online, asynchronous modules and
virtual, synchronous precepting sessions and also informed the selection of content, activities, and assessment methods aligned to
requisite competencies and skills. It also details the identification of requisite competencies and skills and the next steps in piloting

this intervention.

1. Introduction

In the United States, the number of children dying has
continued to decrease to the current annual rate of just over
40,000 children per year [1]. With improved survival, the
number of children with complex medical conditions has
increased. Over 500,000 children are living with a serious
illness in the United States [2, 3]. Children with medical
complexity are growing in numbers as survival rates im-
prove for children with previously lethal anomalies [4-6].
Pediatric hospice and palliative care (PHPC) programs aim
to optimize the patient experience through layers of support
for children with serious illnesses and their families. Palli-
ative care is appropriate at any age and at any stage of illness.
For the purpose of this article, palliative care will be defined
as a unifying umbrella for a comprehensive layer of support
offered to patients with serious illnesses. The focus is often
on promoting quality of life as the patient and family define
and optimize symptom management. Hospice is

a community-based service that provides palliative care,
including end-of-life care, in the home or inpatient unit.

Most children and their families prefer to spend time at
home and avoid the hospital [7]. Yet, some are not given this
option when community-based pediatric hospice and pal-
liative care (PHPC) businesses deny care to children. Access
to community-based PHPC is limited compared to the
number of programs available for adults [4, 8]. The number
of U.S. hospices that will accept pediatric patients is less than
20% [9]. The availability of PHPC needs to increase. No
family should have to tell their child, “No, we can’t go
home.” So, how do we get to “Yes!”?

Ways to improve community-based PHPC services in-
clude regular pediatric palliative care education and forming
collaborative relationships between acute care PHPC pro-
viders and community-based teams [10-13]. In short, we
need to foster communities of practice [14] with the
knowledge and skills to provide palliative and hospice care to
pediatric patients. However, there are barriers to building
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the requisite knowledge and skills, including educational
funding for hospice providers, time available for continuing
education, confidence in caring for the pediatric population,
availability of pediatric mentors or preceptors for clinical
experience, and understanding of different payment models
for PHPC including concurrent care [11, 13, 15, 16].
Standard curriculums exist for education in the basics of
pediatric palliative care, i.e., End-of-Life-Nursing Education
Consortium (ELNEC)-pediatric palliative care [17, 18]. Yet,
they are aimed at clinicians who have some experience in
caring for pediatric patients but need more education on
palliative and hospice care tenets. In late 2019, a multilevel
(beginner, intermediate, and advanced) asynchronous cur-
riculum was launched by the California State University for
Palliative Care for hospice or palliative care providers
practicing primarily with adults who are interested in
expanding their practice to include perinatal patients, in-
fants, children, adolescents, and young adults. However, this
education does not necessarily address the needs of the adult
hospice provider who may be reluctant to accept a pediatric
patient (due to lack of experience) or who does not have the
volume of patients to develop a complete program. These
providers often decline to accept the pediatric patient. How
can we provide a concise and effective curriculum that
promotes confidence in accepting and caring for the pedi-
atric patient, while negotiating the barriers to educational
participation such as time, access, and funding? This article
describes the theoretical frameworks and delivery structure
contributing to a “blended” model for curriculum delivery to
meet the needs of practicing clinicians. To our knowledge,
this is the first continuing education to “blend” online
asynchronous modules with virtual synchronous precepting
for continuing education in PHPC. The delivery of the
blended curriculum will support a regional community of
practice, meeting the demand for more pediatric palliative
care and hospice providers.

2. Blended Learning

Our first decision when designing a curriculum on caring for
pediatric patients for practicing palliative care clinicians was
the choice of a blended structure leveraging e-learning to
deliver the curriculum. E-learning (electronic learning)
methodologies are becoming increasingly popular in health
professions and medical education, particularly when
COVID-19 necessitated a shift from face-to-face learning to
entirely online, virtual instruction. Recent systematic re-
views and meta-analyses have demonstrated the viability of
e-learning in medical education [19]. For example, Pei and
Wu found that online education has advantages in in-
creasing students’ knowledge and skills [20]. Adoption of e-
learning modalities, particularly blended learning modali-
ties, can help alleviate challenges of access, time, and cost
while promoting active pedagogies required to develop
higher-level thinking and skill development [21-29].
Blended learning is an e-learning modality that “blends”
learning experiences (such as asynchronous online, syn-
chronous online, and synchronous face-to-face experiences)
to achieve pedagogical goals [27, 30]. A blended curriculum
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leverages various delivery methods and modalities to achieve
curricular outcomes, including asynchronous and syn-
chronous online and face-to-face activities [31]. Blended
models have yielded a higher level of learning and knowl-
edge application in health professions education [27, 32, 33]
because they allow faculty to combine methods and mo-
dalities to meet student needs, learning goals, and overcome
challenges to engaging in the learning process, such as ac-
cess, time, and space. They are also beneficial for catering to
different learning processes [34, 35] and for demonstrating
topics when real-life experiences are not available, such as
when access to a pediatric patient might not be possible now
for a future care provider [36].

A blending of learning activities and delivery models has
already proven effective in the education of palliative care
providers. A 2018 study sought to increase access to pediatric
hospice care through a two-day intensive educational pro-
gram to provide the skills and confidence necessary for
providers with experience in adult hospice/palliative care to
apply their knowledge in this novel setting [16]. The two-day
intensive program blended varying teaching methods and
learning modalities during synchronous, in-person sessions
and was followed by consistent evaluations, to assess
learning prior to the study, directly after the program
completion, and approximately six months following the
program. The program demonstrated effectiveness regarding
levels of learning (increase in knowledge in almost all
modules) and increased self-confidence (80% of providers
felt better prepared to take on pediatric patients in the future
(one-sided ANOVA, p<0.05)). However, despite the
promising and significant findings, participation necessi-
tated large blocks of physical presence during the two-day
period to complete the program. Future programs may be
able to mitigate this requirement through the delivery of
a similar curriculum in a fully online, asynchronous, self-
paced delivery model which leverages the success of blended
learning activities by incorporating e-learning. As previously
noted in Pei and Wu’s systematic review and meta-analysis,
online learning modalities can enhance knowledge and skills
in ways not present in face-to-face learning [20].

Delivery modality is critical to promoting provider ac-
cess to education. A recent study, conducted by the national
Pediatric Palliative Improvement Network (PPIN), adopted
a fully online format for education related to the stan-
dardization of guidelines for continuing education of
healthcare providers interested in pediatric palliative care
and improving patient outcomes following pain assessment
through quality improvement (QI) [37]. Due to the
COVID-19 pandemic, all 2020 conferences were transi-
tioned to a virtual format. The online design facilitated
engagement and collaboration among providers, which was
necessary for the practical completion of multicenter QI
projects. Content in the curriculum previously delivered
face-to-face was enhanced by a blend of online modules and
subsequent monthly discussion-based calls (which were in
place prior to COVID-19 and continue today).

Similarly, we selected a blended delivery modality for our
curriculum to promote increased access and invite prac-
ticing clinicians to develop competence and confidence in
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caring for the pediatric hospice/palliative care patient. The
self-paced, fully online asynchronous modules of the cur-
riculum are blended with follow-on virtual mentoring. In
creating our “blend,” we chose to deliver the majority of the
didactic content through asynchronous, online modules that
could be completed at the clinician’s own pace, time, and
place of choice. Then, once clinicians complete the online
modules, they participate in virtual synchronous precepted
sessions in which they can integrate the knowledge gained
from the modules with their own prior experience to pro-
pose care for a pediatric patient. Having designed our de-
livery model, we turned to select theoretical frameworks to
guide the design of online modules, virtual precepting ex-
periences, and the relationship among them.

3. Guiding Frameworks

3.1. Community of Practice. Since the overall goal of this
educational initiative is to broaden the community of
providers who are proficient in caring for pediatric hospice/
palliative patients, we selected the community of practice
(CoP) framework as one of our guiding frameworks. Lave
and Wenger first introduced the theory related to CoP in
1991, a social learning theory based upon situated learning
and guided by constructivism. CoP proposes that learning
occurs through social interaction within a community [14].
Learning is not an individual activity; instead, it happens
through social interaction as less knowledgeable or less
experienced members on the periphery of a community gain
knowledge and skills by interacting with experts within the
community [14]. The learning is “situated” within the
community in that knowledge and experience gained relate
directly to the context in which it will be applied in the
future. Proposing CoP as an appropriate guiding framework
for medical education, Cruess et al. [38] noted the first
application of the theory in medicine in Parboosingh’s work
on physician communities of practice [39]. Since then, the
CoP framework has been applied broadly in medical and
health professions education, both to guide formal didactic
education and continuing medical education [16, 37, 40, 41].
Implementing collaborative care has been of extreme benefit
during the COVID-19 pandemic for academic hospitals and
long-term care facilities [42] that experienced a need to
efficiently educate providers due to an abrupt increase in
patient volume and complexity of care.

The following three essential elements contribute to
CoPs: domain, community, and practice [43, 44]. Domain
refers to the area of interest shared by community members
that necessitates specialized knowledge or skills. Community
refers to the common identity, shared values, and goals
embraced by the members. Practice relates to the “repertoire
of specialized actions and interactions cultivated by the
community” [45] (p. 322). Our domain comprises the
requisite specialized knowledge to care for PHPC patients.
To build our community of PHPC experts, providers ex-
perienced in adult hospice care will first participate in
asynchronous online modules conveying knowledge req-
uisite to care for the pediatric patient. Then, they will be
mentored by virtual preceptors with expertise in PHPC

during successive virtual sessions to further develop their
knowledge, confidence, and skill in caring for pediatric
patients.

Furthermore, after completing the program, participants
will be encouraged to develop local and regional CoPs to
promote PHPC, promoting the sustainability of this rich,
multileveled model that is more commonplace in pediatric
hospice than in the adult hospice arena. Unlike the adult
hospice model, where the patient commonly discontinues
their relationship with previous clinicians, the pediatric
model usually includes a referring pediatric doctor/team
who usually wants to stay involved and participate in
decision-making through the trajectory of the child’s con-
dition. Given that the usual adult hospice model allows the
nurse more autonomy with standardized orders and prac-
tice, the nurse may be unfamiliar with the continued col-
laboration with the referring teams. Therefore, our
curriculum prepares them with resources to establish and
maintain local and regional CoPs in PHPC.

3.2. Bloom’s Taxonomy. Having aligned our educational
goals with the CoP framework, we then had to consider
structuring the relationship between the online modules and
the virtual precepting experiences. Bloom’s taxonomy [46],
as presented by Anderson et al., categorizes into six levels of
cognition: remember, understand, apply, analyze, evaluate,
and create, and it served as the guiding framework for this
task. The taxonomy allowed us to identify the level of
cognition we hoped to achieve through participation in the
online modules and, subsequently, the virtual precepting
sessions. The primary goal of the online modules is to in-
crease knowledge and begin to build confidence in poten-
tially caring for the pediatric hospice/palliative patient, so,
correspondingly, the learning objectives for the online
modules were designed to align with the lower cognitive
levels: remember, understand, and apply. We then de-
veloped appropriate learning objectives for each online
module to guide the design of content and knowledge checks
(quizzes) to assess the level of learning achieved as clinicians
progressed through the asynchronous portion of the cur-
riculum. Virtual precepting sessions are intended to allow
for the application of the knowledge gained through analysis
of the patient’s needs, evaluation of the efficacy of the current
treatment, and creation of a new treatment plan, so learning
objectives for these sessions were designed to promote
higher education levels of cognition including analyze,
evaluate, and create. The sessions will be case-based, pre-
senting participants with increasingly challenging cases of
standardized patients for which they must create treatment
plans. The virtual preceptors will assess the plans using
assessment tools aligned to specific requisite competencies
and levels of learning. During the virtual precepting sessions,
the preceptor can discern the degree to which the provider is
appropriately integrating or applying knowledge gained
from the online modules to analyze the case, evaluate the
needs of the patient, and create care plans that align with the
needs of the pediatric patient and their family. The virtual
sessions will also allow for debriefing with the virtual



preceptor related to feedback on the care plan and oppor-
tunities for improvement. These sessions will be critical to
imparting the tacit and explicit knowledge required to de-
velop expertise in caring for PHPC patients.

3.3. Resulting Conceptual Framework. Figure 1 presents the
resulting conceptual framework combining the CoP and
Bloom’s frameworks and the blended course design that will
guide the selection of content, activities, and assessments for
our educational intervention.

As noted, this framework guided the creation of ten online,
self-directed modules that introduce providers experienced in
adult hospice care to the knowledge and skills required to care
for the pediatric patient. Completion of the modules will
promote understanding, remembrance, and application of this
knowledge and skills. Self-check quizzes embedded within each
module can be taken multiple times to increase the individual
participants’ self-confidence in the knowledge of the content
and future application. Our team also created pretest and
posttest items to assess change in knowledge and skill. Con-
fidence will be measured by a self-report Likert scale in-
strument developed and previously reported by Lafond et al.
[47] that has been modified to align with our curriculum.

After completing the online, self-directed modules,
participants will engage in a series of virtual precepting
sessions with knowledgeable experts in PHPC to create care
plans for standardized cases of PHPC patients. As previously
noted, the cases will increase in difficulty. Debriefs of the
care plans with the virtual preceptors will increase the
knowledge and confidence novices have in joining the PHPC
providers community. During these sessions, participants
will also discuss with the experts on how to build their own
local communities of practice related to PHPC for continued
support and guidance as they develop additional expertise.

4. Curriculum Design

After deciding upon a guiding conceptual framework and
delivery structure, we turned to develop the requisite
competencies to guide the selection of content and activities
for the online modules and cases in the virtual precepting
sessions. First, we reviewed the literature and considered
a needs assessment conducted by Kaye et al. [10]. The au-
thors surveyed regional hospices in the western Tennessee
area and found that over 64% were interested in receiving
education for caring for pediatric patients. Yet, existing
evidence to guide the content needed was sparse. Corre-
spondingly, module topics were developed based on stan-
dard palliative care educational curricula, including the
ELNEC curriculum. After streamlining content by removing
redundant existing adult palliative care topics, we drafted
our proposed topic list. Anecdotal evidence was gleaned
from ongoing discussions with regional hospice nurses and
feedback from course evaluations for a standardized 2-day
pediatric palliative curriculum over more than ten years. We
introduced ten topics through a needs assessment to confirm
that the subject matter chosen was of interest and needed (as
reflected in our module titles noted in Figure 1). A total of 55
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palliative care providers, in two separate conferences,
completed the needs assessment. Of note, no additional
subjects were proposed by either group of hospice staff for
our intended audience. Levels of confidence were measured
by using a simple Likert scale. Face validity was established
through expert review. Level of competence for each pro-
posed topic was measured using a Likert modeled on
Benner’s Novice to Expert [48].

Our literature review, curriculum review, and needs as-
sessment informed our working list of topics for the ten
online modules. To develop a list of competencies guiding
online module development, we created a curriculum map.
The curriculum map allowed us to cross-list and compare
competencies from the following two sources: the Association
of Colleges of Nursing (AACN) competencies and Recom-
mendations for Educating Undergraduate Nursing Students
(CARES) preparing nurses for caring for the seriously ill and
their families [49, 50] and the National Hospice and Palliative
Care Organization (NHPCO)’s standards of practice for
pediatric palliative care [9]. The resulting cross-list of com-
petencies was compared with results from the needs assess-
ments to ensure alignment of competencies and identify gaps
related to requisite skill and knowledge. Competencies were
then developed aligned to identified gaps, resulting in a fi-
nalized, integrated list of requisite competencies.

After creating the finalized list of requisite competencies,
we created learning objectives for each online module and
virtual precepting session to align with the competencies.
We determined the appropriate sequencing of modules to
scaffold knowledge across the curriculum for competence
attainment and increase self-confidence in the content
application.

The identified learning objectives for each module guided
content and activity creation and the creation of the self-check
quizzes that would be embedded in each module. Within the
modules, new content that is basic information regarding the
care of the pediatric patient is provided first. Differences and
similarities between adult and pediatric patients are high-
lighted throughout the modules. Since the intended audience
is the experienced adult hospice nurse, overlapping hospice
and palliative care principles are deemed redundant and not
emphasized. Prior to the development of the online modules,
prospective content was reviewed by several PHPC experts.
Following this review, we used the competencies and learning
objectives to develop cases and assessment tools for the virtual
precepting sessions. Figure 2 comprises the steps in our
curriculum design process.

Once the sequencing and content were developed, we
then moved on to the creation of the online modules as
detailed below.

5. Online Module Creation

Development of the online modules required a team of
professionals and specific technical resources. Our design
team comprised the first author (an expert in blended
curriculum design), a senior author (an expert in PHPC),
additional instructional designers, a media and design ex-
pert, and a student worker.
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Building a Community of Pediatric Hospice Providers

ONLINE

MODULES

. COMMON PEDIATRIC

SERIOUS ILINESSES

2. CONCURRENT CARE

3. PATHOPHYSIOLOGY
DISTINCTIONS

4. PAIN

5. PHARMACOLOGICAL
DISTINCTIONS

6. PERINATAL/NEONATAL
NUANCES

7. EXPERIENCING ILLNESS
& DEATH AS A CHILD

8. COMMUNICATING WITH
THE CARE TEAM &
FAMILY

9. ETHICS, BOUNDARIES
AND BURNOUT

10. GRIEF & BEREAVEMENT

3-5 COMPLEX
CASES FOR

RESOLUTION

MENTORING

VIRTUAL
PRECEPTING

ANALYSIS AND

VIRTUAL EXPERT
CONSULTATION AND

« CONFIDENCE
+« COMPETENCE
+« KNOWLEDGE

—

Remember

Understand Apply Analyze Evaluate

Create

FIGURE 1: Conceptual framework for a blended curriculum.
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FIGURE 2: Curriculum design sequence.

After completing storyboards in Google Slides with
content related to lectures and activities, the senior author
recorded the audio narration remotely by using Zencastr,
and the modules were then developed by a team of in-
structional designers using Articulate Storyline 360. After
review and edits, the modules were published as SCORM
packages and uploaded to a learning management system
(LMS) for the university hosting the pilot. The LMS is
EthosCE, a “leading learning management system for
medical associations, academic medical centers, health
systems, and medical education companies.”

There are ten self-paced online modules. Each module
consists of an approximately 30-minute lecture in which the
senior author’s lecture is accompanied with visuals timed to
illustrate the points being made. Each module includes
multiple choice knowledge checks at the end of the module,
which provide immediate feedback to learners on whether
their responses were correct or incorrect and explain why or
why not. Some of the modules include interactive sections
within the lecture. For example, module 5 includes exercises
allowing learners to practice calculating opioid dosages
according to pediatric patients’ body weights.

To complete the course, learners must meet the enroll-
ment criteria, complete a pretest, view all 10 modules, respond
to all knowledge checks within, and complete a posttest.

6. Next Steps and Implications

Now, we will conduct a quasiexperimental pilot study to
assess the feasibility of the blended curriculum model. Initial
piloting will be with 50 nurses who have experience in adult
palliative care, but subsequent iterations will be available to
all providers of hospice/palliative care. Instructors for the
virtual precepting sessions will comprise nurses who are
experts in PHPC. Three virtual precepting sessions will occur
on a one-on-one basis between the preceptor and partici-
pants. Virtual sessions will comprise the analysis of three
progressively complex cases. The first and senior authors will
evaluate the initial results of the curriculum’s impact on
knowledge, confidence, and competence. Based on pilot
testing, analysis, and revision results, we will relaunch the
revised curriculum on a larger scale.

Ideally, scaling the blended curriculum will introduce
a broader range of pediatric cases that include varying
presentations of similar pathologies to enhance confidence
further and promote competence [51]. With far-reaching
enrollment through a broader regional and national dis-
semination, an immediate impact on confidence, compe-
tence, and knowledge will lead to increased access to hospice
for children through confidence in caring for pediatric
patients.



The potential benefits of employing this program to
enhance access to pediatric hospice care cannot be un-
derstated. Adult hospices seeking to expand their market
share to include pediatrics will benefit. Additional antici-
pated benefits include indirect financial impact through cost
avoidance. By enabling more time at home through support
for end-of-life care, optimized quality of life for the pediatric
patient and family can be accomplished. Roughly
$100 billion is spent annually on managing children with
medical complexity [51-53]. Facilitating interprofessional
collaboration between hospice, palliative care, and critical
care providers during the management of complex pediatric
patients will enhance informed medical decision-making
and potentially decrease often expensive, inappropriate
interventions at the end of life.

The blended learning model addresses the needs of the
adult hospice provider with palliative care experience but
minimal to no pediatric experience. This program builds
upon the basics of caring for the pediatric patient to provide
an intensive, blended curriculum that emphasizes the dif-
ferences and similarities between adult and pediatric palli-
ative care. Furthermore, the blended curriculum design
fosters the transfer of learned knowledge into actual practice
with mentorship by experienced PHPC providers [54-56].

Multiple articles have demonstrated the positive impact
of blended curriculums on student outcomes including
confidence, knowledge, and competence [33, 57-59]. In
addition, studies indicate increased student satisfaction and
learning outcomes in online and blended learning courses
[60-62]. The traditional definition provides online educa-
tion with face-to-face instruction. In the hospice setting,
face-to-face instruction would be time-intensive and cost-
prohibitive for the instructor and student alike. A more
time-efficient and cost-efficient model would replace the
face-to-face encounter with the teleprecepting option. The
far-reaching impact on the rural areas of states makes this
option ideal for providing support and assistance with the
transfer of knowledge to the clinical arena.

Data Availability

No data were used to support the findings of this study.

Ethical Approval

This article presents curriculum design and theoretical/
conceptual frameworks. Research was not conducted to
prepare this article. Thus, review by an ethics committee/IRB
was not required.

Conflicts of Interest

The authors declare that they have no conflicts of interest in
this article.

Acknowledgments

We would like to acknowledge the Cambia Health Foun-
dation for their financial support through the Sojourns
Scholar Leadership program. We would also like to

Nursing Forum

acknowledge the financial support of the Suzanne Feetham
Research Support Award. We would also like to acknowl-
edge the George Washington University IMPACT (In-
struction Media and Programming for Collaboration and
Teaching) Initiative for their support in instructional and
media design. Finally, we would like to acknowledge the
support of Children’s National Hospital.

References

[1] K. D. Kochanek, J. Xu, and E. Arias, “Key findings data from
the national vital statistics system how long can we expect to
live?” 2020, https://www.cdc.gov/nchs/products/index.htm.

[2] B.P. Himelstein, J. M. Hilden, A. M. Boldt, and D. Weissman,
“Pediatric palliative care,” New England Journal of Medicine,
vol. 350, no. 17, pp. 1752-1762, 2004.

[3] E. R. Elias, N. A. Murphy, G. S. Liptak et al., “Home care of
children and youth with complex health care needs and
technology dependencies,” Pediatrics, vol. 129, no. 5,
pp. 996-1005, 2012.

[4] S. E. Friebert and C. S. P. Williams, “NHPCQO’s facts and
figures pediatric palliative & hospice care in America,” 2014,
https://www.nhpco.org/hospice-care-overview/hospice-facts-
figures/.

[5] E.Cohen, D. Z. Kuo, R. Agrawal et al., “Children with medical

complexity: an emerging population for clinical and research

initiatives,” Pediatrics, vol. 127, no. 3, pp. 529-538, 2011.

C. Feudtner, J. A. Feinstein, M. Satchell, H. Zhao, and

T. I. Kang, “Shifting place of death among children with

complex chronic conditions in the United States, 1989-2003,”

Journal of the American Medical Association, vol. 297, no. 24,

pp. 2725-2732, 2007.

[7] E. E. Johnston, I. Martinez, E. Currie, K. E. Brock, and
J. Wolfe, “Hospital or home? Where should children die and
how do we make that a reality?” Journal of Pain and Symptom
Management, vol. 60, no. 1, pp. 106-115, 2020.

[8] L. C. Lindley, M. J. Cozad, J. W. Mack, J. Keim-Malpass,

R. Svynarenko, and P. S. Hinds, “Effectiveness of pediatric

concurrent hospice care to improve continuity of care,”

American Journal of Hospice and Palliative Medicine®, vol. 39,

no. 10, pp. 1129-1136, 2021.

National Hospice and Palliative Care Organization, “Stan-

dards of practice for pediatric palliative care: professional

development and resources,” 2019, https://www.nhpco.org/
wp-content/uploads/Pediatric_Standards.pdf.

[10] E. C. Kaye, M. Gattas, A. Kiefer et al., “Provision of palliative
and hospice care to children in the community: a population
study of hospice nurses,” Journal of Pain and Symptom
Management, vol. 57, no. 2, pp. 241-250, 2019.

[11] K. E. Brock, “Urgent appeal from hospice nurses for pediatric
palliative care training and community,” Journal of the
American Medical Association Network Open, vol. 4, no. 10,
Article ID 2127958, 2021.

[12] J. F. Bogetz, A. Anderson, M. Holland, and R. Macauley,
“Pediatric hospice and palliative care services and needs
across the northwest United States,” Journal of Pain and
Symptom Management, vol. 64, no. 1, pp. e7-el4, 2022.

[13] M. S. Weaver, R. Jenkins, C. Wichman et al., “Sowing across
a state: development and delivery of a grassroots pediatric
palliative care nursing curriculum,” Journal of Palliative Care,
vol. 36, no. 1, pp. 22-28, 2021.

[6

[9


https://www.cdc.gov/nchs/products/index.htm
https://www.nhpco.org/hospice-care-overview/hospice-facts-figures/
https://www.nhpco.org/hospice-care-overview/hospice-facts-figures/
https://www.nhpco.org/wp-content/uploads/Pediatric_Standards.pdf
https://www.nhpco.org/wp-content/uploads/Pediatric_Standards.pdf

Nursing Forum

(14]

(15]

(16]

(17]

(18]

(19]

(20]

[21]

(22]

(23]

(24]

(25]

(26]

(27]

(28]

(29]

J. Lave and E. Wenger, Situated Learning: Legitimate Pe-
ripheral Participation, Cambridge University Press, Cam-
bridge, UK, 1991.

E. R. Haines, A. C. Frost, H. L. Kane, and F. S. Rokoske,
“Barriers to accessing palliative care for pediatric patients with
cancer: a review of the literature,” Cancer, vol. 124, no. 11,
pp. 2278-2288, 2018.

T. Vesel and C. Beveridge, “From fear to confidence: changing
providers’ attitudes about pediatric palliative and hospice
care,” Journal of Pain and Symptom Management, vol. 56,
no. 2, pp. 205-212.e3, 2018.

P. Malloy, E. Sumner, R. Virani, and B. Ferrell, “End-of-life
nursing education consortium for pediatric palliative care
(ELNEC-PPC),” Multi-Channel Network: The American
Journal of Maternal/Child Nursing, vol. 32, no. 5, pp. 298-302,
2007.

H. H. Jacobs, B. Ferrell, R. Virani, and P. Malloy, “Appraisal of
the pediatric end-of-life nursing education consortium
training program,” Journal of Pediatric Nursing, vol. 24, no. 3,
pp. 216-221, 2009.

H. Richmond, B. Copsey, A. M. Hall, D. Davies, and
S. E. Lamb, “A systematic review and meta-analysis of online
versus alternative methods for training licensed health care
professionals to deliver clinical interventions,” Brihanmumbai
Municipal Corporation Medical Education, vol. 17, no. 1,
p. 227, 2017.

L. Pei and H. Wu, “Does online learning work better than
offline learning in undergraduate medical education? A
systematic review and meta-analysis,” Medical Education
Online, vol. 24, no. 1, Article ID 1666538, 2019.

D. A. Cook and F. S. McDonald, “E-learning: is there anything
special about the E,” Perspectives in Biology and Medicine,
vol. 51, no. 1, pp. 5-21, 2007.

D. A. Cook, “The failure of e-learning research to inform
educational practice, and what we can do about it,” Medical
Teacher, vol. 31, no. 2, pp. 158-162, 2009.

D. A. Cook, A. J. Levinson, S. Garside, D. M. Dupras,
P. J. Erwin, and V. M. Montori, “Instructional design vari-
ations in internet-based learning for health professions ed-
ucation: a systematic review and meta-analysis,” Academic
Medicine, vol. 85, no. 5, pp. 909-922, 2010.

K. Ruggeri, C. Farrington, and C. Brayne, “A global model for
effective use and evaluation of e-learning in health,” Tele-
medicine and e-Health, vol. 19, no. 4, pp. 312-321, 2013.

P. M. Sinclair, A. Kable, T. Levett-Jones, and D. Booth, “The
effectiveness of Internet-based e-learning on clinician be-
haviour and patient outcomes: a systematic review,” In-
ternational Journal of Nursing Studies, vol. 57, pp. 70-81, 2016.
G. K. Wanner, A. W. Phillips, and D. Papanagnou, “Assessing
the use of social media in physician assistant education,”
International Journal of Medical Education, vol. 10, pp. 23-28,
2019.

C. C. McDonald, “Reopening schools in the time of pandemic:
look to the school nurses,” The Journal of School Nursing,
vol. 36, no. 4, pp- 239-240, 2020.

M. Lahti, H. Hdtonen, and M. Viliméki, “Impact of e-learning
on nurses and student nurses knowledge, skills, and satis-
faction: a systematic review and meta-analysis,” International
Journal of Nursing Studies, vol. 51, no. 1, pp. 136-149, 2014.
M. Lahti, R. Kontio, A. Pitkdnen, and M. Vilimaiki,
“Knowledge transfer from an e-learning course to clinical
practice,” Nurse Education Today, vol. 34, no. 5, pp. 842-847,
2014.

(30]

(31]

(32]

(33]

(34]

(35]

(36]

(37]

(38]

(39]

(40]

(41]

(42]

(43]

[44]

(45]

A. G. Picciano and J. Seaman, K-12 ONLINE LEARNING: A
SURVEY OF U.S. SCHOOL DISTRICT ADMINISTRATORS,
The Online Learning Consortium, Boston, MA, USA, 2007.
P. L. McDonald, K. Schlumpf, G. Weaver, and M. Corcoran,
“Integrative blended learning: theory, disciplines, application,
critical thinking and assessment,” in Blended Learning: Re-
search Perspectives, A. Picciano, C. Dzuiban, C. Graham, and
P. Moskal, Eds., vol. 3, pp. 349-361, Taylor & Francis,
Oxfordshire, UK, 2021.

P. McDonald, L. Lyons, H. Straker et al., “Educational mix-
ology: a pedagogical approach to promoting adoption of
technology to support new learning models in health science
disciplines,” Online Learning, vol. 18, no. 4, 2014.

H. O. Straker, P. L. McDonald, J. S. Barnett, and A. Collins,
“Leveraging E-learning for pedagogical innovation in PA
education,” The Journal of Physician Assistant Education,
vol. 29, no. 1, pp. 62-66, 2018.

A. Kelly, The Curriculum: Theory and Practice, SAGE Pub-
lications Limited, Thousand Oaks, CA, USA, 2009, https://uk.
sagepub.com/en-gb/eur/the-curriculum/book232571.

L. K. Chan, N. G. Patil, J. Y. Chen, J. C. M. Lam, C. S. Lau, and
M. S. M. Ip, “Advantages of video trigger in problem-based
learning,” Medical Teacher, vol. 32, no. 9, pp. 760-765, 2010.
K. Lynch, K. Lynch, N. Barr, and F. Oprescu, “Learning
paramedic science skills from a first person point of view,”
Electronic Journal of E-Learning, vol. 10, no. 4, pp. 396-406,
2012.

R. Thienprayoon, E. Jones, L. Humphrey, L. Ragsdale,
C. Williams, and J. C. Klick, “The pediatric palliative im-
provement Network: a national healthcare learning collabo-
rative,” Journal of Pain and Symptom Management, vol. 63,
no. 1, pp. 131-139, 2022.

R. L. Cruess, S. R. Cruess, and Y. Steinert, “Medicine as
a community of practice: implications for medical education,”
Academic Medicine, vol. 93, no. 2, pp. 185-191, 2018.

J. Parboosingh, “Physician communities of practice: where
learning and practice are inseparable,” Journal of Continuing
Education in the Health Professions, vol. 22, no. 4, pp. 230-
236, 2002.

K. Dunleavy, J. Chevan, A. P. Sander, J. D. Gasherebuka, and
M. Mann, “Application of a contextual instructional frame-
work in a continuing professional development training
program for physiotherapists in Rwanda,” Disability & Re-
habilitation, vol. 40, no. 13, pp. 1600-1608, 2017.

G. E. Thibault, “The future of health professions education:
emerging trends in the United States,” Federation of American
Societies for Experimental Biology BioAdvances, vol. 2, no. 12,
pp. 685-694, 2020.

L. R. Archbald-Pannone, D. A. Harris, K. Albero, R. L. Steele,
A. F. Pannone, and J. B. Mutter, “COVID-19 collaborative
model for an academic hospital and long-term care facilities,”
Journal of the American Medical Directors Association, vol. 21,
no. 7, pp. 939-942, 2020.

E. Wenger and W. Snyder, “Communities of practice: the
organizational frontier,” Harvard Business Review, pp. 139-
145, 2000.

E. Wenger, R. McDermott, and W. Snyder, Cultivating
Communities of Practice: A Guide to Managing Knowledge,
Harvard Business School Press, Brighton, MA, USA, 2002.
D. A. G. Grangeia, B. de Jorge, D. Cecilio-Fernandes,
R. A. Tio, and M. A. de Carvalho-Filho, “Learn+Fun! Social
media and gamification sum up to foster a community of
practice during an emergency medicine rotation,” Health
Professions Education, vol. 5, no. 4, pp. 321-335, 2019.


https://uk.sagepub.com/en-gb/eur/the-curriculum/book232571
https://uk.sagepub.com/en-gb/eur/the-curriculum/book232571

[46] L. W. Anderson, D. R. Krathwohl Peter W Airasian, and

K. A. Cruikshank, A Taxonomy for Learning, Teaching, and

Assessing: A Revision of Bloom” S Taxonomy of Educational

Objectives, Longman, Harlow, UK, 2001.

D. Lafond, K. Perko, D. Fisher, L. A. Mahmood, and

P. S. Hinds, “Impact of pediatric primary palliative care ed-

ucation and mentoring in practice,” Journal of Hospice and

Palliative Nursing, vol. 24, no. 1, pp. 22-29, 2022.

B. Patricia, “From novice to expert: excellence and power in

clinical nursing practice,” in Commemorative, M. Connor,

N. Anselment, P. Walsh, and D. Newhouse, Eds., Vol. 1, Julie

Alexander, London, UK, 2000.

B. Ferrell, P. Malloy, P. Mazanec, and R. Virani, “CARES:

AACN’s new competencies and Recommendations for edu-

cating undergraduate nursing students to improve palliative

care,” Journal of Professional Nursing, vol. 32, no. 5,

pp. 327-333, 2016.

B. Ferrell, P. Mazanec, P. Malloy, and R. Virani, “An in-

novative end-of-life nursing education consortium curricu-

lum that prepares nursing students to provide primary

palliative care,” Nurse Educator, vol. 43, no. 5, pp. 242-246,

2018.

[51] D. Baik, “Team-based care: a concept analysis,” Nursing Fo-
rum, vol. 52, no. 4, pp. 313-322, 2017.

[52] M. Rogers, D. E. Meier, R. Heitner et al., “The national
palliative care registry: a decade of supporting growth and
sustainability of palliative care programs,” Journal of Palliative
Medicine, vol. 22, no. 9, pp. 1026-1031, 2019.

[53] J. Rogers, M. P. Reed, K. Blaine, and H. Manning, “Children
with medical complexity: a concept analysis,” Nursing Forum,
vol. 56, no. 3, pp. 676-683, 2021.

[54] J. McDonald, C. Star, T. Burch et al., Identifying, Building And
Sustaining Leadership Capacity For Communities Of Practice
In Higher Education, Australian Government Office for
Learning and Teaching, Sydney, Australia, 2012, http://www.
olt.gov.au/resource-identifying-building-and-sustaining-
leadership-capacity-communities-practice-higher-educati.

[55] J. McDonald, J. Nagy, C. Star, T. Burch, M. Cox, and
F. Margetts, “Identifying and building the leadership capacity
of community of practice facilitators,” Learning Communities
Journal, vol. 4, pp. 63-84, 2012.

[56] B. McDonald, “Assessment in service-learning,” 2012, https://
serc.carleton.edu/NAGTWorkshops/servicelearning/
assessment.html.

[57] P.L.McDonald, G. C. Weaver, J. S. Barnett, and H. O. Straker,
“C4Tech: virtual connections between the classrooms, clini-
cians, and community clinics to bridge the gap between re-
search and practice,” Medical Teacher, vol. 43, no. 12,
pp. 1430-1436, 2021.

[58] P. L. McDonald, P. van der Wees, G. C. Weaver, K. Harwood,
J. R. Phillips, and M. Corcoran, “Learning health systems from
an academic perspective: establishing a collaboratory within
a school of medicine and health sciences,” Medical Education
Online, vol. 26, no. 1, Article ID 1917038, 2021.

[59] C. S. Tse and M. S. Ellman, “Development, implementation
and evaluation of a terminal and hospice care educational
online module for preclinical students,” British Medical
Journal Supportive & Palliative Care, vol. 7, no. 1, pp. 73-80,
2017.

[60] R.C. Choe, Z. Scuric, E. Eshkol et al., “Student satisfaction and
learning outcomes in asynchronous online lecture videos,”
Competency-based education-Life Sciences Education, vol. 18,
no. 4, p. 55, 2019.

(47

[48

[49

(50

Nursing Forum

[61] C.E.Morton, S.N. Saleh, S. F. Smith et al., “Blended learning:
how can we optimise undergraduate student engagement?”
Brihanmumbai Municipal Corporation Medical Education,
vol. 16, no. 1, p. 195, 2016.

[62] L. M. Dooley, S. Frankland, E. Boller, and E. Tudor,
“Implementing the flipped classroom in a veterinary pre-
clinical science course: student engagement, performance,
and satisfaction,” Journal of Veterinary Medical Education,
vol. 45, no. 2, pp. 195-203, 2018.


http://www.olt.gov.au/resource-identifying-building-and-sustaining-leadership-capacity-communities-practice-higher-educati
http://www.olt.gov.au/resource-identifying-building-and-sustaining-leadership-capacity-communities-practice-higher-educati
http://www.olt.gov.au/resource-identifying-building-and-sustaining-leadership-capacity-communities-practice-higher-educati
https://serc.carleton.edu/NAGTWorkshops/servicelearning/assessment.html
https://serc.carleton.edu/NAGTWorkshops/servicelearning/assessment.html
https://serc.carleton.edu/NAGTWorkshops/servicelearning/assessment.html



