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ABSTRACT 

 

Nurses represent the largest group of health care professionals in the United States 

and spend more time with patients at the end-of-life (EOL) than any other health care 

professionals. Often, the quality of EOL nursing care is less than adequate in meeting the 

diverse cultural needs of lesbian, gay, bisexual, transgender, queer/questioning (LGBTQ+) 

patients and their families, particularly regarding sensitivity to the unique challenges of this 

diverse population. Furthermore, culturally competent educational content for EOL care as it 

relates to LGBTQ+ patients is often lacking in nursing curricula. The purpose of this study 

was to assess baccalaureate nursing students’ self-efficacy for providing EOL care to 

LGBTQ+ patients. Additionally, this study sought any association between the level of 

religiosity of baccalaureate nursing students in an urban, faith-based private college and 

their self-efficacy to offer culturally competent EOL care in the context of LGBTQ+ 

patients. The theory of self-efficacy was used to guide this study. The sample consisted of 

56 undergraduate BSN nursing students divided into a control group (n = 16) and an 

intervention group (n = 40). It was established that both the control and intervention groups 

were the same at baseline. This study used a combined instrument: the Palliative Care Self-

Efficacy Scale (PCSES) to measure self-efficacy to care for patients at EOL, and four 

questions from the Gay Affirmative Practice (GAP) Scale to assess the cultural competence 
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regarding LGBTQ+ patients. The intervention was an online educational intervention 

specifically aimed at familiarizing students with LGBTQ+ issues. Although no significant 

change was seen following the online educational training, associations were found between 

the level of religiosity and the pre-intervention GAP scores for both groups and between the 

level of religiosity and the post-intervention GAP scores for the intervention group. More 

religious students were found to be more sensitive to the EOL needs of LGBTQ+ patients. 

 



 v 

APPROVAL PAGE 

 

The faculty listed below, appointed by the Dean of the School of Nursing and Health 

Studies, have examined a dissertation titled “Self-efficacy of Undergraduate Nursing 

Students in Providing Culturally Competent End-of-Life Care to LGBTQ+ Patients,” 

presented by Julie Darby, candidate for the Doctor of Philosophy degree, and hereby certify 

that in their opinion it is worthy of acceptance. 

Supervisory Committee  

Eduardo Abreu, MD, DEng, Committee Chair 

UMKC School of Nursing and Health Studies 

 

An-Lin Cheng, Ph.D. 

UMKC School of Medicine 

 

Matthew Chrisman, Ph.D. 

UMKC School of Nursing and Health Studies 

 

Cheryl Johnson-Joy, Ph.D., RN 

Baptist Health Sciences University School of Nursing 

 

Joseph Lightner, Ph.D., MPH 

UMKC School of Nursing and Health Studies 

 

Carol Schmer, Ph.D., RN 

UMKC School of Nursing and Health Studies 

 

Anita Skarbek, Ph.D., RN 

UMKC School of Nursing and Health Studies 

  



 vi 

CONTENTS 

ABSTRACT ........................................................................................................................... iii 

LIST OF TABLES .................................................................................................................. ix 

ACKNOWLEDGEMENTS ..................................................................................................... x 

Chapter 

 

1. INTRODUCTION ..........................................................................................................1 

Effective End-of-Life Care ........................................................................... 4 

Culturally Competent End-of-Life Care ....................................................... 7 

End-of-Life Care for LGBTQ+ Patients ....................................................... 8 

Significance of the Study ............................................................................ 10 

Specific Aims and Hypotheses ................................................................... 10 

Definition of Terms .................................................................................... 11 

2. REVIEW OF THE LITERATURE ............................................................................. 14 

Purpose ....................................................................................................... 14 

Conceptual Framework ............................................................................... 14 

End-of-Life Care ......................................................................................... 21 

Culturally Competent End-of-Life Care ..................................................... 23 

LGBTQ+ Health Care................................................................................. 26 

Culturally Competent LGBTQ+ End-of-Life Care .................................... 26 

Training of Health Care Professionals in End-of-Life Care ....................... 28 

Training for Culturally Competent LGBTQ+ End-of-Life Care ................ 29 

Summary ..................................................................................................... 30 

3. METHODS ................................................................................................................... 32 



 vii 

Study Location and Study Population ........................................................ 32 

Research Design ......................................................................................... 32 

Recruitment, Sample Procedure, and Size .................................................. 34 

Institutional Review Board ......................................................................... 36 

Human Subjects Considerations ................................................................. 36 

Demographics ............................................................................................. 37 

Study Instruments ....................................................................................... 37 

Data Collection Procedures ........................................................................ 43 

Data Management ....................................................................................... 44 

Data Analysis .............................................................................................. 45 

Dissemination ............................................................................................. 46 

4. RESULTS .................................................................................................................... 47 

Demographics ............................................................................................. 47 

Reliability of Instrument ............................................................................. 51 

Self-Efficacy Results for PCSES ................................................................ 51 

LGBTQ+ Sensitivity for GAP .................................................................... 53 

Religiosity and LGBTQ+ Sensitivity ......................................................... 54 

5. DISCUSSION .............................................................................................................. 56 

Research Hypotheses .................................................................................. 57 

Strengths of the Study ................................................................................. 61 

Limitations .................................................................................................. 62 

Implications for Future Research ................................................................ 63 

Conclusion .................................................................................................. 63 



 viii 

Appendix 

A. STUDY MODEL ........................................................................................................ 65 

B. COMBINED PALLIATIVE CARE SELF-EFFICACY SCALE (PCSES) AND 

                    GAY AFFIRMATIVE PRACTICE (GAP) SCALE ................................... 66 

 

C. CONSENT FOR PARTICIPATION IN A RESEARCH STUDY ............................. 68 

D. DEMOGRAPHIC QUESTIONS ................................................................................ 74 

E. PALLIATIVE CARE SELF-EFFICACY SCALE ..................................................... 75 

F. PALLIATIVE CARE SELF-EFFICACY SCALE PERMISSION REQUEST .......... 76 

G. GAY AFFIRMATIVE PRACTICE SCALE (GAP) .................................................. 77 

H. GAY AFFIRMATIVE PRACTICE SCALE PERMISSION REQUEST .................. 81 

REFERENCE LIST ............................................................................................................... 82 

VITA ...................................................................................................................................... 98 

  



 ix 

TABLES 

Table Page 

4.1. Demographics ........................................................................................................ 48 

4.2. Self-Reported Religiosity ...................................................................................... 49 

4.3. Frequency of Attending Religious Services .......................................................... 50 

4.4. Reliability Coefficients .......................................................................................... 51 

4.5. PCSES Test Statistics ............................................................................................ 53 

4.6. GAP Test Statistics ................................................................................................ 54 

4.7. Spearman’s Rho Statistics ..................................................................................... 55 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 x 

ACKNOWLEDGEMENTS 

 My doctoral journey would not have been possible without the unwavering support 

of my family, friend, and colleagues. I would like to thank the members of my committee: 

Drs. Abreu, Cheng, Chrisman, Johnson-Joy, Lightner, Schmer, and Skarbek. Thank you for 

guidance and support. Your advice, expertise, and guidance were invaluable and helped me 

accomplish my academic goal. Special to my chair, Dr. Eduardo Abreu, for having the 

patience to assist me.  

 Thank you to Dr. Peggy Ward-Smith for the assistance and guidance provided to me 

at the beginning of this journey and through my comprehensive exam.  

 Thank you to my work family, The Beehive, for believing in me even when I didn’t 

believe in myself.  

 Thank you to my praying sisters. You ladies were there for me every time I needed 

you. Special thanks to my best friend, Cristal. I cannot thank you enough for your support 

and prayers!  

 Thank you to my parents, David and Margaret Dyess, for all your support and love. 

Thank you, Dad, for instilling in me the desire for knowledge and the importance of 

education. I wish so much that you could have been here to celebrate with me.  

 To my son, Logan, thank you for encouragement and love. I am so lucky that I have 

the honor of being your mom.  

 Finally, thank you to my husband and love of my life, Brad, for your patience and 

unwavering love for me. Words cannot express the depth of my gratitude for supporting me 

through this educational journey and a few before this. Your belief in me has been 

incredible. I’m so glad our moms set us up on that blind date. I love you!    



 1 

CHAPTER 1 

INTRODUCTION 

The National Academies of Science, Engineering, and Medicine (The National 

Academies) and American Association of Colleges of Nursing (AACN) have devoted 

funding and other resources in support of research directed at improving care for patients 

with terminal illnesses and their families (Institute of Medicine, 2015; O’Connor, 2016). 

From this research, the concept of a good death emerged (Meier et al., 2016; O’Connor, 

2016). The National Academies defined the concept of a good death as an experience that is 

devoid of needless distress and suffering for the patient, family, and caregivers. This 

experience should also incorporate the patient’s request while remaining consistent with 

cultural, ethical, and clinical guidelines (Forero et al., 2012; Gustafson, 2007). Additionally, 

the National Academies (2020) stipulates that further research is needed targeted at the 

wellbeing of lesbian, gay, bisexual, transgender, queer/questioning (LGBTQ+) populations. 

To date, there is limited research centering on illness, care provision, and end-of-life 

concerns for an aging LGBTQ+ population (National Academies, 2020).  

End-of-Life (EOL) care refers to care that is provided to patients who are nearing the 

end of their life with fewer than six months of anticipated life (Huffman & Harmer, 2020). 

End-of-life is sometimes defined as being synonymous with the dying process (Huffman & 

Harmer, 2020). As an aspect of palliative care, EOL care is focused on the patient’s quality 

of life, addressing pain and symptom management in conjunction with social, psychological, 

and spiritual support (Hudson et al., 2017).   

In 1963, Dr. Cicely Saunders introduced the idea of specialized care for the dying at 

Yale University. She proposed the idea of ‘total pain', which communicates how a dying 
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person’s pain is a tremendous experience (Mizona et al., 2020, Wood, 2021). This pain is 

not only physical but also psychological, social, and spiritual (Mizona et al., 2020). During 

the late 1960s and early 1970s, Elizabeth Kubler-Ross described the psychological stages of 

dying (Corr, 2020). In the 1980s, the W.K. Kellogg Foundation awarded grant funds to the 

Joint Commission to examine the status of hospice care and to develop accreditation 

standards which were established in 1983 (National Hospice and Palliative Care 

Organization, 2021). During this same time, the human immunodeficiency virus (HIV) is 

isolated and identified as the cause of acquired immunodeficiency syndrome (AIDS) (De 

Clercq & Li, 2016). Congress also approved reimbursement increases for hospices through 

the Omnibus Budget Reconciliation Act of 1989 (National Hospice and Palliative Care 

Organization, 2021). In 1990, the American Medical Association approves the stance that 

with informed consent, physicians can withdraw or withhold treatment from a patient who is 

close to death (Fink-Samnick, 2016). By 1995, advanced directives, that allow individuals to 

describe their wishes regarding medical care, are available in all 50 states (Fink-Samnick, 

2016).  

More recently, there has been a cultural shift aimed at improving the quality of EOL 

care provided by health care facilities and providers (Cloyes et al., 2018; Fink-Samnick, 

2020).  Social determinants of health (SDoH) must be considered regarding cultural 

sensitivity, patient individuality, treatment adherence, and treatment choices (Donkin et al., 

2018; Fink-Samnick, 2020). One of the largest groups within the SDoH considerations is the 

LBGTQ+ community (Fink-Samnick, 2020). Members of the LGBTQ+ community face 

barriers in health care and when receiving care for life-limiting illnesses (Fink-Samnick, 

2020). During the AIDS crisis, patients dealt with intense stigma that included isolation and 
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substandard treatment (Fink-Samnick, 2020). Recognizing the unique history, challenges, 

and needs that the LGBTQ+ community encounter and how to address these is essential to 

providing competent and effective EOL care (Cloyes et al., 2018). 

The goal of EOL care is to alleviate the distress of patients and their families through 

comprehensive assessments and treatments of physical, spiritual, and psychosocial 

symptoms faced by patients (McAteer & Wellbery, 2013; Rome et al., 2011, Tatum, 2020). 

As death approaches, the patient’s symptoms may intensify and require more inclusive 

palliative treatment. As comfort measures are enhanced, so should the support that is 

provided to the patient’s family (Lim, 2016; Rome et al., 2011; Tatum, 2020). Following the 

patient’s death, care is concentrated on supporting the family during their time of 

bereavement resulting from the patient’s death (Cloyes et al., 2018; Fraser et al., 2010).  

Unique challenges exist with EOL care that are distinct from other specialties of 

health care (Bernstein Sideman et al., 2021; Patel & Kruczynski, 2015). Care at EOL poses 

challenges not only for the health care providers managing care but also for the patients and 

their families. Psychological, physical, and social experiences of the person’s life must be 

considered to provide the best care possible (Mason, Tofthagen, & Buck, 2020; Woo et al., 

2006). The challenges faced by the dying patient are substantial and potentially 

overwhelming. Physical pain, depression, strong emotions, hopelessness, and other health 

care needs must be addressed (Mason, Tofthagen, & Buck, 2020; Woo et al., 2006). 

Understanding and empathizing with the dying patient’s experience can help in meeting all 

of these needs. Each patient’s experience and life are unique, and health care providers must 

navigate the complex needs of the patient and family while providing EOL care (Levit et al., 

2013). Because nurses represent the largest group of health care professionals in the United 
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States and spend more time with patients and their families than any other health care 

professionals, the education of nursing students regarding EOL care is critical (AACN, 

2019; National League of Nursing, 2016; O’Connor, 2016; Rondahl, 2009; Schroeder & 

Lorenz, 2018).  

Effective End-of-Life Care 

Effective EOL care provides patients crucial improvements in quality of life that 

include symptom relief and decreased social isolation (Institute of Medicine, 2015; Zadeh et 

al., 2018). Near the EOL, patients frequently encounter several transitions of care, such as 

from acute care to a critical care unit or hospice (Institute of Medicine, 2015). These 

transitions between care settings, if poorly managed, result in medication errors, care 

planning interruptions, and inadequate care coordination. Across these different care settings 

and disciplines, other elements of insufficient EOL care include neglecting to carry out 

advanced care directives, excessive care transitions, deficient communication with the 

family, insufficient pain management, insensitive patient interactions, and delays in referrals 

to hospice or palliative care (Institute of Medicine, 2015; Zadeh et al., 2018). Studies 

suggest that, in general, the quality of EOL care is inadequate and that standards of 

evidence-based EOL care are not being achieved (Kearns et al., 2017; Visser et al., 2015). 

Many challenges are faced at EOL such as pain, intense emotions, depression, loss of 

dignity, hopelessness, and distress. Proposed standards for effective EOL care vary; 

however, recommendations for standards incorporate similar guidelines such as improved 

quality of life (Badger et al., 2012; Institute of Medicine, 2015), reduced care transfers 

(Abraham & Menec, 2016; Badger et al., 2012; Institute of Medicine, 2015), 

interdisciplinary care coordination (Institute of Medicine, 2015; Sagha Zadeh et al., 2018; 
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Viola et al., 2009), mitigation of symptoms (Badger et al., 2012; Woo et al., 2006), effective 

communication (Ferrell et al., 2016; Moir et al., 2015), provision of emotional and spiritual 

care (Institute of Medicine, 2015; Woo et al., 2006), and individualized decision making by 

the patient and their family (Institute of Medicine, 2015). Care at EOL requires nurses to 

deal with several issues that vary between each patient’s individual experience (Hebert et al., 

2011; Woo et al., 2006). Nurses, especially those that do not work in specialized units such 

as hospice, may have inadequate knowledge of EOL care that can lead to nurses feeling 

insufficiently prepared to provide care for a patient at EOL with the numerous and various 

effects of the dying process (Dimoula et al., 2019; Woo et al., 2006). As a result, they do not 

know how to mitigate symptoms and distress to help patients deal with those issues (Wang, 

Li, & Yan, 2016; Woo et al., 2006).  

Though advances have been made in EOL care, inadequate EOL care still exists 

(Cloyes et al., 2018; Kcomt & Gorey, 2017). In the cases where EOL care is inadequate, 

patients may not receive effective management of pain and other symptoms, ancillary 

services, or psychological or spiritual support (Institute of Medicine, 2015). These 

deficiencies in supportive EOL care can exacerbate the symptoms and result in a poor 

quality of life (Institute of Medicine, 2015). Several factors contribute to the inadequacy of 

EOL care, including nurses’ lack of knowledge regarding quality EOL care, the changing 

role of nursing staff, facility culture, lack of open communication, lack of information about 

the patient’s situation, lack of dignity for the patient, lack of privacy, and an inadequate 

environment (Bloomer et al., 2013; Dimoula et al., 2019; Dzul-Church et al., 2010; Gagnon 

& Duggleby, 2014; McCourt et al., 2013). This inadequacy of EOL care, which is related to 

a lack of proper training, translates into poor self-efficacy of the nurses when dealing with 
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EOL situations (Institute of Medicine, 2015; Khraisat, Hamdan, & Ghazzawwj, 2017; Woo 

et al., 2006). Self-efficacy is closely related to individual task performance (Bandura, 1986). 

Self-efficacy, or the belief that one can successfully perform a task, has a major impact on 

nursing performance (Ammentorp et al., 2007; Jiang, Lu, Ying, & Zhao, 2019). Higher 

levels of self-efficacy improve quality of care and individual performance (Karabacak et al., 

2013). Self-efficacy is also a critical predictor of nurses’ behavior and is important to 

behavior change (Soudagar, et al., 2015). Research has shown nurses with higher levels of 

self-efficacy provide a higher quality of care than nurses who have a lower level of self-

efficacy (Soudagar et al., 2015). 

Providing appropriate EOL care that fully supports the needs and wishes of patients 

and their families includes being knowledgeable in providing care that is culturally 

competent and respects the uniqueness of individuals (Fang et al., 2016; Felsenstein, 2018; 

Zamanzadeh et al., 2015). The aspect of cultural competence often refers to efforts to 

decrease cultural and linguistic barriers between patients and health care providers that can 

interfere with effective care (Butler et al., 2016; Saha et al., 2008). A lack of cultural 

competence may interfere with the patient’s ability to experience a good death when cultural 

needs or wishes are not met (Hebert et al., 2011; Martin & Barkley, 2016). Cultural 

competence addresses many dimensions of culture including ethnic identity, gender identity, 

age, abilities, religion, spirituality, socioeconomic factors, and sexual orientation (American 

Psychological Association, n.d.). Asking questions related to spirituality, the importance of 

religiosity, family roles, and patients’ and families’ beliefs and desires can both inform and 

enhance EOL care (Periyakoil et al., 2016). Using this information, patients can avoid 
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ineffective, and often expensive, treatments, and instead receive support and basic care 

needs that will increase the quality of life (Periyakoil et al., 2016). 

Culturally Competent End-of-Life Care 

Cultural competence is defined as “the dynamic process of acquiring the ability to 

provide effective, safe, and quality care to the patients through considering their different 

cultural aspects” (Sharifi, Adib-Hajbaghery, & Najafi, 2019, p. 1). The defining attributes of 

cultural competence are “cultural awareness, cultural knowledge, cultural sensitivity, 

cultural skill, cultural proficiency, and dynamicity” (Sharifi, Adib-Hajbaghery, & Najafi, 

2019, p. 3). Traits that are essential to culturally competent nursing care include empathy, a 

nonjudgmental attitude, language facility, and competence in methods to share information 

about decision making (Loftin et al., 2013; Oikarainen et al., 2019; Truong et al., 2014). 

Providers should be knowledgeable about the cultural needs of patients so that appropriate 

communication (language facility) can be used in providing sensitive and appropriate care 

(empathy) to the patient. Skills include cross-cultural communication, cultural assessment, 

cultural interpretation, and intervention (Loftin et al., 2013; Oikarainen et al., 2019; Truong 

et al., 2014). Culture can contribute to differences in behavior, preferences, beliefs, 

behaviors, and perceptions (Orhan et al., 2018). Many factors such as age, ethnicity, 

education, socioeconomic status, gender assigned at birth, sexual orientation, and religion 

can influence health care and EOL care preferences (Burgwal et al., 2019; Hong, et al., 

2018). Pain management, treatment preferences, advanced planning, and attitudes toward 

dying can all be influenced by cultural preferences and practices (Burgwal et al., 2019; 

Ferrell et al., 2005; Hong, Yi, Johnson, & Adamek, 2018).   
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While culturally competent EOL focuses on the necessity to meet physical, 

emotional, spiritual, and cultural needs of patients, the lesbian, gay, bisexual, transgender, 

and queer or questioning (LGBTQ+) population is either consigned to a single chapter in 

relevant texts or only briefly mentioned within the topics of sexuality or special populations 

(Acquaviva, 2017). The report of the Institute of Medicine, Dying in America: Improving 

Quality and Honoring Individual Preferences Near the End of Life (2015) never uses terms 

or phrases gay, lesbian, bisexual, transgender, sexual orientation, sexuality, and LGBTQ 

(Acquaviva, 2017). The publication CARES: Competencies and Recommendations for 

Educating Undergraduate Nursing Students Preparing Nurses to Care for the Seriously Ill 

and Their Families (O’Connor, 2016), mentions only that the term family includes same-sex 

partners or others designated by the patient as family.  

End-of-Life Care for LGBTQ+ Patients 

As LGBTQ+ individuals are often stigmatized, the specific dimensions of gender 

identity and sexual orientation should be considered regarding cultural competence (Moleiro 

& Pinto, 2015; Orgel, 2017). Considering cultural competence when providing care for 

LGBTQ+ populations may reduce health disparities and ineffective health care provisions 

for the patient (Butler et al., 2016; Loftin et al., 2013; Saha et al., 2008). There is a dearth of 

nursing research focused on cultural competence as it relates to the LGBTQ+ community in 

nursing curricula, in general (Carabez et al., 2015; Orgel, 2017), and for EOL care, 

specifically. Within the limited studies concerning nursing students and LGBTQ+ content, 

nursing program curricula were found to incorporate little content related to cultural 

competence (Orgel, 2017).  
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Factors that predict attitudes towards the care of LGBTQ+ patients include training 

deficits, provider gender, and education level (Morris et al., 2019). Personal factors such as 

the religious beliefs of health care providers have also been found to be predictors of 

attitudes toward LGBTQ+ patients (Cloyes et al., 2020; McKelvey et al., 1999; Sanchez et 

al., 2006; Wilson et al., 2014). More conservative religious tenets, male gender, and a lack 

of training have been associated with less acceptance and comfort with providing care to 

LGBTQ+ patients (McKelvey et al., 1999; Patterson et al., 2019; Sanchez et al., 2006; 

Wilson et al., 2014). Non-Christian religious affiliation has been correlated with more 

positive attitudes toward LGBTQ+ health care and with higher knowledge of LGBTQ+ 

health care needs (Banerjee et al., 2018). Additionally, religious, and moral values have 

been cited as a legitimate reason to refuse care to LGBTQ+ patients (Patterson et al., 2019; 

Prairie et al., 2018). 

Policies of nursing programs and universities impact the integration of LGBTQ+ 

health and cultural competence into the curriculum (Lim et al., 2015). If a faith-based 

college follows a specific religious doctrine or belief system that views homosexuality as 

contradictory to those religious beliefs, LGBTQ+ health and cultural competence may not be 

addressed (Lim et al., 2015). System barriers to implementing LGBTQ+ topics in the 

curriculum need to be recognized and addressed (Lim et al., 2015).  
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Significance of the Study 

The purpose of this study was to assess baccalaureate nursing students’ self-efficacy 

for providing end-of-life care to LGBTQ+ patients. There is a need to assess the self-

efficacy of nursing students regarding culturally competent EOL care in general and 

specifically their cultural competence in providing EOL care within the context of LGBTQ+ 

patients.  The purpose of this study was two-fold. First, this study assessed the effect of 

online training on the self-efficacy of BSN nursing students to offer culturally competent 

EOL care in the context of an LGBTQ+ patient. Second, this study assessed if there was any 

association between the students’ level of religiosity and the self-efficacy of BSN nursing 

students to offer culturally competent EOL care in the context of an LGBTQ+ patient. Very 

few studies were found regarding the subject of an online educational intervention 

specifically aimed at familiarizing students with LGBTQ+ issues. Given the lack of studies 

of LGBTQ+ and culturally competent EOL care, there is a need to ensure nursing students 

are provided with education and training in this area. To address this need, the following 

aims were pursued. 

Specific Aims and Hypotheses 

Specific Aim 1 

To assess the self-efficacy levels of nursing students in an urban, faith-based private 

college (nursing students) to provide culturally competent EOL care for LGBTQ+ patients. 

There are no hypotheses associated with this Aim.  

That evaluation will occur after students received EOL instruction in class and will consist 

of two scores, one from an instrument that assesses self-efficacy to care for EOL patients 

and another one from an instrument that assesses LGBTQ+ sensitivity.  
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Specific Aim 2 

To assess changes in the self-efficacy of nursing students to provide culturally 

competent EOL care for LGBTQ+ patients after receiving an online LGBTQ+ sensitivity 

issues and communication training (LGBTQ+ training).  

H02: The LGBTQ+ training will not affect the self-efficacy of nursing students to 

provide EOL for LGBTQ+ patients.  

H2: The LGBTQ+ training will increase the self-efficacy of nursing students to 

provide EOL care for LGBTQ+ patients.  

Specific Aim 3 

This aim is two-fold.  

Aim 3a: To investigate the association between religiosity and LGBTQ+ sensitivity 

of nursing students.  

Aim 3b: To assess the effect of an LGBTQ+ training on the relationship between 

religiosity and LGBTQ+ sensitivity of nursing students.  

H03: Religiosity does not have any influence on the LGBTQ+ sensitivity levels of 

nursing students. 

H3a: Nursing students with higher religiosity levels are more sensitive to LGBTQ+ 

issues.  

H3b: Nursing students, independent of their religiosity level, will have increased 

sensitivity to LGBTQ+ issues after an LGBTQ+ training. 

Definition of Terms 

Bisexual – A man or woman who is attracted to both men and women (Acquaviva, 

2017). 
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Cultural Competence – Cultural competence involves the knowledge and 

awareness to interact appropriately with patients of different cultures (Cheshire & 

Strickland, 2018; Givler & Maani-Fogelman, 2018). 

End-of-Life – The General Medical Council guidance refers to people approaching 

the end of life when death is expected within the next 12 months (Izumi et al., 2012).  

End-of-Life Care – Care provided to people with a terminal illness or condition that 

has progressed to an advanced stage and is incurable. End-of-life care includes physical, 

emotional, social, and spiritual support provided to the person and their family/family of 

choice (“End-of-Life Care,” n.d.). 

Gay – Usually refers to a man whose sexual orientation is homosexual and is 

primarily attracted to men (Acquaviva, 2017; American Psychological Association, n.d.). 

LGBTQ+ – An acronym for persons who self-identify as lesbian, gay, bisexual, 

transgender, queer (or sometimes questioning), and others. The “plus” represents other 

sexual identities including pansexual and Two-Spirit (Acquaviva, 2017; AFGE, 2021). The 

acronym is used to represent a diverse range of sexualities and gender identities, referring to 

anyone who is transgender and/or same/similar gender attracted (AFGE, 2021). 

Lesbian – A woman whose sexual orientation is homosexual and is primarily 

attracted to women (Acquaviva, 2017; American Psychological Association, n.d.). 

Nursing Student – A nursing student for the purpose of this study was defined as a 

student enrolled in a required blended course in a baccalaureate nursing program.  

Queer – A political statement, as well as a sexual orientation, which advocates 

breaking binary thinking and seeing both sexual orientation and gender identity as 

potentially fluid. The term is a simple label to explain a complex set of sexual behaviors and 
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desires. For example, a person who is attracted to multiple genders may identify as queer. 

Many older LGBT people feel the word has been hatefully used against them for too long 

and are reluctant to embrace it. “Queer” can be used as an umbrella term to refer to all 

LGBTQ+ people (Vanderbilt University, 2020).  

Questioning – An individual who is unsure of and/or exploring their gender identity 

and/or sexual orientation (Vanderbilt University, 2020). 

Religiosity – Religiosity is the state or quality of being religious, having a religious 

affiliation, attending religious activities, or the significance of religion (Lerman et al., 2018). 

Self-Efficacy – Self-efficacy is defined as the belief in one’s ability to successfully 

complete steps to accomplish a specific task (Bandura, 1977a).  

Transgender – An individual who transiently or permanently identifies with a 

gender that is different from the sex they were assigned at the time of birth (Acquaviva, 

2017; American Psychological Association, 2015).  
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CHAPTER 2 

REVIEW OF THE LITERATURE 

This chapter provides a background on end-of-life care as it relates to the education 

of nursing students in the provision of culturally competent care to lesbian, gay, bisexual, 

transgender, or queer (LGBTQ+) patients. An integrative review of literature in professional 

nursing, nursing education, and social science was conducted using the Cumulative Index to 

Nursing and Allied Health (CINAHL), ProQuest, and Google Scholar. This search used the 

following key terms: “education,” “nursing,” “end-of-life,” “palliative care,” “nursing 

student,” “cultural competence,” “LGBT,” “LGBTQ,” and “LGBTQ+.”  

Purpose 

There is a limited amount of nursing research focused on cultural competence as it 

relates to the LGBTQ+ community in nursing curricula (Carabez et al., 2015; Orgel, 2017). 

Within the limited studies concerning nursing students and LGBTQ+ content, nursing 

program curricula were found to incorporate little content related to cultural competence 

(Orgel, 2017). There were no studies exploring the self-efficacy of health care providers in 

providing EOL care to LGBTQ+ patients found. Further, at the time of this study, no 

information had been located that examined nursing students’ self-efficacy as it relates to 

EOL care in LGBTQ+ patients. Therefore, there is a need to explore the self-efficacy of 

nursing students regarding their cultural competence to deal with EOL care in the specific 

context of an LGBTQ+ family. 

Conceptual Framework  

Conceptual and theoretical frameworks are used to make research findings 

meaningful and generalizable (Polit & Beck, 2017). The findings may have a broader 
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significance and usefulness for future researchers and research (Polit & Beck, 2017). The 

use of theoretical frameworks links findings into a coherent structure so that research 

findings are more useful to others (Polit & Beck, 2017). 

The Theory of Self-Efficacy was utilized as the framework for this study. Albert 

Bandura initially developed the Social Learning Theory which incorporates the tenets of 

both behaviorism and cognitive theories of learning (Bandura, 1977b; Kretchmar, 2021). 

Social Learning Theory explains how individuals learn by observing the behavior of others 

(Bandura, 1977b; Kretchmar, 2021). Bandura suggested that this process of observation has 

four components: attention, retention, motor reproduction, and motivation (Bandura, 1977b; 

Kretchmar, 2021). Other influences on this process include environmental and cognitive 

factors (Bandura, 1977b; Kretchmar, 2021). Environmental factors refer to the context in 

which a behavior occurs and includes influences such as modeling behavior and positive or 

negative feedback (Kretchmar, 2021). Cognitive factors include the individual’s beliefs, 

expectations, and personality attributes (Kretchmar, 2021). Social Learning Theory has 

practical applications for understanding behavior in both the classroom and society 

(Bandura, 1977b; Kretchmar, 2021). From the Social Learning Theory, Bandura proposed 

the Social Cognitive Theory which differentiates among three modes of agency: direct 

personal agency, proxy agency which relies on others to act on an individual’s will to 

achieve desired outcomes, and collective agency exercised through both socially coordinated 

and interdependent effort (Bandura, 1999). Self-efficacy was initially introduced as one of 

the subsets of the Social Cognitive Theory examining overall human functioning which is 

dependent on reciprocal interactions that include the behaviors of an individual, internal 

personal factors, and environmental factors (Bandura, 1977a; Panadero, 2017).  
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Bandura (1986) posited that individuals’ thoughts about themselves progress and are 

established through four processes: (1) performance outcomes or mastery experiences, (2) 

vicarious experience, (3) verbal persuasion, and (4) physiological arousal. Performance 

outcomes or mastery experiences are the repeated accomplishments of an individual. The 

performance outcomes are frequently based on personal experience. As a task is successfully 

accomplished, self-efficacy increases. These feelings and learned changes can be reflected in 

the attitudes of providing EOL to patients of diverse backgrounds. These feelings of self-

confidence and assurance serve as positive support for learning and adapting to new or 

unfamiliar situations. Ultimately, successful performance of EOL care, as a measure of 

mastery, will most effectively increase an individual’s sense of self-efficacy (Bandura, 

1986). Vicarious experience or modeling is the observance of another person successfully 

performing a task. As the model of the task performs with positive results, self-efficacy 

rises. Didactically included content regarding the provision of EOL care for diverse 

populations may result in an individual seeking additional learning and opportunities to use 

or practice existing knowledge of culturally competent EOL care skills. Verbal persuasion 

involves verbal encouragement by another person. Verbal encouragement can raise an 

individual’s self-efficacy. Extrinsic reinforcement of the individual’s ability or knowledge 

regarding culturally competent EOL care will contribute to feelings of self-efficacy when 

faced with EOL care situations for diverse populations.  Physiological arousal involves an 

individual’s perception of their physiological state or how capable they are to perform a 

given task. Each episode of successful completion or demonstration of existing knowledge 

of the skill will increase self-competence and self-efficacy when providing EOL care.  

Additionally, this theory is grounded in the idea that individuals have self-regulatory 
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mechanisms that offer the potential for self-directed behavior change (Bandura, 1986). 

These self-regulatory mechanisms are driven by the evaluation of one’s performance in a 

capability of humans called self-reflection (Bandura, 1986). Through self-reflection, 

individuals can consider their experiences, explore their beliefs and cognitions, evaluate 

their performance, and modify their behavior or thinking.  

Self-efficacy, the central construct of this theory, is concerned not with the number 

of skills that one possesses, but rather with the belief in one’s ability to use these skills in a 

variety of circumstances (Bandura, 1997). Self-efficacy is impacted by four sub-functions 

involving cognition, motivation, affective states, and selection processes (Bandura, 1986). 

Relationships between these four constructs are reciprocal and complex. Mastery 

experiences affect one’s self-efficacy and positively influence motivation through the belief 

that an individual can achieve a particular outcome (Bandura, 1986). Negative or stressful 

experiences negatively influence self-belief or self-efficacy. The negative influence may 

result in an individual’s performance and perception of performing or modeling the desired 

behavior or skill (Bandura, 1997). Therefore, mitigation of the emotional arousal by 

implementing interventions guided by the theory of self-efficacy will allow learners to 

acquire or master skills in a nonthreatening environment. Though each construct affects the 

others and will cause an overall effect on one’s self-efficacy, the extent to which they 

influence one another and the order in which they do so may be individual or situation 

specific. Regardless of the extent or order of impact, associations between the four 

constructs tend to be positive (Bandura, 1997). Therefore, each construct can function as the 

main variable or as a mediator, allowing researchers the opportunity to operationalize all 

four variables simultaneously.  
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Perceived self-efficacy refers to particularized self-perception, or how one perceives 

their performance of activities or skills and denotes one’s belief in accomplishing specific 

activities based on previous experiences (Bandura, 1986). A nursing student who has high 

self-efficacy in general clinical skills may have a lower self-efficacy in their ability to 

provide EOL care or otherwise provide effective care to a patient who is self-described as 

LGBTQ+. Therefore, educational interventions utilizing the theory of self-efficacy as a 

guiding framework to increase self-efficacy must be tailored to situation-specific skills.  

Self-efficacy, Bandura explains, is the ability of individuals to organize and execute 

courses of action, modify those courses of action where needed based on situational 

encounters to achieve desired outcomes. During this process Bandura asserts that the 

individual engages in a self-reflective process to assess their own abilities to carry out the 

needed course of action, while also attempting to predict what the outcome will be. Thus, 

the move toward achieving self-efficacy involves factors associated with empowerment, 

motivation, coping skills, and recurrent success. Self-efficacy, along with palliative and 

EOL care knowledge, is an applicable measure for an EOL care education intervention 

because it is an accurate predictor of both professional and personal performance change 

(Phillips et al., 2011). Self-efficacy is the belief of an individual regarding their ability to 

organize and perform the course of action needed to result in the desired behavior (Bandura, 

1997; Resnick, 2003). These individual beliefs would provide the basis for motivation, well-

being, and personal accomplishment (Bandura, 1997; Resnick, 2003). This relates well to 

the outcome goal of an educational intervention to affect knowledge, competence, and 

performance.  
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The Theory of Self-Efficacy has been utilized in several areas of education, 

including nursing education (Hagemeier et al., 2014). This theory posits that a positive 

relationship exists between task-specific self-efficacy and the extent to which an individual 

will engage in and perform a task (Bandura, 1977a, 1986). Students who complete a health 

professions program without acquiring the skills and knowledge to participate in skills such 

as EOL care and communication may be less likely to actively engage in or effectively 

participate in these activities in practice (Hagemeier et al., 2014; Rogers & King, 2012). 

Previous studies have shown that EOL care and communication have been aimed at eliciting 

patients’ preferences for EOL care (Alexander et al., 2006), examining the effects of patient 

decision making at EOL (Murray et al., 2010), and evaluating and improving medical 

resident self-efficacy regarding communication (Smith et al., 2013). Uses of the theory of 

self-efficacy in nursing education included EOL education using simulated scenarios 

(Kunkel et al., 2016; Moreland et al., 2012). Other studies have included self-efficacy as a 

predictor of individual performance in performing EOL care tasks following EOL training 

(Dehghani et al., 2020; Erickson et al., 2015; Weisse et al., 2019). In the study by Dehghani 

et al. (2020), the participants’ level of self-efficacy regarding EOL was increased following 

participating in four 60–90-minute educational workshops that were completed in 2 days. 

This study demonstrated that a short-term, low-cost training can be useful in increasing self-

efficacy (Dehghani et al., 2020). In another study regarding increased empathy and self-

efficacy among student caregivers, participants showed increased empathy, increased self-

efficacy in providing EOL care, and improved strategies to manage emotional stress in 

challenging situations following training (Weisse et al., 2019). The study by Erickson and 

associates (2015) used a 90-minute workshop about EOL and interprofessional 
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communication with medical and nursing students. Nursing students showed an increase in 

self-efficacy and reported feeling more prepared for clinical communication (Erickson et al., 

2015).  

The self-efficacy theoretical framework guides the use of an online learning module 

as a teaching modality to develop and enhance EOL care for LGBTQ+ patients 

communication skills and performance in BSN students. This study did not focus on the 

students’ actual ability to perform a skill but rather on the students perceived self-efficacy to 

perform EOL care in the context of an LGBTQ+ patient. Self-efficacy is an important 

predictor of nurses’ behaviors (Dehghani et al., 2020). Student nurses with higher levels of 

perceived self-efficacy may provide better quality care as future nurses.  

Another guiding theory of this study was the minority stress model. The minority 

stress model theorizes that minority identities conflict with socially dominant groups, 

adversely affecting experiences of the social environment for minority members (Javier, 

2021; Meyer, 2003). The minority stress model proposes that health disparities for sexual 

minorities can be attributed to a hostile or homophobic environment (Javier, 2021; Meyer, 

2003). Minority stressors can be in addition to common stressors experienced by all people 

and will require modifications beyond what is needed by non-stigmatized people (Javier, 

2021; Meyer, 2003). Additionally, the stressors are chronic and socially based. Affirmative-

based care may be effective in the provision of health care, including EOL care, to LGBTQ+ 

patients (Javier, 2021; Meyer, 2003). These inclusive practices focus on the provision and 

delivery of high-quality EOL car that is affirmative, empathetic, inclusive, and 

interprofessional (Javier, 2021; Meyer, 2003). Education for health care providers that 
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includes cultural competency and communication may be beneficial in the provision of all-

inclusive EOL care (Javier, 2021; Meyer, 2003).  

The minority stress model describes the continuum effects involving coping and 

social support, environmental circumstances, stress processes, minority identity, and how all 

of these factors contribute to positive or negative mental health outcomes for minority 

populations (Meyer, 2003). This model was integral in the design of this study because it 

moves beyond the self-efficacy framework in illustrating a more comprehensive, holistic 

approach to assess LGBTQ+ care delivery needs in order to achieve positive health 

outcomes that are sensitive to the needs of this population. 

End-of-Life Care 

Many issues exist in providing EOL care. Lack of resources, lack of provider 

knowledge, and the reluctance of the acceptance of poor prognosis by the patient or family 

can create barriers to appropriate EOL care and palliative care utilization (Givler & Maani-

Fogelman, 2018). Deficient knowledge and awareness regarding cultural beliefs and values 

may further hinder the provision of appropriate and respectful EOL care (Givler & Maani-

Fogelman, 2018). Research into aspects such as the patient’s overall experience has found 

that pathways of care transition are largely related to the terminal decline of the patient and 

their underlying disease (Sercu et al., 2018). Other research exploring symptom 

management posited that there is a need for a trained nurse facilitator to support and educate 

other health care providers regarding comfort care interventions and symptom management 

for patients at the EOL, as well as managing transition of care (Verreault et al., 2018). 

Research has also established that transitions of care nearer the last days of life are 

correlated with more unmet needs, more concerns, and a lower quality of care than earlier 
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transition to EOL care (Makaroun et al., 2018). Participants were family and close friends of 

decedents that had been enrolled in the National Health and Aging Trends Study (NHATS), 

a prospective cohort of Medicare enrollees aged 65 and older (Makaroun et al., 2018). 

Additionally, research has explored that, based on health care professionals’ readiness or 

experiences to provide the physical and psychosocial care needed at EOL, more training is 

needed to provide care that is effective (O’Brien et al., 2019). In this study, 21 generalist and 

specialist nursing and healthcare professionals were recruited and interviewed about their 

perceptions of training regarding spiritual care and the impact of spiritual care three months 

after receiving training (O’Brien et al., 2019).  

Cultural competence is one such psychosocial element that has been established as a 

challenging aspect in providing EOL care. More research has focused on cultural 

competence in health care in general than EOL care specifically. Aspects that have been 

explored as part of culturally competent care include ethnicity in which a high level of racial 

identity among health care professionals along with multicultural training resulted in more 

positive attitudes towards a diverse patient population (Matthews et al., 2018). Culturally 

competent care related to religion established that a comprehensive spiritual assessment of 

patients resulted in the provision of services that were individualized to religious cultural 

needs (Limb et al., 2018). Research regarding providing care for patients who were refugees, 

had language barriers, or had lower economic status found that health care providers who 

had specific health care training focused on communication, culturally competent education, 

or programs to provide services such as interpreters resulted in better patient health 

outcomes and health education (Truong et al., 2014). Online tutorials and other training 

regarding military organizational structure and communication skills of common military 



 23 

terms or acronyms improved health care provider cultural competence when caring for 

veterans (Zwiebach et al., 2019). There is limited research, though, that has explored the 

aspects of cultural competence as it relates to a patient who is LGBTQ+.  

Culturally Competent End-of-Life Care 

Cultural competence involves the knowledge and awareness to interact appropriately 

with patients of different cultures (Cheshire & Strickland, 2018; Givler & Maani-Fogelman, 

2018). During EOL, culture affects many aspects of care such as the meaning and 

management of pain, awareness of illness prognosis, choice of care, expressions of grief, 

and rituals surrounding death (Givler & Maani-Fogelman, 2018; Lubimir & Wen, 2011). 

The provision of care that is not culturally responsive may result in poorer quality of care 

(Boucher, 2016).  

Cultural competence in health care has gained more attention as both the population 

within the United States and awareness of the need for respectful care for the diverse patient 

population have grown (Lubimir & Wen, 2011). Much of the research has been primarily 

focused on care provided to patients based on their race, ethnicity, and religion (Givler & 

Maani-Fogelman, 2018; Lubimir & Wen, 2011). However, few studies emphasize the 

unique cultural needs of LGBTQ+ patients (Maingi et al., 2018), particularly related to EOL 

care and self-efficacy.  

The cultural aspect of religion has a strong influence on the experiences of death, 

dying, and bereavement (Pentaris & Thomsen, 2020). With diverse cultural and religious 

backgrounds, combined with societal changes of tolerance, health care professionals are 

facing the challenge of meeting needs and practices that they have not been exposed to 

previously (Pentaris & Thomsen, 2020). Religious or spiritual beliefs of both the patient and 
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the health care provider contribute to the provider-patient relationship (Fallon et al., 2013). 

While religion can be a source of wisdom and understanding, it can also contribute to 

rejection, blame, or misunderstanding of patient needs (Fallon et al., 2013). Conflicts of 

religious or cultural beliefs of what is “right” or “wrong” may result in negative attitudes 

toward an LGBTQ+ patient (Fallon et al., 2013). The ideal delivery of EOL care relies on 

health care professionals’ responses to the diverse needs of patients (Boucher, 2016). 

Cultural and religious-based preferences integrated with symptom management, spiritual 

support, and social support for the patient and family are imperative in providing effective 

EOL care (Boucher, 2016). Religion and spirituality provide sources of strength and coping 

for patients (López-Sierra & Rodríguez-Sánchez, 2015). For health care providers, religious 

beliefs have been associated with an increased desire to initiate EOL communication and 

discussion (Tripathy et al., 2017). However, when caring for LGBTQ+ patients, health care 

providers’ strong religious beliefs can increase negative attitudes toward the patient or cause 

the imposition of religious beliefs on the patients (Cloyes et al., 2018).  

LGBTQ+ Health Care  

Individuals who identify as LGBTQ+ experience numerous barriers in health care. 

When compared with heterosexual individuals, LGBTQ+ patients tend to postpone or delay 

seeking medical care and are more likely to be uninsured (Maragh-Bass et al., 2017; Pera, 

2018). A history of bias in health care continues to shape health-seeking behavior and access 

to health care for LGBTQ+ individuals (Levit et al., 2013). The National Academies and the 

Healthy People 2030 have both identified health disparities affecting the LGBTQ+ 

community (Committee on Lesbian, Gay, Bisexual, and Transgender Health Issues and 

Research Gaps and Opportunities, 2011; Office of Disease Prevention and Health 
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Promotion, 2021). Some health disparities include higher rates of breast cancer affecting 

bisexual and lesbian women as well as transgender men and women (Dibble et al., 2004). 

Other disparities include a higher risk of cervical cancer in lesbian and bisexual women, and 

higher risks of anal cancer in gay and bisexual men (National LGBT Cancer Network, 

2013). Legal factors, social discrimination, and a lack of culturally competent health care all 

pose barriers in healthcare to members of the LGBTQ+ community (Ard & Makadon, 

2012).  

Research suggests that LGBTQ+ individuals experience higher rates of housing 

insecurity, food insecurity, workplace discrimination, and poverty (Maingi et al., 2018). 

Furthermore, these individuals also experience reduced access to medical care and higher 

levels of discrimination in health care than heterosexual patients (Maingi et al., 2018). 

According to the Institute of Medicine (2015), a lack of education and research on the health 

care needs of LGBTQ+ patients, a lack of cultural competency training for health care 

providers, and an absence of legal protection are crucial factors that contribute to the health 

care disparities experienced by LGBTQ+ individuals.  

Despite social advances and policy changes, there remains a lack of awareness of 

LGBTQ+ health care needs (Bonvicini, 2017). Negative health care experiences continue to 

occur and result in unsatisfactory and inequitable care for LGBTQ+ patients (Chapman et 

al., 2012; Grant et al., 2011). Biased comments and discriminatory patient care also continue 

to occur (Bonvicini, 2017). Discrimination in health care for LGBTQ+ patients can manifest 

in a variety of ways, such as the refusal of care, abuse, disrespect, substandard care, and 

negative attitudes by providers (Sekoni et al., 2017). One way to affect the attitudes, 

knowledge, and skills necessary to provide equitable, effective, and culturally competent 
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care to LGBTQ+ patients is by providing education and training to health care providers, 

including nurses (Sekoni et al., 2017). 

As a lack of training has been shown to elicit discomfort and discrimination towards 

LGBTQ+ patients, it is important to explore education or in-service training for nurses 

(Carabez et al., 2015; Morris et al., 2019; Rowe et al., 2017). Lack of knowledge regarding 

risks and health care needs of LGBTQ+ patients present significant barriers to quality care 

and positive patient outcomes (Morris et al., 2019; Rowe et al., 2017). Educational strategies 

focused on decreasing health disparities, improving culturally competent communication, 

and reducing the role of health care provider bias can influence motivation for change by 

increasing understanding and awareness of discriminatory health care provision (Morris et 

al., 2019; Rowe et al., 2017; U.S. Department of Health and Human Services, 2014).  

Culturally Competent LGBTQ+ End-of-Life Care 

Research regarding EOL care for LGBTQ+ patients has revealed several aspects of 

care that are unique to LGBTQ+ patients and their families. As for any patient, navigating 

the changing environment transitioning through levels of care can be difficult (Institute of 

Medicine, 2015). These same transitions in care can be made more difficult for LGBTQ+ 

patients due to a history of discrimination and bias they may have experienced in health care 

(Cloyes et al., 2018). Expectations of bias and possible mistreatment may lead the patient 

not to disclose gender identity or sexual orientation (Almack et al., 2010; Cloyes et al., 

2018; Institute of Medicine, 2015), which could affect both the care provided and patient 

outcomes. Lack of provider awareness, poor communication, bias, and the use of 

assumptions rather than knowledge or experience with the LGBTQ+ community create 

barriers to effective communication and care (Candrian & Lum, 2015; Cloyes et al., 2018). 
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This can result in distrust of the health care system and providers which will, in turn, affect 

treatment recommendations, communication about prognosis, and communication of patient 

needs (Cloyes et al., 2018). Poor outcomes such as social isolation, depression, limited 

information for decision-making, and disenfranchised grief can result from this lack of 

communication (Sprik & Gentile, 2020).  

Best practices for providing care to the LGBTQ+ community within palliative care 

and hospice has been lacking (Acquaviva, 2017; Candrian & Lum, 2015). A recent report 

found that approximately 93% of LGBTQ+ respondents believed that more could be done to 

open EOL services to LGBTQ+ individuals (National Council for Palliative Care, 2012). 

Some identified barriers to appropriate EOL services included the language that represented 

heterosexual assumptions, lack of equitable treatment, and misunderstanding of the next of 

kin (National Council for Palliative Care, 2012). Other challenges faced by LGBTQ+ 

patients involve a lack of knowledge by care providers.  

The religiosity of health care providers has been associated with more negative 

attitudes toward LGBTQ+ patients (Cloyes et al., 2020).  Patients included in the study were 

admitted into home hospice (Cloyes et al., 2020). In this setting, health care providers 

become involved in the patients’ lives in such a way that the providers’ attitudes and 

communication can have an intensified impact on the patients and their families (Cloyes et 

al., 2020).  Scores from the hospice-adapted Attitudes Toward LGBT Patients Scale 

(ATLPS) revealed that being religious was associated with more negative attitudes, while 

higher education and time working with the hospice agency were associated with more 

positive attitudes (Cloyes et al., 2020).  
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In another study, researchers found that health care providers that classified 

themselves as being associated with no religion or a non-Christian religion had higher levels 

of knowledge regarding LGBTQ+ health care, more positive attitudes toward sexual 

orientation and gender identity, and increased encouragement regarding LGBTQ+ disclosure 

(Banerjee et al., 2018). Participants who were male (male at birth) had a greater willingness 

to be listed as an LGBTQ-friendly provider and had more, had more positive beliefs about 

LGBTQ+ health care, and had more open communication with LGBTQ+ patients (Banerjee 

et al., 2018).  

Though research is emerging that is focusing on LGBTQ+ care needs, most of the 

research is focused on patients with particular diseases such as cancer (Cloyes et al., 2018) 

and on people who are currently employed as health care providers (Banerjee et al., 2018; 

Cloyes et al., 2020). More research is needed that focuses on the LGBTQ+ experience 

within the palliative and hospice care settings for clients with a variety of health concerns, 

including other incurable illnesses or poor prognoses, and with participants who are in 

training for health care careers such as nursing.  

Training of Health Care Professionals in End-of-Life Care 

In 1998, the American Association of Colleges of Nursing released Peaceful Death: 

Recommended Competencies and Curricular Guidelines for End-of-Life Nursing Care 

(O’Connor, 2016). This document provided a foundation for the development of the End-of-

Life Nursing Education Consortium (ELNEC) to educate nurses on providing appropriate 

EOL care (O’Connor, 2016). Competencies needed for nurses to provide high-quality EOL 

care were presented in CARES: Competencies and Recommendations for Educating 

Undergraduate Nursing Students to assist educators in embedding EOL care information 
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into undergraduate curricula (O’Connor, 2016). In 2015, a review of ten leading nursing 

textbooks revealed that only 19% of content was dedicated to palliative and EOL topics 

(O’Connor, 2016). Much of the information regarding EOL care presented in the nursing 

textbooks was found to be inaccurate or out of date (Ferrell et al., 2016). Additionally, 

nursing curricula remains deficient in providing content regarding EOL care (Glover et al., 

2017). Though an EOL curriculum has been developed for nursing through the ELNEC 

program, the curricula are typically delivered to nurses and trainees through training 

sessions in partnership with the AACN. By the end of 2018, an estimated 230 nursing 

programs were utilizing the online ELNEC undergraduate course (End-of-Life Nursing 

Education Consortium, n.d.). Currently, there are over 996 BSN programs in the United 

States (AACN, 2021). However, it is not known if the training will be a continuing part of 

these programs.  

Training for Culturally Competent LGBTQ+ End-of-Life Care 

While there is emerging literature regarding the needs, challenges, and barriers to 

EOL care for LGBTQ+ patients (Arthur, 2015; Elk, 2015; Griebling, 2016; Marsack & 

Stephenson, 2018), there are few recommendations for training nurses to provide 

appropriate care, and none were found that provide recommendations when educating 

nursing students. There are suggestions that improved LGBT cultural competence training is 

needed for nursing students (Orgel, 2017), as well as more inclusive EOL care in nursing 

education (O’Connor, 2016). However, there are no training or educational guidelines for 

nursing programs to put this education into practice. In 2017, a practice guide entitled 

LGBTQ-Inclusive Hospice and Palliative Care was published with the goal of providing 

practical information for health care professionals to provide appropriate and competent care 
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to LGBTQ+ patients that includes meeting physical, psychosocial, and spiritual needs 

(Acquaviva, 2017; Cottrell, 2020). Focusing on culturally competent care requires 

knowledge regarding the LGBTQ+ population and how to integrate psychosocial and meet 

spiritual needs (Stevens & Abrahm, 2019). For patients who are partnered or married and 

facing EOL issues, it is important to recognize the social situation which may cause feelings 

of not feeling welcome during the EOL process (Cottrell, 2020). This situation highlights 

where a surviving partner or spouse may not be recognized during this time (Cottrell, 2020). 

Validation of these relationships are essential in the provision of holistic, culturally 

competent care (Cottrell, 2020). There is a need to explore the impact of an educational 

intervention to improve the cultural competence and communication skills of nursing 

students when providing EOL care to patients who are members of the LGBTQ+ 

community. 

Summary 

This chapter provided the background and literature review for this research study. 

The purpose of the literature review was to explore studies on the use of the self-efficacy 

theory in related research, as well as LGBTQ+ health care, EOL care, culturally competent 

EOL care, LGBTQ+ EOL care, training health care professionals in EOL care, and training 

health care professionals in LGBTQ+ EOL care.  

The theory of self-efficacy has been used in several areas of education including 

nursing. Self-efficacy has also been used in EOL education when taught in nursing 

education through simulated scenarios. The theory has not been utilized in nursing education 

specific to LGBTQ+ EOL care taught via an online training module.  
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Research has shown that LGBTQ+ individuals are susceptible to health care 

disparities due to barriers such as lack of access to health care, lack of insurance, and 

discrimination or bias from health care providers. Additionally, a lack of culturally 

competent training has been identified as a major contributor to inadequate health care for 

LGBTQ+ patients. Research regarding EOL care focuses on a variety of aspects of culture 

that require the care provider to be proficient in providing care that is sensitive to the 

patient’s cultural needs. However, there is a paucity of research that focuses on LGBTQ+ 

cultural needs, especially about EOL nursing care. Although there is emerging research that 

focuses on EOL care, specifically for LGBTQ+ patients, most of the research focuses on 

patients with specific disease processes such as cancer rather than LGBTQ+ individuals 

during EOL with other life-limiting prognoses. Though there is literature that provides 

information on EOL care training and education, it also shows that undergraduate nursing 

curriculum is lacking in EOL and palliative content. The content may also fail to address 

cultural competence, especially concerning LGBTQ+ individuals. There is also no 

consensus regarding the best way to teach nursing students how to provide appropriate, 

culturally sensitive EOL care to LGBTQ+ patients and to educate students in such a way 

that provides them with the confidence or self-efficacy to provide this care.  

Chapter 3 presents a discussion of the pre- and post-interventional study that was 

conducted with undergraduate BSN nursing students. The nursing students were enrolled in 

an adult health clinical course at a faith-based private college of health sciences in the Mid-

South. The survey instruments and research questions utilized are also discussed.  
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CHAPTER 3 

METHODS 

Study Location and Study Population 

The study population consisted of nursing students enrolled in a required adult health 

course in the Bachelor of Science in Nursing (BSN) program at a faith-based private college 

that serves commuter and residential students in an urban setting in the Mid-South, holding 

national and regional accreditation respectively from the Commission on Collegiate Nursing 

Education (CCNE) and the State Board of Nursing associated with the college where the 

study was conducted. Students in the adult health course receive instruction on EOL, but not 

specifically on LGBTQ+ issues. The college also offers undergraduate degrees in nine 

health care majors: biomedical sciences, diagnostic medical sonography, health care 

management, medical laboratory science, medical radiography, nuclear medicine 

technology, nursing, radiation therapy, and respiratory care. 

This college has an undergraduate enrollment of 1,200 students, with approximately 

300 students in the BSN program. Demographically, the students at the study site are 43.2% 

Caucasian and 90.1% female. This college is affiliated with a nationally recognized hospital 

system that supports research opportunities within the hospital and the college setting.  

Research Design 

In terms of design, specific aim 1 was observational in nature, while the two other 

specific aims had elements of experimental (effect of instruction) and correlational 

(association between religiosity and LGBTQ+ sensitivity) research. Students who chose to 

participate in this study were randomly assigned to one of two groups: control (did not 

receive LGBTQ+ online training) or intervention (received LGBTQ+ online training). 
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Students were randomly assigned by placing every other student that responded to the 

demographics and initial questionnaire to either the control or intervention groups. 

Concerning EOL self-efficacy, the intention was to evaluate the students’ self-efficacy 

before and after they had received the corresponding instruction in the course. 

Unfortunately, this evaluation did not occur and was beyond the researcher’s control when 

the study commenced, students had been lectured on EOL material, making it an important 

limitation of this study.  

The data collection included obtaining pre-intervention and post-intervention 

questionnaire data from consenting undergraduate nursing students. These data describe the 

students’ self-efficacy in providing EOL care to patients in general and to patients who 

identify as LGBTQ+ in specific. In addition, this study sought to determine if a student’s 

self-efficacy when providing EOL care, particularly to an LGBTQ+ patient was enhanced by 

participation in an online educational module about cultural competence regarding LGBTQ+ 

patients. Appendix A shows a graphical model of the study.  

The dependent variables were self-efficacy when providing EOL care in general and 

to an LGBTQ+ patient, as evidenced by their post-intervention results on the Combined 

Palliative Care Self-Efficacy Scale (PCSES) (Phillips et al., 2011) and Gay Affirmative 

Practice (GAP) Scale (Crisp, 2006) (see Appendix B). The independent variable was the 

educational intervention, either instruction on EOL (all students) or an additional focused 

intervention that taught culturally competent health care communication related to LGBTQ+ 

patients (intervention group only). Following the intervention, students answered items 

regarding their self-efficacy related to EOL care for LGBTQ+ patients. The demographic 

information allowed a description of the study population to determine the generalizability 
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of the results and to provide the ability to correlate responses to individuals of a specific 

demographic. 

Recruitment, Sampling Procedure, and Size 

Convenience sampling was utilized to recruit participants for this study. Inclusion 

criteria was limited to nursing students enrolled in a required adult health nursing course. 

Each student who attended the class on recruitment days, which totaled 2 days, had an equal 

opportunity to participate. Participants were recruited by the researcher during regularly 

scheduled class time. The researcher did not teach the course, had no responsibility for 

course content, or grade determinations.  

The adult health nursing course is offered three times a year, in the fall, spring and 

summer semesters.  From the approximately 300 students in the BSN program, each term 

approximately 70 students enroll in the adult health nursing courses. We recruited students 

in the fall 2019 and spring 2020 semesters, which represented an availability of 140 students 

to participate in this study.  All students enrolled in the adult health nursing courses in those 

semesters were asked to volunteer for the study. The initial recruitment was supposed to 

have occurred at the beginning of the term before the EOL content had been presented 

didactically, however, this was not possible because of schedules conflicts and delayed IRB 

approvals. Therefore, the initial data collection was obtained from the students on the day 

that they were receiving the EOL didactic content. The researcher was allowed to visit adult 

health nursing course scheduled classes and explain this study to students. If study 

participation was desired, students were instructed to sign a consent form and return it to the 

researcher. Initial oral instructions for completing the study were provided to those students 

willing to participate. Randomization was achieved by alternatively placing every student 
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willing to participate in either the control group or in the intervention group. Students in the 

intervention group received the link, via email, for the online module, then the follow-up 

questionnaire. Later, emails containing written instructions for both groups and a link to the 

demographics form and initial survey were sent to participants. The link to the LGBTQ+ 

educational module was sent only to those participants assigned the intervention group. 

Participation was voluntary, and no consequences occurred to those who did not wish to 

participate.  

The follow-up questionnaire was distributed to students beginning at two weeks 

following the initial questionnaire (and one week after the intervention was available online 

for the intervention group). Participants were selected beginning in section one of the adult 

health course and then the remaining sections until the desired number of participants was 

reached. A total of 5 sections of the adult health course were utilized, all taught by the same 

instructor, assuring all participants were subjected to the same instruction. For a power 

coefficient of 0.8 and a medium effect of 0.5 at a significance level (alpha) of 0.05, the 

required sample size was 34 total participants (Faul et al., 2007; Polit & Beck, 2017).  

Both intervention and control groups completed the demographics form and the pre-

intervention and post-intervention questionnaire. In addition, both groups were exposed to 

didactic content on EOL as part of the adult health care course. However, only the 

intervention group underwent the online educational intervention on culturally sensitive 

communication with LGBTQ+ patients.  
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Institutional Review Board 

Institutional Review Board (IRB) approvals were secured before any study data 

activity. These approvals were requested from the Social Science IRB at the University of 

Missouri-Kansas City (UMKC) and Baptist Memorial Healthcare. 

Human Subjects Considerations 

The researcher was obligated to ensure that the participants’ rights were protected. 

The risk for participating in this study was minimal, with a loss of confidentiality being one 

known risk, which is inherent with data collection and analysis. Confidentiality of 

participants was protected by making the demographics form, pre-intervention, educational 

module, and post-intervention available online to participants only, which they completed on 

their own time. Participants were asked to complete these activities at home or away from 

others. While participating in online training or completing the study survey tool, the 

participant may have encountered situations or material that made them uncomfortable or 

created a negative emotional state. If this occurred, the participant was instructed to notify 

the researcher immediately, and study participation could be discontinued if desired by the 

participant. If needed, the participant could have been referred to counseling resources 

available at the college or a primary care physician for a counseling referral. Consent forms 

(see Appendix C) were provided to all students.  

Potential study benefits were explained to participants, which included increased 

knowledge, ability, and self-efficacy in providing EOL care specifically to lesbian, gay, 

bisexual, transgender, and queer/questioning (LGBTQ+) patients. Indirect benefits, or 

benefits to society, included generating new scientific knowledge to help future nursing 
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students and the nursing profession regarding the provision of EOL care to a vulnerable 

population.  

Demographics 

Student background variables were obtained with a separate form and included 

demographic responses regarding gender, age, culture/ethnicity, educational level, and 

religiosity (see Appendix D). The questions related to religiosity were prepared by the 

author of this work aiming at two different aspects: How the students see themselves as 

being religious or not (belief) and how often they attended religious services (the practice of 

that belief). The belief and the practice of those beliefs complement each other, and the 

scores were summed for the analysis of Specific Aim 3.  

Study Instruments 

No single survey/instrument exists to evaluates the self-efficacy of nursing students’ 

provision of EOL care to LGBTQ+ patients. Instead of developing a new survey or 

instrument, two previously validated instruments were utilized for this study. Because the 

two instruments were previously validated and the content was not modified, a pretest was 

not necessary. Study data were derived from a survey consisting of the Palliative Care Self-

Efficacy Scale instrument, four items from the belief domain of the Gay Affirmative 

Practice scale, and self-disclosed demographic information.  

Palliative Care Self-Efficacy Scale (PCSES) 

PCSES is a 12-item, 4-point Likert scaled questionnaire that uses two subscales to 

assess self-efficacy specific to providing EOL care (see Appendix E). Responses on the six 

psychological support items and six symptom management items are summed to determine 
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an overall score. The reliability of PCSES has been reported between 0.87 to 0.92 (Phillips 

et al., 2011) when used to assess self-efficacy in traditional EOL care settings.  

PCSES was developed as an instrument to assess clinicians’ self-efficacy to engage 

in patient and family interactions at EOL in aged care facilities. PCSES was validated on 

405 nurses and care assistants.  

Regarding construct validity, there were two factors with eigenvalues greater than 

1.0. These factors were extracted, accounting for a total variance of 65.3% (Phillips et al., 

2011). The first factor of ‘Perceived capability to answer patient’s end-of-life care concerns’ 

accounted for 54.6% of the total variance (Phillips et al., 2011). The second factor of 

‘Perceived capability to respond to patient’s end-of-life symptoms’ accounted for 10.7% of 

the total variance (Phillips et al., 2011). ‘Palliative care confidence scale’ had a mean score 

of 33.4 (SD: 8.3, range: 12–48) (Phillips et al., 2011). ‘Perceived capability to answer 

patient’s end-of-life care concerns’ subscale had a mean score of 15.7 (SD: 4.5, range: 6–24) 

(Phillips et al., 2011). ‘Perceived capability to respond to patient’s end-of-life symptoms’ 

subscale had a mean score of 17.8 (SD: 4.5, range: 6–24) (Phillips et al., 2011).   

Cronbach’s alpha of the 12-item PCSES was 0.92, which indicated a high internal 

consistency or homogeneity for the total scale (Phillips et al., 2011). Regarding the 

subscales, Cronbach’s alpha for the ‘Perceived capability to answer patient’s end-of-life care 

concerns’ subscale was 0.87 and for the ‘Perceived capability to respond to patient’s end-of-

life symptoms’ subscale was 0.91(Phillips et al., 2011). 

Regarding discriminant validity, participants who were registered nurses obtained a 

higher total score on PCSES (M = 36.2, SD = 7.0) when compared with participants who 

were care assistants (M = 31.7, SD = 8.3) (Phillips et al., 2011). Similarly, study participants 
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who were registered nurses had higher scores for ‘Perceived capability to answer patient’s 

end-of-life care concerns’ (M = 18.0, SD = 3.8) than participants who were care assistants 

(M = 14.6, SD = 4.4), p < 0.001 (Phillips et al., 2011). There was no significant difference 

between the two groups for the scores of the ‘Perceived capability to respond to patient’s 

end-of-life symptoms’ subscale (P = 0.051) (Phillips et al., 2011). 

  Predictive validity was examined using the comparison of both total ‘Palliative care self-

efficacy scale’ and subscale scores in Time 1 which was the period before the targeted 

education program was introduced (Phillips et al., 2011). This comparison indicated a lower 

total ‘Palliative care self-efficacy survey’ scale score (M = 30.8, SD = 8.3) as compared to 

Time 2 which was the period after the introduction of the targeted palliative care education 

programs for the care staff (care assistants and enrolled nurses) and the registered nurses (M 

= 35.4, SD = 7.7, p < 0.001) (Phillips et al., 2011). These test scores were acceptably 

independent given the elapsed time (30 months) between Time 1 and 2 (Phillips et al., 

2011).    

PCSES has also been used with health care professions students. Weisse et al. (2019) 

conducted a study to measure the efficacy of empathy and self-efficacy when 

communicating with and caring for terminally ill patients. The study included 18 

participants who were undergraduate health profession students completing an eight-week 

summer Community Action, Research, and Education service-learning program working 

with patients in a residential home for the dying (Weisse et al., 2019). In addition to the 20 

original items evaluating self-efficacy of providing care, students in the Weisse study 

completed five written narratives reflecting on their experience. Paired t-tests revealed a 

significant increase in self-efficacy to provide end-of-life care t (15) = -9.99, p<.001 
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following completion of the program. Improvements in self-efficacy scores reflected 

increased confidence in managing symptoms and communicating with patients and their 

families.  

For this study, PCSES was used in its entirety. Permission to use the questionnaire 

was received from the primary author (see Appendix F). Up until this time, the PCSES had 

not been used in a scenario in which the patient is LGBTQ+; thus, this research will 

contribute to the generalizability of the PCSES. 

The Gay Affirmative Practice (GAP) Scale 

The Gay Affirmative Practice Scale consists of two 15-item domains (Crisp, 2006) 

(see Appendix G). The first domain is the belief domain, and the second is the behavior 

domain. The GAP scale has an overall Cronbach’s alpha of 0.95 (Crisp, 2006). The belief 

domain of the GAP scale has a Cronbach’s alpha of 0.93 (Crisp, 2006). For this study, four 

items from the belief domain were used. The questions selected were about provider care 

and education regarding LGBTQ+ patients. The GAP Scale was developed with a sample of 

488 social workers and psychologists (Crisp, 2006).  

The domains of the initial 80-item GAP were reviewed for internal consistency 

reliability (Crisp, 2006). Cronbach’s alpha for the belief domain was .93 and for the 

behavior domain was .95. Factor loading analysis for each item identified 17 belief items 

and 29 behavior items that loaded within their respective domain at or above this level 

(Crisp, 2006). Based on this factor analysis, 15 items were retained within each domain for 

the final version of the scale with an overall Cronbach’s alpha of .95 (Crisp, 2006). The 

Cronbach’s alpha is .93 for the belief domain and .94 for the behavior domain (Crisp, 2006). 

Indications of validity were established using several methods (Crisp, 2006). Confirmatory 
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factor analysis showed that each item loaded on its intended domain at .60 or greater, 

providing support for factorial validity (Crisp, 2006). Evidence of convergent construct 

validity was obtained by examining Pearson’s r correlations between scores on the belief 

domain and scores on the Heterosexual Attitudes Toward Homosexuals Scale (HATH) 

(1980) and between the behavior domain and the Attitudes Toward Lesbians and Gay Men 

Scale (ATLG) (1988). The correlation between the belief domain of the GAP and the HATH 

was .624 (p = .000) (Crisp, 2006). The correlation between the behavior domain and the 

ATLG was .466 (p = .000) (Crisp, 2006). The correlations for both domains were significant 

at the .001 level (Crisp, 2006). Overall, there was evidence that the domain of the GAP 

correlated satisfactorily with the instruments with which they were expected to correlate, 

therefore providing evidence of convergent construct validity (Crisp, 2006). Discriminant 

construct validity evidence was attained by comparing the correlation between the Marlowe-

Crowne Social Desirability Scale (1960) and the complete 30-item GAP scale (Crisp, 2006). 

The correlation between the two instruments was .021 and was not significant (p = .691) 

(Crisp, 2006). This result provides evidence that the GAP scale does not measure socially 

desirable responses (Crisp, 2006). These results provide evidence of the discriminant 

construct validity for the GAP scale. 

The GAP Scale has been used in studies involving nursing students (Englund et al., 

2019; Maruca et al., 2018), medical students (Chapman et al., 2012), social workers, and 

psychologists (Crisp, 2006). The study by Maruca et al. (2018) aimed to promote nursing 

students’ knowledge, skill, and attitude in care for LGBT patients and to determine the 

demonstration of affirmative practice following a simulation. Of 59 students who voluntarily 

participated, only 48 students completed both the pre-intervention and post-intervention 
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survey or had valid data. Students received LGBT didactic content and then participated in a 

simulation depicting a patient that was transitioning from male to female. Following the 

simulation, the students completed the survey instrument again. Using a Wilcoxon signed-

rank test, the overall GAP score increased from 114 to 125 (Maruca et al., 2006), indicating 

improvements in affirmative practice for LGBT patients. 

In a pilot study conducted by Englund et al. (2019), 76 undergraduate BSN students 

participated in an LGBTQ+ simulation and debriefing that included role-playing pertaining 

to a bisexual female patient and a transgender male. Regarding the GAP belief subscale, a 

paired samples t-test revealed a statistically significant difference in the pretest (M = 64.2, 

SD = 7.4) when compared to the posttest (M = 70.0, SD = 6.7) (Englund et al., 2019), 

suggesting that the simulation was effective in improving students’ gay affirmative practice 

beliefs.  

Medical and nursing students completed the GAP as one of three surveys in the 

study by Chapman et al. (2012). One-hundred-and-sixty-one medical students who had 

completed their fifth year and 100 nursing students participated in the study. For the GAP 

scale, 30.7% of respondents received the maximum scale score, and almost 75% scored 50 

or more out of possible 60 (Chapman et al., 2012), demonstrating that knowledge and 

attitudes about homosexuality were associated with students’ race, political voting behavior, 

religious beliefs, and having a friend who is lesbian, gay, bisexual and transgender. 

Until the present study, the GAP Scale had not been utilized in studies regarding 

EOL care (Crisp, 2006). Permission to use the questionnaire was received from the primary 

author (see Appendix H). 
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Data Collection Procedures 

Data collection commenced once IRB approval was secured and occurred on the day 

of that the EOL content portion of the course was presented. All students enrolled in the 

adult health course participated in the assigned 56 content regarding EOL physiology and 

care. The intervention group also participated in an online learning module titled Affirming 

LGBT People through Effective Communication accessible from the National LGBT Health 

Education Center website (Fenway Health, 2018). The Fenway Institute is an 

interdisciplinary facility for research, education, training, and policy development that 

focuses on both national and international health issues (Fenway Health, 2018). The mission 

of the Fenway Institute is to ensure access to quality medical and mental health care for 

LGBTQ+ individuals that is culturally competent (Fenway Health, 2018). This institute 

provides free online education that is accessible to all regarding culturally competent and 

appropriate health care. Affirming LGBT People through Effective Communication is one 

such educational module.  

Students in the intervention group were provided instructions to create a free account 

to participate in the module. The interactive module was self-paced and summarized 

LGBTQ+-specific terms, explained the importance of basic communication principles 

needed for LGBTQ+ health, and provided practice using terms and principles in case 

scenario examples. The first section of the module provided terms that differentiate between 

sexual orientation and gender identity. The second section of the module was a series of 

interactive slides that included basic communication principles and strategies that create a 

welcoming, inclusive health care environment. This section also included topics related to 

avoiding assumptions based on appearance or speech, use of names and pronouns, gender 
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identity terms, and accountability of all health care team members. The third section 

contained 12 case studies that focused on inclusive communication and avoiding 

assumptions when providing health care to LGBTQ+ populations. This module also 

included a glossary of 56 terms related to LGBTQ+ populations. Downloadable slides of the 

module were also available.   

The module took approximately 30 minutes to complete in its entirety, including the 

educational content and case studies. Students were given one week to access the pre-

intervention survey, the educational module, and the post-intervention survey. After 

completion of the pre-intervention survey, instructions were provided to the intervention 

group about accessing the free online module and how to then access the post-intervention 

survey following completion of the module. Due to a lack of resources, no incentives were 

provided for participation.  

Data Management 

An electronic database using IBM SPSS Statistics for Windows, version 27 (IBM 

Corp., Armonk, N.Y., USA) was created by the researcher to organize these data. All study 

data were electronically password-protected and administered through Research Electronic 

Data Capture (REDCap), which is a secure application for the creation and management of 

online surveys and databases (Harris et al., 2009). Participants were assigned a code number 

by the REDCap program.  

Data were analyzed via SPSS with a list of code numbers referencing each student. 

These codes, as assigned through the REDCap program, allowed individual responses to be 

compared. All study data were reported in the aggregate. Per IRB guidelines, information 
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related to the study will remain in the password-protected, encrypted REDCap program for 

seven years.  After that time, all computer files and documentation will be deleted. 

To prevent threats to the validity of the study, steps were taken during the data entry 

process to help ensure accuracy (Plichta et al., 2012). The researcher inspected data 

downloaded from REDCap and checked for accuracy. The researcher’s dissertation chair 

verified all data points. Data were analyzed by the researcher in conjunction with the chair 

as well as expert members of the dissertation committee at UMKC. Items from the PCSES 

and GAP were scored according to the authors’ instructions (Crisp, 2006; Phillips et al., 

2011). After these data were compiled and checked for accuracy, descriptive and 

correlational statistical methods were implemented to analyze the research data.  

Data Analysis  

Statistical Tests 

For Specific Aim 1, groups were tested for similarity before the intervention using 

independent samples t-test for the PCSES scores because scores were normally distributed 

as demonstrated by utilizing Shapiro-Wilk to test normality (.907) for the PCSES scores. 

Because scores for the four GAP questions were not normally distributed as demonstrated 

by Shapiro-Wilk to test normality (<.001) for the GAP scores, Mann-Whitney U was used to 

assess for similarity between groups.  

For Specific Aim 2, the independent samples t-test was used to determine 

significance in differences between the pre-intervention and post-intervention PCSES scores 

for each participant. Assumptions of an independent samples t-test are that the dependent 

variable is continuous; the independent variable consists of two categorial, independent 

groups; and that the dependent variable is normally distributed. The Mann-Whitney U test 
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was used to determine significance in differences between the pre-intervention and post-

intervention scores of participants for the four GAP questions. The assumptions of this test 

were that there was one dependent variable that was ordinal and not normally distributed.  

For Specific Aim 3, the hypotheses were tested using Spearman’s Rho for each 

participant in relation to the total GAP score to find any association between religiosity and 

self-efficacy of the students to provide care for LGBTQ+ patients. Spearman’s Rho was 

used to measure the strength of an association between the variable of religion and self-

efficacy of providing care in the context of an LGBTQ+ patient. Spearman’s Rho results can 

vary between -1.000 (high negative correlation) to 1.000 (high positive correlation) with 

0.000 suggesting no correlation between two variables. The significance level for the study 

was set at p < .05 for all statistical tests. 

Missing Data 

Cases with missing data were uncommon and not excluded. Five cases had missing 

data. One participant in the control group did not answer one item on the post-intervention 

questionnaire. Two participants in the intervention group did not answer one item on the 

pre-intervention questionnaire. Two participants did not answer an item on the post-

intervention questionnaire.  

Dissemination 

 Upon completion and approval of the dissertation, the document and results will be 

made available to the President of the college where the study was performed. Further 

dissemination will occur through abstracts submitted at scientific meetings and a peer-

reviewed publication such as the American Journal of Nursing or Journal of Hospice & 

Palliative Nursing.  
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CHAPTER 4 

RESULTS 

Demographics 

 The sample consisted of 56 baccalaureate nursing (BSN) students. Despite 

randomization, there was an imbalance between the control and the intervention groups, 

with 28.6% (n = 16) of students in the control group and 71.4% (n = 40) in the intervention 

group. A total of 87 students signed the consent. Of those who agreed to participation and 

signed the consent, 18 did not respond to the demographics and initial questionnaire. Of the 

69 that completed the demographics and initial questionnaire, 13 students did not complete 

the study. More students that were randomized to the intervention group responded. Gender, 

ethnicity, and age are described below and were consistent with the makeup of the 

population as reported by the college.  

Regarding gender, the great majority of participant students were females (89.3%, n 

= 50), with 8.9% males and 1.8% self-reported as “other.” Of the control group, 87.5% (n = 

14) were female, 6.25% (n = 1) were male, and 6.25% (n = 1) were “other.” Of the 

intervention group, 90% (n = 36) were female and 10% (n = 4) were male. 

Demographically, the students at the study site are 90.1% female and 9.9% male.  

Concerning age, a majority of the students (48.2%, n = 27) were between the ages of 

18 and 22 years old. Students between the ages of 23 and 28 years old represented 28.6% (n 

= 16) of the participants. At the study site, the average age of traditional students is 25 years.  

 Regarding race and ethnicity, 46.4% were Black or African American and 42.9% were 

White or Caucasian. Other minorities were also represented with 7.1% (n = 4) Hispanic or 

Latino and 1.8% (n = 1) Asians or Asian Americans. One student self-reported as “other.”  
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Students at the study site are 45% African American/Black, 43.2% White, 4.7% Hispanic, 

3% Unknown, 2.4% Asian, 1.1% two or more races, 0.5% American Indian/Native 

American, and 0.1% Native Hawaiian/Pacific Islander.  

 The majority of participants (91%, n = 51) were juniors, 3.6% (n = 2) were sophomores, and 

3.6% (n = 2) of students were seniors. One student did not respond to this question.  

Table 4.1 

Demographics 

 Control Intervention Total 

Gender n % n % n % 

Female 14 87.5 36 90 50 89.3 

Male 1 6.25 4 10 5 8.9 

Other 1 6.25 0 0 1 1.8 

Total 16 100 40 100 56 100 

Age n % n % n % 

18-22 8 50 19 47.5 27 48.2 

23-28 5 31.25 11 27.5 16 28.6 

29-33 1 6.25 6 15 7 12.5 

34-40 1 6.25 1 2.5 2 3.6 

41-50 1 6.25 3 7.5 4 7.1 

Total 16 100 40 100 56 100.0 

Race/Ethnicity n % n % n % 

Asian or Asian 

American 0 0 

1 2.5 1 1.8 

Black or African 

American 
8 50 18 45 26 46.4 

Hispanic or Latino 0 0 4 10 4 7.1 

Other 1 6.25 0 0 1 1.8 

White or Caucasian 7 43.75 17 42.5 24 42.9 

Total 16 100 40 100 56 100.0 

Educational Level n % n % n % 

Sophomore 1 6.25 1 2.5 2 3.57 

Junior 15 93.75 36 90 51 91.07 

Senior 0 0 2 5 2 3.57 

No answer 0 0 1 2.5 1 1.79 

Total 16 100 40 100 56 100 
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 Most students considered themselves somewhat strongly religious (46.4%, n=26), 

whereas a smaller proportion of students considered themselves as being strongly (28.6%, n 

= 16) or not very strongly (21.4%, n = 12) religious. Two students did not know. Within the 

control group, most of the students considered themselves somewhat strong (43.75%, n =7) 

or not very strong (37.5%, n = 6) religiously. Within the intervention group, most of the 

students considered themselves somewhat strong (47.5%, n = 19) or strong (32.5%, n = 13) 

religiously.  Self-reported religiosity data are presented in Table 4.2. 

 

Table 4.2 

Self-Reported Religiosity 

 Control Intervention Total 

Religiosity n % n % n % 

 Don’t Know 0 0 2 5 2 3.6 

Not Very Strong 6 37.5 6 15 12 21.4 

Somewhat Strong 7 43.75 19 47.5 26 46.4 

Strong 3 18.75 13 32.5 16 28.6 

Total 16 100 40 100 56 100.0 

 

In terms of how often they attended religious services, the most frequent response 

was several times a year (32.1%, n = 18), 25% (n = 4) and 35% (n = 14), respectively for the 

control and intervention groups.  The responses “about once a month” and “2-3 times a 

month” and “nearly every week” were almost equally represented (between 10% and 14% 

each) among all participants. Within the control group, the responses “about once a month” 

and “2-3 times a month” and “nearly every week” were equally represented (12.5%, n = 2). 

Among the intervention group, these responses were, again, almost equally represented 

(between 10% and 15%) with “about once a month” being the most frequent response (15%, 
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n = 6). Five students of the total group of participants (almost 10%) either did not know or 

did not attend religious services. The frequency of attending religious services data is 

presented in Table 4.3. An independent samples t-test was performed to compare the control 

and intervention groups regarding their answers to the demographic religiosity questions: 

Question 1: Would you call yourself a strong religious or not very strong religious person? 

and Question 2: How often do you attend religious services? For question 1, the control 

group had a mean score (M) of 2.2 with a standard deviation (SD) equal to 0.75, while the 

intervention group had M= 1.9 and SD = 0.83. The two-tail p-value was 0.277. For question 

2, the control group had M = 5 and SD = 2.4, while the intervention group had M = 4.8 and 

SD = 2.2. In this case, the two-tail p-value was 0.762. For both questions, differences 

between the control and intervention groups were non-significant. 

Table 4.3 

Frequency of Attending Religious Services 

 Control Intervention Total 

 n % n % n % 

 Never 0 0 3 7.5 3 5.9 

Don’t know 1 6.25 1 2.5 2 2 

Less than once a year 2 12.5 3 7.5 5 9.8 

About once a year 3 18.75 2 5 5 7.8 

Several times a year 4 25 14 35 18 32.1 

About once a month 2 12.5 6 15 8 13.7 

2-3 times a month 2 12.5 4 10 6 11.8 

Nearly every week 2 12.5 4 10 6 9.8 

Every week 0 0 3 7.5 3 5.9 

Total 16 100 40 100 56 100.0 
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Reliability of Instrument 

The PCSES and GAP instruments were evaluated for reliability in this sample 

separately. For the pre-intervention PCSES scores, the reliability was excellent, with 

Cronbach’s alpha of 0.904.  

For the post-intervention PCSES scores, the reliability was also excellent 

(Cronbach’s alpha = 0.927). For the GAP Scale questions, the reliability was good 

(Cronbach’s alpha = 0.826), while post-intervention scores evaluation was excellent 

(Cronbach’s alpha = 0.905). Reliability coefficients are provided in Table 4.4. 

 

Table 4.4 

Reliability Coefficients 

Variable N of Items Cronbach’s alpha Interpretation 

PCSES Pre-intervention 12 0.904 Excellent 

PCSES Post-intervention  12 0.927 Excellent 

GAP Pre-intervention 4 0.826 Good 

GAP Post-intervention 4 0.905 Excellent 

 

Self-Efficacy Results for PCSES 

 Before the online activity, all participants completed the pre-intervention 

questionnaire. The mean PCSES pre-intervention score for the control group was 28.13 (SD 

= 7.21) with a median of 27.5 and the mean PCSES pre-intervention score for the 

intervention group was 31.39 (SD = 8.35) with a median of 31.5. An independent samples t-

test was computed to determine if those differences in self-efficacy at baseline were 

significant. The probability (.642) calculated with the test statistics (F = .218) is greater than 



 52 

the α value = 0.05, so equal variance is assumed between the two groups (t = -1.365, p = 

0.178).  

Following the online activity, all participants completed the post-intervention 

questionnaire. The average PCSES post-intervention score for the control group was 30.38 

(SD = 8.16) with a median of 28 and the average PCSES post-intervention score for the 

intervention group was 32.08 (SD = 8.45) with a median of 33.  

An independent samples t-test was computed for post-intervention scores to 

determine if that difference in mean scores was significant. The probability (.900) calculated 

with the test statistics (F = 0.016) is greater than the α value = 0.05, so equal variance is 

assumed between the two groups (t = -0.685, p = 0.496). It appears that both groups were 

similar to one another from the scores on the post-intervention questionnaire.  

The researcher measured whether there were differences in any of the groups before 

versus after the intervention. The total pre-intervention PCSES score was subtracted from 

the total post-intervention PCSES score for each participant. The differences in total scores 

of the PCSES were entered into SPSS. The mean of the differences of these scores were 

1.38 (SD = 5.04) with a median of .5 for the control group and 0.811 (SD = 7.03) with a 

median of 0 for the intervention group. An independent samples t-test was then used to 

examine for any significant differences. The probability (0.921) calculated with the test 

statistic (F = 0.010) is greater than the α value of 0.05, so equal variance is assumed between 

the two groups (t = 0.290, p = 0.773). Table 4.5 presents the means, standard deviations, 

medians, interquartile ranges, and p-values for all groups.  
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Table 4.5 

PCSES Test Statistics 

 Control Intervention p-value* 

PCSES Mean 

(SD) 

Median Inter-

quartile 

range 

Mean 

(SD) 

Median Inter-

quartile 

range 

 

Pre-

intervention 

Score 

28.13 

(7.21) 

27.5 12.25 31.39 

(8.35) 

31.5 12 0.178 

Post-

intervention 

Score 

30.38 

(8.16) 

28 12.25 32.08 

(8.45) 

33 10 0.496 

Difference 

(Post minus 

Pre)  

1.38 

(5.04) 

5 8.75 .811 

(7.03) 

0 6.5 0.773 

* Based on Independent Samples two-tail t-test. 

LGBTQ+ Sensitivity Results for GAP 

The average pre-intervention score of the four GAP questions for the control group 

was 5.88 (SD = 2.25) with a median of 4 and the average GAP pre-intervention score for the 

intervention group was 6.23 (SD = 2.63) with a median of 5. The average post-intervention 

GAP score for the control group was 5.75 (SD = 2.05) with a median of 4 and the average 

post-intervention GAP score for the intervention group was 6.87 (SD = 2.78) with a median 

of 8. The researcher measured whether there were differences in any of the groups before 

versus after the intervention. The total pre-intervention GAP score was subtracted from the 

total post-intervention GAP score for each participant. The differences in total scores of the 

GAP were entered into SPSS. The mean of the differences of these scores were -0.125 (SD 

= 0.5) with a median of zero for the control group and 0.744 (SD = 2.56) with a median of 

zero for the intervention group. 
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The non-parametric test, Mann-Whitney U, was used to examine any significant 

differences between the groups. The GAP scores pre-intervention (Mann-Whitney U = 

285.5, Z = -0.530) and post-intervention (Mann-Whitney U = 232.0, Z = -1.579) were 

computed. Mann-Whitney U was also computed for the differences (post-intervention minus 

pre-intervention) for the GAP (Mann-Whitney U = 265.5, Z = -0.963). Table 4.6 presents 

the means, standard deviations, medians, interquartile ranges, and p-values for all groups. 

 

Table 4.6 

GAP Test Statistics 

 Control Intervention p-value  

(2-tail)** 

        

GAP Mean 

(SD) 

Median Inter-

quartile 

range 

Mean 

(SD) 

Median Inter-

quartile 

range 

 

Pre-

intervention 

Score 

5.88 

(2.25) 

4 4 6.23 

(2.63) 

5 4 .596 

Post-

intervention

Score 

5.75 

(2.05) 

4 4 6.87 

(2.78) 

8 5 .114 

Difference 

(Post minus 

Pre)  

-.125 

(.5) 

.0 .0 .744 

(2.56) 

.0 3 .336 

** Based on Mann-Whitney U. 

Religiosity and LGBTQ+ Sensitivity  

The self-reported level of religiosity for each participant, represented by the 

combined scores of how religious students saw themselves (question 1 that focused on 

religious belief) with the frequency of attendance of religious services (question 2 that 

focused on religious practice), was calculated. Spearman’s Rho was used to compare the 
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religiosity level with the difference between the total post-intervention GAP score and the 

total pre-intervention score for each participant for the four GAP items. Among all 

participants, only pre-intervention showed a significant association between the level of 

religiosity and the total GAP score (p = .023). Within in intervention group, there was a 

significant association between the level of religiosity and the total GAP score both pre-

intervention (p = 0.064) and post-intervention (p = .042). Spearman’s Rho results are shown 

in Table 4.7. The interpretation of these results will be discussed in Chapter 5. 

 

Table 4.7 

Spearman’s Rho Statistics 

 Correlation Coefficient 

 Religiosity All 

Participants 

Religiosity Control Religiosity Intervention 

GAP pre-

intervention 

0.303 (p =0.023) 0.305 (p = 0.251) 0.296 (p = 0.064) 

GAP post-

intervention 

0.134 (p = 0.326) -0.365 (p = 0.164) 0.323 (p = 0.042) 

  



 56 

CHAPTER 5 

DISCUSSION 

This study examined the concepts of self-efficacy of nursing students and their 

relationship to the nursing students’ cultural competence in providing EOL care in general 

and in the specific context of an LGBTQ+ family. The motivation for this work was the lack 

of LGBTQ+-specific content within generalized nursing education (Carabez et al., 2015; 

Orgel, 2017). Albert Bandura’s (1986) Theory of Self-Efficacy served as the theoretical 

framework for this study by providing support in addressing the research hypotheses, 

operationalizing the study variables, and interpreting the results of this study. This study 

used a survey with two instruments: the PCSES, to measure self-efficacy to care for patients 

at EOL, and four questions from the GAP Scale to assess the cultural competence regarding 

LGBTQ+ patients. To verify internal consistency, measurements of reliability (Cronbach’s 

alpha for PCSES and GAP) were conducted for the population. The results were comparable 

to those obtained by the authors that initially developed and validated those instruments. For 

PCSES, the initial report was Cronbach’s alpha varying between 0.87 and 0.92 (between 

scales and subscales), while the values for this study varied between 0.90 and 0.93 (pre- and 

post-intervention, respectively) (Phillips et al., 2011). For GAP, the values were a little bit 

lower (0.83 and 0.91) in comparison to the initial Cronbach’s alpha of 0.93, which may be 

explained by the fact that the entire instrument was not used (Crisp, 2006). 

The total population was divided into two groups—those who only had the didactic 

EOL content that was already incorporated into the course, and those who in addition to 

being exposed to the EOL content, also participated in the online module focused on health 

care communications with LGBTQ+. The initial objective was to assess the effect of an 
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online training on the self-efficacy of BSN students to offer culturally competent EOL care 

in the context of an LGBTQ+ patient and to assess if there was any association between the 

students’ level of religiosity and the self-efficacy of BSN nursing students to offer culturally 

competent EOL care in the context of an LGBTQ+ patient. Factors independent of planning 

prevented access to the students before their EOL instruction. The day the researcher was 

allowed to consent students willing to participate and then contact them with instructions 

was the day they had received the one lecture of EOL instruction. This way, the effect of 

that instruction on the students’ self-efficacy to deal with patients in EOL situations could 

not be evaluated. However, the knowledge of how those students see themselves caring for 

EOL patients by itself valuable. In the demographics, two questions were included to know 

more about the students’ religiosity, which were used to examine the associations of 

religiosity and the GAP scores. 

Research Hypotheses 

Specific Aim 1 

To assess the self-efficacy levels of nursing students in an urban, faith-based private 

college (nursing students) to provide culturally competent EOL care for LGBTQ+ patients. 

There were no hypotheses associated with this Aim.  

When participants are randomized into two or more groups, it is done so will be 

comparable in every respect except the intervention received. The goal of randomization is 

to compare the outcomes of groups of individuals who are the same at the beginning of the 

study. Because equal variance was assumed, it appears that both groups were similar to one 

another from the scores on the pre-intervention questionnaire. Since participants were 

completely randomized to the two groups (where it is assumed the groups are alike to begin 
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with), this provides further evidence that these groups were alike before the intervention. 

The access to the students happened on the day on which they were provided the EOL 

instruction.  

Specific Aim 2 

Specific Aim 2 was to assess changes in the self-efficacy of nursing students to 

provide culturally competent EOL care for LGBTQ+ patients after receiving an online 

LGBTQ+ sensitivity issues and communication training (LGBTQ+ training). H02 stated that 

the LGBTQ+ training will not affect the self-efficacy of nursing students to provide EOL for 

LGBTQ+ patients.  

It was established that both groups were the same at baseline (before the 

intervention); however, the students’ level of self-efficacy was maintained as seen by no 

significant changes, in either mean score (PCSES and GAP selected questions). 

Interestingly, these results, although lower than those of the study by Phillips and associates 

(2011), were similar. It must be noted that the study by Phillips and associates (2011) 

included a module about EOL care, and the population was approximately half nurses and 

half care assistants. In that study, mean scores varied between 31 and 36 (with training) 

(Phillips et al., 2011). The mean scores in this study varied between 28.13 (control group 

pre-intervention) and 32.08 (intervention group post-intervention). The average scores for 

the four GAP were also observed between the two groups with average scores ranging from 

5.88 (control group pre-intervention) to 6.87 (intervention group post-intervention). The 

mean score regarding self-efficacy after training (32.08) was not significantly higher in the 

intervention group than before training (31.39). The difference was not statistically 

significant as the significance (two-tailed) was calculated for the PCSES at 0.496 
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(intervention group post-intervention) which is greater than the alpha value (.05). For the 

four GAP questions, the median score after training (8) was not significantly changed in the 

intervention group than before the training (5). The significance level was calculated at .114 

which is greater than the alpha value (.05). Therefore, we fail to reject the null hypothesis.  

The development of self-efficacy involves four processes: (1) performance outcomes 

or mastery experiences, (2) vicarious experience, (3) verbal persuasion, and (4) 

physiological arousal (Bandura, 1986). Though in-person or online instruction may provide 

some performance outcome and physiological arousal, vicarious experience or verbal 

persuasion may not be present, which will be achieved only with nursing practice. As 

nursing students, the participants in this study are still learning as a process to become 

nurses and have not yet performed in the nursing role. Additionally, the participants had 

already been subjected to the didactic education concerning EOL care, which affected our 

ability to assess the effect of instruction on EOL self-efficacy (PCSES).   

Positive self-efficacy in this study relates to the readiness of students to perform 

EOL care for LGBTQ+ patients as they graduate and become nurses. Self-efficacy as related 

to nursing students may be an indicator to predict performance in clinical practice and how 

future patient interactions will be managed (Masoudi, 2014; Motahari et al., 2020). 

Perceived self-efficacy contributes to the empowerment, motivation, improved coping skills, 

and provide the impetuous for future and recurrent success.  

PCSES overall (both groups, pre- and post-intervention) had an average score of 

30.5. When that result was compared to the original results obtained on the work that 

reported the development and validation of PCSES, it was noted that the overall score in this 

study’s population is lower than the scores for practicing nurses, but close to the score of 
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care assistants. This observation is consistent with the elements that constitute the 

development of self-efficacy, as discussed on the previous paragraphs, since some of those 

elements are achieved by practice, in this case, nursing care. 

Specific Aim 3 

Specific Aim 3 was two-fold. First, aim 3a was to investigate the association 

between religiosity and LGBTQ+ sensitivity of nursing students. There was an association, 

based on a significant (p = 0.023) positive correlation score, found between the level of 

religiosity and the pre-intervention GAP scores among all participants (that is, both groups 

combined). There was also an association, based on a significant (p = 0.042) positive 

correlation score, found between the level of religiosity and the post-intervention GAP 

scores for the intervention group only. Based on the pre-intervention results for all 

participants, we rejected H3a. Second, we also rejected H3b since religiosity had a role on 

the GAP answers after the online training for the intervention group. In both cases, 

associations can be considered moderate. However, it is important to note that a lower GAP 

questions score meant higher LGBTQ+ sensitivity. Consequently, the correct interpretation 

of those results is that a lower religiosity level was associated with higher LGBTQ+ 

sensitivity when all participants were considered pre-intervention, and for the intervention 

group after the online LGBTQ+ online training.  

The first association, more religious students having lesser LGBTQ+ sensitivity, is 

easier to comprehend; however, similar association is difficult to understand and explain 

after the online training. Nonetheless, it is of great importance to recognize that the GAP 

questions scores overall, that could vary between 5 (higher LGBTQ+ sensitivity) and 20 

(lower LGBTQ+ sensitivity) were already quite low (towards higher LGBTQ+ sensitivity) 
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to begin with (6.2 in average). If those scores already showed high LGBTQ+ sensitivity, 

how much more improvement could have been seen after the intervention? 

Additional factors other than religiosity could have affected the LGBTQ+ sensitivity 

scores of the participants too. Awareness of diversity as related to sexual orientation and 

LGBTQ+ family members or friends could make subjects more sensitive to LGBTQ+ 

issues, while peer-pressure in the community could cause the opposite effect. 

Finally, we need to acknowledge that the term religiosity was not the best one 

employed on that demographic part since in the specialized literature “religiosity” often 

refers to being part of an organized religious group, while “spirituality” is understood as the 

level of connection with a “higher power” (Cohen et al., 2021). A better way would have 

been to offer definitions to participants before they answered the two religiosity questions. 

Strengths of the Study 

In addition to those previously mentioned, strengths of this study included: 

1. Providing students with information regarding appropriate communication with 

LGBTQ+ patients, which is an understudied area. 

2. Drawing the attention to the need to incorporate the provision of EOL and healthcare 

to LGBTQ+ patients into the BSN curriculum, which is crucial in the ever-expanding 

diverse patient population. 

3. This study utilized a validated self-efficacy of EOL care (PCSES) instrument with 

additional questions related to LGBTQ+ sensitivity (GAP) with BSN students, 

something that had never been done to that population.  

4. This study adds to the growing body of nursing science to provide the background to 

a more meaningful education regarding LGBTQ+ EOL care. 
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Limitations 

In addition to those previously mentioned, this study was mainly limited in the 

generalizability of its results and conclusions for the following reasons: 

1. This study was conducted at a private, faith-based institution within a single 

metropolitan urban setting, limiting the generalizability of results to public institutions and 

nursing schools in other parts of the country or world. 

2. The study population consisted of nursing students in their adult health courses in 

a Bachelor of Science in Nursing (BSN) program limiting the generalizability of results to 

other populations such as senior-level students, other courses, or those enrolled in Associate 

Degree in Nursing (ADN) and Advanced Track (AT) programs, although, overall, the 

demographic of the participants was similar to those of the institution.  

3. Convenience sampling used for this study could limit generalizability to the 

population as a whole and introduce bias to the results since some students may have not 

enrolled to avoid the study’s topics 

In addition to generalizability: 

4. The Combined Palliative Care Self-Efficacy Scale and Gay Affirmative Practice 

Scale was not piloted with students for face/construct validity before this study. 

5. Students had already received EOL didactic content in their course before the 

study and there was no true control group for the PCSES   

6. Due to the response rate, the intervention group was larger than the control group, 

which may have affected results. 

7. One-week intervals between the initial survey, availability of the online 

intervention, and final survey may have been short considering participants’ other activities.  
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Implications for Future Research 

Although this population was almost equally divided between Whites and African 

Americans, future research may include a wider range of demographics for students. In our 

population, students, regardless of demographics, showed they are cognizant of specific care 

aspects for LGBTQ+ patients and families. However, not all populations will be necessarily 

like that, and it would be important to compare different gay affirmative practice 

interventions to identify those that may be more effective. Other educational modalities such 

as simulated EOL experiences and unfolding case studies in coordination with didactic 

education has been shown to be an effective strategy to provide this education to 

undergraduate nursing students when opportunities are limited to experience beforehand 

EOL care (Byrne et al., 2020; Tamaki et al., 2019). Further research should include the 

administration of the questionnaire before any EOL didactic training. Students in this 

program are presented with some didactic information regarding EOL care in their first 

clinical course before being enrolled in the adult health course. A longitudinal study that 

tracks both EOL care self-efficacy and gay affirmative practice of the students as they 

progress through the program could be conducted to gauge the changes throughout their 

program.  

Conclusion 

The pre-intervention scores on the final four questions of the combined instrument 

revealed that a majority of the students had high levels of affirmative practice regarding 

LGBTQ+ patients. This may indicate that students can separate personal beliefs from 

professional responsibilities and duty. It was not possible to evaluate the effect of the 

didactic instruction on the students’ self-efficacy to care for EOL patients. However, the 
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results were reasonable when compared to other populations, especially considering that 

those participants are still studying to become nurses. The findings of this study support the 

need for integration of LGBTQ+ cultural competence content within the pre-licensure BSN 

curriculum regarding the care of patients at the end of life.   
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APPENDIX A 

STUDY MODEL 
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APPENDIX B 

COMBINED PALLIATIVE CARE SELF-EFFICACY SCALE (PCSES) 

AND GAY AFFIRMATIVE PRACTICE (GAP) SCALE 

Please rate your degree of confidence with the following patient / family interactions and 

patient management topics, by ticking the relevant box below: 

1 = Need further basic instruction 2 = Confident to perform with close supervision 

/ coaching 

3 = Confident to perform with minimal 

consultation 

4 = Confident to perform independently 

 

 

 

No Patient/family interactions and clinical management 1 2 3 4 

1 Answering patients’ questions about the dying process     

2 Supporting the patient or family member when they become upset     

3 Informing people of the support services available     

4 Discussing different environmental options (e.g., hospital, home, 

family) 

    

5 Discussing patient’s wishes for after their death     

6 Answering queries about the effects of certain medications     

7 Reacting to reports of pain from the patient     

8 Reacting to and coping with terminal delirium     

9 Reacting to and coping with terminal dyspnea (breathlessness)     

10 Reacting to and coping with nausea / vomiting     

11 Reacting to and coping with reports of constipation     

12 Reacting to and coping with limited patient decision-making 

capacity 

    

 

This section of the questionnaire is designed to measure student nurses’ beliefs about the 

treatment with gay, lesbian, bisexual, transgender, and queer or questioning (LGBTQ+) 

patients and their behaviors in the clinical setting with these patients. There are no right or 

wrong answers. Please answer every question as honestly as possible.  

 

Please rate how strongly you agree or disagree with each statement about treatment with 

LGBT patients on the basis of the following scale (points in parentheses):  

 

SA = Strongly agree (1) 

  A = Agree (2) 

  N = Neither agree nor disagree (3) 

  D = Disagree (4) 

SD = Strongly disagree (5) 
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1. In their practice with LGBTQ+* clients, practitioners should support the diverse 

makeup of their families. 

  

 

 

2. Practitioners should make an effort to learn about diversity within the LGBTQ+ 

community.  

 

 

_________ 

3. Practitioners should educate themselves about LGBTQ+ lifestyles.  

 

_________ 

4. Practitioners should acquire knowledge necessary for effective practice with 

LGBTQ+ clients.  

 

 

_________ 

(*Adapted to fit the terminology used in the present research work) 
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APPENDIX C 

CONSENT FOR PARTICIPATION IN A RESEARCH STUDY 

 

Title of Study: End-of-Life Care for LGBTQ Patients: Self-Efficacy of Undergraduate 

Nursing Students 

 

 

Protocol No.: 

Investigator: Julie Darby MSN, RN, CNE 

 

Telephone: 1-662-292-0496 

 

 

 

Informed 

Consent 

It is important that you understand this research so that you can decide whether or not 

you want to take part.  This process is called informed consent.  To make your 

decision, you must consider all the information below.   

You should especially consider: 

• The purpose of this research. 

• How this research differs from standard medical care. 

• The procedures and the drug(s)/device(s) involved in this research. 

• The risks. 

• The alternatives to taking part in this research. 

Voluntary 

Participation 

You do not have to take part in this research.  It is your choice whether or not you 

want to take part.  If you choose not to take part or choose to stop taking part at any 

time, there will be no penalty to you or loss of benefits to which you are otherwise 

entitled. 

Purpose The purpose of this research is to describe the impact of an educational intervention 

on nursing student self-efficacy in relation to providing end-of-life (EOL) care in the 

context of a LGBTQ patient versus standard of care only on EOL care. 

Number of 

Participants 

About 70 people will take part in this research. 

Duration You will be in this research study for about three weeks. 
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Procedures & 

Experimental 

Parts of the Study 

(See add’l info 

below) 

Consent forms will be distributed during a regularly scheduled class. 

If you choose to participate, you will complete the consent form.  

If you choose NOT to participate, please return a blank consent form.  

The researcher will collect the forms when everyone is finished and place them in a 

sealed envelope. All students will participate in the assigned didactic content 

regarding EOL physiology and care.  

The intervention group will also participate in an online learning module titled 

Affirming LGBT People through Effective Communication accessible on the National 

LGBT Health Education Center: A Program of the Fenway Institute (Fenway Health, 

n.d.). Students will be asked to create a free account to participate in the module. The 

module takes approximately 30 minutes to complete in its entirety including the 

educational content and case studies. 

After completion of the pretest, instructions will be provided on accessing the free 

online module and how to then access the posttest following completion of the 

module. At the end of the three-week period, the data collection (pre- and posttests) 

will no longer be available to access. 

 

 

Drugs/Devices 

(See add’l info 

below) 

NA  

Risks  

 

The risk for participating in this study is minimal. That means that the risks of taking 

part in this research are not expected to be more than the risks in your daily life. The 

potential risks include breaches of privacy and confidentiality, as well as potential 

emotional discomfort. While completing the study survey tools you may encounter 

material that makes you uncomfortable. If this occurs, you will be instructed to notify 

the researcher immediately, and study participation may be discontinued if desired. If 

needed, you will be referred to counseling resources available at the college.  

All questionnaires will be labeled with only an ID number and not a name. All data will 

be held within the REDCap program.  

Costs 

 

There is no cost to you for participating in this research study.  

Payment You will not be paid for taking part in this study. 

Ending Study 

Early 

There are a number of reasons you may decide or be asked to stop the study early 

(example:  medical issues).  You may also have to stop the study early even if you do 

not want to.  You and the research personnel will discuss the reasons if this becomes 

necessary. If you do leave the study early, you may be asked to have some of the 

evaluations/procedures described in this form.  

Once you withdraw you will not be able to continue in the study.  No new data will be 

added to the database once you withdraw, but all data collected prior to withdrawal 

may still be used as part of the study.   
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Contacts 

 

If you are having a medical emergency, call 911 or go to an emergency room right 

away.  You should let emergency personnel or providers know that you are taking 

part in this study. 

 

For questions about the study or research related medical issues: 

• Main Investigator- Julie Darby 662-292-0496 or Julie.darby@bchs.edu 

 

If you need to contact someone other than the study personnel about a concern 

or your rights as a research subject: 

• Baptist Institutional Review Board at 901-226-1677 or 901-226-1678 

 

If you would like to speak to a person who is not involved with this research 

study to discuss problems, concerns or question, or to obtain information or offer 

input: 

Rev. Anthony Burdick, Director of Pastoral Care, Baptist Memorial Health Care 

Corporation at 901-226-5025 

 

 

VOLUNTARY PARTICIPATION 

 

Participation is voluntary, refusal to participate will involve no penalty or loss of benefits to which you would 

otherwise entitled, and you may discontinue participation at any time without penalty or loss of benefits to which 

you are otherwise entitled. 

 

A description of this clinical trial will be available on http://www.ClinicalTrials.gov, as required by US Law.  

This Web site will not include information that can identify you. At most, the Web site will include a summary 

of the results. You can search this Web site at any time. 

 

PROCEDURES and their RISKS 

 

 

• A consent form will be distributed during a regularly scheduled class.  

• If you choose to participate, you will complete the consent form.  

• If you choose NOT to participate, please submit the consent form blank. This way other students will 

not know who is participating or not participating in the study.  

• The researcher will collect the consent forms when everyone is finished and place them in a sealed 

envelope. 

• If you choose not to participate, it will not affect your standing in the school or your grades. 

Participation in this study is voluntary at all times.  

• You may choose not to participate or to withdraw at any time. To do so, simply turn in the blank 

consent form. Deciding not to participate will not result in any penalty. Your course grade will not be 

affected in any manner through participation or non-participation.  

• The questionnaire and online educational module should take no longer than a total of one hour to 

complete. 

• All students will participate in the assigned didactic content regarding EOL physiology and care.  

• The intervention group will also participate in an online learning module titled Affirming LGBT People 

through Effective Communication accessible on the National LGBT Health Education Center: A 

Program of the Fenway Institute (Fenway Health, n.d.). Students will be asked to create a free account 

to participate in the module. 

• The module takes approximately 30 minutes to complete in its entirety including the educational 

content and case studies. 

• After completion of the pretest, instructions will be provided on accessing the free online module and 

how to then access the posttest following completion of the module. At the end of the two-week period, 

the data collection (pre- and posttests) will no longer be available to access. 

mailto:Julie.darby@bchs
http://www/
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POSSIBLE RISKS 

 

• The risks for participating in this study are minimal.  

 

• The potential risks include breaches of privacy and confidentiality, as well as potential emotional 

discomfort. While completing the study survey tools you may encounter material that makes you 

uncomfortable. If this occurs, you will be instructed to notify the researcher immediately, and study 

participation may be discontinued if desired. If needed, you will be referred to counseling resources 

available at the college.  

 

• All questionnaires will be labeled with only an ID number and not a name. All data will be held 

within the REDCap program. 

 

 

ALTERNATIVE TREATMENTS & CHOICES  

 

The alternative to choose not to participate. 

 

POSSIBLE BENEFITS 

 

You may benefit from the knowledge gained during participation in the educational module. Other students 

may benefit in the future from the information which can be used for improvement in education regarding end-

of-life care for LGBTQ patients.   

 

COSTS FOR PARTICIPATION 

 

There is no cost to you for participating in this research study.  

 

 

COMPENSATION FOR PARTICIPATION 

 

You will not be paid for taking part in this study. 

 

CONFIDENTIALITY (HIPAA) 

 

What is the HIPAA Privacy Rule? 

The “Privacy Rule” is a Federal regulation under the Health Insurance Portability and Accountability Act 

(HIPAA) of 1996 that protects certain health information.  It was issued by the government to make sure that 

your medical and health information is protected and not shared with others without your permission.  

Participants in research studies may be protected by this regulation. Most participants in research studies will 

need to sign an informed consent form which includes an authorization for the use and release of certain health 

information. 

 

 

What is “Protected Health Information” (PHI)? 

 

Protected health information (PHI) is information about you and your health.  Examples of protected health 

information (that may be collected and used in this study) are: 

• Personal information such as your name, initials, social security number, date of birth, age, address, 

race and sex 

• Information that describes your disease and/or condition 

• History and treatment of your disease and/or condition 

• Past and current medical history 

• Other medical conditions that may affect your treatment 
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• Medications that you may be taking or have taken in the past 

• Medical data like laboratory test results, tumor measurements, CT scans, MRIs, X-rays, EKGs, and 

pathology results 

• Information about side affects you may have and how they were treated 

• Follow-up information about your general health and disease after your treatment. 

 

Why this information is being used and/or given to others? 

 

Information is collected for this study: 

• To do the research 

• To study the results of the research, and 

• To see if the research was done right. 

 

 

PRIVACY AND CONFIDENTIALITY: HIPAA Authorization 

 

HIPAA (Health Insurance Portability and Accountability Act) 

 

In order to take part in this study, we need to obtain your health information from your medical providers. Your 

signature on this form which includes this HIPAA Authorization will allow us to get access to that information. 

We are committed to respecting your privacy and to keeping your personal and health information confidential.  

When choosing to take part in this study, you are giving us permission to use your personal information that 

includes health information in your health care records and information that can identify you. For example, 

personal information may include your name, address, phone number, medical diagnoses, or social security 

number. Your health information and personal information we may collect and use for this study includes: 

 

Demographic information such as gender and ethnicity.  

 

 

Research records/specimens 

 

All information collected will be held in an encrypted, online database call REDCap. All research records will 

be held in a secure, online database called REDCap and accessible only to research personnel.  

 

 

 

Presentations/Publications 

  

While aggregate data might be provided in a presentation or publication about this research, the information 

will not be discussed in a way that would allow you to be individually identified as a participant.  

 

 

STUDY WITHDRAWAL 

If you choose to withdraw, you should talk to your doctor about the potential risks and discuss the best way to 

withdraw from the study.  Once you withdraw, you will not be able to continue in the study.  No new data will 

be added to the database once you withdraw, but all data collected prior to withdrawal may still be used as part 

of the study.   

 

 

NEW FINDINGS:   

 

Any new findings that may impact your decision to continue participation will be explained to you.  

  

CONSENT SIGNATURES TO FOLLOW ON NEXT PAGE 
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CONSENT TO PARTICIPATE 

 

The research study, procedures, risks and benefits have been explained to me.  I have read and understand all of 

the above, been given the opportunity to ask questions, and my questions have been answered to my satisfaction.  

I voluntarily agree to participate in this research study.  I will be given a copy of this signed and dated consent 

form for my own records.  I do not give up any of my legal rights by signing this consent form. 

 

Name of Adult Participant (printed) 

 

 

Signature of Adult Participant.                          Date/Time 

 

Or 

 

 *Legally Authorized Representative (printed) 

 

 

___________________________________________________  

Signature of the Legally Authorized Representative    Date/Time 

 

 

Relationship to patient 

 

 

Name of Person Obtaining Consent (printed) 

 

 

Signature of Person Obtaining Consent.               Date/Time 

 

 

*If authorization is to be obtained from a legally authorized representative (e.g., parent(s), legal guardian or 

conservator) a description of his/her authority to act for the participant is also required.  
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APPENDIX D 

DEMOGRAPHIC QUESTIONS 

Please answer the following questions which will only be used to study the population.  

Gender:  

 Male     Female      Other  

Age:  

18-22    23-28     29-33    34-40    41-50     >50  

Ethnicity:  

White/Caucasian    Black or African American    Asian/Asian American     

Hispanic/Latino    Other     

Two or more Ethnicities  

What is your current educational level/rank/grade? 

Freshman   Sophomore    Junior Senior 

Religious Views: 

Would you call yourself a strong religious or not very strong religious person? 

 Strong     Somewhat Strong     Not Very Strong      Don’t Know        

 

How often do you attend religious services? 

 Never  Less Than Once a Year  About Once a Year  Several Times a Year  

 About Once a Month  2-3 Times a Month  Nearly Every Week      

 Every Week  Several Times a Week  Don’t Know  
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APPENDIX E 

PALLIATIVE CARE SELF-EFFICACY SCALE 

 

About you 

 

Your sex Male  Female   Your age __________ 

Your discipline: Your Palliative 
care training (tick 

all that apply) 

Specialist qualification  On the job 
training only 

 

Short courses (2-5 days) or other formal 
training not leading to a specialist qualification 

 No training  

Do you identify as Aboriginal or Torres Strait Islander? Yes  No  

Do you identify with a particular ethnic origin or cultural background? Yes  No  

If yes, please specify your ethnic origin or cultural background:  
 

 

Palliative care confidence  
 

Please rate your degree of confidence with the following patient / family interactions and patient 

management topics, by ticking the relevant box below 

1 = Need further basic instruction 2 = Confident to perform with close supervision / 
coaching 

3 = Confident to perform with minimal consultation 4 = Confident to perform independently 
 
 
 

No Patient/family interactions and clinical management 1 2 3 4 

1 Answering patients’ questions about the dying process     

2 Supporting the patient or family member when they become upset     

3 Informing people of the support services available     

4 Discussing different environmental options (e.g., hospital, home, family)     

5 Discussing patient’s wishes for after their death     

6 Answering queries about the effects of certain medications     

7 Reacting to reports of pain from the patient     

8 Reacting to and coping with terminal delirium     

9 Reacting to and coping with terminal dyspnea (breathlessness)     

10 Reacting to and coping with nausea / vomiting     

11 Reacting to and coping with reports of constipation     

12 Reacting to and coping with limited patient decision-making capacity     
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APPENDIX F 

PALLIATIVE CARE SELF-EFFICACY SCALE PERMISSION REQUEST 

Dear Julie, 

  
You are very welcome to use this scale. You are also welcome to add a question, but need to be 
aware that only the questions that have been included have undergone exploratory factor analysis.  

  
Kind regards 
Jane 

  
Jane Phillips, RN PhD, FACN 
Professor Palliative Nursing, Director IMPACCT 
IMPACCT – Improving Palliative, Aged and Chronic Care through Clinical Research and Translation 

Faculty of Health 
T. +61 (02) 9514 4862 M. +61 (0)4111 00617 
Level 3, 235 Jones St. Ultimo NSW 2007 
PO Box 123. Broadway NSW 2007 Australia 
uts.edu.au/impacct 
  
EA Cathy Lambert 
T +61 (02) 9514 4862 E catherine.lambert@uts.edu.au 

  

http://www.uts.edu.au/impacct
mailto:catherine.lambert@uts.edu.au
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APPENDIX G 

GAY AFFIRMATIVE PRACTICE SCALE (GAP) 

© 2002 Catherine Crisp, PhD 

This questionnaire is designed to measure clinicians’ beliefs about treatment with gay and 

lesbian client and their behaviors in clinical settings with these clients.  There are no right or 

wrong answers.  Please answer every question as honestly as possible. 

Please rate how strongly with you agree or disagree with each statement about treatment 

with gay and lesbian clients on the basis of the following scale: 

SA = Strongly Agree  

  A = Agree 

  N = Neither agree or disagree 

  D = Disagree 

 SD = Strongly Disagree 

 

(Questions selected to be used in this study are in bold font) 

 

1. In their practice with gay/lesbian clients, practitioners should 

support the diverse make-up of their families.    

 

___________ 

2. Practitioners should verbalize respect for the lifestyles of gay/lesbian 

clients.    

 

___________ 

3. Practitioners should make an effort to learn about diversity with 

the gay/lesbian community.    

 

___________ 

4. Practitioners should be knowledgeable about gay/lesbian resources.    ___________ 

5. Practitioners should educate themselves about gay/lesbian 

lifestyles.    

___________ 

6. Practitioners should help gay/lesbian clients develop positive 

identities as gay/lesbian individuals.    

 

___________ 

7. Practitioners should challenge misinformation about gay/lesbian 

clients.    

___________ 
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8. Practitioners should use professional development opportunities to 

improve their practice with gay/lesbian clients.    

___________ 

9. Practitioners should encourage gay/lesbian clients to create networks 

that support them as gay/lesbian individuals.    

___________ 

10. Practitioners should be knowledgeable about issues unique to 

gay/lesbian couples.    

___________ 

11. Practitioners should acquire knowledge necessary for effective 

practice with gay/lesbian clients.    

___________ 

12. Practitioners should work to develop skills necessary for effective 

practice with gay/lesbian clients.    

___________ 

13. Practitioners should work to develop attitudes necessary for effective 

practice with gay/lesbian clients.    

___________ 

14. Practitioners should help clients reduce shame about homosexual 

feelings.    

___________ 

15. Discrimination creates problems that gay/lesbian clients may need to 

address in treatment.    

 

(Question on bold font were those chosen to be part of the combined 

questionnaire – see Appendix B) 

___________ 

 

 

 

Please rate how frequently you engage in each of the behaviors with gay/lesbian clients on 

the basis of the following scale: 

A = Always 

U = Usually 

S = Sometimes 

R = Rarely 

N = Never 
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1. I help clients reduce shame about homosexual feelings.    ___________ 

2. I help gay/lesbian clients address problems caused by societal 

prejudice.    

___________ 

3. I inform clients about gay/lesbian affirmative resources in the 

community.    

___________ 

4. I acknowledge to clients the impact of living in a homophobic 

society.    

___________ 

5. I respond to a client’s sexual orientation when it is relevant to 

treatment.    

___________ 

6. I help gay/lesbian clients overcome religious oppression they have 

experienced based on their sexual orientation.    

 

____________ 

7. I provide interventions that facilitate the safety of gay/lesbian 

clients.    

___________ 

8. I verbalize that a gay/lesbian orientation is as healthy as a 

heterosexual orientation.    

 

___________ 

9. I demonstrate comfort about gay/lesbian issues to gay/lesbian 

clients.    

 

___________ 

10. I help clients identify their internalized homophobia.   

___________ 

11. I educate myself about gay/lesbian concerns.     

___________ 



 80 

12. I am open-minded when tailoring treatment for gay/lesbian clients.     

___________ 

13. I create a climate that allows for voluntary self-identification by 

gay/lesbian clients.    

 

___________ 

14. I discuss sexual orientation in a non-threatening manner with 

clients.    

___________ 

15. I facilitate appropriate expression of anger by gay/lesbian clients 

about oppression they have experienced.    

 

___________ 

 

Scoring instructions: Using the chart below, please give each answer the indicated number 

of points.  After all questions have been answered, add up the total number of points.  

Higher scores reflect more affirmative practice with gay/lesbian clients. 

Items 1 – 15 Items 16 — 30 Points** 

Strongly Agree Always 5 

Agree Usually 4 

Neither agree nor disagree Sometimes 3 

Disagree Rarely 2 

Strongly disagree Never 1 

(**An inverted order of points was used for the combined scale) 
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APPENDIX H 

GAY AFFIRMATIVE PRACTICE SCALE PERMISSION REQUEST 

Good morning, Julie; 
 
It’s nice to hear from you. Yes, you have my permission to use my scale  in the way that you have requested if 
you will fill out the form 
https://docs.google.com/forms/d/e/1FAIpQLScae_CvKlDWGFWcapkFCTEyYk2YuyFTZbxHlWIoQzo-
96t5lw/viewform as I use it to track all requests to use my scale, regardless of the form in which it is being used. 
If you have not already done so, you might review Shanti  Pepper’s dissertation on self-efficacy in lesbian 
relationships. I’m not sure if it would provide any insight but I’ve attached it in the event that you find it worth 
looking at. 
 
Best of luck to you in your research— 
 
Catherine 

Catherine Crisp, Ph.D., MSW | Associate Professor & MSW Coordinator 
School of Social Work | University of Arkansas Little Rock | Ross Hall 402B 

(501) 569-3053 | clcrisp@ualr.edu |  
http://ualr.edu/socialwork | http://catherinecrisp.com/ 

 

  

https://docs.google.com/forms/d/e/1FAIpQLScae_CvKlDWGFWcapkFCTEyYk2YuyFTZbxHlWIoQzo-96t5lw/viewform
https://docs.google.com/forms/d/e/1FAIpQLScae_CvKlDWGFWcapkFCTEyYk2YuyFTZbxHlWIoQzo-96t5lw/viewform
mailto:clcrisp@ualr.edu
http://ualr.edu/socialwork
http://catherinecrisp.com/
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