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Clinical ethics support (CES) instruments are widely regarded as valuable tools; however, users frequently encounter barriers 

to their routine use. Involving end users and other stakeholders in the development of CES instruments may help address these 

challenges. This study outlines the creation of CURA, a user-friendly, four-step ethics support tool designed for nurses and 

nurse assistants in palliative care.  A participatory development approach was employed, involving collaboration with 

stakeholders through a Community of Practice across the study. Potential end users—nurses and nurse assistants in palliative 

care—tested CURA in multiple pilot sessions, providing feedback that informed successive refinements of the instrument.  The 

development process was divided into three phases. Phase one, Identifying Needs, concentrated on understanding the 

preferences and requirements of stakeholders and end users, analyzing existing CES instruments, and identifying gaps in current 

tools. Phase two, Development, involved iterative co-creation to design, refine, and adapt the instrument. Phase three, 

Dissemination, focused on implementation and distribution strategies. CURA emerged as a four-step, low-threshold tool that 

facilitates structured ethical reflection.  The participatory development approach proved effective for designing clinical ethics 

support instruments. Collaboration with end users and stakeholders allowed for better alignment with their needs, informed 

strategies for improving feasibility, and helped overcome limitations observed in existing CES tools. 
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Introduction 

In recent years, there has been increasing recognition of 

the importance of involving stakeholders in health care 

research, including in the development of practical 

instruments [1–4]. Participatory development entails 

close collaboration between researchers, end users, and 

stakeholders throughout the entire research process [5]. 

Engaging stakeholders can empower end users [6,  7], 

ensure that instruments meet their needs [8], enhance 

contextual relevance [8], facilitate early identification of 

potential issues and solutions [9], and support successful 

implementation [5], ultimately improving healthcare 

delivery [4]. This study examines how a participatory 

approach can inform the creation of clinical ethics 

support (CES) tools, specifically describing the 

development of CURA, a low-threshold CES instrument 

for caregivers in palliative care. 

Palliative care presents unique and significant ethical 

challenges [10,  11], often leading to moral distress, 

burnout, and high staff turnover [12,  13]. Supporting 

caregivers in navigating these challenges is crucial for 

delivering high-quality care and fostering moral 

resilience, defined as the ability to maintain or restore 

personal integrity in response to moral distress or 

setbacks [14]. 

To effectively assist caregivers with daily moral 

dilemmas, CES instruments must align with their needs 

and be tailored to their work contexts, including its 
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constraints and conditions [15,  16]. Existing CES tools, 

however, face barriers to routine use. They are often 

time-intensive, require facilitation by highly trained 

ethicists, and can be complex, which limits accessibility 

for caregivers with varying educational backgrounds 

[15, 16]. 

Through a participatory approach, CURA was developed 

to address these limitations, creating a CES tool 

specifically designed to support nurses and nurse 

assistants in palliative care. The Methods section details 

the research design, the Results section describes 

CURA’s development process, and the Discussion 

reflects on both the process and the broader implications 

of participatory development for CES instruments. 

This study was conducted as part of a nationally funded 

program by the Dutch government aimed at enhancing 

palliative care quality in the Netherlands. In addition to 

this article on CURA’s development, previous 

publications have addressed its content [17], as well as 

its feasibility and initial perceived outcomes [16]. 

Materials and Methods  

Research design 

This study was guided by a participatory development 

approach, which originates from action research aimed at 

addressing challenges within specific communities or 

contexts [18]. Participatory design emphasizes that 

creating practical and effective tools requires active 

involvement from relevant stakeholders, particularly 

those who will ultimately use the instrument [19]. 

We structured the study around three main phases. Phase 

one: Identifying Needs involved exploring the 

preferences and requirements of nurses and nurse 

assistants in relation to ethical support, informed by 

literature and initial stakeholder input. Phase two: 

Development centered on iterative co-creation, during 

which the instrument was drafted, refined, and adapted 

based on ongoing feedback. Phase three: Dissemination 

focused on planning strategies for implementing the 

finalized tool across diverse healthcare environments. 

Data were collected through two complementary 

approaches: (1) interactive sessions with a Community of 

Practice (CoP) and (2) pilot testing of preliminary 

instrument versions in educational and clinical settings. 

Collection methods included audio recordings, 

observational field notes by researchers, and structured 

questionnaires. 

 

Community of practice 

Consistent with the participatory approach, we engaged 

a Community of Practice—a group of individuals united 

by a shared goal, who learn collaboratively through 

regular interaction [20]. By exchanging experiences, 

advice, and practical insights, the CoP contributed to the 

creation of new practices. Unlike informal networks, the 

CoP is defined by its collective objective—in this case, 

co-developing a clinical ethics support instrument for 

palliative care. 

The CoP included 26 participants selected through 

purposeful sampling, encompassing nurses, other 

caregivers, nurse educators and trainers, implementation 

specialists, managers, palliative care experts, patient 

organization representatives, nursing students, and 

volunteers. Table 1 provides details on participant roles 

and session involvement. Four main sessions served as 

reference points throughout the study, each lasting 

approximately three hours and conducted in person at 

six-month intervals prior to the COVID-19 pandemic.

Table 1. Members of the community of practice 

Member 
1st CoP 

Session 

2nd CoP 

Session 

3rd CoP 

Session 

4th CoP 

Session 

Specialized palliative care nurse ✓ – ✓ ✓ 

Quality manager, ambulatory care organization ✓ ✓ ✓ – 

Palliative care policy officer, large care organization ✓ ✓ ✓ ✓ 

Coordinators of volunteers in ambulatory palliative care (2 persons) ✓ ✓ – ✓ 

Patient organization representatives (2 persons) ✓ ✓ ✓ ✓ 

Advisor, training center of large care organization ✓ – – – 

Palliative care consultant ✓ – – – 

Managing director, Hospice ✓ ✓ – – 

Lecturer, nursing at applied university ✓ ✓ ✓ – 
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Student, bioethics ✓ ✓ ✓ ✓ 

Vocational training teacher, nursing – ✓ – – 

Vocational training teacher, ethics – – – ✓ 

Graphic designer – – ✓ – 

Manager, training center – ✓ – – 

Trainer, nurses hematology/oncology & palliative care advisor – ✓ ✓ ✓ 

Palliative care nurse – – ✓ – 

Senior advisor, palliative care cancer expertise center – ✓ ✓ ✓ 

Trainer, training center in healthcare institution – ✓ – – 

Teachers, advanced nursing course (2 persons) – ✓ – ✓ 

ICU nurses (2 persons) – – – ✓ 

Medical students (4 persons) – – – ✓ 

 

During the CoP sessions, we facilitated structured 

dialogues that allowed participants to share perspectives 

both with each other and with the research team. 

Participants provided feedback on each draft of the 

instrument, and interim findings from the study were 

presented and discussed. The design of the study itself 

was also a topic of discussion, including strategies to 

enhance the participatory nature of the process. 

Researchers took detailed notes on the discussions, 

feedback, and collective conclusions, which were 

compiled into reports and circulated to all CoP members. 

Participants were invited to review these reports and 

provide comments, serving as a form of member 

checking and also engaging those who were unable to 

attend in person. 

Prior to each session, participants received the agenda 

and relevant materials. Between sessions, three 

newsletters were sent to keep all members informed 

about study progress. 

 

Pilots 

Alongside the iterative testing conducted within CoP 

sessions, we carried out several pilot studies in which 

nurses and nurse assistants applied and evaluated the 

instrument in practice. All participants were actively 

involved in palliative care, but came from a variety of 

settings, including academic hospitals, home care 

services, and nursing homes. Table 2 provides an 

overview of the pilot participants.

 

Table 2. Overview of pilot studies 

Pilot Setting Participants Instrument Version 

1 Community of Practice 10 stakeholders (see Table 1) Version 1 

2 Continuing Education Training Institute Approximately 15 registered nurses in oncology Version 2 

3a Continuing Education Training Institute 
Over 150 registered nurses and licensed nurse 

practitioners across multiple classes 
Version 3 

3b Vocational Training Institute Around 20 licensed nurse practitioners in training Version 3 

4 
Healthcare Organization (home care 

and nursing home services) 

15 participants including certified nurse 

assistants, licensed nurse practitioners, and 

registered nurses 

Version 3 

 

The first pilot study involved a cohort of oncology nurses 

enrolled in a continuing education program, who applied 

the instrument in their own clinical settings and shared 

their observations and feedback during class sessions. 

In the second pilot, participants were nurses engaged in a 

continuing education program working across multiple 

palliative care environments. After receiving an 

introduction to the instrument from the research team, 

they implemented it in their daily practice and provided 

evaluations and questionnaire responses (the findings 

from these questionnaires are reported elsewhere [16]). 

The third pilot was conducted at a separate nursing 

education institute with trainees pursuing part-time 

vocational programs to become Licensed Nurse 

Practitioners. They tested the instrument in their 

workplaces, completed questionnaires, and participated 

in a structured group discussion to provide feedback, 
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which was captured in detailed field notes by the 

researchers. 

The fourth pilot took place within a large healthcare 

organization. Two distinct groups were established: one 

consisting of home care nurses and nurse assistants (n = 

7) and the other comprising staff from various nursing 

homes (n = 8). These groups met monthly for a total of 

six sessions. In the initial sessions, the instrument was 

introduced and researchers guided the reflection process. 

In the later sessions, participants independently applied 

the instrument to examine ethical challenges encountered 

in practice. One of the researchers (MvS) attended all 

sessions to observe and document the discussions for 

research purposes. 

 

Ethical considerations 

All participants were informed of the study’s scientific 

objectives and provided verbal or written consent. 

Nurses-in-training were explicitly told that participation, 

including completing questionnaires or giving feedback, 

was voluntary and would not influence their course 

assessments. Institutional approval was obtained from 

the management of the educational programs. In the 

fourth pilot, healthcare staff provided written consent for 

researcher observation and note-taking for research 

purposes. 

Results and Discussion 

The development of CURA progressed through three 

main stages: Identifying Needs, Development, and 

Dissemination. Figure 1 illustrates the overall process, 

detailing the activities and steps undertaken within each 

phase.
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Figure 1. Summary of the development process 

 

Phase 1: identifying needs 

The first stage concentrated on understanding the 

perspectives and requirements of potential end users. To 

do this, the research team reviewed existing literature to 

examine three main areas: (1) the ethical challenges 

commonly faced by nurses and nurse assistants in 

palliative care, (2) the strengths, limitations, and gaps of 

current clinical ethics support tools, and (3) 

considerations for designing a participatory research 

approach. Insights from this review served as a starting 

point for discussion during the initial CoP session. 

 

First CoP session 

During the inaugural CoP meeting, which included ten 

participants, the study aims were introduced, focusing on 

developing an accessible, low-threshold ethics support 

tool for palliative care, alongside an explanation of the 

participatory development process. Participants affirmed 

the importance of having a straightforward tool to 

address day-to-day ethical dilemmas and recognized the 

high levels of moral distress previously reported among 

palliative care staff. 

While acknowledging the value of structured ethical 

reflection, participants noted that existing sessions are 

often skipped due to time constraints. They also 

emphasized that many current tools are overly complex 

and typically require a trained facilitator or ethicist to 

guide their use. 

The group then explored what the new instrument should 

look like, considering its essential features, practical 
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application, and overall objectives. Through discussion, 

they reached agreement on the instrument’s key 

characteristics, the settings in which it should be used, 

and its intended purpose. The results of this first CoP 

session are detailed in Table 3.

 

Table 3. Outcomes of the first CoP session: criteria for the instrument 

Aspect Agreed Criteria 

Key 

Features 

Simple and easy to understand; visually appealing with a clear and recognizable name; requires minimal or no 

formal training; emphasizes the patient’s values; aligns with existing guidelines and protocols; time-efficient; 

suitable for both individual and group use 

Intended 

Context 

Designed for both educational and clinical environments; versatile across all palliative care settings, including 

hospice, hospital, home care, and nursing homes; accessible to nurses and nurse assistants of all educational 

backgrounds; practical for everyday use; avoids additional administrative burden; readily available 

Primary 

Objectives 

Enhance awareness and sensitivity to ethical challenges; support caregivers in managing difficult situations 

and coping with moral distress; enable caregivers to follow guidelines appropriately or make justified 

deviations when necessary 

 

Phase 2: development 

After clarifying stakeholder needs and establishing the 

criteria for the instrument, the development phase began. 

The instrument was created through an iterative, cyclical 

co-creation process, in which stakeholders participated in 

successive rounds of designing, piloting, and evaluating 

the evolving concept. 

 

Initial draft of the instrument 

The first draft of the instrument was prepared ahead of 

the second CoP session (Figure 2), guided by the criteria 

identified in the initial CoP meeting. Development also 

drew on previous experience with creating tailored ethics 

support tools [15, 21] and with Moral Case Deliberation 

(MCD). MCD is a structured approach to clinical ethics 

support that enables healthcare professionals to 

systematically reflect on real ethical challenges. Its key 

principles include: (1) using personal experience as the 

starting point for reflection, (2) clearly defining the moral 

dilemma, (3) examining multiple ethical perspectives by 

considering the values and norms of all stakeholders, and 

(4) determining an informed and justified course of 

action. Dialogue plays a central role in MCD, as it 

promotes moral learning among participants. 

Integrating these principles with the feedback from the 

first CoP session led to a preliminary instrument 

structured around five sequential steps.

 

 
Figure 2. First version of instrument 

 

Second CoP session 

During the second CoP meeting, the initial draft of the 

instrument was presented, and participants were invited 

to provide feedback. They also engaged in small-group 

exercises, applying the tool to either professional or 

personal cases that involved ethical challenges. Several 

key suggestions emerged from this session. 

Participants recommended adding an initial step in which 

the situation is clearly described. They also noted the 

need for a step capturing the user’s immediate reactions, 

https://bmcmedethics.biomedcentral.com/articles/10.1186/s12910-022-00772-1/figures/2
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including emotions and bodily responses. Reflection 

prompts should explicitly encourage users to consider 

their personal values, while the patient’s perspective 

should be more prominently represented. Additionally, 

legal requirements, regulations, and protocols should be 

explicitly integrated into the reflection process. 

Participants emphasized allowing space for uncertainty, 

acknowledging aspects that remain unknown, and 

suggested including a final evaluative step to review the 

reflection process. 

Concerns were raised regarding the feasibility of the 

instrument for nurses with vocational-level training. To 

address this, Licensed Nurse Practitioners were included 

in testing to ensure their perspectives were incorporated. 

Moreover, CoP members involved in education 

recommended piloting the instrument among nurses 

enrolled in continuing education programs, and 

researchers were invited to introduce it during an ethics 

course in such programs. 

 

Revision to the second version 

In response to the CoP feedback, the first draft was 

revised and developed into a second version of the 

instrument (Figure 3).

 

 
Figure 3. Second Version of the Instrument. 

Piloting the second version 

Nurses-in-training were first introduced to the instrument 

and the study, after which they applied it during class 

exercises and later in their own clinical settings, 

involving colleagues in the process and providing 

evaluations. 

Feedback highlighted that the instrument was useful for 

clarifying moral questions or uncertainties, sharing 

knowledge and perspectives, and seeking advice from 

peers. In particular, analyzing the case from multiple 

stakeholder viewpoints (Step 5) was seen as especially 

helpful. Challenges included finding sufficient time to 

use the instrument with colleagues during work hours, 

and Step 8, “Can you proceed with this?”, was considered 

unclear. Additionally, the overall eight-step structure was 

viewed as too lengthy. 

 

Development of the third version 

Based on this feedback, the instrument was streamlined 

into a third draft (Figure 4), reducing the number of main 

steps to four, each containing several substeps to 

maintain detail while simplifying use.

 

https://bmcmedethics.biomedcentral.com/articles/10.1186/s12910-022-00772-1/figures/3
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Figure 4. Third Version of the Instrument 

The revised instrument consists of four main steps. The 

first step, “Concentrate,” directs attention to the situation 

at hand and encourages caregivers to focus on their 

specific moral uncertainties. The second step, “Unrush,” 

was newly introduced to provide space for reflecting on 

emotions, a component highlighted as important by CoP 

members. The third step, “Reflect,” examines the values 

of everyone involved in the situation and includes a 

substep prompting users to consider “What do you not 

yet know or remain uncertain about?”. The fourth step, 

“Act,” connects moral judgment with practical actions. A 

substep here invites users to align their chosen actions 

with their personal motivations and professional 

principles, while the previous Step 8 was reworked into 

substeps asking “How do you feel about the situation 

now?” and “Have you gained new insights, and with 

whom would you like to share them?”. 

These four steps form the acronym CURA, which was 

selected for multiple reasons described elsewhere [17]. 

At this stage, a graphic designer was involved to translate 

the instrument into a visually accessible format. The 

designer was briefed on key priorities identified by the 

CoP, including simplicity, an appealing design, and a 

distinctive, recognizable logo. The layout was 

intentionally designed to avoid overwhelming users who 

may be unfamiliar with dense text. The final design is 

shown in Figure 5. The designer also participated in the 

next CoP session to engage directly with members and 

incorporate their feedback into the visual presentation.
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Figure 5. Final Version of CURA 

Third CoP session 

During the third CoP session, attended by 11 members, 

the third draft of the instrument was presented and tested 

in small-group exercises. Participants provided feedback 

on both content and visual design. The name CURA was 

considered appealing and easily recognizable. Members 

agreed that the instrument could be used relatively 

quickly (approximately 30 minutes) and was generally 

straightforward to apply. The step “Reflect” was 

identified as the most challenging, though participants 

noted that this difficulty was inherent to the reflection 

process rather than a flaw in the step’s wording. They 

recommended providing concise instructions and brief 

information on the purpose of CURA and guidance on 

when to use it, enabling users to work independently 

without a trained facilitator. Based on these 

recommendations, a first version of the user manual was 

drafted. 

 

Piloting the third version 

Educational setting 

The third iteration of CURA was tested in vocational 

training for Licensed Nurse Practitioners and in a 

continuing education program for practicing nurses. In 

both settings, participants balanced part-time education 

with clinical work. After an introduction to CURA, 

nurses-in-training practiced using the instrument in small 

supervised groups and later applied it in their own work 

environments with colleagues. Feedback from students 

indicated that while the instrument was generally easy to 

use, time constraints made collaborative use challenging. 

They also expressed confusion over the term “palliative”, 

questioning whether CURA was intended solely for 

palliative care cases. 

 

Practical setting 

CURA was also tested with nurses and nurse assistants in 

a large healthcare organization, providing insights into its 

use over a longer period than in the student trials. Users 

reported growing confidence in applying CURA, 

including leading reflective sessions as facilitators. One 

nurse assistant described feeling empowered to discuss 

dilemmas with physicians after first exploring the issues 

with colleagues using CURA. Several participants began 

using CURA independently to address moral issues 

within their teams, reporting that it provided a sense of 

support and validation: 

https://bmcmedethics.biomedcentral.com/articles/10.1186/s12910-022-00772-1/figures/5
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“The [CURA meeting] was very helpful. I felt supported, 

and it reassured me that my difficulty in accepting the 

situation was understandable. Colleagues could see my 

perspective, which strengthened me in dealing with it.” 

Observations by the researcher (MvS) highlighted some 

recurring issues. Participants often conflated palliative 

care with terminal care, raising uncertainty about whether 

cases qualified as palliative care. Additionally, it became 

clear that appointing a facilitator is crucial to maintain 

focus during the reflection process, prevent steps from 

taking too long, and ensure the reflection progresses 

effectively. These points were subsequently integrated 

into the user manual. 

Finally, the researcher observed a notable improvement 

in reflective skills among participants, particularly nurse 

assistants with limited prior ethics education. Initially, 

they struggled to consider the patient’s perspective and to 

differentiate their own priorities from the patient’s. With 

repeated use of CURA, their ability to reflect from 

multiple viewpoints improved considerably. 

 

Fourth CoP session 

During the fourth CoP meeting, pilot study results were 

shared with members, and a final round of feedback on 

CURA was conducted, addressing both content and 

design to refine and finalize the instrument. The step 

“Act” was considered overly lengthy, leading to the 

removal of some questions, such as “How can potential 

negative consequences of your actions be avoided?” and 

“With whom would you like to share your new 

insights?”. To reduce confusion around the term 

palliative care, the instrument’s tagline was revised. 

Participants recommended producing a laminated, 

pocket-sized card, a poster for common areas, and an 

easily accessible online handout, as well as integrating 

the method into existing apps and websites. The user 

manual was also reviewed and discussed during this 

session. 

Implementation and dissemination strategies were key 

topics of discussion. Although CURA is designed for 

independent and individual use without extensive 

instruction, participants suggested training certain staff 

as CURA ambassadors to facilitate reflective sessions 

and support quality implementation within their 

organizations. These ambassadors could serve as 

catalysts for wider adoption. 

The idea of a national CURA symposium was also 

proposed and agreed upon. The symposium would target 

users from both healthcare and educational settings, 

emphasizing practical applicability. Its program was 

designed to reflect the co-creative research process and 

highlight the productive interactions between teaching, 

research, and practice. 

 

Phase 3: dissemination 

The final phase concentrated on planning dissemination 

and laying the groundwork for future implementation 

research, in collaboration with stakeholders. The 

development study concluded with a national 

symposium, which attracted a diverse audience from 

healthcare institutions and educational programs. 

Workshops and presentations were delivered by both 

researchers and CoP members, reflecting the 

participatory nature of the study. The symposium’s goals 

were to share the results, introduce participants to CURA, 

and build a support network for a forthcoming national 

implementation study. 

CoP members emphasized the importance of considering 

future implementation research, to ensure the long-term 

sustainability of CURA. Planning strategies for broader 

adoption and ongoing evaluation was viewed as a critical 

component of the development process. 

 

In this section, we reflect on the development of CURA 

and the insights gained from employing a participatory 

approach to designing clinical ethics support (CES) 

instruments, concluding with directions for future 

research. 

The goals of participatory development align closely 

with our approach to clinical ethics support, which is 

grounded in philosophical pragmatism and hermeneutic 

ethics [21, 22]. Both frameworks emphasize 

collaborative learning processes that take the lived 

experiences and contextual knowledge of participants as 

the starting point and reference [6, 15]. Rather than 

predetermining what constitutes a “good outcome,” these 

outcomes emerge through joint engagement with 

stakeholders [5]. 

Participatory development proved valuable for several 

reasons. First, its emergent and flexible nature [5, 7] 

allows researchers to integrate stakeholder suggestions 

and take advantage of opportunities as they arise, thereby 

improving the instrument while engaging more 

participants and generating broader benefits [5, 22]. For 

example, our CoP members proposed piloting CURA 

within a continuing education program for nurses, 

involving these nurses as co-researchers and thereby 

expanding stakeholder engagement [22, 23]. 
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Second, collaborating closely with stakeholders during 

development helps bridge the research-practice gap, the 

divide between knowledge production by researchers and 

its practical application by healthcare professionals [2, 

3]. By involving end users from the outset, CURA was 

designed to meet the specific needs of nurses and nurse 

assistants in palliative care, addressing limitations 

observed with existing CES tools, such as excessive 

complexity or the requirement of trained facilitators [15, 

21]. During the pilot testing, we observed that not all 

healthcare professionals were familiar with terms like 

“dilemma,” “value,” or “norm,” which led us to 

deliberately avoid jargon and ensure accessibility across 

all professional levels. 

Third, stakeholder involvement fosters a sense of 

ownership, momentum, and relational networks, which 

are critical for successful implementation. 

Despite these advantages, there has been limited 

reporting on how CES instruments are developed. While 

some studies from our group describe CES tools [15, 21], 

they often provide little detail on the development 

process itself. By documenting the method and process 

behind CURA, we aim to demonstrate the value of 

participatory development for tailoring CES instruments 

to user needs and contexts and to provide an example of 

how this approach can be applied. Explicitly describing 

decision-making processes in CES development is 

crucial to maintain sensitivity and alignment with the 

inherently transparent, deliberative, and critical nature of 

ethics support, as highlighted by Schildmann et al. [24]. 

Feedback from CoP participants highlighted their 

appreciation for being involved in the process. They 

reported feeling taken seriously and noted that their input 

had been actively incorporated into subsequent iterations 

of the instrument [25]. 

Nevertheless, challenges were encountered. One such 

challenge was ensuring adequate stakeholder 

representation within the CoP. After the first two 

sessions, we recognized a lack of bedside nurses and 

invited them to subsequent sessions, which helped us 

better understand and address the needs of frontline staff. 

For instance, bedside nurses recommended producing 

laminated pocket-sized cards and posters for common 

areas, which were subsequently developed. 

Another challenge involved achieving genuinely 

consensus-based conclusions, as multiple perspectives, 

ideas, and judgments had to be balanced [26]. Questions 

around power dynamics, such as whose voices were most 

prominent, required ongoing reflection. To address this, 

researchers actively sought feedback after each session 

and adjusted subsequent sessions accordingly. For 

example, participants requested more dialogue-focused 

activities rather than discussion-heavy formats. We 

responded by increasing small-group interactions, which 

encouraged quieter voices to be heard and fostered more 

equitable engagement. 

Ongoing reflection on the researchers’ own positionality 

was essential, as final decisions ultimately rested with 

them [5]. We maintained a logbook of all stakeholder 

input on both content and process and engaged 

continuously with CoP members to explain and discuss 

our decisions [7], allowing adjustments to the process or 

stakeholder composition when necessary. 

A follow-up study is currently underway to examine the 

implementation of CURA across various palliative care 

settings, including hospices, hospitals, care homes, and 

home care services. This research also evaluates the 

effectiveness of CURA in enhancing moral competence 

and moral resilience when used consistently within an 

organization [17]. 

Although CURA was specifically designed for nurses 

and nurse assistants in palliative care [17], interest has 

emerged from other healthcare professionals and 

domains. Further research is needed to determine its 

suitability in other contexts and whether adaptations are 

required for broader application. 

Conclusion 

Using a participatory development approach, we created 

CURA, a low-threshold clinical ethics support 

instrument tailored for palliative care. Collaborating 

closely with end users and other stakeholders enabled us 

to align the instrument with their needs, refine its design, 

and address limitations observed in existing ethics 

support tools. 

The development unfolded in three phases: (1) 

Identifying Needs, which involved assessing the range of 

moral challenges, existing ethics support, and user 

requirements; (2) Development, during which the 

instrument was iteratively co-created with stakeholders; 

and (3) Dissemination, focusing on strategies for future 

implementation and wider adoption of CURA. 

Throughout the process, the Community of Practice 

(CoP) played a central role by offering a platform for 

exchanging diverse perspectives and knowledge, while 

also fostering momentum and support for 

implementation. 
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Ongoing and future studies will examine how CURA can 

be integrated across different palliative care settings and 

will evaluate its impact on healthcare professionals’ 

moral competence and moral resilience. 
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