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Abstract

Background: Hospital admissions for end-of-life care are increasing exponentially across the world. Significant
numbers of health professionals are now required to provide end-of-life care with minimal training. Many health
professionals report they lack confidence to provide this care, particularly those in acute hospital settings. This study
explored the perceived benefits of online education on health professionals’ capacity to provide end-of-life care.

Methods: This qualitative study adopted a pragmatic approach. Thirty semi-structured interviews were conducted
with allied health professionals, nurses and doctors who had completed a minimum of three End-of-Life Essentials
online education modules. Interviews were held on line and face-to-face, audio-recorded and transcribed verbatim.
Demographic data were also collected. Three major themes and one minor theme were constructed from the data
using inductive thematic analysis.

Results: Themes were (1). Perceptions of preparedness to provide end-of-life care, (2). Shifts in approaching end-of-
life discussions and (3). Motivation for engagement with online modules. Participants reported validation of
knowledge and improved confidence to have end-of-life discussions with patients, carers and team members. They
also noted improved ability to recognise the dying process and improved conversations with team members about
patient and carer needs. Videos portraying a novice and then more able end-of-life discussions were particularly
valued by participants. Modules provided practical guidance on how to engage in discussions about the end of life
and care needs. Participants were self-motivated to improve their knowledge and skills to enhance end-of-life care
provision. Continuing professional development requirements were also a motivator for module completion.
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Conclusions: This study explored health professionals’ perspectives about the perceived benefits of online
education modules on their clinical practice. Module completion enhanced participant confidence and self-reported
improved competence in end-of-life care provision. Findings build on existing research that supports the valuable
role online education plays in supporting confidence and ability to actively engage with patients, carers and
colleagues about provision of end-of-life care; however, self-report cannot be used as a proxy for improved clinical
competence.

Keywords: Online education, End‐of‐life care, Terminal care, Allied health professional, Nurses, Physicians, Self
confidence

Background
End-of-life care provision for those with incurable and
chronic diseases is applicable throughout the illness tra-
jectory in all care settings. Hospital admissions for end-
of-life care are increasing exponentially worldwide [1–3].
People with advanced chronic conditions like Chronic
Obstructive Pulmonary Disease (COPD) or dementia
often experience acute health changes that trigger repeat
hospitalisations, ultimately requiring quality end-of-life
care [4, 5]. Subsequently, many health professionals,
without specialist end-of-life care training, are being
called upon to make rapid end-of-life care decisions
across the illness trajectory. Health professionals of all
disciplines report feeling isolated and ill equipped to
provide end-of-life care, both specialist and generalist.
They describe limited confidence and preparedness to
engage in this important area of clinical practice [6–8].
Care in acute hospitals also has a curative approach, fo-
cusing on effecting timely and safe discharges. Adapting
clinical care for people with illnesses that cannot be
cured requires health professionals to adopt a different
mindset and approach to clinical practice [9].
The World Health Organization (WHO), recognizing

the growing worldwide demand for, yet limited access to
end-of-life care, urges all member States to strive to in-
corporate training about end-of-life as an integral part of
clinical education [10]. The WHO identifies three levels
of training - basic training (e.g. in-services, continuing
professional education across all care settings), inter-
mediate training (e.g. for those routinely working with
people at the end of life) and specialist training which
focuses on advanced symptom management and care
needs. Multidisciplinary end-of-life health professional
education has been incorporated into formal fee paying
undergraduate and postgraduate courses in a number of
countries such as Australia, United States of America,
Norway and the United Kingdom [11–14]. In Australia,
discipline specific end-of-life professional development
training (medical, nursing and allied health) is also pro-
mulgated via discipline peak bodies, government and
non-government organisations [15–17]. Undergraduate
and postgraduate education while important, is unlikely

to keep up with the need to build end-of-life care cap-
acity in the hospital workforce overall. Access of quality
evidence-based resources about end-of-life care is one
form of education that can inform multidisciplinary end-
of-life clinical practice at the basic WHO level [8, 10,
18].
Online or e-learning continues to grow in popularity

as an accessible mode of health professional education
[19]. It offers a cost-effective mode of continuing profes-
sional development [20–22] that mitigates the need to
travel long distances [23]. It is likely the demand for
online-mediated education will increase in light of the
COVID-19 pandemic [24]. This study sought to explore
health professionals’ perspectives about the perceived
benefits of End-of-Life Essentials (EOLE) online educa-
tion modules on their clinical practice as it related to
end-of-life care provision [25]. End-of-Life Essentials is
an Australian government funded website that was
established for health professionals who work in an
acute setting. It provides free peer reviewed information
and resources for multidisciplinary health professionals.
The EOLE website is comprised of ten modules which
c an b e a c c e s s ed f r e e l y on l i n e ( h t t p s : / /www .
endoflifeessentials.com.au/). End-of-Life Essentials is not
a formal education program with assessable study re-
quirements. Participants can create a toolkit for their
own reference that includes videos, podcasts, action
checklists related to professional development goals an
individual may set for themselves sourced from modules
on completion. Modules cover a range of topics for
health professionals in hospital settings about working
with people at the end of life. They do not provide spe-
cific clinical advice, rather they provide general educa-
tion about issues around dying and focus, for example,
on enabling conversations about end of life.

Methods
Study design
Study design was informed by a clinical pragmatist phil-
osophy and worldview [26]. Pragmatism does not com-
mit itself to a specific epistemology or reality, rather,
methods are selected on their relevance to the issue
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under investigation. A pragmatist approach views
thoughts and actions as interlinked and that conse-
quences of actions influence future choices [27]. Adopt-
ing a pragmatic worldview [28] enabled a focus on what
works or doesn’t work in clinical practice around end-
of-life care provision and perceived benefits of EOLE on-
line education modules on health professionals’ behav-
iour and choices around that care. A qualitative
evaluation was conducted with multidisciplinary health
professionals who had enrolled in EOLE and completed
a minimum of three online education modules. A mini-
mum of three modules ensured that participants would
be able to speak to module content. For the purposes of
this study, end-of-life care is defined as “the services
provided around the immediate time of death, or
broadly as the approach adopted once it is clear that a
health condition is likely to lead to death in the relatively
near future” [28].

Sampling and recruitment
Potential participants were eligible for this study if they
were health professionals who had registered to access
EOLE modules and had self-reported completion of a
minimum of three modules. Purposive sampling by pro-
fession was employed to ensure a diversity of views. An
email to introduce the study and invite registered EOLE
users to participate was sent to a subset of doctors,
nurses and allied health clinicians. The majority of regis-
tered EOLE users work in acute hospitals where end-of-
life care is not routinely provided in the same way it is
in specialist palliative care settings. All emails were tar-
geted by discipline and tailored to that specific group
i.e., separate invitations were sent to doctors, nurses and
allied health professionals. The study was also promoted
via newsletters, social media and professional groups
and at a conference booth. Those who responded to the
invitation and met the inclusion criteria were sent an
email with a link to a digital consent form and a short
online survey collecting background demographics. Ver-
bal consent was also verified at time of interview. Sixty-
eight health professionals responded but five later de-
clined an interview due to time constraints. Twenty-
seven did not respond to a second interview invitation.
Four were ineligible because they were not working in a
clinical role, or had no clinical experience while two had
completed less than three modules. Participant identity
was known only by the interviewer and not the other
researchers.

Data collection
Qualtrics online survey software, held on a secure uni-
versity platform, was used to collect and store demo-
graphic data. Thirty semi-structured, in-depth interviews
were conducted face-to-face, both in their place of

employment [2], by telephone [27] or online via Zoom
[1] between May 2019 and January 2020 with consented
participants. Participants who took part via phone were
not asked to disclose their location. Interviews took be-
tween 19.49 and 68 min. A $25 gift card was offered in
recognition of time given for interview participation. De-
velopment of a semi-structured interview guide was in-
formed by a pragmatic worldview [28] and clinical
experience. It was used to elicit information regarding
impact of the EOLE modules on health professionals’
end-of-life care practice (Table 1). Consistent with an in-
ductive approach, interview questions were refined early
in the data collection process to incorporate emerging
issues [29].

Audio recordings were transcribed verbatim and par-
ticipants were given the opportunity to verify transcripts
as a true and accurate record of the interview. One par-
ticipant made minor amendments to their transcript.
Ethical approval was obtained (Flinders University Hu-
man Research Ethics Committee ref 7012).

Data analysis
An inductive thematic analysis approach was employed
to construct themes iteratively from the data [30]. NVivo
V.12 (QSR International Pty Ltd) was used to organise,
code and explore the data. Initial codes were constructed
by two researchers (CL, MW) in vivo using participant
phrasing and language. The two coding sets were then
transferred to excel sheets to enable refining of coding,
led by an experienced qualitative researcher (DM). In-
ductive data saturation informed the themes’ develop-
ment from refined codes via an iterative process [31].
Consensus agreement was reached on themes and sub-
themes (DM, CL, MW) and final themes were verified
by the research team (DM, CL, MW, KD, DR). This
study complied with COREQ guidelines where possible
[32].

Results
Participant Characteristics
A total of 30 interviews were conducted with seven doc-
tors, 16 nurses, one occupational therapist, three social
workers, one physiotherapist, one paramedic, and one
radiographer. All participants came from Australia, ex-
cept one from New Zealand. Participant ages were re-
corded in ten-year blocks and ranged from 20 s through
to 60 + years. Years of work experience ranged from one
to 37 years. Just under two thirds of participants worked
in acute hospital settings and other settings where
people with end-of-life care needs are seen infrequently.
Table 2 describes participant characteristics while
Table 3 reports the numbers of people with end-of-life
care needs routinely cared for by participants.
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Three overarching themes and one minor theme con-
structed from the data analysis are summarised in
Table 4. Detailed descriptions of themes, subthemes and
supporting quotes highlighting participant perspectives
are provided.

Participants described perceived benefits of the EOLE
online modules on their clinical practice with people
with end-of-life care needs. In line with a real-world
pragmatic approach, themes articulate the practical per-
ceived benefits of online learning on clinical care.

Perceptions of preparedness to provide end‐of‐life care
Affirmation of knowledge improves confidence
Participants reported that evidence-informed module
content validated and reinforced their existing clinical
knowledge, improving confidence in their clinical skills.
Clinical applicability of module content was noted to fit
into existing ward practices and encouraged individual
and team reflection about ways to improve end-of-life
care. Reduced avoidance and increased confidence to en-
gage in difficult conversations with patients and family
was reported to be one of the most significant skills par-
ticipants developed post module completion. Knowledge
gleaned from modules enhanced participant ability to
actively engage with and respond to patient and family
emotions around pending death. While some partici-
pants reported greater confidence, others noted this was
a work in progress.

“Just until I started doing the modules I tended to
just go, “Oh just a minute I’ll come back with some-
one else who’s a bit more equipped than me, has
more experience.” And I probably would still do that
until I gained more experience, but I don’t fob the
question off so quickly anymore” (1, Nurse).

“…a lot of that sort of confidence and knowledge that
we are on the right path, and that’s just there to
keep going you know, with that especially I think the
modules said it is all right to talk about dying and
also not to avoid the difficult conversations and an-
other thing… I think in doing modules myself, it gives
me an idea that they can fit in with the work that
we are trying to do on the ward… But what I’m find-
ing with doing the modules is that it fits very much
with our own resources that we use at work.” (11,
Nurse).

Recognising when end of life is approaching
Participants reported module content was readily trans-
latable into everyday clinical practice which prompted
participants to reflect on patterns of readmission that in-
dicated patients were approaching the end of life. These
patterns related primarily to people with chronic dis-
eases (e.g. COPD, dementia). Participants also reported
enhanced recognition of the terminal phase of care and
associated bodily changes.

Table 1 Semi-structured interview guide

Introductory questions

Can you tell me a bit about your work setting and your role?
How long have you been working in your current position?

Transition questions

Could you tell me how often you care for a person who has end-of-life
care needs?

How well prepared have you felt to care for a person with end-of-life
care needs?

What has helped you develop the clinical skills to provide care for
people with end-of-life needs?
(Probes – undergraduate, postgraduate, on the job training? Organisational
support?)

So given your access to those resources/training what made you
choose to do the End-of-Life Essentials education modules/Tool Kit?
(Probes – personal professional development, workplace requirement?)

Key questions

Do you recall any of the themes or content of the modules/toolkit? Is
there one module or modules/toolkit in particular that has been the
most helpful for you in your everyday clinical practice? (Probes – Why is
that? Which aspects were most helpful/least helpful?)

What is the most challenging thing when working with a person who
has end-of-life needs?
(Probe – In what ways have the modules/toolkit influenced your clinical
care of those with end-of-life needs?)

How have the EOLE modules /toolkit affected your confidence in
identifying patient needs?
(Probe – In what ways has this influenced your ability to identify patient
needs?)

In what ways have the EOLE modules /toolkit influenced your ability to
raise end-of-life discussions with other team members/patients and
carers?

Could you describe the most significant change to your clinical practice
since completing the EOLE education modules/toolkit?

Can you talk with me about any barriers/challenges you have faced
when using the knowledge and skills you have learned from the EOLE
modules/toolkit?

Conversely what supports do you have in your workplace to implement
what you have learnt from the EOLE modules/toolkit?

Can you talk about how your organisation approaches patient end-of-
life care needs?

Would you recommend the EOLE education modules to colleagues?
(Probes - Can you tell me why you answered in this way?)

If you could change anything about the EOLE eLearning modules/
toolkit, what would it be?

Ending questions

Of all the things we discussed today, which one is the most important
to you?

Is there anything else we should talk about but didn’t?
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“…because it had videos to go with it had people talk-
ing, real life basically scenarios that I could relate to
because I saw that every day in my practice where you
know someone would come in and they’ve got pneu-
monia but then they’ll go home but then they’ll come
back two months later. Now I recognise that patients
coming back and forth back and forth is not – what’s
the word I’m looking for- it’s not normal you know
what I mean? So, whether it’s two years, five years, six
months who knows, I now recognise that that’s why
they’re coming back and forth, because we’re so com-
placent because we’re so used to them. That was a big
learning curve for me was knowing that they are
already in the end-of-life stage.” (3, Nurse).

Strengthening interprofessional teamwork
Participants noted an increased openness with colleagues
regarding their own need for support to initiate end-of-life

conversations. They also reported heightened confidence
to raise and contribute to team discussion about end-of-
life issues following module completion, supporting a
more consistent team approach to determining patient
end-of-life goals of care. The use of medical, nursing and
allied health video case scenarios expanded participant
perspectives and understanding about the scope and role
of other health professionals in end-of-life care. It also ex-
tended understanding of patient care needs and options
for referral to help meet those needs.

“I guess about what was going on and so the multi-
disciplinary team were a bit disjointed and you
know lacking in you know in communication so I
did have a bit of a chat with the doctors and the rest
of the team, and we actually have you know a family
meeting with the patient present there so that every-
body was on the same page, and I did actually, I fa-
cilitated that meeting and sort of used all those

Table 2 Participant Characteristics
Doctors Nurses Allied Health TOTALS

Gender

Male 2 1 1 4 13.3 %

Female 5 15 6 26 86.7 %

Age (years)

20–29 1 0 1 2 6.65 %

30–39 2 3 0 5 16.65 %

40–49 2 2 2 6 20 %

50–59 2 7 2 11 36.7

60+ 0 4 2 6 20 %

Years’ Experience

5 years or less 1 4 2 7 23.35 %

6 to 10 years 3 5 0 8 26.65 %

11 to 15 years 1 4 0 5 16.65 %

16 to 20 years 1 2 3 6 20 %

21 years or more 1 1 2 4 13.35 %

Primary work area

Acute 4 9 2 15 50 %

Sub-acute, including ambulatory care 1 4 3 8 26.65 %

Other 1 3 0 7 23.35 %

Region

Metropolitan 6 11 6 24 80 %

Rural 1 4 1 6 20 %

Table 3 Frequency of people cared for with end-of-life care needs

Doctors Nurses Allied Health Totals

Daily 2 6 4 12 40 %

Weekly 3 4 2 9 30 %

Fortnightly - monthly 0 3 0 3 10 %

Less often/infrequently/unclear 2 3 1 6 20 %
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communication skills that we were just speaking
about before… Yes, I think I feel more confident that
I have you know knowledge that I can contribute re-
garding this particularly this tuition or topic and so
I think I feel a lot more comfortable having discus-
sions…” (22, Social Worker).

Currency of real‐life scenarios in video format
Videos had a lasting impact on participants, demonstrat-
ing how to have honest, albeit difficult conversations
with patients about the end of life. Participants
highlighted the value of a range of clinical scenarios
which provided valuable context and non-verbal nuances
not found in written texts. A recurrent theme related to
the value of the ‘Novice-Able’ format of the teaching
videos which presented an inexperienced clinician inter-
action that did not engage with patient needs and then
re-presented in a more constructive way. The absence of
judgement around a Novice conversation was highly
regarded, and an Able response noted as something to
work towards. Critique of videos by participants noted
that actors were often young and videos were somewhat
artificial at times.

Well, I remember one of the things I really liked, was
that they would do the same scenario from the view,
with a novice, person doing it so not done that way
and then the same scenario with an expert, person
doing it. and I thought that that was a really good
way to teach it without making people whose skills
might not be very advanced feel bad about that…”
(17, Doctor).

Shifts in approaching end‐of‐life discussions
Proactively initiating end‐of‐life discussions
Initiating end-of-life conversations was viewed with new
importance by participants. They described how the on-
line training enabled them to initiate these discussions
more readily in a respectful and kind way. Learning to
recognise and raise end-of-life concerns with patients,

carers and colleagues was considered a courageous
process which had been difficult prior to module com-
pletion. Participants highlighted increased ability to re-
spond to uncertainty associated with patient responses.
One participant noted that module content gave her
permission to sit with and explore patient concerns
without crossing her professional boundaries.

“I found that online training particularly useful just
for initiating conversations and starting that dia-
logue and also talking with my peers because that’s
a big thing a lot of people don’t talk about palliative
care and end-of-life care so much until that’s actu-
ally happening so I been able to make myself a bit
more open to my peers and get that support where I
need it when it comes to the situation.” (4, Nurse).

“…one patient in particular who I saw over a period
of time … was really struggling to come to terms with
expecting that she was end of life, she was quite
young… and I just had the opportunity one day to
say you know “what do you think is happening in
your body? You know what’s your stance of what’s
going on?” and that just kind of opened a big door if
that makes sense? And I do think … maybe I would
have done that anyway, without the modules, but I
do think they just helped me to know that that’s
okay.” (23, Physiotherapist).

Being present and available
Online education eased participant anxiety about having
insufficient skills to answer patient questions about end-
of-life care. Participants described modifying their inter-
actions to be more present and available to patient and
family vulnerabilities. Module content challenged
provision of care in a mechanical way and improved par-
ticipant comfort with conducting difficult discussions
about poor prognosis and dying. Participants described
increased ability to accommodate differences required in

Table 4 Perceived benefits of online end-of-life learning on clinical care – Themes and subthemes

Theme Subtheme

1. Perceptions of preparedness to provide end-of-life care 1.1 Affirmation of knowledge improves confidence
1.2 Recognising when end of life is approaching
1.3 Strengthening interprofessional teamwork
1.4 Currency of real-life scenarios in video format

2. Shifts in approaching end-of-life discussions 2.1 Proactively initiating end-of-life discussions
2.2 Being present and available
2.3 Listening and using silence
2.4 Enhancing discussion about end-of-life care needs

3. Motivation for engagement with online modules 3.1 Self-motivated learning to improve my skills
3.2 Flexibility of engagement for learning
3.3 Meeting professional requirements and recommendations

4. Perceived educational needs that remained unmet 4.1 What didn’t work and what could be improved
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communication styles with different age groups and cul-
tures facing the end of life following module completion.

“… you know we all feel the same, and we all don’t
know how to say things or use the right word some-
times and you’re going to come across a lot of different
emotions and a lot of culturally different emotions too
and just knowing, I guess you’ve just got to just- and
be there and present- something I did learn: be there
and present for each person…” (8, Nurse).

“Yeah, I do remember actually, not long after doing
one of the modules… someone was crying and it had
said in the training about, you know, allowing them-
of course they are going to process their grief and,
you know, perhaps you know- I might have said, “It’s
okay,“ but I think in the training it said, of course
it’s not okay, they’re dying, but to comfort them or
support them in the knowledge that they know that
they’re dying… it was very soon after I had done the
[modules], I had supported the family and the per-
son dying when they were grieving about their prog-
nosis.”(10, Nurse).

Listening and using silence
When talking with people facing the end of life, partici-
pants often felt pressured to come up with the ‘right an-
swer’ to concerns. Module content guided participants
to validate how patients and families were feeling about
their situation instead. A recurrent theme was that of
learning to listen and not be afraid to leave silences in
conversations. Time constraints of busy clinical wards
made it difficult to spend time actively listening to pa-
tients, despite its acknowledged importance. However,
participants noted that module content reinforced that
listening to what patients really need may only take a
few extra minutes, so not something to avoid.

“… it was like black and white questions without a
black and white answer… the things that I found
really good about the modules have been that we
don’t know and it’s okay but just to validate and to
have that conversation. And people just need to –
you need to be – I need to listen and respond. And
not handle it but to validate yes to validate the per-
son and do the best that I can.” (1, Nurse).

“Yes, but certainly that’s one of those case scenarios
they use silence to listen to the patients and let her
talk. I’ve used that – I really take that note and use
that quite a lot. That’s probably one of the ones I
took away, [in] my own practice.” (5, Nurse).

Enhancing discussion about end‐of‐life care needs
Participant engagement in discussion about care needs
was enhanced by module completion. Of particular
benefit were the suite of key phrases to use when dis-
cussing end of life. Phrases were easily understood by
patients and helped participants identify end-of-life
needs and priorities and perceived to put patients at
ease. Participants also noted module videos encouraged
them to be more explicit about dying and death in a
tactful but forthright way, and to facilitate a space where
people could ‘lean into’ distressing emotions.

“It did make me think about making me a bit more
explicit with people and so I’ve tried to do that.
Bearing in mind that you have to kind of judge the
person. So some people don’t like to hear death and
dying and terminal and so sometimes you have to
kind of judge whether they want to hear those words
or whether you need to be a bit vaguer at times but
I have tried to be a bit more explicit about it. Be-
cause I know that the evidence would suggest that
most people would rather a degree of not bluntness,
but forthrightness I guess, tactful forthrightness.” (17,
Doctor).

“I think as my role as a Med Reg now, compared to
being a resident, you have to do it a lot more. And
it’s just…how would I put this, because you do it
enough, it doesn’t take as long, because you’re not
fumbling for your words…although it’s still very per-
sonal for patients and for family, … you’re more dir-
ect about what you’re saying. I think that’s what you
sometimes need in end of life… Like, sometimes you
just actually say, look, it’s not going to go well. We
don’t expect a great recovery. That’s us being prag-
matic. Obviously, things can change, but we- in this
case, we don’t think it’s going to change and that’s
why we need to have this conversation now. And I
think sometimes when you say, I know it’s very early
to be discussing something like this, but we want to
make sure that if something does happen, especially
like with some of the patients that most probably
have very good goals of care, and have full resuscita-
tion, we always just say- we just want to make sure
we’re taking your interests and your thoughts into
this process early on.” (27, Doctor).

Motivation for engagement with online modules
Self‐motivated learning to improve my skills
Participants valued lifelong learning. Online learning en-
abled them to update and refresh their clinical know-
ledge and enhanced confidence. Motivation to be better
prepared to provide end-of-life care led to module
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completion for some participants as this could be daunt-
ing. While some reported seeing people at the at the end
of life infrequently in their normal clinical caseload,
others noted increasing numbers in their care. Those
working in non-specialist palliative care settings sought
additional knowledge to enhance care provision across
the dying trajectory. A focus on improving communica-
tion for team members with patients and families, irre-
spective of discipline and/or clinical experience was a
recurrent theme for module engagement.

“… I always feel as though there’s more to learn, and
I think when you’ve been in a position for a lengthy
period of time you have to be aware of the fact that
new knowledge comes along, new ways of looking at
same old knowledge. You know it’s important, not
only for the job but important for your own mental
stimulation to keep up with it.” (21, Occupational
therapist).

“It just kind of piqued my interest and it seems to
have provided solutions for some difficult circum-
stances I’ve found myself in. So I just used this as a
self-help tool … I found it quite useful, to the point
nearly where I kind of – well I did look into maybe
retraining in palliative care but I haven’t quite made
that commitment yet.” (2, Doctor).

Flexibility of engagement for learning
Free, evidence-based information that that was engaging
and accessible at a time and place that suited was highly
valued. While professional development was encouraged
by most workplaces, participants noted opportunity to
do so was limited in work time. Some completed mod-
ules completion at home, even when education was part
of a paid award. Self-directed learning could be com-
pleted within a short time frame and participants noted
they could return to modules as needed. One rural par-
ticipant highlighted the benefits and value of e-learning.

“Look I think for us particularly rurally, e-learning is
about the best way that we have to access learning,
particularly self-directed learning where we’re trying
to improve our knowledge in areas that we’ve trad-
itionally not been skilled for.” (26, Paramedic).

“I did it all in my own time. I find it very difficult –
if I’m in theatre I can’t concentrate on patient care
and doing courses but it was easy to do. Each mod-
ule may have been an hour or so. This time of year,
cold and dark evenings – you can sit down and do
one every night or so.” (2, Doctor).

Meeting professional requirements and recommendations
Participants described a range of external factors that af-
fected module completion including supervisor or col-
league recommendation or a performance appraisal
requirement. Clinical educators reported using module
content for lectures and other workplace professional
development forums. No participant reported compul-
sory EOLE module completion, although professional
development was compulsory. Professional bodies’ rec-
ognition of Continuing Professional Development points
for EOLE modules provided an external motivator for
participation.

“I’ve used them in all three sections of my job… I’ve
used them for Acute Care Hospitals, I’ve used them
at my, you know, in education as a Clinical Nurse
Educator and I’ve used them in my university lec-
tures but I’ve been using it to educate staff, you know
and nurses, undergraduate nurses…” (5, Nurse).

Perceived educational needs that remained unmet
What didn’t work and what could be improved
Participants offered suggestions on how to improve the
online learning experience. Some noted the volume of
educational information could be challenging to
negotiate.

“…as I got into it and went bit down a bit of a rabbit
hole to tell the truth. I think some of the links were
broken. […] I kept on going to multiple links and al-
most getting lost.” (10, Nurse).

The introduction of discipline specific topics and mod-
ules pertaining to bereavement, grief and loss, clinician
self-care and resilience were also suggested.

“I know that a lot of the modules will have … doc-
tors’ in a role play… the video, they’ll have doctors
or they’ll have allied health… I think because social
work is so important in the end-of life-conversations
and end of life processes and things that it would be
nice to have… some roles played in there around so-
cial workers facilitating some of those conversations
or facilitating … communicating with the person
and the family. I think it would be helpful specific-
ally from my practice” (22, Social worker).

The potential for an interactive capacity on modules
for questions and answers along with virtual face-to-face
forums was also raised.

“I would love to do a face like- you know like we
have a study day, we did one on delirium and de-
mentia which was so informative […] I just cannot
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find where you can go and have like this study day
and you all go and you talk and you share your ex-
periences, because that is so vital, sharing experi-
ences you’ve been in. […] I couldn’t care if you paid
for it and you could go to it. That would be the ul-
timate.” (8, Nurse).

Discussion
End-of-Life Essentials online educational resources are
designed to inform health professionals who work in
acute hospitals about general principles of care of people
at the end of life, the basic educational level as defined
by the WHO [10]. This qualitative evaluation explored
perceived benefits about EOLE online resources. Study
findings identified three major themes and one minor
theme regarding the perceived benefits and challenges of
online education modules.
A key finding in this study was the participants’ self-

reported enhanced confidence to initiate or engage in
discussions about end-of-life care with patients, carers
and colleagues following module completion [33]. Im-
proving confidence to engage in end-of-life care discus-
sions is important as patient satisfaction with care has
been found to improve when health professionals engage
in end-of-life discussions in a timely manner [34, 35].
Enhancing health professionals’ ability to initiate these
conversations is vital as patients don’t always speak up
about approaching end of life, assuming the health pro-
fessional will initiate this [35, 36] Engaging in end-of-life
care with patients has been identified as one of the most
challenging but most important considerations for
health professionals when caring for people at the end of
life. [37–39]. Although communication skills training is
included in most health professional education, minimal
time is spent on how to broach end-of-life conversations
[7, 21, 40]. The modules provided a framework by which
health professionals could proactively respond to patient
and carer needs. Participant responses in our study are
consistent with other research that identifies a need for
communication skills training, how to best care for fam-
ily carers and improvement in multidisciplinary team
communication about patient and carer needs [33, 37].
Since its launch, more than 20,000 health professionals
have registered with EOLE with over 36,000 module
completions, indicating an interest in this general level
of education about end-of-life care. Self-directed learn-
ing is considered an adaptive response, empowering
people to work in complex changeable workplaces [41,
42]. However, research also that suggests informal self-
directed learning competence requires active cultivation
[43].
Participants in this study repeatedly talked about the

important but challenging scenario of engaging carers in
discussions about a loved one’s end-of-life care needs. A

carer’s intimate knowledge of a loved one can provide
staff with valuable knowledge about a person’s deterior-
ation that can inform patient care. Yet carers note that
they are not always given opportunity to raise this with
health professionals [44]. It is critical therefore, that
health professionals develop a baseline competency and
confidence to initiate end-of-life discussions when ap-
propriate with patients and carers. Participants in this
study self-reported an enhanced ability to draw on a
suite of responses gleaned from the modules that en-
abled them to better manage challenging questions or
emotional responses from patients and families. Some
indicated it gave them the courage to initiate end-of-life
discussions. Health professionals also recognise this but
report needing additional training [14, 21, 33]. Import-
antly, our findings build on existing studies that report
additional training, including use of suites of responses
such as question prompt lists, improves end-of-life dis-
cussions for health professionals, patients and families
[45, 46].
A recurrent theme in our study was the value of the

novice-able video suite of medical, nursing and allied
health communication exemplars that show an inexperi-
enced clinician-patient exchange followed by a more skil-
ful exchange. Mentoring and observing experienced
professionals communicate effectively about end-of-life is-
sues supports growth of health professionals end-of-life
communication skills [47–49]. Videos provide a flexible
accessible opportunity for modelling of bedside interac-
tions when face-to-face mentoring may not be readily
available in an acute setting where provision of end-of-life
care is not routine everyday practice [50]. As noted earlier,
many health professionals are ill-prepared to provide end-
of-life care; however, consistent with our findings, targeted
simulation-based education has been found to improve
clinician preparedness for end-of-life care provision [15].
While the novice-able videos are not simulation-based
training, our participants reported changes in clinical
practice similar to those who had completed simulation-
based training [51]. These included reflecting on personal
challenges with end-of-life communication, then practis-
ing new ways of having end-of-life discussions informed
by the video modelling. However, further investigation is
required to evaluate how reflexivity informed by online
training truly impacts clinical care.

Implications for clinical practice
The need for health professionals to develop end-of-life
care skills in all health settings may be greater now than
in any other time in history. A burgeoning ageing and
multimorbid population is now joined by mushrooming
numbers of people with COVID-19 who are extremely
unwell and may die, or are fearful of contracting what
may be a life-limiting illness. Growing evidence supports
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the value of mentoring, modelling and simulation-based
learning for health professionals in end-of-life communi-
cation [35, 52]. Online asynchronous education offers a
pragmatic flexible adjunct for face-to-face learning that
may improve health professional confidence in commu-
nicating with patients, carers and team members about
end-of-life care needs and provision.

Limitations & future areas for research
Interviews were conducted at single point in time so
findings do not record long-term change in clinical prac-
tice. Self-report cannot be used as a proxy for improved
clinical competence [53] and there is insufficient re-
search to establish effectiveness of EOLE and other e-
learning programs on patient outcomes [22]. However,
findings support emerging research reporting improved
confidence following education [47, 48, 54, 55]. Partici-
pants were a motivated self-selecting group with an
interest in end-of-life care; therefore, results do not cap-
ture responses of health professionals who do not con-
sider providing end-of-life care within their remit. This
study identified organisational issues but only captured
individual self-reported responses. Societal and organisa-
tional factors have been identified as crucial in support-
ing self-directed learning competency [41]. Future
research could evaluate systems factors that influence
the individual’s delivery of patient care and forms the
foundation for further evaluation of end-of-life care
competency pre and post module completion [56].

Conclusions
This study explored health professionals’ perspectives
about the perceived benefits of online education mod-
ules (EOLE) on their clinical practice. While efforts have
been made to integrate end-of-life education into curric-
ula internationally, experienced health professionals still
express a need for clinical professional development to
support end-of-life care delivery. While findings build
on existing research supporting the valuable role online
education plays in supporting confidence to actively en-
gage with patients, carers and colleagues about end-of-
life care provision, it is not possible to determine the ef-
fect on patient outcomes nor learner competence.
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