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ABSTRACT

Background: Psychologists, social workers, and spiritual care professionals

report inadequate preparation to maximize their effectiveness in advocating

for institutional reform to meet oncology patients’ diverse bio-psychosocial-

spiritual and cultural needs. This article provides an overview of the ACE

Project, a National Cancer Institute, 5 year, R25-funded transdisciplin-

ary palliative care education program designed to enhance the advocacy

and leadership skills of 301 competitively selected psycho-oncology profes-

sionals. Methods: ACE Project participants identified an institutional goal,

refined their goals during the course and received mentorship and support

throughout the subsequent year. Participants were invited to return to a

Reunion Conference in year five to report on their activities, network, and

share the results of their change efforts. A subset of 28 ACE Project partici-

pants contributed to this OMEGA special issue. Results: Participants’ goals

primarily focused on strategies to improve clinical care through program

*Research reported in this publication was supported by the National Cancer Institute of

the National Institutes of Health under grant number R25CA110454. Its contents are solely

the responsibility of the authors and do not necessarily represent the official views of the

National Institutes of Health. (Shirley Otis-Green, MSW, ACSW, LCSW, OSW-C, Principal

Investigator.)

5

� 2013, Baywood Publishing Co., Inc.

doi: http://dx.doi.org/10.2190/OM.67.1-2.b

http://baywood.com

OMEGA, Vol. 67(1-2) 5-19, 2013



development and improvements in palliative care education within their

institutions. Conclusions: The results of this transdisciplinary leadership

skills-building program for psycho-oncology professionals affirm the feasi-

bility and perceived need for the program. See the ACE Project website

(http://www.cityofhope.org/education/health-professional-education/nursing-

education/ACE-project/Pages/default.aspx) for additional program information.

The ACE Project: Advocating for Clinical Excellence—Transdisciplinary Palli-

ative Care Education, is a National Cancer Institute R-25 CA 110454 program

that sought to fundamentally advance the delivery of palliative, end-of-life, and

bereavement care by enhancing the leadership and advocacy skills of system

change agents through the development and implementation of a targeted pallia-

tive care educational experience for psycho-oncology professionals.

BACKGROUND AND OVERVIEW

Cancer patients continue to report substandard pain and symptom manage-

ment, poor access to quality services, high caregiver burden, and communication

deficits across the continuum of care (Adler, Page, & Institute of Medicine

Committees on Psychosocial Services to Cancer Patients/Families in a Com-

munity Setting, 2008; The SUPPORT Principal Investigators, 1995; Zabora,

Brintzenhofe Szoc, Curbow, Hooker, & Piantadosi, 2001). These concerns

become even more magnified when patients face end of life or are members of

marginalized populations (Otis-Green & Rutland, 2004).

The National Comprehensive Cancer Network’s algorithms for distress man-

agement (NCCN, 2012a) and palliative care (NCCN, 2012b) have been adopted

in many cancer institutions. Successfully implementing these recommendations

depends upon a cadre of skilled practitioners who recognize the tremendous

religious, spiritual, ethnic, and cultural diversities in cancer populations and the

importance that these variables play in serious illness. The algorithms’ ultimate

success relies upon an institutional infrastructure with teams of skilled personnel

in place to implement the recommended strategies. Specialization as a palliative

care psycho-oncology professional, therefore, requires mastery of several critical

core competencies.

Quality palliative care is best delivered in a collaborative environment using

an integrated bio-psychosocial-spiritual model (Sulmasy, 2002). Skilled teams

of medical, nursing and psycho-oncology professionals are needed to address

the complex and multi-dimensional concerns common to those facing cancer

(McCallin, 2001). Yet too few professionals have been formally prepared to

work at this level of integration and too few programs reliably offer this level

of comprehensive and collaborative support services (Lickiss, Turner, & Pollock,

2003). And despite the clear need to be engaged in the development of strategies

to address these concerns, few clinicians feel confident in leading a change
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effort to create the support services necessary to meet patient needs (Lynn,

Chaudhry, Simon, Wilkinson, & Schuster, 2007). Social work, psychology and

spiritual care professionals share a history of advocacy for the vulnerable and

marginalized, yet few have received specific education or support to maximize

their responsibility as advocates for institutional change (Kuokkanen, Suominen,

Rankinen, Kukkurainen, Savikko, et al., 2007).

The premise for this educational initiative was that psycho-oncology profes-

sionals share an ethical responsibility to be the “voice for the voiceless” and,

therefore, educational efforts were urgently needed that enhance participant con-

fidence in their leadership and advocacy skills so that they can more effectively

address patient and family needs. “Leadership,” in this context, is not based upon

a position or job title, but rather on the willingness to take action to improve

the delivery of patient care. Clinician change-leaders are needed who can identify

gaps in service, educate colleagues, and develop supportive programs and services

that make a real difference in patient care.

The ACE Project developed a transdisciplinary leadership-skills building

curriculum focusing upon the unique needs of oncology psychologists, social

workers, and spiritual care professionals. Although an integrated approach to

care offers clear benefits to patients (Otis-Green & Fineberg, 2010; Stark,

2011), professionals continue to receive the majority of their training within their

own discipline (McCallin, 2001). Few interdisciplinary palliative care education

opportunities exist (Fineberg, Wenger, & Forrow, 2004; Gelfand, Baker, &

Cooney, 2003; Koffman & Higginson, 2005) and there is an urgent need to

address the educational deficits of those currently in practice (American Psycho-

social Oncology Society, n.d.; Otis-Green, Lucas, Spolum, Ferrell, & Grant,

2008). The design of the ACE Project was based upon the premise that a trans-

disciplinary perspective would lead to more effective team functioning and more

skillful integration of the delivery of palliative care.

The transdisciplinary model emerged from hospice where there is an expec-

tation that all clinical staff have shared areas of core competencies (Larson,

1993). For example, in a hospice setting, all clinicians may be expected to have

collaborative communication skills, an ability to assess for pain and distress, and

an appreciation of the diverse concerns that might impact care delivery. Although

there is significant role-overlap, each discipline’s scope of practice is valued

and seen as vital to the goal of providing truly comprehensive patient and family

care. Despite a background of shared values that exist between the three disci-

plines targeted by the ACE Project, participants found that there were many

misconceptions regarding role function between the disciplines.

METHODS

A comprehensive quality-of-life model guided curriculum development. Pre-

vious publications provide initial course evaluation results and more in-depth
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information on the ACE Project curriculum design and course framework

(Otis-Green & Ferrell, 2010; Otis-Green, Ferrell, Spolum, Uman, Mullan, Baird,

et al., 2009). Curriculum content drew upon an extensive literature review with

input from project advisors, consultants, and professional peer review. Palliative,

end-of-life, and bereavement care core competencies for psychologists (Haley,

Larson, Kasl-Godley, Neimeyer, & Kwilosz, 2003), spiritual care professionals

(VandeCreek & Burton, 2001), and social workers (Gwyther, Altilio, Blacker,

Christ, Csikai, Hooyman, et al., 2005; Wesley, Tunney, & Duncan, 2004) were

identified and integrated throughout the curriculum materials.

The ACE Project curriculum supported participants in reclaiming their role

and responsibility as system advocates for improved palliative and end-of-life

care within their network of influence. Expert faculty presented didactic infor-

mation, facilitated small group interactions, and provided mentorship and

coaching. Faculty integrated examples of their own change efforts to illustrate

successful examples of policy and institutional change.

The ACE Project curriculum included a wide variety of educational strategies

to facilitate adult learning. Didactic presentations and experiential exercises

were designed to promote a personal commitment to change. Personal death-

awareness exercises and legacy-building strategies provided practitioners with

an opportunity to personalize their commitment to improve the delivery of

palliative care. In recognition that working with the dying reminds us of the

importance of living an authentic life, there were multiple opportunities for

participants to reflect upon their career choices (Palmer, 2000, 2004) and give

consideration to their life purpose and the creation of a personal legacy.

A unique element of this transdisciplinary educational program was the inte-

gration of the expressive arts into the interactive learning sessions. Faculty

included a professional harpist who provided inspirational music for reflec-

tion and ritual activities, as well as served as a role model through the sharing

of her change efforts (see Box, page 13: Hands-on-Harps: Integrating Music in

Palliative Care).

The National Consensus Project’s Guidelines for Quality Palliative Care

(National Consensus Project for Quality Palliative Care, 2009) provided the

foundation for the ACE Project course curriculum. Nine major topic areas were

selected that reflected key shared constructs among the disciplines (see Table 1).

Principles of transformational learning theory (Jellison, 2006; Spitzer, 2004)

provided the basis for the faculty to create an environment that inspired par-

ticipants to reach personal and professional goals. Course participants received

a text focused upon creating institutional change in palliative care (Lynn et al.,

2007) and a binder that contained nearly 1,000 pages of resources, references,

slide content, patient narratives, and educational exercises.

Teaching strategies were predicated upon change concepts (Dent, 1999;

Fullan, 2008; Hayes, 2010; Periyakoil, 2009) taken from psychology (Oreg,

2003; Rogers, 2003; Sullivan, Lakoma, Billings, Peters, Black, 2006) and
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business (Gladwell, 2002, 2008; Shapiro, 2003) and established adult learning

theories (Holton, Swanson, & Naquin, 2001; Knowles, 1973; Mezirow

& Associates, 2000) that indicate adult learners are self-directed, possess rich

life experiences, and are concerned with solving relevant life-problems. These

concepts were explicitly integrated through the course. For example, the require-

ment that participants complete an institutional review and identify a meaningful

change goal was intended to serve the dual purpose of improving care and creating

a personal motivation for learning.

Throughout the course, participants were encouraged to see themselves as

accountable for creating meaningful change on behalf of the vulnerable popu-

lations that they served (Otis-Green, 2011). The S.M.A.R.T. goal paradigm

(Conzemius & O’Neill, 2002) was used to provide a common structure to

aid the participants in refining their institutional change activities. Goals that

are “S.M.A.R.T.” are: Specific, Measurable, Achievable, Realistic, and Time-

framed. Participants were encouraged to refine their institutional change projects

throughout the course and supported in their efforts to identify concrete and

practical steps that would lead to the success of their change project. Attention

in several facilitated small groups throughout the course was devoted to assisting

the participants in considering how they might implement S.M.A.R.T. strategies

to achieve their desired goals.

Competitively selected participants (n = 301) attended one of four national

training sessions. An innovative aspect of this educational initiative was the
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Table 1. ACE Project Course Curriculum

Module 1

Module 2

Module 3

Module 4

Module 5

Module 6

Module 7

Module 8

Module 9

Optional

Moral Imperative

Advocacy and Change

Personal Death Awareness

Ethical Obligations of Psycho-Oncology Professionals in Palliative

Care

Transdisciplinary Team Work & Team Building/Introduction to Goal

Refinement

Physical Aspects of Palliative Care

Psychosocial Aspects of Palliative Care

Spiritual Aspects of Palliative Care

Applying our Heart, Head & Hands: Bringing Together Passion,

Knowledge & Action for Quality Palliative, End-of-Life and

Bereavement Care

Labyrinth Exercise



invitation for ACE Project participants to return to a Reunion Conference in

year five to reinforce and celebrate their achievements as system change agents.

Participants from across the nation returned to present abstracts and posters

highlighting their on-going activities to improve palliative care with the goal

to reinforce change efforts, share lessons learned, and disseminate findings.

Thirty of these emerging leaders were recognized with monetary awards for

their outstanding leadership efforts.

ACE Project Results

There was active interest from throughout the United States, with nearly

twice as many applicants as available spaces. Participants were 89% Caucasian

with a balance from African-American and Latino backgrounds; they came from

institutions serving 55% Caucasians, 20% African Americans, 15% Latinos,

5% Asians, and 5% American Indian, Native Hawaiians and others. More than

300 psychologists, social workers, and spiritual care professionals from 216

institutions in 45 states attended the four courses. The ACE Project participants

were 51% social workers, 35% spiritual care professionals, and 14% psychol-

ogists, reflecting the approximate proportions of the disciplines working within

palliative care, and represented 216 institutions.

ACE participants’ work settings included: hospital 45%; cancer center 17%;

hospice 16%; and other 23%. Many psychologists, social workers, and spiritual

care professionals reported that they work in settings with few if any other

psycho-oncology colleagues and under the supervision of managers from another

discipline. The networking aspect of this transdisciplinary approach was

encouraged to build a sense of community among like-minded psycho-oncology

professionals. This sense of community was seen by participants as a particularly

valuable component to the ACE Project. At the time of application, participants

expressed that the focus of their goals were: education 32%; clinical care 29%;

organizational change 21%; quality improvement 14%; and research 4%.

One hundred and thirty-two participants attended the ACE Project Reunion

Conference reflecting all four cohort groups and in proportion to the numbers

of each of the three disciplines of the study. Given that nearly 4 years had passed

from Cohort One’s initial ACE course attendance, and the subsequent national

economic downturn, the attendance for the conference was robust. The Reunion

Conference curriculum reflected the investigative team’s intention to provide

content (see Table 2) to further reinforce and enhance leadership and advocacy

through an expectation of accountability. The ACE Project asked participants to

identify a goal and work toward making an improvement in care that they

would be accountable to the larger ACE community to report on through their

attendance at the Reunion Conference in year five of the study. Participants

were queried through an electronic survey to identify a range of practical skills

that they would find of interest. Participants voiced an eagerness to explore further
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strategies to share their work and it was from their interest in publishing that

this special issue was born.

In reflection of the ongoing commitment to integrate adult learning, an expec-

tation for the conference was that all participants were required to submit formal

abstracts describing their change efforts. Participants were also invited to present

their work in a series of poster sessions as well as through participant panels.

Thirty outstanding institutional change efforts were acknowledged with monetary

awards to support them in further dissemination of their work. All participants

were encouraged to consider opportunities to apply these skills following the con-

ference. Anecdotal reports indicate that many of the participants have submitted

their ACE abstracts for presentations at professional meetings, used their posters

as teaching tools in their home environment, and have published their work

following their ACE experience (in addition to this special issue).

Overview of OMEGA Authors

This special issue of the OMEGA: Journal of Death and Dying specifically

highlights the change efforts of 28 ACE participants, representing 18 states

and the District of Columbia. Sixteen of these authors had received awards

and recognition for their accomplishments at the Reunion Conference (see

Table 3). Following submission of their manuscript to this special issue,

participants were asked to complete an electronic survey to learn more about

the barriers and motivations that clinicians experienced regarding the publi-

cation process.

OMEGA authors represented all four ACE cohort groups. The primary

work setting for the 28 authors were: cancer clinic (2); community hospital (3);

National Cancer Institute designated cancer center (3); academic medical center

(5); hospice/home healthcare (6); and other (9). Although 75% of the authors

reported that they have worked in palliative care for 6 or more years, more than

one-third had never published their work prior to this experience. The authors

reported that they were motivated to submit from a desire to share their ACE
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Table 2. ACE Project Reunion Conference Curriculum

Module 1

Module 2

Module 3

Module 4

Module 5

Participant

activities

Developing Leadership Strategies

How to Get Published in a Journal

Teamwork: Additional Constructs & Concepts

Research as an Essential Skill to Advocate for Clinical Excellence

Mentorship and Supervision

Panel (Participant Success Stories); Participant Poster Sessions



accomplishments and the majority indicated that their confidence in disseminating

their work has increased. The authors reported barriers to writing that included

time constraints, competing work priorities and lack of support from colleagues.

The authors expressed that participating in the ACE Project had been a positive

experience overall and reported feeling encouraged and empowered by the

support they had received from other palliative care professionals who shared the

same commitment to excellence as they did. All of the authors indicated that

the mentorship and materials had been useful in their efforts to strengthen the

palliative care programs at their institutions. Each of these authors have shared
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Table 3. OMEGA Authors’ ACE Project Background

Poster Award Winners

Advocacy Honors

Awards of Merit

5

11

Authors’ Cohorts

1

2

3

4

4

7

8

9
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Hands-on-Harps: Integrating Music in Palliative Care

I started out as a rock musician. It was not until I was an adult professional that I discovered the

Celtic Harp. The harp’s clear tones and lovely sounds led me to take it everywhere I went, and soon

I was encouraging others to play. I would take my harp to the most unexpected places and found

that the soothing sounds affected everyone I encountered.

In 1999, the news of the Columbine tragedy shocked our nation. I was glued to the television

feeling helpless and sad. One day I received an unexpected call from one of the Columbine families

directly affected by the tragedy. Their high school daughter, Ann Marie, had been paralyzed from

the waist down from three gunshot wounds and was in intensive care. She had difficulty sleeping

but her family wanted me to know that one of my CDs soothed her. Coincidentally, I was scheduled

to perform soon in Colorado, so I offered to visit Ann Marie at the hospital with my harp.

When I arrived at the hospital, I met Anne Marie’s family and spent the day with them. I played for

Anne Marie’s family, talked with them, rested, and played more music. I left that day with my heart

filled and a different person. I started thinking about the purpose of music in my life and how it can

be used to serve. I realized that perhaps I could make a small difference to those who were

suffering—physically and emotionally. Thinking of Anne Marie and my experience with her family, I

wanted to do more music therapy for patients. I was profoundly moved by the power of music and

discovered that I could share the harp in a new way.

I reached out to the City of Hope to create a live music program for their cancer patients. We were

able to obtain grant support and created the Hands-on-Harps program. The objectives for our

music program included:
1. evening concerts in the waiting room with professional musicians who were touring through Los

Angeles; concerts were followed by Hands-on-Harps workshops, where patients, families, and
staff have an opportunity to play harps themselves;

2. live music in the hospital and clinic hallways and waiting areas;
3. private music for hospitalized patients (typically requested for those nearing end of life); and
4. development of a music library, where patients can check out small harps, music CDs,

instructional videos, and books.

Developing the program was very exciting and grew to be much more than I ever expected. We

took every possible opportunity to spread the word on City of Hope’s campus, and the concerts

were a resounding success. We learned to alert patients of the concerts by placing invitations on

meal trays. World-class musicians, touring through Los Angeles, made stops at City of Hope to

perform exquisite music. The music in the hallways offered a very relaxing ambience to what

sometimes was a stressful environment. Our Hands-on-Harps program was such a success that

soon some newspapers were interested in covering the story of patients and staff playing harps

together. While playing in the hallways of City of Hope, I wrote a record (Hopes & Dreams) for the

patients and the families that was both soothing to the soul and relaxing to the body. More interest in the

program led to invitations to tell story on various network news channels. Surprisingly, my record

Hopes and Dreams went to number six on the Billboard New Age charts! Our program at City of Hope

is now approaching its 10-year anniversary. Concerts and music in the halls have become a normal

sight and sound. Since beginning this journey, I have been invited to present and speak at various

medical conferences and to other hospitals. We have received various grants to pay modest

honorariums to the performers as well as the hallway musicians. Our harps have now visited many

hospitals, rehabilitation centers, convalescent homes, and elementary schools. I’ve started

working at Children’s Hospital in Los Angeles, where kids who are waiting for or receiving treatment

have a chance to participate in making music. Other hospitals have arranged for music in their

hallways and intensive care units, and even given my CDs to parents of newborns. Meeting

Ann Marie changed me forever. Inspiring hospitals to implement music in their settings is what I

will be doing for the rest of my life. (For more information on Hands-on-Harps: http://www.

lisalynne.com/presskits/workshops.html; to learn more about Lisa Lynn and her work: (http://

www.lisalynne.com/). See Table 4 for listing of additional resources useful to guide the integration

of the creative arts into the delivery of palliative care. See Table 4 for listing of additional resources

useful to guide the integration of the creative sets into the delivery of palliative care.
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Table 4. Integrated Arts Resources

Aldridge, D. (Ed). (1999). Music therapy in palliative care: New voices. Phila-

delphia, PA: Jessica Kingsley Publishers.

Benson, S. (1999). The healing musician: A guide to playing healing music at the

bedside. Seattle, WA: NewGrail Media.

Briggs, T. (2002). Grace notes: Reflections on the harp and healing. St. Louis Park,

MN: Musical Reflections Press.

Fowler, S., Oswanski, L. G., & Forester, A. (2007). Tune into the healing power of

music. American Nurse Today, 2(12), 17-19.

Freeman, L., Caserta, M., Lund, D., Rossa, S., Dowdy, A., & Partenheimer, A.

(2006). Music thanatology: Prescriptive harp music as palliative care for

the dying patient. American Journal of Hospice & Palliative Medicine, 23(2),

100-104.

Gallagher, L. M. (2011). The role of music therapy in palliative medicine and

supportive care. Seminars in Oncology, 38(3), 403-406.

Horne-Thompson, A., & Grocke, D. (2008). The effect of music therapy on anxiety

in patients who are terminally ill. Journal of Palliative Medicine, 11(4), 582-590.

doi: 10.1089/jpm.2007.0193

Johnston, K., & Rohaly-Davis, J. (1996). An introduction to music therapy:

Helping the oncology patient in the ICU. Critical Care Nursing Quarterly, 18(4):

54-60.

Lane, D. (1994). Music as medicine: Deforia Lane’s life of music, healing and faith.

Grand Rapids, MI: Zondervan Publishing House.

Loyola University Health System. (2008). Physician uses harp to soothe, heal

patients. Newswise. Retrieved April 14, 2009 from http://www.newswise.com/

articles/view/545256/

Luzzatto, P. M., & Magill, L. (2010). Art therapy and music therapy. In J. C. Holland,

W. S. Breitbart, P. B. Jacobsen, M. S. Lederberg, M. J. Loscalzo, & McCorkle, R.

(Eds.), Psycho-Oncology (2nd ed., pp. 422-424). New York, NY: Oxford

University Press.

Magill, L. (2009). The meaning of the music: The role of music in palliative care

music therapy as perceived by bereaved caregivers of advanced cancer

patients. American Journal of Hospice & Palliative Medicine, 26(1), 33-39.

Mahon, E. M., & Mahon, S. M. (2011). Music therapy: A valuable adjunct in the

oncology setting. Clinical Journal of Oncology Nursing, 15(4), 353-356.

McBee, L. (2011). The doctor within: Integrative medicine, social work, and

palliative care. In T. Altilio & S. Otis-Green (Eds.), Oxford textbook of palliative

social work (pp. 251-259). New York, NY: Oxford University Press.

Mondanaro, J., & Needleman, S. (2011). Social work and creative arts therapy

services. In T. Altilio & S. Otis-Green (Eds.), Oxford textbook of palliative social

work (pp. 465-469). New York, NY: Oxford University Press.

O’Callaghan, C. (2005). The contribution of music therapy to palliative medi-

cine. In D. Doyle, G. Hanks, N. Cherny, & K. Calman (Eds.), Oxford textbook

of palliative medicine (3rd ed., pp. 1041-1046). New York , NY: Oxford Uni-

versity Press.



their ACE activities through other means (with several reporting that they have

written other publications expanding upon their change efforts).

DISCUSSION

The ACE Project sought to encourage exploration of role function, improve

clinical judgment, integrate advocacy and ethics, enhance professionalism,

increase collaboration and systems thinking, embed cultural sensitivity,

facilitate accountability, and develop improved inter-professional communi-

cation skills. The ACE Project was unique in its transdisciplinary approach,

and by its specific focus upon the targeted needs of psycho-oncology profes-

sionals. Although the program was limited in its attention to only three disci-

plines involved in palliative care, these three were selected as the major

disciplines responsible for attending to the psychosocial-spiritual concerns

of cancer patients. Further studies that integrate a wider range of disciplines

would be beneficial. Advocacy and leadership skills were highlighted with the

explicit intent to “change the change agents” and increase their confidence in

their competence.

This initiative demonstrated the feasibility of a transdisciplinary palliative

care education program for oncology social workers, psychologists, and spiritual

care professionals. Supporting oncology patients and families requires

competent and compassionate leaders willing to advocate for improved

care. Our hope is that the ACE Project proved a source of support for
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Table 4. (Cont’d.)

O’Callaghan, C. C. (1997). Therapeutic opportunities associated with the music

when using song writing in palliative care. Music Therapy Perspectives, 15,

32-37.

Petterson, M. (2001). Alternatives: Music for healing—The creative arts program at

the Ireland Cancer Center. Alternative Therapies in Health and Medicine,

7(1), 88.

Pratt, R. R. (2004). Art, dance and music therapy. Physical Medicine and Rehabili-

tation Clinics of North America, 15, 827-841.

Salmon, D. (2001). Music therapy as psychospiritual process in palliative care.

Journal of Palliative Care, 17(3), 142-146.

Wang, S., Kulkarni, L., Dolev, J., & Kain, Z. N. (2002). Music and preopera-

tive anxiety: A randomized, controlled study. Anesthesia & Analgesia, 94,

1489-1494.

West, T. M. (1994). Psychological issues for hospice music therapy. Music Therapy

Perspectives, 12(2), 117-124.



those involved in this important work and will be a model for future educa-

tional programs.

ACKNOWLEDGMENTS

We are grateful to the ACE co-investigators, Betty Ferrell, RN, PhD, FAAN,

FPCN and Marcia Grant, RN, DNSc, FAAN, for sharing their commitment

and expertise in palliative care education. The authors wish to acknowledge

the contributions of the ACE Project faculty: Terry Altilio, MSW, ACSW;

Reverend Pamela Baird; David Browning, MSW, BCD, FT; Reverend Ken

Doka, PhD; Julia Kasl-Godley, PhD; Betty Kramer, PhD, MSSW; Lisa

Lynne; Patricia Mullan, PhD; Christina Puchalski, MD, MS; Maren Spolum,

BA, MPH; and Robert Twillman, PhD. We are deeply thankful for the ACE

participants for their passion, energy, and dedication to improve palliative care

for the lives that they impact.

REFERENCES

Adler, N. E., Page, A. E. K., & Institute of Medicine Committees on Psychosocial Services

to Cancer Patients/Families in a Community Setting. (Eds.). (2008). Cancer care for

the whole patient: Meeting psychosocial health needs. Washington, DC: The National

Academies Press.

American Psychosocial Oncology Society. (n.d.). The multidisciplinary training in

psycho-oncology. Retrieved July 5, 2012 from http://apos-society.org/professionals/

meetings-ed/webcasts/webcasts-multidisciplinary.aspx

Conzemius, A., & O’Neill, J. (2002). The power of SMART Goals: Using goals to improve

student learning. Bloomington, IN: Solution Tree Press.

Dent, E. B. (1999). Challenging “resistance to change.” Journal of Applied Behavioral

Science, 35(1), 25-41. doi: 10.1177/0021886399351003

Fineberg, I. C., Wenger, N. S., & Forrow, L. (2004). Interdisciplinary education: Evalu-

ation of palliative care training for pre-professionals. Academic Medicine, 79(2),

769-776.

Fullan, M. (2008). The six secrets of change. San Francisco, CA: Jossey-Bass.

Gelfand, D. E., Baker, L., & Cooney, G. (2003). Developing end-of-life interdisciplinary

programs in university wide settings. American Journal of Hospice & Palliative Care,

20(3), 201-204.

Gladwell, M. (2002). The tipping point: How little things can make a big difference.

New York, NY: First Back Bay.

Gladwell, M. (2008). Outliers: The story of success. New York, NY: Little, Brown and

Company.

Gwyther, L. P., Altilio, T., Blacker, S, Christ, G., Csikai, E. L., Hooyman, N., et al.

(2005). Social work competencies in palliative and end-of-life care. The Journal

of Social Work in End-of-Life & Palliative Care, 1(1), 87-120.

16 / OTIS-GREEN, YANG AND LYNNE



Haley, W. E., Larson, D. G., Kasl-Godley, J., Neimeyer, R. A., & Kwilosz, D. (2003).

Roles for psychologists in end-of-life care: Emerging models of practice. Professional

Psychology: Research and Practice, 34(6), 626-633.

Hayes, J. (2010). The theory and practice of change management (3rd ed.). New York,

NY: Palgrave Macmillan.

Holton, E. F., Swanson, R. A., & Naquin, S. S. (2001). Andragogy in practice: Clarifying

the andragogical model of adult learning. Performance Improvement Quarterly, 14(1),

118-143.

Jellison, J. M. (2006). Managing the dynamics of change: The fastest path to creating an

engaged and productive workforce. New York, NY: McGraw-Hill.

Knowles, M. S. (1973). The adult learner: A neglected species. Houston, TX: Gulf

Publishing.

Koffman, J., & Higginson, I. J. (2005). Assessing the effectiveness and acceptability

of interprofessional palliative care education. Journal of Palliative Care, 21(4),

262-269.

Kuokkanen, L., Suominen, T., Rankinen, S., Kukkurainen, M. L., Savikko, N., & Doran, D.

(2007). Organizational change and work-related empowerment. Journal of Nursing

Management, 15(5), 500-507.

Larson, D. G. (1993). The helper’s journey: Working with people facing grief, loss and

life-threatening illness. Champaign, IL: Research Press.

Lickiss, J. N., Turner, K. S., & Pollock, M. L. (2003). The interdisciplinary team. In

D. Doyle, G. Hanks, N. Cherny, & K. Calman (Eds.), Oxford textbook of palliative

medicine (pp. 42-46). New York, NY: Oxford University Press, Inc.

Lynn, J., Chaudhry, E., Simon, L. N., Wilkinson, A. M., & Schuster, J. L. (2007). The

common sense guide to improving palliative care. New York, NY: Oxford University

Press.

McCallin, A. (2001). Interdisciplinary practice—A matter of teamwork: An integrated

literature review. Journal of Clinical Nursing, 10(4), 419-428.

Mezirow, J., & Associates. (2000). Learning as transformation critical perspectives on

a theory in progress. San Francisco, CA: Jossey-Bass.

National Comprehensive Cancer Network (NCCN). (2012a). NCCN supportive care guide-

lines for distress management. Retrieved July 3, 2012 from http://www.nccn.org/

professionals/physician_gls/pdf/distress.pdf

National Comprehensive Cancer Network (NCCN). (2012b). NCCN supportive care

guidelines for palliative care. Retrieved July 3, 2012 from http://www.nccn.org/

professionals/physician_gls/pdf/palliative.pdf

National Consensus Project for Quality Palliative Care. (2009). Clinical practice guide-

lines for quality palliative care (2nd ed.). Brooklyn, NY: Author. Retrieved July 5,

2012 from http://www.nationalconsensusproject.org/guideline.pdf

Oreg, S. (2003). Resistance to change: Developing an individual differences

measure. Journal of Applied Psychology, 88(4), 680-693. doi: 10.1037/0021-9010.

88.4.680

Otis-Green, S. (2011). Legacy building: Implications for reflective practice. In T. Altilio

& S. Otis-Green (Eds.), Oxford textbook of palliative social work (pp. 779-783).

New York, NY: Oxford University Press.

ACE PROJECT / 17



Otis-Green, S., & Ferrell, B. R. (2010). Professional education in psychosocial oncology.

In J. C. Holland, W. S. Breitbart, P. B. Jacobsen, M. S. Lederberg, M. J. Loscalzo,

& R. McCorkle (Eds.), Psycho-Oncology (2nd ed., pp. 610-616). New York, NY:

Oxford University Press.

Otis-Green, S., Ferrell, B., Spolum, M., Uman, G., Mullan, P., Baird, P., et al.

(2009). An overview of the ACE Project—Advocating for Clinical Excellence:

Transdisciplinary Palliative Care Education. Journal of Cancer Education, 24(2),

120-126.

Otis-Green, S., & Fineberg, I. C. (2010). Enhancing team effectiveness. In B. Ferrell

& N. Coyle (Eds.), Oxford textbook of palliative nursing (3rd ed., pp. 1225-1235).

New York, NY: Oxford University Press.

Otis-Green, S., Lucas, S., Spolum, M., Ferrell, B., & Grant, M. (2008). Promoting

excellence in pain management and palliative care for social workers. Journal of

Social Work in End-of-Life and Palliative Care, 4(2), 120-134.

Otis-Green, S., & Rutland, C. (2004). Marginalization at the end of life. In J. Berzoff &

P. R. Silverman (Eds.), Living with dying: A handbook for end-of-life healthcare

practitioners. New York, NY: Columbia University Press.

Palmer, P. J. (2000). Let your life speak. San Francisco, CA: Jossey-Bass.

Palmer, P. J. (2004). A hidden wholeness: The journey toward an undivided life. San

Francisco, CA: Jossey-Bass.

Periyakoil, V. S. (2009). Change management: The secret sauce of successful pro-

gram building. Journal of Palliative Medicine, 12(4), 329-330. doi: 10.1089/jpm.

2009.9645

Rogers, E. M. (2003). Diffusion of innovations (5th ed.). New York, NY: Free Press.

Shapiro, A. (2003). Creating contagious commitment: Applying the tipping point to

organizational change. Hillsborough, NC: Strategy Perspective.

Spitzer, W. J. (Ed.). (2004). Leadership in health care social work: Principles and practice.

Petersburg, VA: The Dietz Press.

Stark, D. (2011). Teamwork in palliative care: An integrative approach. In T. Altilio &

S. Otis-Green (Eds.), Oxford textbook of palliative social work (pp. 415-424). New

York, NY: Oxford University Press.

Sulmasy, D. P. (2002). A biopsychosocial-spiritual model for the care of patients at the

end of life. The Gerontologist, 42(special 3), 24-33.

Sullivan, A. M., Lakoma, M. D., Billings, A., Peters, A. S., Block, S. D., & the PCEP Core

Faculty. (2006). Creating enduring change. Journal of General Internal Medicine,

21(9), 907-914. doi: 10.1111/j.1525-1497.2006.00486.x

The SUPPORT Principal Investigators. (1995). A controlled trial to improve care for

seriously ill hospitalized patients: The study to understand prognosis and preferences

for outcomes and risks of treatment (SUPPORT). Journal of the American Medical

Association, 274(20), 1591-1598.

VandeCreek, L., & Burton, L. (2001). Professional chaplaincy: Its role and importance

in healthcare. Journal of Pastoral Care, 55(1), 81-97.

Wesley, C., Tunney, K., & Duncan, E. (2004). Educational needs of hospice social

workers: Spiritual assessment and interventions with diverse populations. American

Journal of Hospice & Palliative Care, 21(1), 40-46.

18 / OTIS-GREEN, YANG AND LYNNE



Zabora, J., Brintzenhofe Szoc, K., Curbow, B., Hooker, C., & Piantadosi, S. (2001).

The prevalence of psychological distress by cancer site. Psycho-oncology, 10(1),

19-28.

Direct reprint requests to:

Shirley Otis-Green, MSW, LCSW, ACSW, OSW-C

Senior Research Specialist

City of Hope

1500 East Duarte Road

Duarte, CA 91010-3000

e-mail: sotis-green@coh.org

ACE PROJECT / 19



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


