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Abstract
Lesbian, gay, bisexual, transgender, and/or queer (LGBTQ) persons are at risk for discrimination in the healthcare setting. Lack of education for healthcare providers on use of inclusive language and terminology is seen as a barrier in providing a safe environment for this vulnerable population. The purpose of this quality improvement project was to increase use of inclusive language and understanding of terminology by implementing an evidenced-based education module to nursing staff in an inpatient hospice setting. A one-hour CNE education module was developed and provided to 22 nurses and nursing assistants.  The module was conducted through a face-to-face instruction using interactive methods.  An evaluation was completed through post- survey immediately after the presentation. Anecdotal feedback was also solicited 4 weeks post-education module. Patterns from the evaluations and anecdotal notes were analyzed.  Ninety-five percent of the attendees stated they were likely to implement inclusive language into practice.   Patterns revealed three types of awareness: self, intellectual, and perceptual. These three types of awareness represented an overall recognition of the importance to intentionally use inclusive language to create a safe space for LGBTQ persons. The project was impactful as it was the first-time education on LGBTQ was presented at the organization. The project has been expanded into interprofessional education and has allowed for open discussion within the organization in providing holistic care to LGBTQ persons at end of life.
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Chapter One:  Overview of the Problem of Interest 
	Increased globalization and diversity have had an impact on the barriers that were once evident in the western world in the separation of cultures (Garneau and Pepin, 2015). These regular continued interactions between previously isolated cultures is changing the importance of cultural competency in health care in general and specifically within the nursing discipline (Garneau & Pepin, 2015).  Nurses care for all persons regardless of culture, ethnic background, religion, race, and the many other ways people are identified or identify themselves. All persons deserve culturally sensitive care based on their personal beliefs.  
	For many years, lesbian, gay, bisexual, transgender, and queer/questioning (LGBTQ) persons have faced health disparities much stemming from discrimination experienced from health care providers. There is a lack of education to healthcare providers on best practices in providing culturally sensitive care to this population. The use of inclusive language during initial encounters creates a safe space and welcoming environment. The purpose of this chapter is to provide background information and the significance of the issue on the need for nurses to use inclusive language at time of a patient’s admission to a hospice home setting for end of life care.  In addition, it presents an overview of my Doctor in Nursing Practice (DNP) quality improvement project that provides the organization an opportunity to increase staff education of creating a safe and welcoming space for LGBTQ clients and families by use of inclusive terminology and questions. 
Background Information 
Fredriksen-Goldsen, Kim, Shiu, Goldsen, and Emlet (2014) estimated that there are over 2.4 million lesbian, gay, bisexual, and transgender (LGBT) older adults over age 50 in the United States, with the expectation that this number will double to over 5 million LGBT adults over age 50 by year 2030. Afraid of discrimination, many LGBT older adults do not seek healthcare later in life (Choi & Meyer, 2016). Culturally sensitive training for health care and social service agencies and professionals that provide support to elders could be critical in alleviating expectations of and experiences of discrimination that many LGBT older adults fear when seeking healthcare and professional help (Choi & Meyer, 2016). Effective culturally sensitive training for service providers could help improve the experience of LGBT elders with health care providers, alleviating expectations of discrimination that cause delay in seeking care (Choi & Meyer, 2016). 
	Cultural Competence Campinha-Bacote (1999) defined cultural competence as “the process in which the healthcare provider continuously strives to achieve the ability to work within the cultural context of a client (individual, family or community)” (p. 203). In a more recent critical review of the literature, to reflect current global developments, Garneau and Pepin (2015) suggest that cultural competence be defined as: 
A complex know-act grounded in critical reflection and action, which the health care professional draws upon to provide culturally safe, congruent, and effective care in partnership with individuals, families, and communities living health experiences, and which considers the social and political dimensions of care (p. 12). 
Strategies to improve cultural competency in health care providers are aimed to decrease health care disparities involving race, ethnicity and sexual orientation (Mann, 2017). 
Health Disparities In recent years, the health disparities and inequalities faced by members of the LGBTQ community has received significant attention from policymakers, legislators, educators, health care providers, and community leaders (Lim, Brown, & Kim 2014). Healthy People 2020 identified one social determinant affecting the health of LGBTQ individuals as the lack of health care providers who are educated in culturally competent care for this population. The health care disparities that affect the LGBTQ population continued to be tied to sexual and social stigmatization (Lim et al., 2014). Due to this social stigmatization and discrimination, social determinants such as legal discrimination, lack of community programs, and a shortage of providers educated in culturally competent care affect the health of the LGBTQ population (Lim et al., 2014).  
Barriers In a qualitative study of chief nurse executives, Ogbolu, Scrandis, & Fitzpatrick (2017), found constrained cultural competency training as a barrier to providing patient centered care to diverse patients. Challenges with providing culturally competent training included insufficient training at time of orientation, lack of ongoing opportunities for safe and practical learning, and need for change in the organizational climate to foster learning and acknowledging gaps in education (Ogbolu et al., 2017). Another gap of providing culturally competent care to LGBTQ persons includes the lack of knowledge and use of inclusive language by service providers (Boulder County Area Agency on Aging, 2013). 
	Reese and Beckwith (2015), conducted a mixed method study on barriers to cultural competence in the hospice setting. Two of the major barriers identified were lack of funding for development of culturally competent programs and deficient knowledge about diverse cultures and what cultural groups were present in the community (Reese & Beckwith, 2015).  Organizational barriers also included failure to prioritize cultural competency, failure to budget for culturally competent services and staff that does not value awareness of cultural differences, not comfortable with diversity, and stereotypes diverse individuals (Reese & Beckwith, 2015). 
To support this study, Carabez et al. (2015), also found that nurses report that they do not feel comfortable or prepared to care for LGBTQ patients and desire more education. 
	Strategies Recommendations for addressing barriers was to provide cultural competence training to staff (Reese & Beckwith, 2015). Habits of self-awareness and reflection, ongoing professional development, and implementation of best practices are all essential in providing culturally competent care for LGBT persons (Lim et al., 2014). One strategy to promote inclusive patient and family centered care is to advance effective communication (Lim et al., 2014). Implementation of this strategy includes use of neutral and inclusive language when speaking to all patients, listen to and reflect on patient’s choice of language, and be aware of questions that assume heterosexuality and societal norms of family relationships (Lim et al., 2014). By using open ended inclusive questions throughout the healthcare continuum, all persons regardless of culture, sexual orientation or gender identity, including older LGBTQ, will feel more secure (Boulder County Area Agency on Aging, 2013). 	
	Hospice and Palliative Care One of the fundamental principles of palliative care is the understanding that this type of care must be provided in a culturally competent manner, and that diverse populations have unique needs (Barrett & Wholihan, 2016). Therefore, nurses, who work in palliative care and hospice have the responsibility to possess the knowledge required to care for LGBTQ patients (Barrett & Wholihan, 2016). Persons who identify as LGBTQ are a vulnerable minority and have unique health issues (Barrett & Wholihan, 2016). Hospice nurses can provide compassionate and professional care to LGBTQ patients by performing comprehensive and nonjudgmental health histories and physical assessments through use of open-ended questions that are neutral and use inclusive language (Barrett & Wholihan, 2016). End-of-life care is the term used to describe the support and medical care given during the time surrounding death. (National Institute of Aging, 2017). At the center of hospice and palliative care is the belief that each of us has the right to die pain-free and with dignity, and that our families will receive the necessary support to allow us to do so (National Hospice and Palliative Care Organization [NHPCO], 2017). Organizational culture competence in health care is described as the systems’ ability to provide care to all patients with diverse values, beliefs, and behaviors, as well as individual tailoring of these needs in the social, cultural and linguistic domains (Betancourt, Green & Carrillo, 2002; Reese & Beckwith, 2015). In the hospice setting, concepts of death and dying vary greatly between cultures and thus it is imperative that culturally and linguistically competent care is present to aid in end of life discussions (Martin & Barkley, 2016).
Significance of Clinical Problem 
	In past decades palliative care for LGBTQ patients centered around the diagnosis of Human Immunodeficiency Virus (HIV) and Acquired Immunodeficiency Syndrome (AIDS) (Barrett & Wholihan, 2016).  HIV/AIDS still affect LGBTQ persons however this population is also predisposed to other chronic illnesses.  There is an increased rate of lung and bladder cancers due to an increased incidence of smoking as well as an increased rate of endometrial and breast cancers in lesbian women versus straight women (Griebling, 2016). The National LGBT Health and Aging Center found that the older LGBTQ person has a higher disability rate than heterosexual counterparts (Fredriksen-Goldsen et al., 2011).  Although the LGBTQ population have these unique health issues, they continue to face access to care issues. 
Fredriksen-Goldsen et al (2011) found that 21% of the LGBTQ population do not disclose their sexual orientation or gender identity to their physician and 15% fear accessing health care outside the LGBTQ community. Additionally, 13% of this same population report having been denied health care or were provided inferior care (Fredriksen-Goldsen et al., 2011). LGBTQ elders are more likely to perceive an uninviting environment and actual mistreatment from a variety of health care settings, including long term care facilities (Barrett & Wholihan, 2016). This fear of discrimination and lack of inclusive health care resources has led to a lack of optimal end-of-life care for LGBTQ persons (Barrett & Wholihan, 2016). The lack of awareness by health care providers of other gender identities or sexual orientations and the presumption of heterosexuality leads the LGBTQ community to not seek palliative care in a timely manner (Cartwright, Hughes & Leinert, 2012).
	This delay in seeking palliative and hospice care in a timely manner may lead to more LGBTQ persons dying in pain and alone. LGBTQ individuals also have similar misperceptions as their heterosexual counterparts about hospice and palliative care which also adds to the delay in seeking hospice care.  These misperceptions include that hospice is only for persons with cancer and that hospice is a place like a nursing home not a philosophy.  Another fear is the perception to family and friends that they have given up hope. Education to health care providers of culturally sensitive and inclusive care is one part in helping LGBTQ persons seek hospice care. However, hospice organizations need to outreach to LGBTQ communities and provide educational materials that specifically address the concerns of this population.
[bookmark: _Hlk517709619]The setting for this DNP project is a hospice and palliative care organization located in  the southeast portion of the United States. The agency provides hospice and palliative care services to patients in the hospital, residence and at a freestanding inpatient hospice unit. Leadership at the organization identified the need to improve the culture at the agency so that all staff, patients and families feel welcome.  An interdisciplinary inclusion workgroup was developed to examine inclusivity, diversity, and culturally competent care within the organization. Identified areas for improvement included human resource policies and other administrative structures, clinician education and competency to provide culturally sensitive care and outreach and community education materials.  The LGBTQ population was identified as a priority, since there currently are limited staff education modules provided specific to LGBTQ individuals. The education department along with the leadership team from the inpatient hospice home identified the need for staff education related to cultural sensitivity care to include use of inclusive language at time of admission to the hospice home.  Through use of inclusive language at time of admission all persons would feel welcomed into the hospice home setting.
Question Guiding Inquiry (PICO) 
Population. Patients admitted to the inpatient hospice home were potentially in receipt of the intervention with the idea that all persons including members of the LGBTQ community would experience inclusive language at time of admission. The project also focused on the registered nurses in the inpatient hospice home setting that have been trained on the admission process to the hospice home.  Hospice home staff including licensed practical nurses and certified nursing assistants were also a component of the population. The hospice home setting is a 30-bed inpatient freestanding facility and has three levels of care: general inpatient services, routine level of care and respite care.  
Intervention.  Implementation of a LGBTQ specific education module Creating a Welcoming Space for LGBTQ Clients and Families at End of Life was a main component to this DNP project. This one-hour, continuing education module, was delivered to staff at two separate offerings.  The education module provided information on terminology, health issues suffered by LGBTQ individuals, access to care issues and the need to use inclusive language and open-ended questions during the admission process. This program was delivered through a Microsoft® PowerPoint presentation as well as interactive group activities.
Comparison.  Through feedback from the attendees of the education module, implementing the education module to all new staff at time of hire was considered. Current education provided at time of new hire regarding use of inclusive language and terminology was compared to the project education module. After comparison, an education module was suggested to the education department for new hire orientation. 
[bookmark: _Hlk522979138]	Outcomes. 1. Attendance of 30% of Hospice Home staff to education module “Creating a Welcoming Space for LGBTQ Clients and Families at End of Life in the Hospice Setting”, with 1.0 Continuing Nurse Education (CNE) credit.  2. Effective implementation of “Creating a Welcoming Space for LGBTQ Clients and Families at End of Life in the Hospice Setting”, a LGBTQ specific culturally sensitive care education module to new staff at time of orientation to the organization. 3. Initiate an organizational approach to increase use of inclusive language and terminology education through orientation and annual training.
Summary 
	Health disparities and inequities are evident in the health care setting. One population that suffers significantly is the LGBTQ community.  LGBTQ elders suffer from chronic illnesses including an increased incidence of certain cancers, yet many LGBTQ older adults do not seek proper health care for many reasons. One significant reason is the lack of a welcoming environment and knowledge of LGBTQ specific needs by health care workers. The lack of education of health care providers in providing culturally sensitive care has been found to be a major barrier.  Through proper education and training on terminology, use of inclusive language and open-ended questions, the gap allowing the LGBTQ community to feel secure and the health care provider feeling comfortable narrows. 
Persons at end-of-life are a vulnerable population and require compassionate and professional nursing care. LGBTQ persons at end-of-life are at increased vulnerability and require an open, non-judgmental approach from health care providers. The use of open communication with use of neutral and inclusive language and open-ended questions increases culturally competent care. This increase in providing culturally competent care allows for the LGBTQ community to seek and receive the benefits of hospice and palliative care services in a timely manner. After the clinical problem was defined, evidence was needed to be appraised to ascertain an appropriate solution.


	Chapter Two:  Review of the Literature
Review of the literature was conducted to support the need for education to health care providers to address the challenges that lesbian, gay, bisexual, transgender, and queer/questioning  (LGBTQ) patients face at end-of-life.  Through review of the literature common themes became evident that further explain the various barriers that inhibit culturally competent care to this vulnerable population. Strategies to overcome these barriers were also discovered through literature review. The purpose of this chapter is to summarize themes found in review of the literature to support the evidenced based project.
Methodology   
Sampling strategies.  Review of the literature was conducted using combinations of key search terms LGBT, LGBTQ, inclusive language, cultural competency, cultural sensitivity, barriers, palliative care, hospice, and end of life. Inclusion criteria included scholarly, peer-reviewed publications during the Years 2008- 2018. This review involved a comprehensive search of studies from CINAHL, PUBMED, MEDLINE, Psych Info and Google Scholar databases. Articles were also limited to those that were published in English. 
Initially the search terms LGBT and palliative were used to keep a broad perspective on the subject and to allow for a wide range of articles.  These two search terms yielded 558 potential articles.  Of these 558, 195 were journal articles with 184 identified as peer-reviewed and scholarly. When filtering in the years 2008-2018, 162 articles remained, all in the English language. Of the 162 articles, 28 were in the discipline of nursing.  Of these 28 nursing related articles, six were found to be related to the project. However, ten additional articles were deemed useful when the filter of nursing was removed. Articles were excluded for a variety of reasons.  These reasons included articles specific to one subset within the LGBTQ community, focus on one specific discipline, relating to children, and not directly related to the project.
After this initial search of the literature, combinations of the key search terms were undertaken, and articles were included which related to barriers and specific strategies to providing culturally competent care to LGBTQ patients. Several articles that synthesized current literature were also discovered and applied to the foundation of the literature review for this project. References from the systematic review and meta-analysis articles were also explored for additional evidence. Consequently, a total of 18 articles were reviewed and synthesized in the following sections.
Evaluation criteria Articles were evaluated on relevance to this project.  Evaluation criteria included articles that addressed the barriers that LGBTQ persons encounter within the health care system, with a focus on hospice and palliative care services. Articles also were evaluated on the need for and the lack of culturally competent care and the use of neutral and inclusive language in the health care settings. All levels of evidence were included. Articles included barriers to culturally competent care at both the organizational level as well as at the patient level. Data driven articles to provide a statistical component were also evaluated and referenced. 
Literature Review Findings 
	After review of the literature, four themes became apparent that served as focal points for the project: perceptual barriers of LGBTQ persons in seeking healthcare, provider barriers to provide culturally competent care, organizational barriers to providing culturally competent care and strategies for implementing cultural competency.
Perceptual barriers of LGBTQ individuals in seeking healthcare. Although definitions vary, broadly LGBT older adults can be defined as the population of sexual and gender minority individuals over the age of 50 (Choi & Meyer, 2016). Fredriksen-Goldsen, Kim, Shiu, Goldsen, and Emlet (2014) estimated that there are over 2.4 million LGBT older adults over age 50 in the United States, with the expectation that this number will double to over 5 million LGBT adults over age 50 by year 2030.  Health disparities are evident in this population. LGBT adults have worse mental and physical health compared to heterosexual and cisgender older adults (Choi & Meyer, 2016). Lesbian, gay, and bisexual (LGB) older adults have higher risks of mental health issues, disability, and higher rates of disease and physical limitation than their heterosexual counterparts (Choi & Meyer, 2016). Transgender older adults also face a higher risk of poor physical health and disability along with depressive symptoms which are associated with experiences of victimization and stigma (Choi & Meyer, 2016).
Perceptual barriers LGBTQ persons face is fear and anxiety over the need to “out” themselves regarding gender identity, gender expression or sexual orientation.  Brotman, Ryan and Cormier (2003) and Stein, Beckerman, and Sherman (2010) both concluded that fear and anxiety that LGBT older adults feel toward health care is further exacerbated in situations in which long-term care or advanced-care is needed (Choi & Meyer, 2016). Data from these two qualitative studies of LGB older adults revealed a common concern of receiving long-term care was the fear of having to go back into the closet (Brotman et al, 2003; Choi & Meyer, 2016; Stein et al., 2010). LGB older adults were also afraid of being neglected by their health care providers and of being ostracized by other residents due to their sexual orientation (Brotman et al, 2003; Choi & Meyer, 2016; Stein et al., 2010). To cope with this fear, many older LGB adults receiving long-term care reported that they conceal their sexual orientation for fear of mistreatment (Brotman et al, 2003; Choi & Meyer, 2016). According to a 2010 survey conducted by MetLife, these stressors caused a higher proportion of LGBT adults reportedly wanting hospice care at home compared to heterosexual older adults. Data results from this same survey found that over 50% of the LGBT sample of older adults believed health professionals would treat them with respect at end-of-life (MetLife, 2010).
Choi and Meyer (2016) identify future research and policy needs for the LGBT older adult.  LGBT older adults need more frequent health care and social support. From a service perspective, culturally sensitive training for health care and social service agencies and professionals that provide support to elders could be critical in alleviating expectations of and experiences of discrimination that many LGBT older adults fear when seeking healthcare and professional help (Choi & Meyer, 2016).
	Provider barriers to provide culturally competent care. In an integrative review by Stewart and O’Reilly (2017), the authors explored attitudes, knowledge and beliefs of nurses and midwives of the health care needs of the LGBTQ population. They concluded that nurses possess a wide range of attitudes, knowledge and beliefs which impact care received by LGBTQ patients (Stewart and O’Reilly, 2017). Stewart and O’Reilly (2017) also found that the many issues of decreased care appear to be caused by a culture of heteronormativity and lack of education on LGBTQ health.
	In an in-depth survey of over 1800 direct patient care providers, Somerville (2015) found that only 9% of staff responsible for patient care had received education on the health care needs of lesbian, gay, and bisexual patients, and half of these trained were only educated on sexual health needs. Furthermore, 72% of direct patient staff had not received any education or training on the unique health needs of LGBT persons, the rights of same-sex partners and parents or the use of neutral language and practices that are inclusive of the LGBT community (Somerville, 2015). Somerville (2015) concluded that 57% of health care providers did not consider sexual orientation important to individual care needs. 
	Organizational barriers for providing culturally competent care. A qualitative study by Ogbolu, Scrandis and Fitzpatrick (2018) examined barriers perceived by hospital chief nurse executives in the implementation of culturally and linguistically appropriate services. Eight chief nursing executives were interviewed in depth by a trained researcher to identify barriers to facilitate the delivery of culturally and linguistic services. Three themes emerged from the study which were identified as barriers. This included lack of awareness of resources for health care organizations, constrained cultural competency training, and limited resources (e.g. cost and time). To address these barriers the adoption of patient and family advisory committees, community outreach advocates and specialized culturally competency programs were suggested (Ogbolu, Scrandis, & Fitzpatrick, 2018). 
Reese and Beckwith (2015) identified organizational barriers to cultural competence in hospice. A national mixed method study of 207 hospice directors was conducted using a national Web-based survey which explored organizational barriers to the development of culturally competent programs (Reese & Beckwith, 2015). Phase 1 included qualitative questions with the goal of collecting in-depth and unexpected information (Reese & Beckwith, 2015). Results from Phase 1 found three major barriers to cultural competence including lack of funding for additional staff for community outreach or development of culturally competent programs, lack of applications from diverse populations, and lack of knowledge about diverse cultures and cultural groups not being served in the community (Reese & Beckwith, 2015). Organizational barriers identified included failure to prioritize cultural competence, failure to provide a budget for culturally competent services, and staff that does not value awareness of cultural awareness. Phase 2 of the mixed methods study was conducted as an interactive session with 100 symposium attendees which provided additional data on barriers, solutions, and strategies for improvement (Reese & Beckwith, 2015).
In a focus group study, that included health administrators, Brotman et al. (2003) found that LGBT issues were avoided or ignored in agenda setting meetings. Although an older study, Brotman et al. (2013) highlighted recommendations for change including those related to best practice programs.  However, survey data which assessed providers’ readiness, attitudes, and experiences working with LGBT older adults in Michigan and the Midwest area showed that most providers were aware that LGBT older adults faced additional challenges as opposed to the general aging population and responded positively to providing or receiving training to work with LGBT older adults (Choi & Meyer, 2016, Hughes, Harold & Boyer, 2011; Knochel, Croghan, Moone, & Quam, 2010). Providers believed their current services were appropriate and with an environment welcoming toward LGBT older adults. (Choi & Meyer, 2016; Knochel et al., 2010). However, few agencies reported that programs or efforts, such as outreach programs, existed to help LGBT older adults and few collected sexual orientation and gender identity demographics of their clientele. (Choi & Meyer, 2016; Knochel, et al., 2010). The attitude and role of healthcare providers and organizations are integral to how services are sought and received. 
Strategies for implementing cultural competency. In a paper directed to health care providers and agencies, Fredriksen-Goldsen, Hoy-Ellis, Goldsen, Emlet, and Hooyman (2014a) provided 10 core competencies to better serve the LGBT older adult population (see Appendix A). Cultural competency was a major theme at both the provider and organization level with many of the recommendations focused on understanding the social history of LGBT individuals and conducting serious assessments of provider and organizational prejudices (Fredriksen-Goldsen et al., 2014a).
When considering the LGBT client in the hospice setting, three of these ten core competencies can be used as the framework for a quality improvement project focusing on nursing education in the culturally competent care of the older LGBT client. These three core competencies include self-reflection, current knowledge, and inclusive language.
Self-reflection. The first core competency states to critically analyze personal and professional attitudes toward sexual orientation, gender identity and age (Fredriksen-Goldsen et al., 2014a). Self-reflection by health care professionals would allow individuals to recognize their own beliefs and attitudes when caring for this population. Also included in this competency is to understand how the factors of culture, religion, media, and health and human service systems influence attitudes and ethical decision-making (Fredriksen-Goldsen et al., 2014a).    	Hospice and palliative care nurses must self-reflect on their own personal attitudes and how they approach the LGBTQ client at this very difficult time (Barrett & Wholihan, 2016). Leadership needs to raise staff awareness and conduct ongoing meetings to discuss openly personal perspectives, beliefs and own values (Barrett & Wholihan, 2016).  Barrett and Wholihan (2016) also emphasize that harmful attitudes and biases be resolved and re-evaluated.
Current knowledge. The fourth competency addresses the need to use the most up-to-date knowledge available to engage in culturally competent practice with LGBT older adults (Fredriksen-Goldsen et al., 2014a). Utilizing the most current culturally competent knowledge provides a sense of inclusiveness and will help build rapport between the nurse, the patient, and their support system. To facilitate current knowledge in culturally competent care for LGBTQ clients, comprehensive education in the form of education modules is imperative for staff (Jones-Schenk, 2018). Effective communication, role-playing and coaching speeds both understanding and cultural competency for health care providers (Jones-Schenk, 2018). 
Stewart and O’Reilly (2017) recommend that LGBTQ education be included in undergraduate nursing education and part of continued professional development. Martin and Barkley (2016) addressed the need for improved cultural competence at end of life and suggest the need for specialized training to provide culturally sensitive care to diverse populations at end of life.
Inclusive language. The sixth competency, as described by Fredriksen-Goldsen et al., (2014a), provides a reminder to use empathy and sensitive interviewing skills during assessment and intervention. This competency also ensures the use of appropriate language when working with LGBT older adults to also establish and build rapport. Barrett and Wholihan (2016) wrote extensively on the role nurses’ play in providing quality palliative care to LGBTQ patients. Nurses can provide quality compassionate, professional and empathetic care by completing non-judgmental comprehensive health histories using neutral and inclusive language (Barrett & Wholihan, 2016). Barrett and Wholihan (2016) also suggest that nurses keep an open mind and avoid assumptions about a patients’ sexual orientation based on physical appearance. Another guideline states to be mindful of language that assumes heterosexuality and to use open-ended questions (Barrett & Wholihan, 2016).
The ten core competencies provide an overview of every aspect in best practice for caring for LGBTQ persons. The combination of self-reflection, current knowledge and inclusive language creates a continuous triangle with LGBTQ individuals at the center of receiving culturally sensitive care. Health care providers self-reflect on their own beliefs and knowledge base, seek current knowledge and apply the best practice of using inclusive language. When used effectively, these three identified core competencies can be the building blocks to develop a quality improvement project to increase nurses’ knowledge in care of the older LGBT client in the hospice setting. 	 
Limitations of Literature Review Process 
	The main limitation in the literature review process was the need to use several combinations of the keywords.  Although the words appear to have similar meaning and are used interchangeably in speech, the use of them in a literature search engine would yield different results. For example, when cultural competency and LGBTQ were combined the search yielded 2149 results with 856 journal articles. However, when the “Q” is dropped, and the words cultural competency and LGBT are combined the results more than doubled yielding 4680 with 2056 journal articles. This required an additional awareness when reviewing articles to be more cognizant of the defined population being studied. This impacted how the search was conducted because both keywords LGBTQ and LGBT needed to be used to ensure as many articles were found but mindful of duplicate findings. Using both terms required more time of the student.
Discussion 
	Conclusion of findings. Through extensive review of the literature and reviewing articles addressing culturally competent care, it became apparent that there is a lack of knowledge on how to provide the best health care for LGBTQ persons. The lack of knowledge stems from both organizational barriers, such as cost and lack of training, as well as provider barriers.  The provider barriers included not only a culture of heteronormativity but also the lack of educational opportunities to gain insight into LGBTQ health needs and inclusion practices.  Fundamental to providing a safe environment for LGBTQ persons is the use of inclusive language.  Incorporating neutral and inclusive language by health care providers creates a safe space for LGBTQ individuals. Use of inclusive language at time of initial contact enables LGBTQ patients to receive optimal quality care. Also gleamed from the literature review was the need for providers to self-reflect, understand their own biases and assumptions to correct personal attitudes that may inhibit optimal care. Providing a safe space for this vulnerable population was magnified by addressing the needs of LGBTQ patients in a hospice setting.  Persons at end-of-life are vulnerable. LGBTQ patients at end-of-life are even more vulnerable and often do not seek hospice services because of fear of discrimination and scarcity of open, inclusive health care resources.
	After review of the literature, it was decided that the intervention for this project was to provide an educational module to staff nurses in the hospice home setting. This educational module provided information on LGBTQ health concerns and terminology, with a focus on the use of neutral and inclusive language and open-ended questions that does not assume heterosexuality.  The education module included a self-awareness exercise and different scenarios to stimulate discussion in use of inclusive questions. The intervention was evaluated by changes in nurses’ behavior after delivery of the education module, measured by post-education questionnaire and anecdotal conversations. 
Advantages and disadvantages of findings.  Advantages of the literature review findings included that many of the articles were published within the past five years. Recent publications demonstrate that the topic of the project was relevant and timely.  Articles included qualitative and quantitative studies as well as integrative and systematic reviews of the literature.  Studies published focused on the need for health care providers to have education to increase their knowledge and understanding of the unique health needs of LGBTQ persons.  The literature also presented the need for health care providers especially nurses to create safe environments for diverse populations and how the use of inclusive language creates this safe space. Additionally, journal articles included specifically the need for optimal care of LGBTQ patients at end-of-life.
Disadvantages of the literature findings included lack of specific survey tools to measure nurses’ current perception, knowledge, and importance of use of inclusive language. There also was a lack of an education module or blueprint for presenting inclusive language to health care providers. Many articles had suggestions for questionnaires, surveys and education content but none provided a complete process. Articles were synthesized to create the post-education questionnaire for the nursing staff and education module. 
Utilization of findings in practice.  The literature review findings support the intervention of providing an education module focusing on the care of LGBTQ persons.  Many journal articles specifically spoke to care of LGBTQ patients in palliative care. End-of-life can be difficult for many patients and families.  LGBTQ patients at end-of-life can create more challenges for hospice nurses. Creating a safe space by use of neutral inclusive language at time of admission to the inpatient hospice home allows the LGBTQ patient and family to feel welcomed. Creation of an accepting environment provides an immediate comfort at a difficult time. 
An education module also allowed for nurses to self-reflect on their own biases and attitudes and to become knowledgeable about the terminology and specific health needs of this population.  The education module was provided through support of the hospice home leadership team. The literature discussed organizational barriers to educating health care providers however, with support of the leadership team the intervention was easily translated into the inpatient hospice home setting.
Summary 
	Based on review of the literature, LGBTQ individuals suffer from health disparities and discrimination in health care settings.  Fear of receiving inadequate care leads this population to not disclose or discuss their sexual orientation with their health care providers. Increasing awareness of specific health needs and the need to create an open and safe space is imperative for LGBTQ patients to receive optimal care. LGBTQ patients are vulnerable and at end-of-life are even more vulnerable. Providing education to health care providers in the hospice setting about use of inclusive language and the unique health needs of LGBTQ patients will create a safe space allowing patients to receive quality care at end-of-life.


Chapter Three: Theory and Concept Model for Evidence-based Practice 
Nursing theory provides the determinants that strengthens practice and aids generation of advancing nursing knowledge (Colley, 2003).  Campinha-Bacote’s model of cultural competence was used to guide the development of this Doctor in Nursing Practice (DNP) project. Lewin’s Change Theory supported the plan for implementation of the quality improvement project. The purpose of this chapter is to discuss both Campinha-Bacote’s conceptual model of cultural competency and Lewin’s Change Theory as they relate to cultural competency of lesbian, gay, bisexual, transgender, and queer/questioning (LGBTQ) patients at end-of-life.
Concept Analysis 
	LGTBQ.  LGTBQ is an acronym which stands for lesbian, gay, transgender/transsexual, bisexual, and queer or questioning (Quinn et al., 2015).  The LGBTQ community is also described as a sexual minority that suffers from health disparities (Quinn et al., 2015). The purpose of this project is to focus on LGBTQ individuals with chronic or life-limiting illnesses. These individuals need to have hospice and palliative care available in an inclusive and safe environment (Acquaviva, 2017).
	Cultural competence.  Cultural competence is a continued process of awareness, understanding and knowledge in which health care providers adeptly work within the patients’ cultural framework (Campinha-Bacote, 1999). Cultural competence can be categorized into three dimensions: awareness, attitudes, and behaviors (Fredriksen-Goldsen et al., 2014a). Antecedents to this concept include cultural diversity, awareness of one’s own cultural heritage, and motivation to learn about another culture (Mann, 2017).
	Hospice care.  Hospice care is synonymous with end-of-life and is a specific type of palliative care provided to persons in the last 6 months of life (Martin & Barkley, 2016). Hospice care is a philosophy that focuses on comfort measures versus curative therapy (NHPCO, 2017). Comfort measures include symptom management, psychosocial and spiritual needs and caregiver concerns. Common symptoms managed are pain, anxiety, agitation, nausea, vomiting and dyspnea. 
Theoretical Framework 	
	Campinha-Bacote’s Model of Cultural Competence in Healthcare Delivery will be used as the theoretical framework to guide this scholarly project. Campinha-Bacote first developed her model, known as cultural competency in the delivery of healthcare services, in 1998, revising it in 2002 (Campinha-Bacote, 2002). The model suggests that cultural competence is a process, not as an outcome brought about by certain factors. The concept of cultural competence can be defined as a process in which the nurse attempts to achieve greater efficiency and the ability to work in a culturally diverse environment while caring for the patient, whether an individual, a family, or a group (Campinha-Bacote, 2007).  The process requires that “health care providers see themselves as becoming culturally competent rather than being culturally competent” (Campinha-Bacote, 1999, p. 203). 
	Campinha-Bacote’s cultural competency model has been used as a framework in recent articles addressing end-of-life issues.  Rising (2015) described Campinha-Bacote’s model as necessary to promote cultural humility in intercultural interactions at end-of-life. Using Campinha-Bacote’s cultural competency model as a foundation, Rising (2015) further describes cultural humility as awareness of one’s personal cultural assumptions and biases while enriching cultural knowledge of others’ preferences. Rising (2015) concludes that cultural competence through self-awareness and knowledge provides a route for truth telling and non-disclosure to provide dignified patient care to all persons at end-of-life.
	O’Mara and Zborovskaya (2016) used Campinha-Bacote’s framework to address the unique societal tenets, cultural background, and factors facilitating end-of-life-care decision-making process in the Hispanic community. The Hispanic community is viewed as a vulnerable population due to a decrease in access to health care and discrimination (O’Mara & Zborovskaya, 2016).  This vulnerability is very similar to the LGBTQ community. In their article, O’Mara and Zborovskaya provide explanation on each of the five components of the cultural competency model and offer insight into how each component requires achievement of understanding by health care providers caring for the Hispanic community at end-of-life.
	The five components to achieve cultural competence include cultural awareness, cultural skill, cultural knowledge, cultural encounter and cultural desire (Campinha-Bacote, 2011). 	Cultural awareness.  Cultural awareness is an intentional, cognitive process where one explores, appreciates and is sensitive to the values, practices, and beliefs of a patient’s culture without interjecting one’s own beliefs and values (Campinha-Bacote, 1999).  It is imperative that the process includes one’s own reflection about bias and prejudice towards others cultural background and full exploration of one’s own cultural background (Campinha-Bacote, 1999).	Cultural skill. Cultural skill involves conducting not only a cultural assessment but a culturally based physical assessment. Health care providers use a culturally sensitive approach when conducting a cultural assessment. By using culturally sensitive assessment technique, a provider will elicit important cultural content from the patient (Campinha-Bacote, 1999). Health care providers also need to be proficient in conducting a culturally sensitive physical examination with knowledge on ethnically diverse patients’ physical, biological and physiological differences (Campinha-Bacote, 1999).
Cultural knowledge. Cultural knowledge is the seeking and obtaining of a reliable educational base that focuses on the various world views of diverse cultures (Campinha-Bacote, 1999). The goal is for the health care provider to understand the world view from the client’s perspective. Obtaining knowledge about differences in physical, biological and physiological attributes is also crucial in the process of cultural knowledge (Campinha-Bacote, 1999).
Cultural encounter. Cultural encounter promotes health care providers to interact directly with clients from diverse cultural backgrounds.  It is important to remember that there is variation within a cultural group and not to assume all persons from the same cultural background have the same value and belief system. The process of cultural encounters can be difficult and uncomfortable and that good intentions are not always viewed in that manner (Campinha-Bacote, 1999).
Cultural desire. Cultural desire requires enthusiasm and drive for health care providers to want to engage in the process of cultural competence (Campinha-Bacote, 1999).  Health care providers may possess all the other concepts but unless they desire to work with culturally diverse clients, they will not attain cultural competence (Campinha-Bacote, 1999).  Caring is a very important concept in achieving this construct. Intrinsic caring present in health care providers allows the clients from diverse backgrounds to feel valued (Campinha-Bacote, 1999).
Application to practice change.   Campinha-Bacote’s Model of Cultural Competence in Healthcare Delivery guided this practice change project in the following manner. The project entailed an education module discussing the use of inclusive language at time of admission to a hospice home setting.  Use of the five constructs directed the post questionnaire and education module.  The self-awareness activity during the education module gave the hospice home nurses an opportunity to process through the cultural awareness construct by self-examining their own feelings and biases towards their own cultural beliefs and values. The cultural skill construct provided a foundation for the education module to teach the use of inclusive language at time of admission, so all patients and their families feel inclusive.  Cultural knowledge allowed for discussion on terminology and the need for inclusive language and questions especially to LGBTQ persons. The importance of inclusive language to LGBTQ individuals, was also presented in the education module.
Although the education module will focus on LGBTQ persons, it will provide an avenue for nurses to seek out engagement of culturally diverse patients in a different manner regardless of sexual orientation or gender identity. These cultural encounters will enhance cultural awareness and cultural knowledge (Campinha-Bacote, 2011). By using Campinha-Bacote’s model for cultural competence in health care delivery, it is hoped that staff nurses will aspire to be culturally competent by embracing the cultural desire to gain knowledge and insight not only into LGBTQ persons but to any culturally diverse population where they recognize a lack of knowledge.
Evidence-Based Practice Change Theory 
In review of the literature, Shirey (2013) found that Lewin’s Change Theory is used extensively in a variety of nursing settings, including administration, education, research and clinical practice. Orr and Davenport (2015) suggests that for change to be successful in healthcare systems, nurses at all levels need to become knowledgeable in change theory, embrace change and to be leaders in innovative ideas that will impact and improve delivery of care to patients. Nurses who use Lewin’s Change Theory will find it practical, linear and simple. These strengths are also its limitations.  Some would argue that it is too simplistic and that organizations are much more dynamic than the linear construct (Shirey, 2013). Successful movement of change in an organization using Lewin’s framework requires leadership support of a planned improvement process in a stable environment (Shirey, 2013). Time for the change to occur and acceptance that change needs to occur are also imperative to sustainability of the innovation. Nurses, as change agents, can develop quality improvement projects and use this theory to create sustainability of the practice change.
Lewin’s Change Theory has three phases: unfreezing, moving and refreezing. Unfreezing is destabilizing old behaviors and is necessary for old behaviors to be discarded and unlearned (Bishop, 2015). Shirey (2013) states that in this first phase there needs to be a change readiness.  Active leadership and employee involvement are essential for success of the change process (Hussain et al., 2016).  Leadership needs to be transparent and share knowledge of the needed change with employees. The change agent or nurse leader identifies a problem, recognizes a need for change and then involves others to see the need for change (Shirey, 2013) To begin the unfreezing stage, Shirey (2013) notes that a gap analysis is conducted to show the distance between the current practice and the desired goal. A sense of urgency is also induced into this phase. A solution to the problem is planned and the destabilization of the current trend is begun (Shirey, 2013). For unfreezing to be successful, the change agent must use Lewin’s field theory to understand the factors that may help or hinder the change (Shirey, 2013). One major resistance to change is lack of employee motivation. Employee involvement is the oldest and most effective way to overcome resistance to change (Hussain et al., 2016). By understanding this basic principle leaders can strengthen positive driving forces and/or the weakening of negative forces (Shirey, 2013). 
The second phase in Lewin’s Change Theory is moving, which allows individuals and groups to change to more acceptable behaviors (Bishop, 2015). Moving or transitioning is a process, not an event, and is often the most difficult due to uncertainty and fear that surrounds the change (Shirey, 2013). Shirey (2013) defines transitioning as the inner movement an individual undertakes to make the change to a new way of being. Effective employee participation will lead to high quality change and prevail over the resistance in the moving stage (Hussain et al., 2016). Leaders need to support the employees, be transparent, and have effective communication throughout the transitioning phase (Hussain, et al., 2016). Trust is essential to promote change as well as having the employees be an active part of the change by listening to suggestions and input (Hussain et al., 2016).
The last step of the three-step change theory model is freezing, also referred to as refreezing. Refreezing is the return to a state of equilibrium and dynamic force field (Bishop, 2015). This new state of equilibrium is now considered the new norm or standard (Shirey, 2013). The change becomes embedded in culture, practice and procedures. This third stage is vital to the sustainability of the change (Shirey, 2013). Hussain et al. (2016) notes that at every phase including the third phase that leaders and employees must act as one unit for the change to be adopted. Hussain et al. (2016) associates the success and sustainability of change using Lewin’s Change Theory is dependent upon positive leadership styles. 
Application to practice change.  Lewin’s Change Theory was applied to the practice change project in the following manner.  Members of the leadership team identified a need to improve culturally competent care delivery to LGBTQ patients and families at time of admission to the inpatient hospice home.  Hospice home team leaders and members of the education department wanted to unfreeze the current practice of not using inclusive language or asking inclusive questions at time of admission. Hospice home staff were asked to sign up to attend an educational offering entitled Creating a Welcoming Space for LGBTQ clients and Families at End of Life in the Hospice Setting.  Eighteen staff members signed up to attend one of the two offerings. Solution to the problem was to develop and provide an educational program on culturally competent care with a focus on inclusive language. 
The second phase or the moving phase was implemented through an education module that focused on the use of inclusive language at time of admission to the hospice home setting. The one-hour education module, with continuing nurse education credit, was provided to staff nurses.  The education module was available to all hospice home staff including licensed practical nurses and certified nursing assistants. A post questionnaire was conducted to assess for nurses’ self-report of intended practice change in use of inclusive language.  Anecdotal conversations four weeks after the education module also occurred to evaluate if nurses changed practice behaviors or were impacted by the education module in any way. Recommendations and input were also solicited from staff to evaluate the education module as well as any future programs they would like conducted.
	The freezing stage was finalized by including a component of the education module on use of inclusive language during new hire orientation.  Plans were also made to offer the education module to all staff in the organization. Nurses also commented on individual practice change which now routinely includes use of inclusive language and questions for all patients. The initial use of inclusive language can carry over to all patient and family encounters throughout the length of stay.  Both the leadership team and staff nurses were active attendees in the quality improvement project. It is anticipated that the quality improvement initiative is sustainable. Summary 
	Use of Campinha-Bacote’s cultural competency model and Lewin’s Change Theory provided structure and guidance for effective implementation of this quality improvement project.  Campinha-Bacote’s model served as a fundamental guide for the quality improvement project through its process of cultural competency. The process of the five constructs, cultural awareness, cultural skill, cultural knowledge, cultural encounter and cultural desire, gave direction into the project by way of the questionnaire, as well as foundation to the education module. Lewin’s Change Theory was modeled through its emphasis on leadership and employees’ involvement that is required for a change process to occur. Leadership support of this project along with employee involvement was key for effective implementation and sustainability. 


Chapter Four:  Pre-implementation Planning
Pre-implementation planning began four months prior to implementation of the Doctor in Nursing Practice (DNP)  project. The planning process involved the site champion, leadership team from the hospice home and the organization’s department of education.  Planning meetings were held to discuss the education module, and current education offerings related to use of inclusive language, terminology and care of lesbian, gay, bisexual, transgender, and queer/questioning  (LGBTQ) clients and families. Also discussed was the education module delivery and application for continuing nurse education credits (CNE). The purpose of this chapter is to discuss the management of the project in detail.
Project Purpose 
	The purpose of this project was to implement best practice on how to create a safe space for patients and families by use of inclusive language and terminology at time of admission to an inpatient hospice setting.  Through an  educational offering, information on best practices was provided to current nursing staff of the inpatient hospice home to raise awareness of inclusive language for LGBTQ persons.     
Project Management
Organizational readiness for change.  The organization was in full support of the project as it was concerned about the current state of inclusiveness and diversity within the agency. The concerns were both with staff as well as patients and families. To assess the issue within the entire organization an inclusivity workgroup was established in January 2018. Leaders from human resources, social work, education, and quality improvement comprised the initial workgroup. The student project director was asked to join the workgroup as this DNP project centered around inclusive language to help create a safe space for LGBTQ patients and families. The inclusivity workgroup was initially charged with assessing the organization on current practices of inclusivity, diversity and cultural competence, and conducting a survey of the employees about inclusivity and diversity in the workplace. These activities were completed within the first six months of establishing the workgroup. Updates on the workgroups progress were provided to the organization’s administrative team who continued to support this endeavor. In addition to this quality improvement initiative, an extension of the workgroup was developed. The initial inclusion workgroup became the steering committee and an additional inclusion workgroup was initiated which included staff from across the agency on a volunteer basis.
	Interprofessional collaboration.  Prior to the implementation of the project, consideration was given to interprofessional collaboration. The site champion was a member of the organization’s education department and holds a Master of Public Health, with a focus on health behavior and health education.  The site champion provided guidance and support of development of the education module and need for education at time of orientation. She was dedicated throughout the process providing feedback on the project as it developed. 
	The inclusive workgroup included the vice president of human resources, who holds a Master of Business Administration, the clinical manager of counseling services who holds a Master of Social Work and is a licensed clinical social worker, and the performance improvement coordinator who has a Bachelor of Science in Nursing. Collectively these team members provided suggestions and support as the project idea progressed. They inquired about the project and the implications it could have on patients and staff, ensuring that staff and patients were protected.  Support for the project was also provided by the hospice home leadership team. Although all were nurses, the support came from the director of the hospice home, the clinical manager of the hospice home and the team shift leaders. The hospice home leadership team provided the opportunity for the education module and reviewed and supplied feedback to the education module. 
Risk management assessment.  A risk assessment was completed using a strength, weaknesses, opportunities, and threats (SWOT) analysis. Strengths for the project were several and included full support of the organizations’ administrative team to address inclusivity and diversity in the workplace for staff, patients and families. There was also development of an interprofessional inclusive workgroup dedicated to assessing the status of diversity and inclusivity within the organization.  In June 2018, over 250 staff members responded to the inclusion survey conducted by the inclusion workgroup which showed an interest in inclusivity and diversity by the workforce.  The hospice home leadership team was in support of increasing the use of inclusive language at time of admission to the inpatient unit and providing an opportunity for the education module. The organization was also named a 2018 Hospice Honors Elite recipient from Healthcarefirst annual review. This award recognizes hospices that continuously provide the highest level of quality measured from the caregivers’ point of view.
Weaknesses identified included no funding available for the quality improvement project. There was limited education on care of diverse groups currently in place, therefore staff were not familiar to receiving training of this type. Individual staff members’ potential reluctance to incorporate the use of inclusive language or open-ended questions about gender could have presented as an unseen problem. Also, since the education module was not mandatory, lack of attendance by the staff was a concern.  
Opportunities included the student project director being a member of the inclusive workgroup steering committee. Being a member provided direct involvement with the organization for project implementation and support. The organization also was a major sponsor and participant in the first Triangle Expo for LGBTQ aging adults in May 2018. This demonstrates commitment to the LGBTQ community
Threats included the LGBTQ community was not made aware of the education module presented. This lack of awareness does not help break the barriers experienced by LGBTQ individuals.  An additional threat were individual staff biases and ideas about lesbian, gay, bisexual and/or transgender individuals.  These biases could be based on personal or religious beliefs.
Organizational approval process. When initially thinking about a project idea in fall 2017, the student project director realized a need to focus on LGBTQ persons receiving end of life care.   Based on conversations from the director of education, inclusivity and diversity was a topic of interest for the organization and subsequently an inclusive workgroup had been established.   He suggested the student project director meet with one of the educators who was passionate about developing an education module about care of LGBTQ patients at end of life. The student project director met with the educator who became the site champion. The student project director also reached out to the performance improvement coordinator for the organization to get her advice. She also was very interested in the project idea and asked for the student project director to join the inclusivity workgroup to present the project idea and see how it would fit with the workgroup’s responsibilities. 
The student project director also met with the hospice home leadership team since implementation of the project was to occur at the hospice home.  The student project director explained the project of increasing inclusive language at time of admission to the hospice home to create a safe space for patients and families.  The student project director explained that the project was to do an education module on creating a safe space for all patients and families by use of inclusive language and terminology. The director of the hospice home offered to support the education module and suggested a continuing nursing education (CNE) credit be offered. She also placed the student project director on a rapid improvement event that looked at the admission process to the hospice home. Once the support was obtained by all involved, the student project director went back to the director of education for the organizational approval letter. Since the organization was already looking at inclusion and diversity the project was timely and well supported.
Information technology. Information technology  for the project was assessed to include computer for networking, accessing the Internet, and development of the education module.  Microsoft® PowerPoint was used for the education module. No collaboration with Information Technology at the organization was required as the meeting rooms are already equipped with technology for the presentation.
Cost Analysis of Materials Needed for Project 
	Materials needed for the project was printing of education materials which was done at the organization with an approximate cost of $25.00. There were no out-of-pocket costs related to the project. 
Plans for Institutional Review Board Approval
	 The organization where the project took place did not have an Institutional Review Board (IRB); however, the DNP project proposal was submitted though East Carolina University’s IRB for review. The student project director completed the Collaborative Institutional Training Initiative (CITI) courses and submitted an IRB review packet.  The IRB review packet included documents containing the purpose and objectives for the DNP quality improvement project in addition to project materials to be used.  Upon review, the DNP project was waived from IRB review and approval.
  Plan for Project Evaluation
Demographics. Potential attendees included registered nurses, licensed practical nurses and certified nursing assistants employed in the hospice home. At the time of pre-implementation, the hospice home staff consisted of 41 registered nurses, 2 licensed practical nurses, and 23 certified nursing assistants, for a total of 66 staff members.
	Outcome measurement. 1. Attendance of 30% of Hospice Home staff to the education module “Creating a Welcoming Space for LGBTQ Clients and Families at End of Life in the Hospice Setting”, with 1.0 CNE credit. Attendance to the education module provided will be  imperative to the success of the project.  Providing education on use of inclusive language and open-ended questions will allow attendees to gain knowledge on how to create a safe environment for all patients and families. The education will provide best practice information for nurses to incorporate into their admission assessment.
Evaluation tool  The attendees will be instructed to sign in upon entering the meeting room. The sign in sheet will be used to count the number of attendees for the two different times that the education will be offered. A post-education evaluation tool will be provided to attendees upon completion of the education module including a question regarding likely implementation of use of inclusive language and terminology by attendees. Anecdotal conversations with attendees 4 weeks post-education module will be conducted for additional comments by the student project director. Notes on the conversations will be recorded in written format by the student project director after completion of the conversation.

Data analysis.  Data analysis will be evaluated by dividing the combined number of attendees, who were hospice home staff, between the two educational offerings by the total number of potential attendees from the hospice home staff. The result will be reported as a percentage. Analysis of data from the post-education module survey will be conducted to evaluate for implementation of use of inclusive language and terminology by attendees as a practice change and reported as a percentage. Anecdotal comments will be reviewed by the student project director to assess for commonalities between statements provided by attendees. 
	Outcome measurement.  2. Effective implementation of “Creating a Welcoming Space for LGBTQ Clients and Families at End of Life in the Hospice Setting”, a LGBTQ specific culturally sensitive care education module to new staff at time of orientation. The main purpose of this DNP project is to increase education related to use of inclusive language in the hospice setting so that all persons feel welcomed. Having staff be aware of terminology, open ended questions and develop a new way of asking questions help to provide a safe space for patients and families.  Best practice involves the use of inclusive language and becoming competent in delivery of culturally sensitive care. Providing this education at time of hire during orientation provides a foundation for new employees to begin incorporating inclusive questions and terminology.
Evaluation tool.  After completion of the education module, attendees will be asked via questionnaire when they thought the education module should be provided to hospice employees. Choices for this question will include never, new hire orientation, annually only, and both new hire and annually. Evaluation of this outcome will also be conducted by comparing the current orientation education on care of LGBTQ clients and the education module delivered for this project. Discussion of the comparisons will be completed by the site champion and the student project director. Evidence of approved training modules by the education department and delivery of module at time of orientation will also be used to evaluate this outcome.
Data analysis.  Responses to the question of when attendees thought the education module should be presented to employees will be evaluated and reported as percentages in each of the four categories. After discussion between the site champion and the student project director a conclusion will be made as to the current education modules available to staff at the agency and reported in statement form. Specifics on the implementation of an education module at time of orientation will be reported in statement form. 
Outcome measurement.  3. Initiate an organizational approach to increase use of inclusive language and terminology within the hospice agency.   This will require assessing the need for educational offerings to all staff regarding providing culturally sensitive care to LGBTQ persons. There is limited discussion about use of inclusive language, terminology and open-ended questions at initial intake, during the admission process, or throughout care. The organization recognizes the need to address specific care as it relates to LGBTQ communities. The organization also realizes that concerns surrounding inclusion and diversity need to be addressed, thus an inclusion committee will be formed. The student project director will become a member of this committee. The goal is that LGBTQ persons and families, as well as employees, will feel safe and welcomed within the organization. 
Evaluation tool. A post-education evaluation tool will be provided to attendees upon completion of the education module including a question regarding which employees would benefit from the education module.  A report of initiatives developed by the inclusion committee regarding the increase in providing culturally sensitive care to the LGBTQ patient will be reported.  
Data analysis.  Analysis of data from the post-education module survey will be conducted to evaluate for which employees would benefit from the education module and reported as a percentage. Anecdotal comments will be discussed with site champion and director of the education department to determine approach for sustainability of the education module within the organization. Initiatives and progress of the inclusion committee will be reported in statement form. 
Data management.  The sign in sheets and CNE evaluation forms for the education module will be kept in the possession of the education department per CNE requirements. A summary of the CNE evaluation will be provided to the student project director by the education department. The student project director questionnaire and anecdotal notes will be  managed by the student project director.
Summary 
The pre-implementation plan will provide a mechanism to organize and develop the actual implementation of the project described.  Leadership at the organization recognized the need to increase inclusivity and diversity and thus encouraged this project from the beginning. This DNP project provides an initial step in this change process. Interprofessional collaboration ensures that various departments were represented in these initial discussions. Risk assessment showed many strengths and opportunities for success of this quality improvement initiative. Costs of implementation was low. The IRB process was followed and subsequently the project was approved for implementation. 



Chapter Five: Implementation Process
With IRB waiver and approval of project documents, implementation of the Doctor in Nursing Practice (DNP) project began in August 2018. Dates for the education module were set for the end of September. The purpose of this chapter is to explain the implementation process in detail.
Setting
	The agency is  in a large metropolitan area in the southeast portion of the United States. The organization services seven counties and approximately 1500 patients per day. The agency has several patient care service lines which include home health, pediatrics, palliative care and hospice care. Hospice care can be provided in the patients’ private home, residential facility, hospital, or the inpatient hospice home.  A thirty-bed inpatient hospice home unit was the chosen setting for the quality improvement project.  
Attendees	
	Attendees included registered nurses, licensed practical nurses and certified nursing assistants employed in the hospice home. At the time of implementation, the hospice home staff consisted of 41 registered nurses, 2 licensed practical nurses, and 23 certified nursing assistants for a total of 66 potential attendees. 
Recruitment
	Hospice home leadership team’s willingness to advertise the education module in a weekly update and post sign-up sheets in the break room allowed staff to be aware of the educational offering. Hospice home staff were informed of the education module by the nurse manager via her weekly email communication.   In the two consecutive weeks prior to project implementation, an announcement with information on the education module was included. Attendance to the education module was encouraged by the leadership team, but not mandatory. A flyer and sign-up sheet providing information about the education module was developed by the clinical nurse manager and placed on the bulletin board in the staff break room. A total of 18 staff members signed up prior to the presentation. The education department also made the education module available for sign up in the Relias Learning System. No staff elected to sign up by this method. The education module did provide for 1.0 Continuing Nurse Education (CNE)  credit for attendance.  Prior to implementation, the student project director set a goal of 30% attendance by hospice home staff. 
Implementation Process
	Pre-Education module. Several weeks prior to implementation, the site champion and student project director developed the education module. Communication occurred between the student project director and the hospice home leadership team for confirmation of dates. The meeting room and time was secured by the hospice home clinical manager. The student project director also communicated with the education department for CNE application and approval. The education module was approved for 1.0 CNE hour.  The director of the education department was kept informed of the activities. At an agency executive team meeting, the student project director informed the executive team about the project and the planned education module. A personal invitation to attend the education module through email was sent to the Chief Executive Officer by the student project director.  
	Education module. In the last week of September, the education module was offered to all staff. There were two different meeting times during the week to allow for both shifts to attend. One offered time was Monday morning at 7:45am and the other was on Wednesday evening at 7:45pm. Staff nurses attended the education module either on their day off or after a scheduled shift. A meeting room was secured in the administration building with access to a computer and screen for the Microsoft® PowerPoint presentation. Table and chairs were placed in a U formation, so all attendees could view the presentation. Attendees were asked to sign in upon entering the meeting room and received 1.0 CNE credit provided they attended 80% of the education module. 
	The education module lasted one hour and included didactic, and individual and group activities. A short clip from the film Gen Silent was also shown at the beginning of the presentation. The activities included understanding terminology, a self-awareness activity, and development and use of inclusive language and questions using patient scenarios. For the terminology activity, attendees were each given 1-2 terms with the definition to read aloud to the group and for them to use the word in a sentence. Having each attendee read the definition and use it in a sentence allowed a safe opportunity to understand the term and fostered discussion about the term and its meaning and appropriate use.  Some of the terms included were lesbian, transgender, queer, cisgender, intersex and two-spirit.
	For the self-awareness activity, questions were asked to the entire group to aid in self-reflection of their own beliefs and attitudes. Open discussion of these questions did not occur as the exercise was meant for each individual participant to reflect on their individual attitudes and beliefs. Questions posed addressed not only attitudes towards persons who identify as lesbian or gay, but also to patients with different religions and socioeconomic status.  The last group activity had the attendees join in pairs. Each group was given a patient scenario in which they had to develop inclusive language and questions that they thought would be appropriate to use in the situation.  There was active participation from all attendees and thoughtful discussion occurred as a result from the activities. The director of the education department along with clinical leadership team members were also in attendance and participated in the activities for evaluative purposes.
	Post-Education module.  After implementation of the inclusive education module attendees were asked to fill out the evaluation forms. The evaluations included a standard one for the CNE (see Appendix B) and one questionnaire developed by the student project director (see Appendix C). The evaluations required for the CNE were evaluated for comments regarding the education module. The student project director’s questionnaire was collected for evaluation of project outcome success and to evaluate anticipated change in practice. Attendees were given a multicolored marker for coming to the presentation. 
	Discussions with the clinical management team occurred to solicit feedback about the education module. Feedback included evaluation of the module and recommendations for additional content or changes to current module. A report on the education module was provided to the inclusion committee with interprofessional discussion. A meeting between the director of the education department and site champion also occurred to address sustainability of the education module within the organization for annual training and at time of new hire orientation.
Summary 
	Implementation of this DNP project was successful. The education module was well received by staff and the leadership team provided support and encouragement throughout the process. Project implementation went as planned with 30% of the hospice home staff attending between the two offerings. A 1.0 CNE was provided as planned and evaluations were distributed and collected for both the CNE and for the student project director data collection. Many attendees’ voiced appreciation of the education module and acknowledged that new knowledge was obtained. Attendees particularly voiced positive feedback on the terminology activity.

Chapter Six:  Evaluation of the Practice Change Initiative
After implementation of the Doctor in Nursing Practice (DNP)  project, evaluation of the practice change initiative was conducted. Evaluative measures included determining if the pre-implementation goal of  a specified percentage of  attendees was obtained and evaluate the feedback provided by attendees through surveys and anecdotal conversation. Additional evaluative measures were to determine if the education module had been implemented to new staff at orientation and available to all employees. The purpose of this chapter is to discuss the evaluative measures in detail.
Participant Demographics
	An education module on use of inclusive language and terminology was provided to the inpatient hospice home staff.  The purpose of the education module was to provide staff with information on creating a safe space for lesbian, gay, bisexual, transgender, queer/questioning (LGBTQ) population. There was a combined total of 22 out of 66 potential attendees (33%) for the education module.  Attendees were asked to identify their current role in the organization.  It was important to collect this data to evaluate if there were any differences in practice change between the roles of registered nurses and certified nursing assistants. All 22 attendees responded with 13 identifying as a registered nurse, one as a licensed practical nurse, seven as certified nursing assistants and one in the other category (see Figure 1).





Figure 1. Identified Roles of Attendees 






Intended Outcomes
The intended outcomes for this DNP project were threefold. The first outcome was a  micro- level outcome and stated that 30% of inpatient hospice home staff would attend the education module. Feedback through post-education module survey and anecdotal conversations would indicate intended individualized practice change in use of inclusive language. A 1.0-hour Continuing Nurse Education (CNE)  would be provided to nursing staff upon completion of the education module. Attendance to the education module was imperative to the overall success of the project.  Education on inclusive language, promotes staff engagement of creating  a safe space for LGBTQ patients and families. Successful implementation included organization of time and space for delivery, adequate advertisement, and development and delivery of an evidenced-based education module. 
The second outcome was on the meso-level. This outcome stated that there would be effective implementation of a LGBTQ specific education module to newly hired staff during  hospice orientation. Providing education on inclusive language, use of open-ended questions and knowledge of terminology aid in creating a safe space for LGBTQ patients and families. By offering at time of orientation,  new staff would have the tools and information to use inclusive language prior to providing care to persons at end-of-life. To achieve this outcome, positive feedback in the initial implementation of the education module was important.  
On a macro-level, the intended outcome included the initiation of an organizational approach to increase use of inclusive language and terminology within the hospice agency.  By providing the education module to all staff allows an opportunity, regardless of role in the organization, to gain the knowledge to utilize inclusive language and questions and understand terminology and health disparities that LGBTQ persons face. This knowledge has the potential to improve patients and families experience by creation of a safe and welcoming space throughout their time as a patient within the organization. Offering the education module to all staff also represents the organizations mission of providing inclusive care to all persons.
Findings.	
Outcome measurement 1.   Findings suggest that the project has had an impact at the individual level.  For data, collection, attendees signed an attendance sheet upon entering the room. This sign in sheet was used to count the number of attendees for the two different times that the education was offered.  Twenty of the twenty-two attendees were employees of the inpatient hospice home which yielded a 30% attendance rate of hospice home staff. Two of the attendees were not counted in this data because one attendee was a field social worker and one attendee was the director of education. Based on this statistic outcome number one was met. 	
Immediately after the delivery of the education module attendees were asked to fill out an evaluation and post-survey questionnaire. A total of 21 out of 22 (95%) surveys were returned. The post-education module survey consisted of seven questions, one of which pertained to implementation on use of inclusive language and terminology by attendees in the next two weeks. Data regarding this survey question was positive. Analysis of this data resulted in 20 of 21 (95%)  attendees stating they would likely or most likely implement the use of inclusive language and terminology in the next two weeks. Anecdotal conversations were also conducted  four weeks post-education module.  Informal conversations between the student project director and 8 of the 22 attendees (36%) were held in the inpatient hospice home. Attendees were chosen at random based on availability. Review of the anecdotal conversation notes by the student project director reflected an increased awareness among the attendees in terms of care for LGBTQ patients, use of inclusive language and increased knowledge of terminology. 
 Anecdotal notes were summarized and revealed three types of awareness: self, intellectual and perceptual.  Attendees commented on an increase in self-awareness regarding own assumptions and attitudes towards the LGBTQ community. Although most stated they are accepting of this population, they noted that during and after the education module they were able to reflect on their own use or lack of use of inclusive language and the importance of creating a safe space.  An increase in intellectual awareness centered around understanding not only on the use of open-ended non-assumptive questions but also the lack of understanding some attendees had in terminology regarding this population. Perceptual awareness was bringing the known need to use inclusive language from peripheral recognition to central recognition and to make an intentional effort to use inclusive language. The education module served as a reminder the importance to use inclusive language with all patients and families. 
Outcome measurement 2.  Findings suggest that the project has had an impact on the unit level.  The post-education survey consisted of seven questions, one of which asked about the availability of the education module to hospice employees.   In response to the question, “When do you think the education module should be provided to hospice employees?”, 15 responded that the education module should be provided at both new hire and annually (71%), 2 respondents selected new hire only (10%), and 4 did not answer the question (19%) (see Figure 2). No attendees selected either annually only or never. 
Figure 2: When Education Module Should Be Provided

The site champion and student project director met and discussed the current education offerings available through the organization to employees regarding care of the LGBTQ population. Inclusive language, terminology, and use of open-ended questions during intake, the admission process, and in general were discussed in detail. This discussion uncovered that there   were limited education modules offered by the organization. The site champion remarked that the education module provided through the DNP project was the first-time education on LGBTQ had occurred at the organization. 
While the entire education module was provided to the unit staff, a modified version of the module was implemented beginning January 2019 into new hire orientation.  This modification was due to a lack of available time in the current new hire orientation schedule.    The modified module has been incorporated in one of the current new hire orientation modules regarding culture and providing culturally competent care. The content covered is the portion on the use of inclusive language and is 10 minutes in length. This content is delivered by the site champion as an educator from the education department.
Outcome measurement 3.  Findings suggest that the project has had an impact on the organizational level.  One of the seven post-education survey questions asked ”Which employees do you think would benefit from this education module?”  All attendees (100%) responded that all employees would benefit from the education module. The director of the education department and site champion echoed this sentiment.  Both felt that the full education module should be offered to all employees, including the leadership team, beginning in May 2019 with one to two additional dates this calendar year. The director of the education department suggested that the education module also be offered to volunteer services and in one of the evening seminars provided by the organization to the staff of community agencies. These agencies include long term care facilities and assisted living centers that provide daily care to patients enrolled in the organization’s hospice services.  Overall, there has been an initiation of an approach to increase use of inclusive language and terminology within the hospice agency.
The inclusion steering committee, in which the student project director was a member, did discuss the need for LGBTQ education on a broader scale and developed priorities for 2019. One internal focus priority included creating a series of educational sessions to educate all employees on topics such as cultural humility, unconscious bias, and LGBTQ support and advocacy. A community focused priority included to create and deliver programming for members of LGBTQ communities and their health care providers as it relates to care of patients with serious illnesses or end of life care.


Summary
	Evaluation of the practice change initiative was conducted for all three stated outcomes. The first outcome was met with a 30% attendance rate to the education module by staff from the inpatient hospice home. Most of the attendees stated they would implement the use of inclusive language as a practice change within two weeks. Registered nurses received a 1.0 CNE credit for attendance.  The second outcome was partially met as only a portion of the education module is implemented into new hire orientation. The portion that is incorporated is the content regarding use of inclusive language. The third outcome was also met.  The organization has recognized the need for education on LGBTQ populations.  The inclusion committee and education department have recognized and prioritized an increased need for education modules both internal and external to the organization.  This demonstrates an initiation by the organization to increase use of inclusive language and terminology. This increased use of inclusive language and terminology provides a foundation for best practices in providing culturally sensitive care to LGBTQ communities.



Chapter Seven:  Implications for Nursing Practice
This chapter focuses on the Doctor of Nursing Practice (DNP) essentials identified by the American Association of Colleges of Nursing (AACN). Each essential contains core competencies that are foundational to Advanced Practice Nursing roles.  This DNP project had several implications to practice at the micro, meso and macro levels. This project focused on the use of inclusive language by healthcare providers to create a safe space for LGBTQ persons and families. The purpose of this chapter is to discuss the practice implications of the DNP project based on these essentials.
Practice Implications
	There are eight AACN DNP essentials. The DNP essentials provides guidance for the development, implementation, and evaluation of the DNP scholarly project (AACN, 2019).  These essentials were used throughout the scholarly project to focus on an organizational change in relation to use of inclusive language and creation of a safe space for LGBTQ persons in the hospice setting.
Essential I:  Scientific underpinnings for practice.  The integration of research, theory, and practice was used to develop an approach towards improving practice by nursing staff to benefit the lesbian, gay, bisexual, transgender, queer/questioning (LGBTQ) population in a hospice setting. An extensive review of the literature was conducted and revealed that LGBTQ persons encounter health disparities and discrimination in the healthcare system. Inadequate education on use of inclusive language and terminology to healthcare providers was found to be an issue with providing culturally competent care (Ogbolu et al., 2017). Culturally sensitive training for health care and social service agencies and professionals that provide support to elders could be critical in alleviating expectations of and experiences of discrimination that many LGBT older adults fear when seeking healthcare and professional help (Choi & Meyer, 2016). Effective culturally sensitive training for service providers could help improve the experience of LGBT elders with health care providers, alleviating expectations of discrimination that cause delay in seeking care (Choi & Meyer, 2016). 
The literature review revealed additional barriers within the healthcare system and provided strategies to overcome identified barriers. These identified barriers and strategies provided a foundation for the DNP project. Challenges with providing culturally competent training included insufficient training at time of orientation, lack of ongoing opportunities for safe and practical learning, and need for change in the organizational climate to foster learning and acknowledging gaps in education (Ogbolu et al., 2017). Another gap of providing culturally competent care to LGBTQ persons includes the lack of knowledge and use of inclusive language by service providers (Boulder County Area Agency on Aging, 2013). The barrier of lack of education on inclusive language as discussed in the literature was present in the hospice organization. Strategies included in the literature review were to provide an education module to all staff to include health disparities and discrimination LGBTQ persons encounter, use of inclusive language and terminology, and how to create a safe space for all persons and families in the hospice setting.
	Campinha-Bacote’s Model of Cultural Competence in Healthcare Delivery provided the framework for the quality improvement project. This cultural competence model has been used to understand cultural competence at end-of-life. Using Campinha-Bacote’s cultural competency model as a foundation, Rising (2015) described cultural humility as awareness of one’s personal cultural assumptions and biases while enriching cultural knowledge of others’ preferences. Rising (2015) concluded that cultural competence through self-awareness and knowledge provides a route for truth telling and non-disclosure to provide dignified patient care to all persons at end-of-life. Campinha-Bacote’s  theory also provided guidance for evaluating the practice project using the theory’s five constructs in the development of the post-education survey and direction for the anecdotal conversations by the student project director.
	Outcomes of this project have provided opportunities for future examination.  Collaboration between research-doctorates and practice-doctorates could increase the level of understanding about the LGBTQ community and end-of-life care thus increasing the level of awareness and knowledge within the hospice community on how best to serve this vulnerable population.   One future study could involve the LGBTQ community and their perceptions and perspectives about hospice and palliative care.  Research could identify barriers that LGBTQ persons feel prohibit them from seeking palliative care or hospice services at end-of-life.  The identification of barriers could generate quality improvement projects aimed to improve patient outcomes. 
Essential II:  Organization and systems leadership for quality improvement and systems thinking.  The leadership team identified a need for an increase in inclusiveness and diversity within the organization. Through these conversations about the need for inclusion and diversity, an inclusion workgroup was formed and began meeting at the same time of this DNP project proposal period. The DNP project coincided with the workgroups goal of beginning to look at inclusion and diversity in the workforce and in patients and their families served by the organization.  
Through the inclusion workgroup, an employee survey was conducted to assess the culture within the organization. An identified gap from the employee survey was the limited education on the LGBTQ community provided by the organization. This identified gap provided support for the DNP project to the organization. Both the executive and inpatient hospice home nursing leadership teams were in support of providing an education module to staff in the inpatient hospice home setting on care of the LGBTQ patient. The inpatient hospice home setting was chosen because of the established relationship the DNP student project director had. The timing of organizational readiness to address and improve the culture of the organization provided an opportunity for the DNP quality improvement project. 
To continue organizational leadership and systems thinking regarding inclusivity,   recommendations were made to increase the availability of the education module. The results were shared with the director of the education department, who supported organizational and systems change to address the limited education on inclusive language  Recommendations were made to increase practice knowledge into the organization and the community by providing the education module to staff, volunteers and external stakeholders. Providing the education module to the community demonstrates the systems commitment to improve quality care and patient safety for the LGBTQ population. 
The organizational approach is to provide a portion of the education module at time of new hire orientation, followed by the opportunity to attend the entire education module. Leadership also supported these recommendations by allowing the education module to be delivered during work time and providing meeting space in the administration building. Marketing has agreed to assist with advertisement of the education module through flyers to be placed in the main administration building, satellite offices, and the hospice home.
Recommendations for sustainability of the project include involving other members of the education department in the delivery of the module.  Currently, the site champion is the only member of the education department who has knowledge about the education module and its content.  It was recommended that members of the education department attend the education module not only for the content from a learner’s perspective but also to understand the content as a future facilitator. The  DNP quality improvement project has provided a mechanism to address the need for future and continued education in care of the LGBTQ population within the organization.
Essential III:  Clinical scholarship and analytical methods for EBP.  Review of the literature was conducted to determine best practices in caring for LGBTQ population. Through these evidence-based practice findings, an education module was developed to promote safety and equitable quality of care for patients. The education module provided interactive exercises that promoted use of inclusive language and open-ended questions thus providing knowledge to nurses that enabled them to implement a change in practice. Ninety-five percent of the education module attendees stated that they would implement the use of inclusive language during patient care.  Anecdotal data suggests that the education module had a positive impact on the inpatient hospice home staff. Staff reported that they would likely change current practice and increase their use of inclusive language. Though these positive results are preliminary, observational research studies need to be conducted to assess if staff are consistently using inclusive language. 
Through interprofessional collaboration, it was first identified that there was limited education provided to staff on the LGBTQ population, thus an education module to address the need for use of inclusive language and terminology to create a safe space for all patients was developed. Disciplines that collaborated on the project included a registered nurse who was the quality improvement coordinator, an educator with a Masters in Public Health, a licensed clinical social worker who holds a Masters in Social Work, and the vice president of human resources who holds a Masters in Business Administration. Each represented discipline brought a skill set to the project discussion. Collaboration with the various disciplines allowed for the QI project to be unique and timely within the organization’s commitment towards inclusivity. The quality improvement coordinator had knowledge of current QI projects in place within the organization and plans for future QI projects. The educator provided details on current education offerings and offered expertise in the health disparities that LGBTQ persons face. Social work added input into content regarding the open-ended questions. The human resource representative had knowledge of the leadership’s desire to create an inclusive work environment and is also a member of the leadership team. These same persons also composed of the inclusion steering committee. 
The student project director communicated literature review findings with the inclusion steering committee about the barriers within the healthcare system for providing culturally competent care to the LGBTQ population. Strategies for overcoming these barriers were also shared with the committee. The student project director proposed that based on the review of the literature that an evidenced-based education module be developed and presented to a group of staff within the organization.   After the education module, analysis of the surveys and anecdotal conversations were shared with the committee and suggestions for sustainability of the project were discussed. It was suggested that to continue to improve health outcomes for the LGBTQ patients that portions of the education module be delivered at time of orientation and the entire education module be offered to all employees. The objective of providing the education module would be to increase use of inclusive language and understand terminology used in the LGBTQ community for creation of a safe space for LGBTQ patients at end of life. 
Essential IV:  Information systems/technology and patient care technology for the improvement and transformation of healthcare.  Through evaluation of the current admission process, it was noted that use of inclusive language, terminology and open-ended questions was not evident. Electronic health records and intake forms were reviewed for open-ended questions, use of inclusive language, pronoun preference, and gender identity choices. As the organization continues to address the need for use of inclusive language and terminology, it is recommended that intake forms be changed to reflect choices not only for LGBTQ persons but for all persons under the organizations care. 
Since the DNP project involved use of inclusive language to create a safe space for LGBTQ persons, the student project director was asked to join the inclusion steering committee that was being formed. The student project director was an original member of the steering committee and was an active member on the committee throughout the DNP project. Through the inclusion steering committee, an evaluation of the organizations website for inclusion and diversity was conducted. To assist in providing quality care to all persons,  it was suggested to update the website to include a page specific to the commitment to diversity and inclusion. The website should also include inclusive images and language throughout reflecting a diverse organization caring for diverse patients.  An additional suggestion is to create a strong statement that clearly demonstrates the organizations commitment to creating an inclusive work environment where all employees can be their best selves.
Essential V: Healthcare policy for advocacy in healthcare.  Through this DNP project it was identified that there was no current organizational policy on use of inclusive language and terminology. The organization advocates for equitable treatment of all patients and gave full support to the formation of an inclusion workgroup and the DNP project implementation. One important outcome of the DNP project was the creation of opportunities to discuss LGBTQ health at all levels within the organization. Recommendations, based on findings from this project, were to review and revise  the organization’s inclusion and diversity statements as appropriate. The inclusion steering committee has prioritized the need to review of the organization’s current benefit programs and policies and has recommended a revision to be more inclusive of employee’s family structure and needs. 
Recommendations was also to review the National Hospice and Palliative Care Organization (NHPCO) statement on diversity and inclusivity and any policies related to care of the LGBTQ patient. Review of current NHPCO education offerings should also be conducted. If there are inadequate policies and education offerings, then the organization should promote the need for education on the LGBTQ population to the national organization.  Recommendations to include this content at new hire and to all employees of any hospice and palliative care organization would strengthen the national commitment to providing inclusive care to all persons. 
It is recommended that advanced practice nurses within the organization attend the education module. Advanced practice nurses can lead by example.  The advanced practice nurse is often the team leader for patients receiving hospice services in the community, whether it be in the individual’s home or a long-term care facility. By using inclusive language and creating a safe environment for patients and families, the advanced practice nurse demonstrates care, compassion, and acceptance of LGBTQ patients and families (Manzer, O’Sullivan, & Doucet, 2018). They can influence other team members to also use inclusive language and creation of a safe space during all patient encounters. The advanced practice nurse can also educate other staff members about the unique needs of LGBTQ patients (Manzer et al., 2018).   
Essential VI:  Interprofessional collaboration for improving patient and population health outcomes.  Interprofessional collaboration was used throughout the DNP project. The site champion had a Master’s in Public Health and provided direct consultation into the project. The DNP project was also discussed with the inclusion steering committee prior to implementation. This interprofessional committee provided guidance on the education module and supported the project in its entirety. The inpatient hospice home leadership team were from the nursing profession and collaborated on the project as well providing suggestions for content of the module. 
The DNP project opened dialogue about LGBTQ health within the organization among the interprofessional team members. Collaboration within the hospice agency already exists because of the strong interdisciplinary approach to patient care and outcomes. The DNP project extended this collaborative effort to start conversations about LGBTQ health, consistent use of inclusive language, and terminology. Recommendations included that the inclusion steering committee and inclusion workgroup continue within the organization and for continued outreach to all employees to join the workgroup.
The advanced practice nurse plays a vital role in interprofessional collaboration. The advanced practice nurse provides leadership within a committee or workgroup.  Several advanced practice nurses are members of the inclusion committee and provide insight to the health disparities and discrimination many patients face. The advanced practice nurses are already leaders in the community setting and seek input to patient care from all the disciplines.  As leaders they also set examples for other members of the team to follow when it comes to use of inclusive language and terminology.
Essential VII:  Clinical prevention and population health for improving the nation’s health.  Through review of the literature, it was discovered that LGBTQ persons suffer from gaps in care due to health disparities and fear of discrimination from healthcare providers.  Healthy People 2020 identified one social determinant affecting the health of LGBTQ individuals as the lack of health care providers who are educated in culturally competent care for this population. The DNP project addressed the need for cultural competency education to nurses so LGBTQ persons at end-of-life feel safe. This sense of security promotes a peaceful death in a population that many times chooses not to disclose their sexual orientation. Providing this education module promoted an improved health care delivery system not only for LGBTQ persons for all persons admitted to the hospice setting.
Analysis of the education module evaluations revealed a potential for quality of care issue based on personal and religious beliefs of two attendees. One comment on the evaluation stated that homosexuality was against their religious belief and considered to be a sin, however this healthcare provider stated they could remain professional and use inclusive language to provide an inclusive environment. The other comment reflected that they would find it difficult to change their practice and use inclusive language and terminology due to their personal beliefs about homosexuality. Recommendations to address these issues was to continue education on health disparities that LBGTQ persons face, continue self-awareness and reflective practice, and provide a mechanism for staff to express their beliefs in a non-judgmental environment (Aquaviva, 2017). 
As important as it is to educate hospice employees in the unique needs of LGBTQ persons, there is also a need to educate LGBTQ persons on palliative care and hospice services. The inclusion steering committee prioritized a future goal with a community focus to create and deliver community-based programming for members of LGBTQ communities and their health care providers as it relates to care of patients with serious illnesses and end of life care. Providing an education module in the LGBTQ community would enable persons to ask questions about terminal illness and hospice and palliative care in a safe setting. By providing information to the LGBTQ community the organization will begin to establish a relationship based on trust and inclusion without fear of discrimination.
Essential VIII:  Advanced nursing practice.  The DNP project provided instruction on how to develop and maintain patient relationships by using inclusive language and terminology at time of admission to an inpatient hospice home. This education is important for advanced practice nurses and DNP graduates to help them understand the unique health needs in the LGBTQ population. This knowledge will aid the advanced practice nurse to provide quality care, preventative measures and improve overall health outcomes to LGBTQ patients (Manzer et al., 2018). 
All types of care settings should be LGBTQ friendly by using inclusive language and providing non-discriminatory care. Recommendations for care settings include adopting an inclusive culture within the organization and providing the needed education about LGBTQ persons and their health needs (Reese & Beckwith, 2015). LGBTQ persons have unique health needs and many times will only disclose information when a safe space is provided (Mehta, 2017). Nurse educators need to provide information on how to create a safe space by use of inclusive language, using correct terminology, and use of open-ended questions during time of initial patient contact and assessment (Lim, Brown, & Kim, 2014).
However, there is a more pressing issue when it comes to educating advanced practice nurses on the LGBTQ population. There is a significant gap in training and education in lesbian, gay, bisexual, and transgender (LGBT) health that advanced practice nurses receive in their educational programs (Manzer et al., 2018). Recommendations for nurse educators is to evaluate current curriculum as it relates to LGBT health as well as the experiential learning opportunities available to advanced practice nursing students (Manzer et al., 2018).
Delivery of an education module on inclusive language provides mentorship and support to DNP graduates who were either unsure or uncomfortable with use of inclusive language and terminology. Use of inclusive language is a nursing intervention that promotes quality and improves patient outcomes. Delivery of the education module to DNP graduates at orientation will promote an effective change in the organization. DNP graduates can provide the support that members of the LGBTQ population need at the end-of-life.
Summary	
	By using the AACN Essentials as a guide, implications for the DNP project for advanced practice nurses were discovered.  Advanced practice nurses will care for members of the LGBTQ community and require knowledge about this vulnerable population. Knowledge includes use of inclusive language, understanding of the terminology, and specific health care needs. An understanding of the health disparities and fear of discrimination by the advanced practice nurse will allow for quality care and positive health outcomes.







Chapter Eight:  Final Conclusions
Persons who identify as lesbian, gay, bisexual, transgender, and/or queer or questioning (LGBTQ) have long faced health disparities and discrimination even within healthcare.  This fear often leads LGBTQ persons to delay or not seek healthcare at all. Older LGBTQ persons often “go back into the closet” for fear of mistreatment by caregivers.  This fear can also extend into LGBTQ persons at end of life.  Use of inclusive language, terminology, and open-ended questions creates a safe space allowing LGBTQ patients and families to experience an accepting and peaceful setting at a vulnerable time. This Doctor in Nursing Practice (DNP) project developed and provided an education module on use of inclusive language, terminology, and open-ended questions using interactive methods with the goal that this initiative would lay the foundation for additional education and awareness of the unique health needs of LGBTQ communities within a hospice agency.  The purpose of this chapter is to discuss the project findings, strengths and limitations, and benefits. It will also discuss recommendations for practice within the organization. 
Significance of Findings
 	Preliminary findings suggest that the organization at all levels is ready for a culture shift when it comes to use of inclusive language and creating a safe space for LGBTQ patients and families. Of the attendees attending the education module, 95% stated they would implement the use of inclusive language during care to all patients and would recommend the education module to other employees.  With staff being knowledgeable, demonstrating this behavior provides example and mentorship for other staff members who witness these best practices.  
	Reflection on the anecdotal comments were also significant to meeting project outcomes,   recommendations for future projects, and an understanding by the student project director of the overall impact of the project.  Through anecdotal conversations conducted 4-weeks post module, the student project director discovered an overall sense of increased awareness by staff who attended.   All staff that the student project director spoke with stated that they knew to be inclusive to all patients but that the education module brought this awareness from the periphery to the central aspects of direct patient care.  Thus, staff who attended are more intentional in using inclusive language, terminology, and open-ended non-assumptive questions reflecting a practice change.  
	Individual attendees’ evaluations provided data to support not only the education be delivered to staff of the inpatient hospice home but to all employees. Data from the surveys support that the education module should be delivered at time of orientation and on an annual basis for all employees regardless of role within the organization. Delivery of the education module at time of orientation provides a foundational principle to all new hires that inclusion is important to the organization.  By providing the education module to all employees at the same time facilitates interprofessional discussion and education and fosters a best practice interdisciplinary team approach to LGBTQ patients. Providing the education module to all employees builds the culture shift of the importance of inclusive language and providing a safe space for all patients and families. 
	The DNP project provided a beginning in a culture shift to address inclusion in the organization. This DNP project was the first time education related to use of inclusive language and care of LGBTQ person was delivered at the organization. The project provided an opportunity within the organization to discuss the need for use of inclusive language and health of LGBTQ persons. The project also initiated a discussion about providing education to the LGBTQ community about hospice and palliative care. 
Project Strength and Limitations
One strength of the project was timing. The organization was desiring to form a committee focused on inclusion and diversity at the same time  the student project director was discussing potential topics for the DNP project. The student project director became a member of the initial inclusion committee which eventually became the inclusion steering committee as the inclusion workgroup grew with interested employees. 
Another significant strength was the support of the agency. The Chief Executive Officer, the leadership team, the education department and the inpatient hospice home nursing leadership team all supported the project fully and unequivocally. Through this support, the project director collaborated with a member of the education department to complete an application to offer a one-hour Continuing Nursing Education (CNE) credit. All nurses received the 1.0-hour CNE credit for attending which may have provided motivation for attending. Support was also demonstrated by providing space and time for the education module. 
Attendance by 30% of employees to the educational module was identified as a limitation of the project. An increase in attendees would have provided education to more staff members and additional evaluative data. The education module was advertised through weekly communication from the nurse manager as well as a sign-up sheet in the break room. Perhaps if the student project director had provided personal invitations to staff or additional flyers a higher attendance would have occurred. Another limitation was the post-education evaluation form.  Either by design or miscommunication, four attendees did not turn over the double-sided form and answer the remaining four questions. The student program director should have been clearer on completion of the evaluation form or provided a notation at the bottom to turn it over. 
Another identified limitation was not being able to evaluate if employees were implementing the training into practice. The student project director was able to gain self-reported data where employees stated if they had implemented the use of inclusive language into practice. However, the student project director was unable to collect data through observational means to evaluate the effectiveness of the training.  Not being able to observe attendees to evaluate actual implementation of inclusive language limited the comparison of self-report to actual practice.
Project Benefits
The initiation of   an education module regarding care of LGBTQ persons was the most important benefit of the project as it was the first ever provided at the hospice agency. According to my site champion, this was a milestone and has been adopted into the education departments available educational offerings. The DNP project provided a foundation to launch new initiatives internal and external to the organization. Future education offerings of this module are already approved for a one-hour CNE credit. The education module will be offered to all employees in May 2019 and an additional offering will be available to volunteer staff also in May 2019.
This DNP project created an expansion into interprofessional education and  stimulated new opportunities for organizational dialogue related to LGBTQ health. 
Recommendations for Practice 
	Based on this DNP project it is suggested that education to all employees of the hospice organization receive education on use of inclusive language, terminology, and open-ended questions. Having all employees engage in this education provides an opportunity for best practices for care of LGBTQ persons throughout the organization. It is recommended that executive team members and leadership teams of the different service lines attend the education module which would provide a from the top-down approach. Successful movement of change in an organization requires leadership support of a planned improvement process in a stable environment (Shirey, 2013).  Nurse leaders who eliminate barriers of cost and time  and provide opportunity for education enhance the adoption of best practices as it relates to culturally competent care (Ogbolu, Scrandis, & Fitzpatrick, 2018). It is also recommended that the education module offerings are open to all employees at the same time to allow for interaction between all levels of employees and all professions.  
	Additional recommendations include projects to be developed to include a community outreach and educational programs to LGBTQ communities focusing on serious illness, patient advocacy and support, and end of life care.  By the organization reaching out to LGBTQ communities and cultivating relationships, this population can recognize the organization as a safe space to receive end of life care. 
Final Summary 
	This DNP project started as implementation of an education module to inpatient hospice home staff with the purpose of increasing use of inclusive language to create a safe space for LGBTQ persons in the inpatient hospice setting.  This project has evolved into much more than that. After a year, the organization, which has had limited education on care of LGBTQ populations, now has inclusive language as part of their orientation and plans to provide the education module to all employees and volunteer staff. There are also plans to provide the education module to external stakeholders from the community.  These stakeholders include long term care facilities and assisted living facilities which care for the patients enrolled in the agency’s hospice services. The inclusion committee has made reaching out to LGBTQ communities to educate on serious illnesses and end of life care a priority.  This project lays a foundation for an even larger impact of LGBTQ persons and families to not feel the need to “go back into the closet”,  rather to feel safe and to feel welcomed during the end of life journey. 
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Appendix A
10 Core Competencies and Strategies to Providing Health and Human Services to LGBT Older Adults (Fredriksen-Goldsen et al., 2014)
1. Critically analyze personal and professional attitudes toward sexual orientation, gender identity and age, and understand how factors such as culture, religion, media, and health and human service systems influence attitudes and ethical decision making. 
2. Understand and articulate the ways that larger social and cultural contexts may have negatively impacted LGBT older adults as a historically disadvantaged population.
 3. Distinguish similarities and differences within the subgroups of LGBT older adults, as well as their intersecting identities (such as age, gender, race, and health status) to develop tailored and responsive health strategies.
 4. Apply theories of aging and social and health perspectives and the most up-to-date knowledge available to engage in culturally competent practice with LGBT older adults.
 5. When conducting a comprehensive biopsychosocial assessment, attend to the ways that the larger social context and structural and environmental risks and resources may impact LGBT older adults.
 6. When using empathy and sensitive interviewing skills during assessment and intervention, ensure the use of language is appropriate for working with LGBT older adults to establish and build rapport.
 7. Understand and articular the ways in which agency, program, and service policies do or do not marginalize and discriminate against LGBT older adults.
 8. Understand and articulate the ways that local, state, and federal laws negatively and positively impact LGBT older adults, to advocate on their behalf.
 9. Provide sensitive and appropriate outreach to LGBT older adults, their families, caregivers and other supports to identify and address service gaps, fragmentation, and barriers that impact LGBT older adults.
 10. Enhance the capacity of LGBT older adults and their families, caregivers, and other supports to navigate aging, social, and health services.

Appendix B
Standard CNE Evaluation Form
Program Title:  Creating a Welcoming Space for LBGTQ Clients and Families at End of Life in the Hospice Setting. 
Date:  	September 24th  and 25th, 2018				 

	Please rate the following: 
	
Upon completion of this class: 
	Strongly Agree
	Agree
	Disagree
	Strongly disagree

	I have increased knowledge on what is inclusive language to use during admission process. 
	
	
	
	

	I can confidently and effectively incorporate inclusive language when admitted a patient to hospice care. 
	
	
	
	


   Please rate the instructor on the following:
	Joan Stanek, MSN, RN, ARNP
	Strongly Agree
	Agree
	Disagree
	Strongly disagree

	The instructor was knowledgeable about the subject matter
	
	
	
	

	I understood the material being presented
	
	
	
	


  Please rate the following 
	Overall this program was informative and will be incorporated into my nursing or clinical  practice
	
	
	
	


   
Please describe how your practice will change when admitting a patient by incorporating inclusive language. If your practice will not change, please state why: 

Additional comments and/or suggestions:

Appendix C
Student Project Director Evaluation Form
1. [bookmark: _Hlk530744716]What is your current role?
__ CNA   __LPN   __RN   __Other___________
	
	

Strongly Agree

	
Agree
	
Disagree
	
Strongly Disagree

	2.  Because of the education module, I will implement the use of inclusive language and terminology in the next two weeks. 
	
	
	
	


3. Which employees do you think would benefit from this presentation? Check all that apply.
	____No employees 
	___All employees 
	Clinical Staff
		___CNA
		___HHA	
		___LPN
		___RN
		___NP
		___MD
		___Clinical Supervision
	___Social Work
	___Bereavement
	___Spiritual care counselors
	___Volunteer Services
	___Administrative Staff
	___Executive Team/Leadership team
	___Other _______________________________________
	
4. When do you think the education module should be provided to hospice employees?
  		____ Never
  		___New hire orientation only
		___Annually only 
		___Both new hire and annually

5. Which parts of the presentation did you find most helpful? 

6. Which parts of the presentation did you find least helpful? 

7. Would you recommend this presentation to other employees?
	___yes
	___no

Roles	59%
 [PERCENTAGE]
4%
[PERCENTAGE]

RN	CNA	LPN	Other	13	7	1	1	





Education Module Provided

Column2	No Answer	New Hire Only	New Hire/Annually	4	2	15	Column3	No Answer	New Hire Only	New Hire/Annually	Column4	No Answer	New Hire Only	New Hire/Annually	


