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Abstract

Context: Early integrated palliative care improves quality of life, but palliative care programs
are underutilized. Psychoeducational interventions explaining palliative care may increase patients'
readiness for palliative care.

Objectives: To (1) collaborate with stakeholders to develop the EMPOWER 2 intervention
explaining palliative care, (2) examine acceptability, (3) evaluate feasibility and preliminary
efficacy.

Methods: The research was conducted at a North American cancer center and involved 21
stakeholders and 10 patient-participants. Investigators and stakeholders iteratively developed the
intervention. Stakeholders rated acceptability of the final intervention. Investigators implemented a
pre-post trial to examine the feasibility of recruiting 10 patients with metastatic cancer within one
month and with a =50% consent rate. Preliminary efficacy outcomes were changes in palliative
care knowledge and attitudes.
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Results: Using feedback from four stakeholder meetings, we developed a multimedia
intervention tailored to three levels of health-literacy. The intervention provides knowledge and
reassurance about the purpose and nature of palliative care, addressing cognitive and emotional
barriers to utilization. Stakeholders rated the intervention and design process highly acceptable
(3.78/4.00). The pilot met a priori feasibility criteria (10 patients enrolled in 14 days; 83.3%
consent rate). The intervention increased palliative care knowledge by 83.1% and improved
attitudes by 18.9 points on a 0-51 scale (ps<.00001).

Conclusions: This formative research outlines the development of a psychoeducational
intervention about palliative care. The intervention is acceptable, feasible, and demonstrated
promising pilot test results. This study will guide clinical teams in improving patients’ readiness
for palliative care and inform the forthcoming EMPOWER 3 randomized clinical trial.

Keywords

Palliative care; Neoplasms; Patient education; Attitude; Decision support techniques; stakeholder
participation; professional practice gaps; information dissemination

Palliative care faces a fundamental research-practice gap. Namely, high-quality medical
evidence demonstrates the efficacy of specialty palliative care programs (1-5), but these
programs are poorly utilized (6-10). Given that oncology care is highly guideline-driven
and many patients experience burdensome physical symptoms (60-90%) and emotional
distress (25-40%) (11-14), specialty palliative care programs are integrating their services
with oncology care in many healthcare systems (7, 15). According to the early integrated
palliative care model (10, 16-18), patients should begin participating in outpatient palliative
care early after the diagnosis of metastatic disease and alongside cancer treatments. Four
meta-analyses of randomized clinical trials (RCTs) show that early integrated palliative care
reduces the physical and emotional burden of metastatic cancer (1-5) and maintains (1)

or slightly prolongs (3-5) survival duration. Consensus guidelines now advocate for early
integrated palliative oncology care (19-21). Nonetheless, utilization is often delayed until
patients are near death, and most never receive palliative care (6-10). Therefore, healthcare
systems that seek to provide early integrated palliative oncology care need to better support
patients’ decisions to utilize it.

The Empowerment Theory of Palliative Care (22) suggests that psychoeducational
interventions can help increase readiness to utilize early integrated palliative care. Grounded
in decades of decision science, this theory emphasizes that the dual processes of cognition
and emotion drive interest in palliative care. By providing patients with vital knowledge
(cognitive pathway) and increased motivation (emotional pathway), patients feel empowered
to utilize timely palliative care referrals. Cognitively, 70-80% of adults report not knowing
what palliative care is (23, 24). Emotionally, patients equate palliative care utilization with
dying, giving up, welcoming the grim reaper, or being on the wrong side of “death panels”
(22, 25-29). These cognitive and emational barriers govern patient reluctance to utilize early
integrated palliative care.

Meta-analyses document the benefits of psychoeducational interventions in changing
knowledge, motivation, health behaviors, and utilization patterns, but effects vary widely
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(30, 31). Four RCTs on palliative care psychoeducation stand out. The EMPOWER

RCT (22) found that a webpage summarizing the Temel (32) study improved attitudes
toward early integrated palliative care among 598 patients with heterogeneous cancers. A
second RCT (33) found that video and text-based psychoeducational interventions increased
knowledge of palliative care in a non-clinical sample of 152 adults. A third RCT (34)
examining a video-based intervention found no change in palliative care knowledge among
111 women with gynecologic cancers. Finally, the PCforME RCT (35) found no benefit of
a video-based palliative care educational platform on knowledge of palliative care among
80 patients meeting palliative care referral criteria. Given these variable results, we deduced
that the intervention development process requires careful consideration.

In the current study, EMPOWER 2, we built on findings from the EMPOWER RCT
described above. Specifically, the present study aimed to develop an intervention to explain
palliative care to patients and families and to evaluate its acceptability, feasibility of
implementation, and initial evidence of efficacy. In the prior EMPOWER study (22),

the authors tested a public internet-based intervention. However, palliative care programs
vary by healthcare system (36-38). In the present EMPOWER 2 study, we developed an
intervention that was tailored to local palliative care services and intended to be optimally
informative and motivational. For example, the EMPOWER 2 intervention was video-based,
tailored to individuals’ health literacy, and provided a comprehensive explanation of
palliative care that dispelled common misconceptions associated with negative perceptions
and avoidance of palliative care. If successful, this research can guide other healthcare
systems in improving readiness for their palliative care programs.

Intervention Design

Theoretical Framework.—The intervention design was grounded in the Empowerment
Theory of Palliative Care (22), which indicates that cognitive and emotional processes drive
utilization of palliative care. This theory emphasizes that psychoeducational interventions
should increase knowledge (cognitive pathway) and motivation (emotional pathway) to
improve patient readiness. Therefore, the investigators designed the intervention to optimize
cognitive and emotional benefits for patients (Table 1).

Design Process.—The design process was informed by principles of patient-centered
research aimed at helping patients make informed decisions about their healthcare. These
included guidelines from multiple sources, such as the Patient-Centered Outcomes Research
Institute (PCORI) (39) and the International Patient Decision Aids Standards (IPDAS)
collaborative (40). The investigators used a structured process to outline, develop, revise,
evaluate, and scale up the intervention (Table 2). Given that stakeholder engagement

can increase the impact of interventions (41, 42), we recruited a stakeholder advisory
board using the regional Health in Our Hands stakeholder recruitment network. The
stakeholder advisory board was comprised of patients with metastatic cancer, family
members, and oncology clinicians helped design the intervention (Table 2, steps 3, 6, 8,
and 10). They participated in 4 advisory meetings from January 2017 through December
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2018. Stakeholders provided feedback on the intervention format and scope (meeting 1),
guided iterative improvements to the intervention script and prototype (meetings 2-3),
and evaluated the acceptability of the final intervention (meeting 4). The meetings were
highly collaborative, and used reflective listening, amplification, clarifying questions, and
discussion-based brainstorming to build consensus (43).
Pilot Testing

We piloted the intervention at the Tulane Cancer Center in September 2019. Inclusion
criteria were being =18 years old and having metastatic cancer. Patients were excluded

if they had a prior palliative care visit. Oncologists confirmed eligibility and informed
patients of the study, who were invited to participate before or after an oncology visit.

The study used a pre-post design. Participants completed a baseline survey, watched

the intervention once from start to finish, and then completed a post-intervention survey
immediately afterward. The baseline survey assessed demographics, while both the baseline
and post-intervention surveys assessed palliative care knowledge and attitudes (see Outcome
Evaluation). Surveys were administered orally to accommodate limited literacy and vision.
Family members who were present at the oncology visit were encouraged to attend. The
Institutional Review Board approved all procedures (#2018-1253).

Outcome Evaluation

Acceptability.—Stakeholders (A=21) evaluated the acceptability of the intervention.
Internal stakeholders (/=7) on the advisory board helped design the intervention and
rated the acceptability of the design process and final intervention. External stakeholders
(r=14) did not design the intervention and solely rated the acceptability of the final
intervention. Stakeholders primarily identified as patients (7=7, [3 internal]), caregivers
(=6, [2 internal]), or clinician-scientists (/7=8, [2 internal]). Both internal and external
perspectives are useful (40). Stakeholders completed a 6-item version of the IPDAS
instrument (44). From 1 (strongly disagree) to 4 (strongly agree), they rated how well the
video described aspects of palliative care (items 1-4), and internal stakeholders also rated
whether the development process engaged patients/family members (item 5) and clinicians
(item 6). Mean ratings of 3 (agree) or higher indicated acceptability.

Feasibility of Implementation.—In pilot testing, we determined a priori that a sample
size of 10 would be sufficient for estimating whether we could recruit enough eligible
patients on a reasonable timeline to meet our target sample size for a follow-up RCT.

We defined a feasible implementation as one which met both of the following criteria:

1) >50% of eligible patients approached must consent to and complete the study, and 2)
the accrual time needed for 10 eligible patients to complete the study must be within one
month of commencing data collection. If met, these criteria would document the ability of
the investigators to meet accrual timelines in a larger-scale RCT, where approximately four
patients would need to be enrolled per month.

Preliminary Efficacy.—In the pilot study, the two efficacy outcomes were palliative care
knowledge and attitudes. Knowledge was assessed using the Palliative Care Knowledge
Scale (PaCKS) (45). This 13-item measure allows participants to respond “true,” “false,” or
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“don’t know,” to statements reflecting facts and misconceptions about palliative care (e.g.,
“Palliative care is exclusively for people who are in the last 6 months of life.” [false]).
Responses were scored to indicate the proportion correct. Attitudes were measured using
the Palliative Care Attitude Scale (PCAS-9) (26), which has three subscales assessing

fear of palliative care (emotional subscale), perceived benefits of palliative care (cognitive
subscale), and willingness to accept referrals (behavioral subscale). The emotional subscale
is reverse-coded so that higher scores indicate greater comfort with palliative care. The three
subscales are summed to provide a total score from 0-51, with higher scores indicating more
favorable attitudes toward palliative care. Repeated-measures £tests were used to examine
pre-post changes in outcomes, using an alpha-level of .05, confidence intervals, and Cohen’s
d (46) to characterize effect sizes (small effect: ¢=0.20; medium effect: ¢=0.50; large effect:
a=0.80).

Stakeholder Meetings

The first stakeholder meeting built rapport, informed stakeholders about palliative care

and the research plan, and solicited feedback on the anticipated intervention content.
Stakeholders provided big-picture feedback: make the intervention is accessible and
relatable, use video, and tailor it to the educational background of each patient. Accordingly,
the investigators developed the intervention using a professional multimedia animation
platform called Vyond. The platform allows investigators to compose dynamic video

scenes (Figure 1) with audio voiceover and text. The investigators drafted scripts for three
versions of the video — basic, intermediate, and advanced — that varied in literacy level and
complexity. The videos span 9 chapters (Table 3) and are brief (7-13 minutes).

In the second and third stakeholder meetings, stakeholders engaged in alpha testing and
beta testing to iteratively improve the intervention. The stakeholders reviewed scripts for
the basic, intermediate, and advanced versions of the intervention and reviewed sample
clips from working drafts of videos. They provided detailed feedback on dialogue, lines
of reasoning, and visual elements. The stakeholders also provided big-picture feedback, for
example, recommending the inclusion of a chapter on supporting family caregivers (Table
3, Chapter 6). They reinforced several elements of the intervention: the professionalism in
communicating sensitive topics, the relatability of the scenes depicted in patients’ homes
and healthcare settings, and the incorporation of diverse characters. The stakeholders
endorsed the intervention’s use of two-sided arguments (i.e., indicating pros and cons,
who should and should not utilize, and how palliative care is similar to and different from
hospice). Stakeholders also suggested we post the videos online and provide handouts so
patients and families could revisit the material at home.

In the fourth meeting, stakeholders reviewed the final intervention, rated its acceptability
(see Acceptability), and provided open-ended summative feedback. Stakeholders
emphasized that they appreciated the power of the video, its ability to transform fear

into comfort, the facts included about palliative care, the video’s cultural sensitivity to
diverse groups, and the usefulness of incorporating local information. Stakeholders helped
the investigators to identify how patients should be routed to the appropriate intervention
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version (i.e., basic, intermediate, or advanced) based on educational background and health
literacy levels (Appendix Figure Al).

Description of the Intervention

The intervention targets the cognitive and emotional pathways that govern readiness to
utilize palliative care (Table 1), encompasses 9 chapters (Table 3), and is tailored to three
levels of complexity for patients with varying educational backgrounds and levels of health
literacy (Appendix Figure Al). In terms of the cognitive pathway, the intervention provides
information grounded in meta-analyses, consensus statements, and guidelines for decision
interventions. In terms of the emotional pathway, the intervention is grounded in psychology
and marketing principles and mentions emotions >15 times. The basic version is appropriate
for individuals with limited to no literacy and limited health literacy. It avoids text and
numbers, describes concepts concretely, and has a low vocabulary level (Flesch-Kincaid
grade level of 4.4). In contrast, the advanced version has plenty of extra detail, nuance, and
a higher vocabulary level (Flesch-Kincaid grade level of 9.8). The full video ranges from
7m 21s (1,100 words) for the basic version to 12m 38s (1,800 words) for the advanced
version (scripts and video design cost estimates are available upon request). Characters

in the video are diverse with respect to age, gender, race, functional status, and family
composition. Similarly, the video includes voiceover from four professional voice actors: an
African American woman, an African American man, a White woman, and a White man.
These subgroups represent >90% of our patient population. The videos can be administered
on a tablet computer during clinic visits, and patients and families can watch the video on
their home computer or phone.

The intervention also incorporates six supplemental handouts recommended by stakeholders.
These include a business card with a link and passcode to view the video online at

home, a one-sheet video summary, a question-prompt list for discussing palliative care

with oncology clinicians, a local palliative care program brochure, an American Society of
Clinical Oncology (ASCO) palliative care booklet (47), and a Center to Advance Palliative
Care (CAPC) flyer for patients and families (48). The handouts reinforce the video by
providing consistent information across multiple authoritative sources and allowing patients
and families to revisit content at home.

Acceptability

Stakeholders (A=21) evaluated the intervention favorably with a mean rating of 3.78
(SD=0.44) across items (Table 4). Reviewing each rating, the intervention successfully
described available options, described pros and cons, identified psychological and physical
benefits, and meaningfully engaged stakeholders in the development process. The ratings
met a priori criteria for acceptability.

Feasibility of Implementation

From September 4 to September 17 of 2019, the investigators approached 12 eligible
patients to participate in the pilot study. Of these patients, 10 (83.3%) consented and
completed the study, and 2 (16.7%) declined because of childcare or transportation concerns.
Diagnoses included female genital (/7=4), prostate (/=2), urinary tract (/7=2), gastrointestinal
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tract (7=1), and lung (/7=1) cancer. The sample was 60% female and ranged from 28-88
years old (Mdn=60). Participants were representative of the local clinical population with
respect to race/ethnicity (60% White, 40% African American, 20% Latino/a) and education
level (40% with a high school diploma or less). The proportion enrolled and accrual rate met
a priori criteria for feasibility. Each participant successfully watched the entire video.

Preliminary Efficacy

The intervention showed preliminary evidence of improving participants’ knowledge and
attitudes about palliative care (Figure 2). Knowledge improved 83.1%, increasing from
3.1% correct pre-intervention to 86.2% correct post-intervention, =13.99, ¢=4.43, p<.0001.
Attitudes toward palliative care improved by 18.9 points, increasing from 26.8 (SD=4.24) at
pre-intervention to 45.7 (SD=5.96) post-intervention (£7.34, ¢=2.32, p<.0001). Attitude
changes included reduced fear of palliative care (emotional subscale: £6.79, ¢=2.15,
p<.0001), greater belief in the efficacy of palliative care (cognitive subscale: £=6.61, a=2.09,
p<.0001), and stronger intentions to utilize palliative care (behavioral subscale: £6.68,
a=2.11, p<.0001). All observed effects of the intervention exceeded those traditionally
characterized as large (i.e., ¢=0.80).

Discussion

The EMPOWER 2 study successfully developed a psychoeducational intervention about
palliative care that was guided by theory and stakeholder engagement. Stakeholders
comprised of patients, families, and oncology clinicians favorably evaluated the
acceptability of the intervention. Moreover, >80% of patients approached about the

study agreed to participate, and the investigators outpaced their targeted accrual rate,
demonstrating the intervention’s feasibility of implementation. A pre-post trial conducted
in a diverse group of patients with metastatic cancer produced encouraging-but-preliminary
intervention effect sizes for increasing palliative care knowledge and attitudes, which were
approximately 3-5 times the magnitude of what is traditionally defined as a “large” effect
(46). These promising preliminary findings indicate the need for a large RCT aimed at
testing the intervention’s efficacy for improving knowledge, attitudes, and utilization of
early integrated palliative care.

Our results suggest that careful attention to the process of designing psychoeducational
interventions about palliative care is instrumental to their success. Foremost, the intervention
was grounded firmly in theory, emphasizing the cognitive and emotional pathways
underlying palliative care readiness. Rather than simply summarizing cold meta-analytic
evidence (1-5), the intervention leveraged psychology and marketing principles to engage,
persuade, and empower. Second, stakeholders contributed substantially to the intervention
design, increasing the likelihood it would be informative, relatable, professional, culturally
responsive, and motivating. Stakeholder engagement requires an iterative time-intensive
process, additional funds, and the willingness of investigators to listen to critical

feedback. Too often, these barriers diminish interest in stakeholder-informed research
(49), even though these processes increase intervention effectiveness (41, 42). In sum,
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patients’ palliative care knowledge and attitudes appear highly malleable when approached
meticulously.

This research will help other investigators to implement psychoeducational interventions
successfully. The investigators will share the EMPOWER 2 intervention script and videos
with other teams at no cost upon completing a resource-sharing agreement. However, we
also carefully delineated the intervention design process, stakeholder meetings, the resulting
intervention, and design cost estimates to guide other researchers in developing localized
interventions. The availability and key elements (50) of palliative care programs vary by
healthcare system (36-38), and the rationale for seeking palliative care depends on the
diagnoses, demographics, and unmet needs of local patient populations. “Glocalization,”
thus, seems a reasonable strategy — acting globally to educate patients about palliative care
while tailoring interventions to local practices. Although we focused on palliative care, the
study offers an illustrative example for investigators seeking to develop psychoeducational
interventions for other novel or underutilized healthcare programs.

Strengths and Weaknesses

A major strength was the aim of this investigation — addressing the important topic of
palliative care research-practice gaps. We also meaningfully engaged stakeholders and
included preliminary efficacy data from a racially and educationally diverse sample of
adults with metastatic cancer. However, there were limitations in the pilot test, namely the
small sample size (7=10) and lack of randomization or a control group. In addition, there
was the potential for social desirability bias in responses to the palliative care attitudes
measure because the outcomes were interview-administered. However, any individual-level
variation in the assessment would have been accounted for in the pre-test measure given
the within-subjects design. These limitations are reasonable given the in-depth intervention
development process and initial evidence of efficacy.

Other limitations of this research included generalizability and scope. The intervention
design and initial outcomes were derived from English-speaking adults with cancer and
other stakeholders in the southern U.S. The investigators anticipate that locally-tailored
interventions will be most impactful. For example, this intervention was designed for a
healthcare system where palliative care is underutilized. In other systems where palliative
care programs are already in high demand, other interventions may be more beneficial

first, such as those focused on expanding palliative care program capacity by making the
financial case that expansion will yield an appropriate rate of return on capital invested.
Acknowledging that there are multiple appropriate models for palliative care delivery (37),
the video intervention described in this study could also be used to increase the likelihood of
conversations about primary palliative care with patients’ oncologists. Last, the investigation
focused on intervention design processes, feasibility metrics, and the proximal outcomes of
knowledge and attitudes. It was not designed to draw inferences about changes in palliative
care utilization. A follow-up study tracking distal outcomes is ongoing.
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Future Directions

Future investigations should examine whether psychoeducational interventions that improve
palliative care knowledge and attitudes also result in increased utilization of early integrated
palliative care and improved quality of life. The American Cancer Society has agreed to
fund a four-year follow-up study, called the EMPOWER 3 RCT, which examines these
longitudinal outcomes. Patients can watch the intervention on a tablet in the clinic or online
at home. Since patients may have the opportunity to watch the video in less structured
settings, we plan to examine additional process metrics related to video watching and
playthrough rates. Administration of the three video versions will be tailored to patients’
level of health literacy, but it might be more practical in clinical care to let patients

choose their preferred version after a brief description of the intervention. The RCT
addresses oncologist-associated referral barriers by providing intervention patients with a
question-prompt list to increase dialogue surrounding palliative care, regularly engaging

the oncology team in palliative care education, and tracking study accrual in cancer center
meetings to reinforce the importance of the research. This program of research will close
the gap between the extensive evidence supporting early integrated palliative care (1-5) and
historical low utilization rates (6-10).

In conclusion, we found that a psychoeducational intervention about palliative care was
acceptable to patients, families, and clinicians and was feasible to implement clinically. The
intervention was grounded in theory and guided by stakeholders. During a small pre-post
pilot trial, preliminary evidence showed that patients with metastatic cancer experienced
increased palliative care knowledge and attitudes after receiving the intervention. Although
the study showed research using the intervention was feasible, decision interventions are not
widely used in practice, so more research is needed to evaluate scalability. Moreover, future
research will examine whether the intervention-associated improvements in knowledge and
attitudes observed in this pilot study replicate in a larger RCT and drive increased utilization
of early integrated palliative care.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Key Message

This study describes the development and initial evaluation of a psychoeducational

intervention to improve patients” knowledge and attitudes about palliative cancer care.

Results will help healthcare systems nationwide seeking to increase patient readiness
to utilize palliative care and call for a follow-up randomized clinical trial testing the
intervention’s efficacy.
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Figure 1.
Intervention Video Sample Scenes, Developed using Vyond Platform
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Figure 2.

Pre-intervention to Post-Intervention Improvement in Knowledge of Palliative Care and
Attitudes toward Palliative Care in a Pilot Sample of Patients (A=10) with Metastatic
Cancer, Mean + Standard Error
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Theoretical Basis: Intervention Targets Cognitive and Emotional Pathways to Increase Readiness to Utilize
Palliative Care Programs

Cognitive Pathway

Emotional Pathway

Emphasizes knowledge and retention

Incorporates evidence from meta-analyses and
systematic reviews (1-5)

Provides information recommended by patient-
centered decision intervention guidelines (39, 40)

Tailors the complexity of content based on health
literacy and education levels (51-53)

Reinforces learning by providing a take-home
version of the video and multiple handouts (54)

Integrates stakeholder feedback on informational
content (41, 42)

Emphasizes attitudes and motivation

Uses two-sided messaging and inoculation techniques to
combat negative perceptions (55, 56)

Appeals to authority by mentioning consensus statements
(21,57)

Incorporates video characters and voice actors who are
inclusive because of diverse sociodemographics (58)

Uses emotion words frequently to diminish their negative
impact (59)

Integrates stakeholder feedback on look and feel (41, 42)
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Intervention Development Process

Preparation

1. Define scope and purpose

2. Recruit stakeholders

3. Gain preliminary stakeholder input
4. Conduct meta-analysis

Intervention Design

5. Design intervention prototype

6. Conduct stakeholder alpha testing
7. Design formal intervention

8. Conduct stakeholder beta testing
9. Finalize intervention

Evaluation

10. Evaluate intervention acceptability
11. Estimate intervention design costs
12. Evaluate implementation feasibility
13. Evaluate initial evidence of efficacy

Scale Up

14. Secure funding for RCT
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Table 3.

Chapters of the Psychoeducational Video Describing Palliative Care Programs to Patients and Families

Chapter Title

Description

1. Welcome

Describes the overall purpose of the video

2. Palliative Care Overview

Provides a general introduction to palliative care

3. Palliative Care Team

Describes concretely who is on a palliative care team

4. Typical Visit

Highlights what palliative care visits look like

5. Who Should Use Palliative Care

Reviews the types of patients who are and are not appropriate for palliative care programs

6. Caregiver Involvement

Introduces ways caregivers can be involved in palliative care

7. Evidence Base

Reviews the scientific evidence base that supports palliative care

8. Responding to Misconceptions

Debunks common misconceptions patients may have about palliative care and offers example responses
to others” misconceptions

9. Local Resources

Provides patients with information to access local palliative care resources

Note. In a follow-up RCT, the investigators have added a brief 10th chapter defining how local palliative care programs have adapted service
delivery in response to the COVID-19 pandemic.
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Table 4.

Stakeholder Ratings of the Acceptability of the Final Intervention

Statement M SD
1. The video describes the options available related to palliative care. 3.76 | 0.44
2. The video makes it possible to understand the positive and negative features of palliative care. 3.43 | 0.60
3. The video describes palliative care in a way that allows people to understand that it can help physically. 3.90 | 0.30
4. The video describes palliative care in a way that allows people to understand that it can help psychologically. 3.43 | 0.60
5. Video development involved finding out what patients/families wanted the video to say about palliative care. * | 3.83 | 0.41
6. Video development involved finding out what cancer clinicians wanted the video to say about palliative care. * | 4.00 | 0.00
Average 3.78 | 0.44

Page 20

N =21 stakeholders: 7 internal who helped design video, 14 external stakeholders. Stakeholders rated each response on a scale from 1 (strongly
disagree) to 4 (strongly agree). Stakeholders primarily identified as patients (7=7, [3 internal]), caregivers (=6, [2 internal]), or clinician-scientists

(=8, [2 internal]).

*
External stakeholders did not rate items 5-6
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