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ABSTRACT

The aims of this research were to describe palliative care competence
and examine the correlations of palliative care knowledge, attitudes, and workplace
learning conditions with palliative care competence among oncology nurses. This
cross-sectional correlation study was carried out in a cancer center in China. A total of
220 nurses with more than six months of experience, and who worked in inpatient
wards, were invited to participate in this study; the response rate was 96.36% (212
nurses). Four questionnaires were administrated to collect data—the Palliative Care
Quiz for Nurses (PCQN), the Attitudes towards Palliative Care Scale (ATPC), the
Learning Conditions Scale (LCS), and the Palliative Care Nursing Self-competence
Scale (PCNSC). The data were analyzed using descriptive statistics and Pearson's

correlations.

A moderate level of competence was generally reported among nurses
in this cancer hospital. The scores concerning professional cooperation and
communication, spiritual care, and ethical and legal issues were lower than those of

the other aspects of competence. Moreover, competence was positively related to
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workplace learning conditions (» = .46, p <.001) and knowledge (r = .16, p <.05);

however, this was not the case for the attitudes towards palliative care.

The findings highlighted the necessity of improving the overall
palliative care competence among nurses. The optimization of workplace learning
conditions in the hospital would also be a vital force in strengthening their
competence. Further efforts should focus on planning palliative care educational
programs, at the same time, managing human resources better in order to build a more

conducive learning environment.
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CHAPTER 1

INTRODUCATION

This chapter presents the background, objectives of the study, research
questions, conceptual framework, research hypothesis, definition of terms, scope of

the study, and its significance. The details for each section are as follows:

Background and Significance of the Problem

Palliative care is an essential way to improve the patients’ and their
families’ quality of life (QOL) when they face problems linked to a life-
threatening disease as defined by the World Health Organization (WHO). The key
aspects of palliative care are focused on relieving suffering and preventing pain, as
well as managing problems related to other physical, psychosocial and spiritual
aspects (WHO, 2010). Palliative care was initially developed to provide better care
for cancer patients, but it has gradually become the universal approach of caring
for patients with chronic diseases (Clark, 2007). Recently, the integration of
palliative care into oncological care has been emphasized, particularly at the early
stage of cancer diagnosis (Bauman et al., 2014; Ferrell et al., 2016b; Greer et al.,
2013). As Kaufmann and Kamal (2017) highlighted, this integration is
fundamental to providing successful, high-value, and high-quality cancer care.
Palliative care has significantly improved the cancer patients’ and their families’
spiritual well-being, QOL, satisfaction with the care received, and healthcare

resource utilization (De Lima et al., 2012; Ferrell et al., 2016b; Zimmermann et al.,



2014) as well as extended the length of survival of cancer patients (Bauman et al.,
2014).

Hence, the demand for palliative care among cancer patients also cannot be
ignored. Firstly, cancer is one of the leading causes of morbidity and mortality
globally, with approximately 14 million new cases in 2012 (Ferlay et al., 2013).
Close to 22% of new global cancer cases occur in China, making it a major public
health problem there (Chen et al., 2016). Secondly, there are major consequences
for cancer patients—both physical and psychological (Wu & Harden, 2015).
Cancer patients’ experiences of serious suffering vary with treatment (Brant et al.,
2011; Kluthcovsky et al., 2012) and illness trajectory (Brant et al., 2011), and are
also relevant to the type of cancer (Wu et al., 2015). For example, in patients with
breast cancer, the most serious symptom was found to be sleep disturbance and
fatigue (Berger et al., 2012; Goldstein et al., 2012), while the suffering experienced
by patients with lung or colorectal cancer was primarily due to pain, with
symptoms still lasting more than a year after the diagnosis (Brant et al., 2011).
Meanwhile, caregivers report increasing burdens related to providing physical care
and symptom monitoring as well as illness-related financial difficulties (Lee et al.,
2015). These situations make palliative care imperative for patients with all types
of cancer and their families throughout the cancer trajectory. In order to improve
the QOL of patients with cancer and their families, healthcare providers possess
general palliative care competence (Gamondi et al., 2013).

The key element to offering high-quality palliative care is enhancing
competence among health service providers (Gamondi et al., 2013). Nurses play an

irreplaceable role in the palliative care service (Kang et al., 2013; Tait et al., 2015).



The palliative care nursing competence, as a guarantee of service, hinges on the
nurses’ capability to care for both the patients’ and their family’s needs until the end
of the patient’s life, addresses ethical issues, recognizes the necessary professional
development in the palliative care context, and acquires good communication and
collaboration skills (Desbiens & Fillion, 2011; Ferrell et al., 2016a; Gamondi et al.,
2013). These competences are used throughout the process of assessment, treatment,
and prevention of the course of nursing care (Gamondi et al., 2013). It has been
reported that oncologists and nurses with inefficient palliative care competence lead
to poor symptom management received by cancer patients (Amano et al., 2015), a
poor level of spiritual well-being, and even a lower QOL (Zimmermann et al., 2014).
Previous studies have found the nurses’ overall palliative care competence to
be at a moderate level (Hayter, 2016; Nguyen et al., 2014; Pesut et al., 2015).
However, the level of competence regarding the subdimensions of palliative care
competence from those studies was different. For instance, pain management has been
rated by nurses with the most appropriate level of competence among general nurses
from the United Kingdom (Shipman et al., 2008) and acute-care nurses in the United
States (Hayter, 2016), whereas it was reported as being one of the competences
oncology nurses in Vietnam were the least prepared for (Nguyen et al., 2014). Other
studies have yielded varying results concerning the aspects of
psychological/social/spiritual care (Becker et al., 2007; Nguyen et al., 2014; Pesut et
al., 2015; Shipman et al., 2008; Wang, 2015), and competence regarding ethical and
legal issues (Hayter, 2016; Nguyen et al., 2014). Hence, the reported findings on
nurses’ competences have indicated different levels of perceived competence in the

subdimensions of palliative care that vary by country and nursing group.



Several factors have been found to be associated with the nurses’ palliative
care competence—palliative care knowledge (Nguyen et al., 2014), attitudes towards
to palliative care (Ayed et al., 2015; Schlairet, 2009), and workplace learning
conditions (Kyndt et al., 2016). A research from Vietnam found that a higher
competence level was significantly enhanced by an advanced level of palliative care
knowledge (Nguyen et al., 2014). In addition, a large number of education programs
have been conducted to modify the practitioners’ knowledge in order to enhance their
palliative care competence (Montagnini et al., 2012; Nguyen et al., 2014). Regarding
attitudes towards caring, a negative attitude has also been found to correlate with
inadequate palliative care practice (Huijer et al., 2009). Negative feelings can further
impact nurses adversely when accepting patients and their family members as primary
decision makers (Braun et al., 2010; Pesut et al., 2014).

Meanwhile, it is the consensus that competence grows with working
experience (Chang et al., 2011; Lakanmaa et al., 2015; Nguyen et al., 2014).
Workplace learning conditions could be one method to probe the phenomenon of how
work experience in the environment exerts an influence on nurses' competence
(Takase et al., 2015). Recently, the relationship between workplace learning
conditions and nursing competence has attracted more attention. A positive
association between workplace learning and nurses' general competence has been
identified (Isidro-filho et al., 2013; Kyndt et al., 2016; Takase et al., 2015). One study
indicated that all of the components of workplace learning (reflection, cooperation,
practical application) contribute to nurses’ work-oriented competence, excluding
“learning from materials” (Isidro-filho et al., 2013). Another study from Belgium

highlighted that workplace learning significantly impacted the communication and



problem-solving competences among mixed-specialty nurses [e.g. oncology,
cardiology, radiology, etc.] (Kyndt et al., 2016).

The development of palliative care in mainland China has proven challenging
due to the rapidly increasing demands and the limited available services for patients
(EIU, 2015). Moreover, palliative care has still not been recognized as an important
discipline in the medical education system (Gu et al., 2016). The quality of death
reports show that patients do not receive a high quality of palliative care at the EOL in
China. Their quality of death ranked 71 out of 80 countries (EIU, 2015). Similar to
those in many other countries, Chinese nurses need to be educated and trained in
improving the palliative care quality for patients and caregivers (Lu et al., 2018).
Several research studies have evidenced a lack in palliative care skills among nurses
(Shen et al., 2014; Zhang et al., 2013). Furthermore, they still possess an
unsatisfactory level of palliative care knowledge due to the absence of palliative care
courses in the nursing education curriculum (Shen, 2014; Zou, 2007). Under these
conditions, the gap of knowledge regarding the nurses’ palliative care competence and
the relevant factors need to be explored. The results of this study would be beneficial

to healthcare providers in improving their competence in caring for cancer patients.

Objectives of the Study
The two specific aims of the study were as follows:
1. To describe the level of palliative care nursing competence perceived by

nurses in the cancer hospital.



2. To examine the relationships among palliative care knowledge, attitudes
towards palliative care, workplace learning conditions, and palliative care nursing

competence among nurses in the cancer hospital.

Research Questions
The research questions of this study were:
1. What is the level of palliative care nursing competence perceived by
nurses in the cancer hospital?
2. Are there any associations among palliative care knowledge, attitudes
towards palliative care, workplace learning conditions, and palliative care nursing

competence among nurses in the cancer hospital?

Conceptual Framework of the Study
As it was purposed to describe the status of palliative care nursing competence
and examine its relevant factors, the concept of palliative care nursing competence
(Desbiens & Fillion, 2011) was used to explain the key components of the nurses’
palliative care competence comprehensively. Evidence from literature review was
used to support the choice of relevant factors for investigation, namely palliative care
knowledge (Nguyen et al., 2014), attitudes (Huijer et al., 2009; Nguyen et al., 2014),

and workplace learning conditions (Kyndt et al., 2016).

Palliative Care Nursing Competence
In palliative care nursing, “competence involves the integration of disciplinary

knowledge to provide quality care to patients and families” (Desbines & Fillion, 2011,



p- 230). Desbines and Fillion (2011) further defined palliative care nursing self-
competence as the judgment of the nurses’ own capability and the perceived palliative
care competence that is specific to delivering quality care to patients with a life-
threating illness even at the end of life.

The domains of palliative care nursing competence by Desbines and Fillion
(2011) have been utilized and serve as the guidelines and conceptual framework of
hospice and palliative care in Canada, the United States and some European countries.
They comprise ten major domains that were used to drive this study as the following
details delineate:

(1) Physical care on pain management and (2) physical care on other symptom
management. Physical care refers to proving care and supporting for physical needs. It
is divided into physical care for pain management and management of other
symptoms such as nausea, constipation, fatigue and so on.

(3) Psychological care: Psychological care refers to the support of needs of
both patients and their families through assessing and providing emotional support
throughout the disease trajectory, including the grieving process around death, and
orienting for resources when needed.

(4) Social care: Meeting the patients’ and their families’ social needs
appropriately as it regards their social roles and culture aspects, and provide help to
access appropriate resources.

(5) Spiritual care: Care for spiritual needs involves evaluating the patients’ and
their families’ needs regarding adopting spiritual interventions, and assisting in

reaching resources related to the expression, and practice of religion.



(6) Care related to functional status: Care related to patient’ is based on
precise assessment and assistance. The focus points are the maintenance of personal
capabilities of daily function (eating, dressing, etc.) and independence.

(7) Ethical and legal considerations: Nurses need to recognize the ethical and
legal aspects of palliative care as well as make appropriate ethical decisions. This is
related to assisting patients and their families how to deal with ethical issues related to
EOL and collaborate to ensure the patients’ autonomous decision-making.

(8) Inter-professional collaboration and communication: Nurses are required to
use skills in their work process to facilitate collaboration and practice in an inter-
professional team. Furthermore, they also need to promote communication either
within the team or between patients and families.

(9) Personal and professional issues related to nursing care: Here, nurses are
required to recognize the contribution of values and beliefs in the nursing services. In
addition, they need to understand stress in the palliative care context in order to
develop coping strategies in the long run.

(10) Care at the last hours of life: In the last dimension points to EOL care,
nursing services focus on assisting patients with comprehensive comfort (pain and/or

other symptoms) and supporting their families during the death stage of patient care.

Factors Related to Palliative Care Nursing Competence

Based on literature review, the factors related to the nurses’ perceived
competence were palliative care knowledge, attitudes towards palliative care, and
workplace learning conditions. A study conducted by Nguyen et al. (2014)

determined the posture relationships of nurses’ palliative care knowledge and their



attitudes towards it, and perceived competence. However, only the association
between knowledge and competence has been proved in their study. Desbines et al.
(2012) also believed that perceived competence corresponded to their competence and
attitudes. Another factor related to nursing competence in general is workplace
learning.

Workplace learning, as the process of individual capacity developing in a
context (Jacobs & Park, 2009), has been found to have a strong relationship with
competence among many professions (Nikolova et al., 2014), including the nursing
profession (Isidro-Filho et al., 2013; Kyndt et al., 2016; Takase et al., 2015).

Palliative care knowledge. Knowledge is described as “the culmination of the
integration of what is known and understood through learning and experience”
(Johnson & Webber, 2005, pp.11-12). Nurses’ palliative care knowledge has been
reported to have a statistically positive correlation with palliative care nursing
competence among oncology nurses (r = 0.26, p <.0001) (Nguyen et al., 2014).

Attitudes towards palliative care. Attitudes while delivering palliative care
refers to whether or not the providers prefer caring for patients with life-threatening
illness and their families (Ayed et al., 2015). Huijer et al. (2009) highlighted a
positive relationship between the attitude towards caring and nurses’ rating scale of
palliative care practice, which could reflect their competence in some aspect.
Moreover, the correlation of attitudes towards spiritual care with perceived spiritual
care competence has also been reported (Azarsa at al., 2015; Chan, 2010).

Workplace learning conditions. Workplace learning refers to the process
individuals use to obtain knowledge, develop skills, enhance positive attitudes, and

demonstrate caring behavior subsequently appropriate in the context (Jacobs & Park,
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2009; Kyndt et al., 2016). A statistically positive correlation between workplace
learning conditions and nurses’ competence has been identified (Isidro-Filho et al.,
2013; Kyndt et al., 2016; Takase et al., 2015). Findings thus far suggest that several
workplace learning conditions (opportunities for reflection, evaluation and
cooperation, being coached) in the hospital significantly contribute to nurses’ level of
competence (Kyndt et al., 2016).

Thus, in this study, nurses’ palliative care knowledge, attitude towards
palliative care, and workplace learning conditions were included in order to determine
any possible association with palliative care nursing competence. The conceptual

framework of this study is presented in Figure 1.

Palliative care Palliative Care Nursing Competence

knowledge 1. Physical care for pain
2. Physical care for other symptoms
3. Psychological care

Attitudes towards 4. Soglg | care

_ 5. Spiritual care

palliative care 6. Care related to functional status
7. Ethical and legal issues
8. Interpersonal collaboration and

Workplace communication

learning 9. Personal and professional issues

conditions related to nursing care

10. Care at the last hours of life

Figure 1. Conceptual Framework of This Study



11

Hypothesis
In light of the research questions, this investigation tested the following
hypothesis:
The scores measuring palliative care knowledge, attitude towards palliative
care, and perceived workplace learning conditions will be associated with the scores

measuring palliative care nursing competence among nurses.

Definition of Terms

Palliative Care Nursing Competence

Palliative care nursing competence refers to the nurses’ perception of their
capabilities to provide quality care to patients and their families experiencing cancer.
The competence was assessed in terms of ten components related to providing holistic
palliative care for (1) physical care on pain and (2) other symptoms, (3) psychological
care, (4) social needs, (5) spiritual care, (6) care related to functional status, and being
competent in (7) ethical and legal issues, (8) inter-professional collaboration and
communication, (9) personal and professional issues related to nursing care, and (10)
care at the last hours of life. The Palliative Care Nursing Self-Competence Scale
(PCSNC) (Desbiens & Fillion, 2011) modified by Sawatzky, Desbiens, and Fillion
(2014) was used to measure the level of palliative care nursing competence among

nurses in this cancer hospital.
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Palliative Care Knowledge

Palliative care knowledge refers to a culmination of the integration of what is
known and understood about the part under the scope of palliative care specifically.
This includes specific knowledge regarding (1) philosophy and principles of palliative
care, (2) management of pain and symptoms, followed by (3) psychosocial and
spiritual care aspects. Knowledge was assessed using the Palliative Care Quiz for
Nursing (PCQN) Chinese version (Zou, 2007), which is translated from the

questionnaire developed by Ross et al. (1996).

Attitudes towards Palliative Care

Attitudes refer to the nurses’ perception of what they believe and how they
intend to behave regarding taking care of patients with terminal illness and their
families. Attitudes were divided into three dimensions covering (1) professional
responsibility in palliative care, (2) the efficacy of palliative care, and (3)
communication about dying. The attitudes towards palliative care in this study were
assessed using Attitudes Towards Palliative Care (ATPC) questionnaire (Bradley et

al., 2000) Chinese version (Zou, 2007).

Workplace Learning Conditions

Workplace learning conditions refer to the nurses’ perception of surrounding
learning conditions, which support their development of palliative care competence
during daily practice in the hospital. The components of conditions consist of their
perception of opportunities for cooperation, evaluation, feedback, reflection,

knowledge acquisition, access to information, and being coached. These factors were
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assessed using the modified Learning Condition Scale (LCS) developed by Kyndt et

al. (2016).

Scope of the Study
This descriptive correlation study examined the nurses’ perception of
palliative care nursing competence and its relevant factors. This study was conducted
among nurses who work at the inpatient wards of Yunnan Cancer Hospital. The

duration of this study was from January 15 to 26, 2018.

Significance of the Study

The investigation of the level of palliative care nursing competence will be
beneficial to healthcare professionals and policymakers in understanding the current
situation regarding palliative care nursing competence among nurses in the Cancer
Hospital in Yunnan Province, China. In addition, the understanding of the relationship
between palliative care nursing competence and its relevant factors as mentioned
above could help the nursing managers devise strategies for competence development
such as education programs to further improve the service received by cancer patients
and their families. Meanwhile, the evidence collected can help improve workplace
learning conditions to better optimize human resource management, and be conducive
to an environment that is propitious for capacity development. Finally, this study has
provided baseline data for expanding research concerning palliative care nursing in

the context of China.
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CHAPTER 2
LITERATURE REVIEW
This chapter presents a review of the relevant literature that underpins this
study. The literature and evidence focused on palliative care nursing competence and
its relevant factors. The details for each topic is presented according to the following
outline.
1. Palliative Care Nursing Competence
1.1 Concept of Palliative Care
1.2 Concept of Nursing Competence
1.3 Concept of Palliative Care Nursing Competence
1.4 Instruments Used to Assess Palliative Care Nursing Competence
2. Factors Related to Palliative Care Nursing Competence
2.1 Demographic Factors
Age
Years of working experience
Experience of caring for terminally-ill patients
Work setting
Experience of attending palliative care training
2.2 Modifiable Factors
Palliative care knowledge
Attitudes towards palliative care
Workplace learning conditions
3. Palliative Care in China

3.1 Palliative care integrated into nursing practice



3.2 Palliative care integrated into nursing education
3.3 Palliative care nursing in research studies

4. Summary of Literature Review

15
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Palliative Care Nursing Competence
The requirement of nursing competence in a palliative care context has been
adjusted according to the nursing competence and attributes of palliative care. In
order to know the phenomenon better, this section presents the concept of palliative
care followed by the situation of palliative care in China, palliative care nursing
competence, and the existing situation of nurses’ palliative care competence is also

included.

Concept of Palliative Care

The concept of palliative care is an important concept widely used to guide
nurses and other professionals to achieve high-quality health care for patients with
life-threatening illness. In this section, the definition of palliative care and its
attributes are explained.

Definition. Palliative care, as defined by the World Health Organization
(WHO, 2010), refers to an essential way to improve the QOL of patients and their
families who encounter problems linked to life-threatening diseases, through infallible
assessment, early identification, pain treatment, and management of other issues
regarding the patients’ physical, psychosocial, and spiritual needs. The main purpose
of palliative care is to prevent and relieve suffering (WHO, 2010).

Additionally, palliative care, as defined by the American National Hospice and
Palliative Care Organization (NHPCO), refers to a comprehensive professional care
provided by interdisciplinary teams. Patients, families, palliative and non-palliative
healthcare providers not only collaborate and communicate about the patient’s needs,

but also facilitate the patient’s autonomy. The support patients to achieve more
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appropriate peaceful and uphold dignity ranges from early intervention to improve the
QOL and helping patients facing death to helping families cope with bereavement
after the death (NHPCO, 2017).

Multiple terms have been mentioned along with palliative care, including
supportive care and hospice care; these terms vary by the duration of illness trajectory
(Hui et al., 2013). Generally, palliative care is provided to patients since they are
diagnosed with a life-threatening illness (Hui et al., 2013), inclusive of advanced
cancer (Ferrell et al., 2016a). In addition, in palliative care, time is limited, so the
delivery of services is focused on QOL more, and there is more volunteer
involvement, and an increasing stigma compared with supportive care (Hui et al.,
2013). Concerning stigma related to death and dying in a palliative context, patients
(and families) usually think they will not be discharged alive (Miyashita et al., 2008).
Therefore, more attention is given to supportive care while patients receive
treatments, but the multidisciplinary team and bereavement services are not often
mentioned. Furthermore, hospice care is one stage of palliative care provided when a
patient’s life expectancy is 6 months or less, and volunteers, bereavement care, and
community care are frequently emphasized (Hui et al., 2013).

In conclusion, palliative care is focused on improving QOL, and attending to
the patients’ and their families’ needs rather than treating the disease. It is provided by
a multidisciplinary team to ensure a comprehensive patient- and family-centered care
throughout the illness trajectory. Thus, collaborating and communicating either within
the team members or between the healthcare providers and clients is important.

Level of palliative care. The palliative care specializations can be classified

into two levels, including the primary palliative care level and the specialist palliative
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care level (Quill & Abernethy, 2013). At the primary palliative care level, it is the
principle of palliative care that should be practiced in every clinical setting in the
hospital. At the specialist palliative care level, the service focuses on care for
individuals with more complex and demanding care needs. Professionals in specialist
level require a greater degree of palliative care training and more supportive
resources. The oncologist, one of the specialists, should obtain basic knowledge about
palliative care and practice it. Furthermore, the triage system of palliative care
specialists should be available when necessary (Quill & Abernethy, 2013).

Attributes of palliative care. The core attributes of palliative care have been
reviewed based on the study of Guo, Jacelon and Marquard (2012) and other relevant
studies. These consist of five attributes: holistic care, patient- and family-centered
care, multidisciplinary team work, integrated approach, and effective communication.

1) Holistic care. Holistic care refers to care addressing the needs of the
patients’ physical, psychological, social, spiritual and daily practical aspects and also
their families’ emotional, social, and spiritual suffering (Guo et al., 2012). Holistic
care is used to ensure the achievement of the best QOL. Each dimension in holistic
care is a comprehensive care service throughout the process from identification to
management, outcome evaluation, and support for issues which cannot be treated
directly (De Lima et al., 2012).

Firstly, the physical care aspect consists of pain management and symptom
relief. All types of pain have been emphasized as central focus issue of physical care.
Meanwhile, other symptoms in physical care include respiratory problems (dyspnea,
cough), gastrointestinal problems (nausea, vomiting, constipation, and diarrhea),

delirium, wound care and insomnia (Rosser & Walsh, 2014). These symptoms should
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be assessed and treated. Further support (or treatment) for fatigue, anorexia, anemia,
drowsiness and sweating is needed when possible (De Lima et al., 2012).

Secondly, psychological care refers to addressing the patients’ psychiatric
symptoms such as depression, anxiety, and delirium. The process is completed by
screening for symptoms, using assessment tools, and providing interventions.
Furthermore, support for family and caregivers is needed, which helps reduce
suffering, grief, and bereavement (De Lima et al., 2012; NCPQPC, 2013).

Thirdly, social care concerns the address and assessment of the patients’ and
their families’ social functional needs. Similar to other domains, the service here
consists of assessment, intervention support, and referral to appropriate resources
when needed. In addition, continually assessing social aspects should link to goals,
social strengths, well-being and cultural issues (NCPQPC, 2013).

Spiritual care is a form of support covering both the patients’ and their
families’ spiritual needs in order to improve their spiritual well-being. The
comprehensive process of spiritual care includes screening for problems related to
one’s spiritual dimension, assessment of religion and/or spiritual background and/or
preferences, and facilitating religious, spiritual and cultural practices (NCPQPC,
2013).

When it comes to the last hours of life, the focus point of holistic care for
patients and their families mentioned frequently includes bereavement care (Hui et al.,
2013). Care at the last hours of life is one stage of palliative care that focuses on
planning and caring for the weeks and months before and after death (Becker, 2010).
It is care for dying patients and their families in all aspects at the EOL stage. More

specifically, this service helps patients maintain the best QOL and minimize suffering
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from symptoms in order to promote a peaceful, dignified and respectful death.
Comprehensive care is provided through symptom relief in collaboration with care
plan implementation and bedside attendance (NCPQPC, 2013).

2) Patient and family-centered care. One of the elements of holistic care
mentioned above, patient-centered care is reflected in many aspects (psychological,
social and spiritual care). While family-centered care involves the support of the
person who takes care of and has a significant relationship with the patient, services
related to family-centered care comprise the promotion of decision making, provision
of information, and learning of skills involved in caring for the patient; bereavement
service is also included (Hui et al., 2013). The scope of patient- and family-centered
care also includes supporting and helping both the patients and their families to access
and utilize the resources available to them (Guo et al., 2012).

Another essential point in the care for both patients and their families is ethical
and legal considerations surrounding palliative care (NCPQPC, 2013). Ethical
principles in palliative care consist of beneficence, non-maleficence, justice, and
autonomy. The healthcare provider should command ample knowledge and skills in
ethical, legal and medical decision-making to enhance nursing practice (NCPQPC,
2013), especially when end-of-life issues arise (Becker, 2010).

3) Multidisciplinary teamwork. Multidisciplinary teamwork refers to the
team-oriented method in care delivery. Teamwork is the foundation of palliative care.
The professionals within the multidisciplinary team consist of physicians, nurses,
social workers and professionals from many other disciplines. These different
professions bring a different perspective to help patients achieve the goal of palliative

care together. Additionally, the services should be provided by specialists who have



21

experience in the field of taking care of patients with a life-threatening disease (Guo
et al., 2012). Meanwhile, the acknowledgement of psychosocial and spiritual needs of
self and other professionals in the team is essential to teamwork (De Lima et al.,
2012).

4) An integrated approach (of optimal medical management). Palliative care
is a method integrated with optimal medical management when a serious disease is
diagnosed (Guo et al., 2012; Ryan, 2014). Palliative care could be widely present in
the area of holistically optimizing the patient’s comfort. As an essential component of
comprehensive cancer care, the integration of palliative care into cancer care purposes
to provide high-quality, comprehensive care in the whole illness trajectory (Ferrell et
al., 2016b; Guo et al., 2012).

5) Effective communication. Communication runs through the whole process
of care and requires prepared professionals in terms of both knowledge and skills in
order to ensure that the information provided is appropriate and safe (De Lima et al.,
2012). Establishing effective communication methods in the service process involves
appropriate information sharing, taking the initiative to listen, and clearly knowing the
patient's and family's goals and preferences in order to assist decision-making (Guo et
al., 2012).

Needs of palliative care among cancer patients. It is recommended that
palliative care be integrated into cancer care routinely (Kaufmann & Kamal, 2017;
Rangachari et al., 2013) since it is specially focused on optimizing the patients’ and
their families” QOL (Guo et al., 2012). This approach regularly evaluates and
manages their needs throughout the illness trajectory (Kaufmann & Kamal, 2017).

Hence, palliative care provides important support for cancer patients and their
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families as their experience with cancer may lead them to face the following
problems.

Physical needs. Physical problems of cancer patients are mainly associated
with pain and other unpleasant symptoms such as fatigue and sleep disturbance (Wu
& Harden, 2015). These symptoms have a significant impact on their QOL, functional
status, and hospital utilization (Green et al., 2011; Wu & Harden, 2015). Evidence
shows that pain is the most commonly reported symptom among cancer patients (Tai
et al., 2016). According to Meegoda et al. (2015), more than three-quarters of cancer
patients report a need for pain management while receiving healthcare.

Furthermore, another issue is functional status, since physical and
psychosocial symptoms (distress) significantly interfere with the cancer patients’
daily function and enjoyment of life (Berger et al., 2012; Goldstein et al., 2012; Wu et
al., 2015). For example, fatigue results in the need for assistance with work, even
causing significant disability among breast cancer patients. The patient’s functional
status is significantly related to the needs of palliative care, which increase before
death onwards (Weingaertner et al., 2014).

The focus points of supporting the patients’ physical needs need to slightly
adjust at the last hours of life. With the progress of the disease, problems increase in
maintaining the desired level of comfort (Becker, 2010). Cancer patients experience
distress from multiple symptoms such as fatigue and anorexia (del Rio et al., 2012).
Spiritual problems are also perceived to increase at this stage (Phelps et al., 2012).

Psychological needs. Numerous studies have highlighted that a significant
psychological symptoms burden (depression, anxiety, and cancer-related stress etc.)

affects the patients” QOL, which subsequently impact physical function even one year
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after the diagnosis (Goldstein et al., 2012; Wu et al., 2015). The psychological needs
of patients are important to be dealt with since they impact the patients’ attitude

towards their illness and motivation in self-care (Meegoda et al., 2015).

Social needs. The life-limiting consequences of the disease and its treatment
affect the relationship between patients and their families, which can increase their
anxiety and perceived burden, and it may even affect their EOL care preference,
including the patient’s autonomy (Lee et al., 2015). The demand of seeking help
regarding relationships has reached 60% in cancer patients (Meegoda et al., 2015).
Regarding this, support for social problems is meaningful to patients since it
significantly contributes to better mental health, QOL (Matthews et al., 2012) and
improves the patients’ experiences when receiving palliative care (Ferrell et al.,
2016Db).

Spiritual needs. Facing terminal illness often contributes to the rise of
questions of deeper existential issues because the patient’s self-esteem and spiritual
faith are threatened (Hatamipour et al., 2015). Spiritual problems influence how the
patients cope with stress, and how they perceive their illness and experience of
treatment (Hatamipour et al., 2015). Hence, spiritual well-being is the core element
which is significantly related to the patients” QOL (Matthews et al., 2012). In one
study, the majority of patients (86%) perceived spiritual care as essential in nursing
care (Balboni et al., 2013).

Besides offering better support for cancer patients’ needs, the benefits of
palliative care become more obvious for cancer patients the earlier it takes place
during care. The exhibition of benefits consists not only in helping the patients meet

the goal of improving their QOL, but also in extending their survival (Bakitas et al.,



2015), improving their satisfaction and experience with the received service
(Meegoda et al., 2015; Zimmermann et al., 2014), shortening hospitalization, and

reducing healthcare costs (Scibetta et al., 2016).

Concept of Nursing Competence

With the aim of achieving a better understanding of palliative care nursing
competence, the concept of nursing competence has been reviewed. Thus, the
following contents consist of the definition, attributes, and methods used to assess
nursing competence.

Definition of nursing competence. The term “competence” is generally
defined as “the capacity to handle events and challenges effectively” (Huston, 2014,
p- 293). Thus, the nurse’s clinical competence specifically refers to “the ability of the
registered nurse to integrate and apply the knowledge, skills, judgments and personal
attributes required to practice safely and ethically in a designated role and setting”
(Black et al., 2008, p. 173). Nursing competence is also related to one’s personal
capacity and proficiency in the nursing discipline (Lin et al., 2017). The terms
“competence” and “competency’ are used interchangeably (Axley, 2008; Huston,
2014). However, the most commonly used term in the nursing profession is
competence (Garside & Nhemachena, 2013; Licen & Plazar, 2015; Pijl-Zieber, et al.,
2014) since it points to the ability to perform skills and the required attribute
appropriately (Khan & Ramachandran, 2012), while the term “competency” mainly
focuses on the level or standard of performance that nurses are required to exhibit

regarding their working contexts and professional directions (Huston, 2014).

24
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Attributes of general nursing competence. Attributes of nursing competence
vary according to the specific area of nursing. In particular, general nursing
competence consists of assessment and intervention, communication, critical thinking,
teaching, human caring relationships, management, leadership, and knowledge
integration skills (Tilley, 2008). The major attributes of nursing competence in
Taiwan, however, have been identified as critical thinking and reasoning,
communication and teamwork capability, general clinical skills, basic biomedical
science knowledge, caring, ethics, accountability, and life-long learning (Lin et al.,
2017). Smith (2012) provides more details about attributes based on the concept
analysis; he mentions a total of nine attributes. Above all, the attribute of competence
has been widely classified. A common ground point is the diversity of competence.
Such diversity ensures the comprehensive qualities of nurses allow them to cope with
complex scenes.

Based on the above literature reviewed, the attribute of competence could be
classified as the following details:

1. Knowledge integration skill refers to the skill required to integrate
knowledge into practice (Smith, 2012), have a sufficient knowledge base (disease,
assessment, and treatment), and enhance the provision of safe and adequate nursing
care (Tilley, 2008).

2. The experience from clinical practice is essential for competence
development (Smith, 2012).

3. Critical thinking is the ability of nurses to use knowledge, experience,

analysis, and other resources to make the care effective and individual. This helps
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nurses adapt to the patient’s changes in condition and a stressful workload (Smith,
2012).

4. Proficient skill points to the general clinical skill that nurses need to possess
in order to perform in nursing care (Lin et al., 2017).

5. Caring in nursing discipline consists of human caring relationships and
interpersonal skills in a clinical context. It is an essential attribute for improving the
patient’s perception of nurse competence (Smith, 2012).

6. Communication of the nurse with both patients and healthcare team (Lin et
al., 2017; Smith, 2012) impacts the patients’ healthcare experience and the efficiency
of teamwork (Smith, 2012).

7. The environment refers to the surrounding work environment, which has
also been identified to affect the nurses’ competence (Smith, 2012; Tabari-Khomeiran
et al., 2007).

8. Motivation helps individuals seek out knowledge and develop and maintain
competence (Smith, 2012).

9. Professionalism and the acknowledgment of the nursing discipline requires
each nurse to take the responsibility of being professional. Professionalism brings
benefit to the development of the overall ability of nurses (Smith, 2012).

Methods used to assess nursing competence. The assessment of nursing
competence could be done in both practice and research. The universal principle of
assessing nursing competence is measuring the nurses’ ability to perform effectively
(Garside & Nhemachena, 2013), and to maintain patient safety (Licen & Plazar, 2015;

Smith, 2012). Regarding practice, three methods were used to assess nursing
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competence— observation, particular mode of assessment, and professional portfolio
(Bahreini et al., 2013; Yanhua et al., 2011).

The nursing self-assessed competence is the method used most frequently in
research (Licen et al., 2015; Yanhua et al., 2011). It refers to the nurses’ perception
and judgment of their own competence (Takase et al., 2015). It is generally believed
to be a valuable and feasible method to assess nursing competence (Garside &
Nhemachena, 2013), since a correlation has been found between the perceived
competence of nurses and nursing managers, which also varies according to the length
of work experience (Meretoja & Leino-Kilpi’s, 2003) and work setting (Meretoja et
al., 2004). The advantage of the self-assessment method is its reliability and
consistency due to it rarely being affected by the number of participants assessed
(Garside & Nhemachena, 2013). On the contrary, the limitation of the self-assessment
method involves objectivity and the potential for evaluator bias (Smith et al., 2013).
Currently, self-assessment has been used to assess competence in many specific
nursing areas such as disaster (Baack & Danita, 2013) and palliative care (Desbiens &

Fillion, 2011).

Concept of Palliative Care Nursing Competence

Palliative care nursing self-competence is defined as “the nurses’ judgment of
their capabilities to provide quality care to patients and their families who are
experiencing life-limiting illness or are at the end-of-life stage” (Desbiens & Fillion,
2011, p. 230). Generally, the palliative care competence has been categorized as
bringing physical, psychosocial, and intrapersonal care, team work skills,

communication, and life closure skills into the collective practice (Becker, 2010). Its



28

components, however, are different from the competence framework used in many
countries. In this review, the required palliative care core competences for meeting the
patients’ needs and professional requirements were included based on the study
conducted by Desbiens and Fillion (2011) with support from other resources as the
following details.

Physical care on pain management. As an essential component of the
holistic care domain, nurses need to support the physical needs of the patient,
including addressing all types of pain (De Lima et al., 2012). Nurses as an inter-
professional team member should be able to tailor a care plan that consists of the
identity, assessment, treatment application, and solution measures for the pain and
along the illness trajectory (De Lima et al., 2012; Ferrell et al., 2016a; Gamondi et al.,
2013). Specifically, the nurses' capacities of using the standardized assessment tools,
interviewing and clinical examination skills, and intervention skills for managing pain
based on both pharmacological and nonpharmacological approaches are frequently
required (Ferrell et al., 2016a).

Physical care on other symptoms. In order to enhance patients’ QOL, nurses
need to manage patients’ other physical symptoms such as respiratory problems,
gastrointestinal problems, and fatigue (De Lima et al., 2012). Nurses need to promote
the prevention of suffering for all level of burden experienced by patients, the caring
process also consists of making the plan for anticipating potential complications,
assessment, and treatment application into care routine until the end-of-life (Gamondi

etal., 2013).
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Psychological care. Providing care to manage psychological problems refers
to acknowledging the patients’ emotional status and their needs, including
psychological distress, depression, and delirium, as well as fostering their coping
mechanisms and providing support for the families’ grief and bereavement (Desbiens
& Fillion, 2011). Similar to the process in physical care, delivering psychological care
consists of identity, evaluation, appropriate intervention (Ferrell et al., 2016a;
Gamondi et al., 2013;), and the referral of diagnosis and treatment when needed (De
Lima et al., 2012). Additionally, the care providers’ good communication skills are
essential to meet the patients’ psychological needs, and other skills regarding sensitive
questioning and clinical discernment will also contribute to high-quality
psychological care (Gamondi, et al., 2013; Ferrell et al., 2016a).

Social care. Care supporting patients’ social needs is associated with their
role, family conditions, social and cultural networks, and also the practice in death
aspects (Desbiens & Fillion, 2011). The process of meeting patients’ social needs
through information support concerns the available benefits and resources from health
and social care, and managing personal affairs as necessary (Gamondi, et al., 2013).
Nurses need to complete social care while being able to assess, make a care plan, and
coordinate treatment (Ferrell et al., 2016a).

Spiritual care. Nurses provide care to meet the patients’ and families’
spiritual needs with the aim of relieving spiritual distress (Desbiens & Fillion, 2011).
Religion is also one domain of spiritual care that may or may not be included
(Gamondi et al., 2013). The process of spiritual care is completed by assessing and
assisting patients and their families with the gathering of resources (Desbiens &

Fillion, 2011). Integrating spiritual care competence requires nurses to be aware of the
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spiritual values and beliefs of the patients and their families (Ferrell et al., 2016a), and
then be able to discuss spiritual issues confidently, build a supportive and caring
environment, and adapt the nursing care plan according to the patients' spiritual,
existential and religious needs (Gamondi et al., 2013).

Care related to functional status. As one part of holistic care, the importance
of functional support is related to improving patients' capacities of daily living
(eating, washing) in order to maintain independence through assessment and
assistance (Desbines & Fillion, 2011), and eventually to achieve a better QOL.
Healthcare providers should be able to enhance the patient's self-care strategy of their
conditions while respecting their autonomy. At the same time, support needs to be
provided for improving families’ skills to cope with suffering and compassion fatigue
(Desbines & Fillion, 2011; Gamondi et al., 2013).

Ethical and legal issues. Ethical issues are particularly challenging during
service delivery (Hui et al., 2012).There is much stigma present in the palliative care
context (Hui et al., 2012). The challenges are also complex and changeable with
palliative care development. The most difficult aspects of ethical issues among
Chinese nurses are different from those of western countries and significantly higher
than they were 15 years ago (Chih et al., 2016). Thus, the capability of applying
ethical principles is also important in palliative care competence.

The ethical principles consist of anatomy, benevolence, non-maleficence, and
justice (Becker, 2010; Gamondi et al., 2013). The actions related to caring should
respect bioethical, national and international legal frameworks as well as the patients’
values (Gamondi et al., 2013). The nursing practice should be carried out in

accordance with sound both ethical and legal standards as the nurse assesses the
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clinical issue, assists the decision-making, and seeks consensus (Becker, 2010, p.62).
Nurses should be able to apply principles in practice by knowing and being able to
apply legal guidelines (Ferrell et al., 2016a), supporting the patients’ preference
expression, and engaging and assisting decision-making (Gamondi et al., 2013).

Inter-professional collaboration and communication. Palliative care is a
multidisciplinary approach, which is limited neither by setting nor discipline
(physicians, nurses, volunteers etc.). Teamwork is the fundamental aspect of
multidiscipline, and it requires the team members to be able to foster cooperation,
identify the responsibilities of the professionals of each discipline, and tailor the
model of care to meet the patients’ and families’ needs (Gamondi et al., 2013).
Greater personal contact between team members has been linked with enhancing
specialist caring competence (Shipman et al., 2008). In particular, the service benefits
from skillful team cooperation (Gamondi et al., 2013).

Furthermore, effective communication competence is essential to the
application of the palliative care principles and service delivery. Communication
should be conducted within the team members, between healthcare professionals and
patients, and among patients and family (Desbines & Fillion, 2011; Gamondi et al.,
2013). The healthcare provider should also be able to adapt language throughout the
illness in order to provide information appropriately (Gamondi et al., 2013).

Personal and professional issues related to nursing care. In the palliative
care context, this competence is an important part of care in terms of therapeutic
relationship rather than representing caring for patients directly. Nurses should
understand the stress involved in providing palliative care (Desbines & Fillion, 2011).

They are also required to be able to consider their personal strengths and beliefs, and
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develop methods to improve resilience and prevent compassion fatigue. Additionally,
they need to recognize early signs of and colleagues who are in distress (Gamondi et
al., 2013).

Care at the last hours of life. When life is close to its end, the nurses’ skills
are crucial to the dignity of both the patients and their families. Here, the initiatives
undertaken by the nursing personnel focus on planning and caring for the weeks and
months before and after death (Becker, 2010). Moreover, basic nursing care pays
more attention to personal hygiene, mouth care with regular evaluation when needed
(del Rio et al., 2012; Rosser & Walsh, 2014), and medical management (Becker,
2010; De Lima et al., 2012). At this stage, communication to help patients lessen their
feeling of loneliness is essential, and religious and cultural beliefs should be
integrated (del Rio et al., 2012; Desbines & Fillion, 2011). Furthermore, dealing with
coordination issues after the patient’s death, such as preparing for the transfer of the
body, is also required (Rosser & Walsh, 2014). Seamless holistic care for dying
patients and their families in all aspects helps patients to maintain the best QOL,

minimize suffering from symptoms, and maintain dignity at the EOL (Becker, 2010).

Nurses’ Palliative Care Competence

The nurses’ palliative care competence has been explored in several countries.
The major finding of such studies was that competence was at a moderate level
among nurses from Vietnam (Nguyen et al., 2014), Canada (Pesut et al., 2015), and
the United States (Hayter, 2016). One study identified that the nurses’ competence in
Australia was at a high level (Becker et al., 2007). Other studies conducted in Japan

(Nakazawa et al., 2010), the UK (Shipman et al, 2008), and China (Wang, 2015) used
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the terms of “confidence in palliative care competence” and “self-report practice” in
their attempts to provide some information that reflects the nurses’ competence. In
addition, two studies investigated competence among nurses working in specific areas
of medicine (oncology nurses, and acute care nurses; Hayter, 2016; Nguyen et al.,
2014).

Using the palliative care nursing self-competence scale (PCNSC), a moderate-
to-strong perceived self-competence (mean score 126.81 out of a total 204) was
reported among 251 oncology nurses in Vietnam (Nguyen et al., 2014). Oncology
nurses who were unlikely to judge themselves, achieved appropriate competence in
three domains—pain management, social care, and spiritual care. On the contrary, the
highest score was associated with personal and professional issues like personal
belief, coping with stress from palliative care tasks, followed by ethical and legal
issues. Another study in the United States found a moderate-level competence (mean
score of subdomain 236.34 from a total of 340) among acute care nurses (Hayter,
2016). The opposite of the Vietnamese study was found in these acute care nurses; the
highest scores was achieved in the pain management domain and the lowest in the
ethical and legal issues domain. Furthermore, Pesut et al. (2015) used the modified
version of PCNSC to analyze the effect size of the education intervention among 35
nurses and healthcare workers. The results showed that the participants perceived to
have a higher competence regarding personal and professional issues. Both before and
after education, their lowest scores were associated with the social and spiritual care
domain.

In Australia, a higher level of competence was found using the self-assessed

palliative care competence scale (SPCC) among 546 registered nurses, assistant
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nurses and staff nurses. In the study, 63% of staff nurses reported as not being
adequately prepared for caring for terminally-ill or dying patients. Particularly, the
perceived competence regarding pain management was the lowest scoring domain
(less than 40% of nurses felt having sufficient competence). Dramatically, when
facing psychosocial issues, staff nurses perceived their competence as lower than both
assistant nurses and general practitioners (Becker et al., 2007). In China, one study
found that nurses had a moderate level of palliative care nursing competence,
particular in the domains of physical, psychological and social care practice (3.8+0.72
of total 5) using a researcher-developed self-reported practice scale. Nurses were
perceived more satisfied with their practice in psychological care, but not in the
physical or social care aspects (Yang, 2013). However, the assessment tool used in
Yang’s study was not tested for validity and reliability, which casts doubt upon the
confidence level one can have regarding the findings.

In conclusion, the findings concerning nurses’ competence vary by countries
and nurse group. In other words, the results of these reviewed studies were weak in
terms generalizability between different groups of nurses. In the context of China, a
unique study has been found to assess the nurses’ practice, which could accurately
reflect the nurses’ competence (Wang, 2015). However, its findings (perceived the
higher score in psychological care) contradicted those of earlier studies. Future

surveys that can offer more information to explain this situation is needed.

Tools Used to Assess Palliative Care Nursing Competence
Based on the author’s review, self-evaluation is the most commonly used form

of assessment for palliative care competence, which concurs with the study by Ferry
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et al. (2011). Furthermore, several tools have been developed to measure palliative
competence. They are: (1) the Self-assessed Palliative Care Competence
Questionnaire (SPCC); (2) Palliative Care Nursing Self-competence Scale (PCNSC);
and (3) the Nurses’ Core Competence in Palliative Care (NCPC) instrument. The
similarities of all assessment tools are the format of measurement as designed by
using a Likert scale and the dimension of pain and symptom management. On the
contrary, some different dimensions composed to measure palliative care nursing
competence are found among these three instruments, such as spiritual care and
ethical legal issue in palliative care. Considerately, of these instruments, the PCSNC
has been noted as a comprehensive tool to assess the palliative care nursing
competence with satisfactory validity and reliability. Also, it has been developed
more specifically for nurses and tested among a large number of participants. The

summery of each measurement tool is presented in Table 1.



Table 1

Tools to Assess Palliative Care Nursing Competence
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Number of
Citation, tool, dimensions/items, Participants, Psychometric
country Objective Scoring RR properties S/L
Becker et al.,  Assess Competency of A sample Pretested (L) No
2007 professional  professional group: of 523 with GPs and informatio
The Self- , education,  1)Pain control and comprising nurses for n about
assessed competency symptom management  general face and total items
Palliative Care and 2) Communication and  practitioner content (L) The
Competence  educational  addressing s, nurses validity reliability
(SPCC) needs in psychosocial needs of  and was not
Questionnaire  palliative patients and families assistant tested
Austria care of the  3) Coping with work-  nurses.
professional  related distress RR 61.8%
group 4-point Likert scale
Score range:-
Sawatzky Evaluate Self-perceived 908 nurses  Content (S)
Desbiens & nurses’ competence: validity Covered
Fillion, perceived 1) Psychical needs of RR 71.7%  (CFA): 0.90- Relatively
2014 self- pain (Nguyenet 0.96 comprehe
competence  2) Psychical needs of al., 2014) Internal nsive
Palliative in palliative  other symptoms consistency:  dimension
Care Nursing  care 3) Psychological needs, 0.85-0.93 in
Self- delivery 4) Social needs palliative
Competence 5) Spiritual needs care
scale 6) Needs related to (L)
(PCSNCO) functional status General
7) Ethical and legal low RR
Canada issues

8) Inter-professional
collaboration and
communication

9) Personal and
professional issues
related to nursing care
10) Last hours of life
6-point Likert scale: 0
(not at all capable) — 5
(highly capable)
Score range: 0-250

Note. RR= response rate; L = limitation; S = strength; CFA = confirmatory factor

analysis.

(continued)
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Citation, Psychome
tool, Number of Participants, tric

country Objectivi dimensions/items, scoring RR properties  S/L
Slatten, Explore Self-assess competence: 122 nurses  Construct (L) Lack
Hatlevik &  nurses’ core 1) Knowledge in symptom validity  of
Fagerstrom  competence management RR not (factor popularity
2014 in clinical 2) Systematic uses of reported analysis): (more
The Nurses’ palliative Edmonton Symptom between  suited to
Core care setting  Assessment System 0.54 and Norway's
Competence 3) Team work skill 0.96. condition)
in Palliative 4) Life closure skill (L) No
Care informa-
(NCPC) 5-point Likert scale: tion about
question- 1 (disagree at all) reliability
naire to 5 (not relevant)
Norway Score range:26-130

Note. RR= response rate; L = limitation; S = strength; CFA = confirmatory factor

analysis.
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Factors Related to Palliative Care Nursing Competence
Factors that may relate to the nurses’ palliative care competence based on the

literature review are divided into demographic factors and modifiable factors.

Demographic Factors

Demographic factors that have been found related to nursing competence are
age, years of working experience, experience of caring for terminally-ill patients,
work setting, and experience of attending palliative care training.

Age. A strong correlation has been found between age and competence both in
general (Chang et al., 2011; Hamstrom et al., 2012; Numminen et al., 2015) and
palliative care aspects (Nguyen et al., 2014). With increasing age, healthcare
providers are considered experienced; this enhances experiential learning and is a
major factor in palliative care nursing competence development (Nguyen et al., 2014).
In contrast, the study conducted by Becker et al., (2007) did not find any relationship
between age and palliative care competence among the participants. This might be
due to general practitioners, staff nurses and assistant nurses all being included in the
study.

Years of working experience. The positive relationship between work
experience and nursing competence has been pointed out by many studies (Chang et
al., 2011; Hamstrom et al., 2012; Lakanmaa et al., 2015; Takase et al., 2015). This is
true for the palliative care competence domain as well (Nguyen et al., 2014; White et
al., 2014). As nurses develop their skills through daily practice throughout their
professional career, the cut-off point of five years of experience has been identified as

making a significant difference in their competence level (Takase et al., 2015). Within



39

the setting of a cancer center, the specific duration of experience in an oncology and
palliative care unit further contributes to the nurses’ competence (Nguyen et al.,
2014). However, no correlation between the palliative care nursing competence and
years of working experience was found in a study conducted in Australia (Becker et
al., 2007).

Experience of caring for terminally-ill patients. Nurses who have working
experience in the palliative care unit (Shipman et al., 2008) or caring for terminally-ill
patients have a high level of perceived palliative care competence (Nakazawa et al.,
2010). This influence is observed across all domains of the nurses’ palliative care
delivery, and it is very significant in Japan (Nakazawa et al., 2010). Nevertheless,
Nguyen et al. (2014) suggested that the experience of both caring for patients at the
EOL and having a friend or relative suffering from life-threatening disease does not
influence how nurses perceive their competence.

Work setting. Work setting has been identified to relate to nurses’
competence significantly both in the general (Hamstrom et al., 2012; Numminen et
al., 2015) and palliative care aspects (Nguyen et al., 2014; Shipman et al., 2008).
Accordingly, the environment is the basis for nursing competence development
(Smith, 2012). Hamstrom et al. (2012) believe the nurse's higher competence is
supported by interpersonal information dissemination and multi-professional working.
Specific to palliative care, the study indicated that nurses with experience of work in a
palliative care unit increase their competence (Nguyen et al., 2014; Shipman et al.,
2008). Furthermore, groups of chemotherapy and radiotherapy nurses perceived the
lowest competence level, since the stage or progress of patients they were caring for

depended on work setting. Chemotherapy and radiotherapy units focus on providing



40

aggressive treatments, which is different from work in the palliative care unit where
nurses could learn from daily practice to extend their specific knowledge (Nguyen et
al., 2014).

Experience of attending palliative care training. The nurses’ palliative care
competence is significantly related to their experience of attending palliative care
training (Becker et al., 2007; Nakazawa et al., 2010; Nguyen et al., 2014; Shipman et
al., 2008). Self-assessed practice (the term reflects competence) increased after
attending a palliative care education program, which also added evidence to this
opinion (Wang, 2015). Specifically, Nakazawa et al. (2010) maintain that in “dying-
phase care” and “family- and patient-centered care,” the extent of the impact of
training is more significant. Nevertheless, an educational program developed in
Canada indicated that nurses’ communication (both with patients and other healthcare
professionals) was improved, and nurses perceived palliative care in a more positive

way as expressed by the qualitative data (Pesut et al., 2015).

Modifiable Factors

Other factors have been identified as having a significant correlation with
palliative care nursing competence. These factors include palliative care knowledge,
attitudes towards palliative care, and workplace learning conditions. Moreover,
workplace learning conditions, organization’s climate, and critical thinking ability
have been found to associate with nurses’ competence in general. However, critical
thinking was a major factor among graduate nurses (Chang et al., 2011; Lee et al.,
2015). Workplace learning conditions and organizational climate have both been used

to analyze how the healthcare environment impacts nurses. Nevertheless, workplace
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learning conditions have been found as predictors of the nurses’ competence (Kyndt
et al., 2016), which is stronger compared with organizational climate (Ying et al.,
2007). Hence, the modifiable factors in this review covered palliative care knowledge,
attitudes towards palliative care and workplace learning conditions. The details for
each are explained in the following sections.

Palliative care knowledge. The definition of knowledge is “the culmination
of the integration of what is known and understood through learning and experience”
(Johnson & Webber, 2005, p.11-12). However, the definition of knowledge in
palliative care from previous studies is inconclusive regarding what knowledge should
or should not be included in palliative care. The domain of knowledge regarding
palliative care defined and assessed depends on the context such as matching with the
contents of training which participants received. Generally, knowledge regarding
palliative care principles, physical care, and psychological/spiritual care is assessed
(Ross et al., 1996).

The relationship between palliative care knowledge and palliative care
nursing competence. A limited number of studies have analyzed the relationship
between knowledge and competence specified to palliative care. A statistically strong
correlation between these two variables has been reported among oncology nurses (»
=0.26, p <0.0001) (Nguyen et al., 2014). The correlation interpreting nurses felt
more capable of delivering services when they obtaining a higher level of palliative
care knowledge. Meanwhile, a great number of education programs have shown the
improvement of competence by modifying the knowledge of the practitioner from
another point of view (Montagnini et al., 2012; Nguyen et al., 2014; Schlairet, 2009).

Nurses reported that better knowledge, particularly about how to use drugs, enhanced
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their confidence in their competence to deal with complex symptom problems and
improve communication with patients (Shipman et al., 2008).

However, one educational program enhanced the nurses’ perceived knowledge
level but failed to increase their perceived competence statistically (Puset et al.,
2015). One potential reason supported by the findings of Lakanmaa et al. (2015) is
that the nurses' perceived competence might be affected by many other factors such as
value and experience. Meanwhile, Brazil et al. (2012) found discrepancies in results
(lower score in palliative care knowledge but a high score of perceived palliative care
competence), which might be influenced by the instruments used not being specific
for the group of nurses in the long-term-care home in their study.

Tools used to assess palliative care knowledge. Various tools have been
utilized to assess palliative care knowledge among general nurses including (1) the
Palliative Care Quiz for Nursing (PCQN), (2) the Palliative Care Test (PCKT)
questionnaire, and (3) the Rotterdam MOVE2PC questionnaire. As shown in Table 2,
the knowledge about pain and symptom management is the focal point of evaluation
and has been included in all tools. The “true or false” answer format is generally used.
The PCKT and MOVE2PC were more suitable to the countries' conditions where
these tools were developed. However, the PCQN is the most commonly used to
measure the nurses’ palliative care knowledge worldwide, compared with the other
two measurement tools identified in this review. Because PCQN comprehensively
assesses domains necessary for palliative care knowledge— the philosophy and
principles of palliative care, physical, psychosocial and spiritual care—among nurses
(Choi et al., 2012; Nguyen et al., 2014). Even though PCQN does not cover the

domain of communication and teamwork, its sensitivity for classifying the level of the
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nurses’ knowledge status has been shown to be of a satisfactory level by the results of

pre-posttest of an educational intervention (Ross et al., 1996). The comparison of each

tool in details is shown in Table 2.

Table 2

Tools Used to Assess Nurses’ Palliative Care Knowledge

Citation, Objective, Number of
tool, development dimensions/items, Participants,  Psychometric
country process scoring properties S/L
Ross, To measure 20 items assessing: 396 nursing The internal (S) Time
Hayes, nurses’ (1) Philosophy and students and consistency efficient,
Carey & knowledge  principles of palliative (KR-20) of the  sensitive
Aggar, of palliative  care (4 items) 20 items was to change
1996 care (2) Management of pain RR 80.5%  0.78 in
and symptoms (13 The test-retest pre/post
The Item items) reliability (3 test
Palliative generation (3) Psychosocial and weeks) reported
Care Quiz by experts spiritual care (3 items) as 0.56 (L) More
for Nursing oncology & Chinese focused
(PCQN) Answer format: true, version: on
false, or “do not know.” The test-retest terminal
Canada Correct answer = 1 RR 96.51% reliability was care
score (Zou, 2007)  0.78, internal
Incorrect and “do not consistency was
know” = 0 score 0.76 (Zou,
Total score range: 0 - 20 2007)
Nakazawa, To evaluate 20 items assessing: 773 nurses  The internal (S) More
Miyashita, a wider (1) Philosophy (2 items) consistency symptoms
Morita, range of (2) Pain (6 items) (KR-20) was assessed
Umeda, palliative (3) Dyspnea (4 items) 0.81 (delirium
Oyagi & care (4) Psychiatric problems The test-retest and GI
Ogasawara, knowledge (4 items) reliability was problems)
2010 among (5) GI problems (4 0.88
general items) (L) Not
The physicians specific
Palliative and nurses Answer format: “Yes”, to assess
Care Test  Items from  “No”, or “do not know” general
(PCKT) LR and Correct = 1 score nurses
discussion Incorrect and “do not
Japan among nine  know” = 0 score
experts Total score range: 0 - 20
Note. RR = response rate, GI = gastrointestinal, LR = literature review, “-” = no detail

provided, S = strength, L = limitation.

(continued)
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Objective, Number of
Citation, tool, development dimensions/items, Participants, Psychometric
country process Scoring RR properties S/L

Witkamp, To assess nurses’ 20 out of a total 223 nurses  The internal ~ (S)
Zuylen, van  knowledge, 63 items used to consistency  Country-
der Rijt, van  opinions, assess knowledge RR: - (Cronbach’s  specific
der Heide, subjective norms,  regarding: alpha) of the  design
2013 and perceived (1) Symptoms total 63

difficulties related (2) Symptom questions (L) The
The to providing treatment among 119 develop
Rotterdam palliative care (3) Caring hospital ment
MOVE2PC Answer format: nurses was and
Questionnaire Items from “True”, “False”, 77 psychom

FATCOD, PCQN, or “do not know” etric
Netherlands ~ Dutch national Correct = 1 score propertie

guidelines for Incorrect and “do s tested

palliative care and not know” =0 in Dutch

Dutch version of  score

the pain Total score range:
knowledge 0-20
questionnaire

partly

Note. RR = response rate, FATCOD = the Frommelt Attitude toward Care of the

Dying Scale, “-” = no detail provided, S = strength, L = limitation.

Attitudes towards palliative care. Eagly and Chaiken described attitude as “a
psychological tendency that is expressed by evaluating a particular entity with some
degree of favor or disfavor” (Eagly & Chaiken, 2007, p. 582). Attitudes while
delivering palliative care refer to whether the providers favor caring for patients with
terminal illness and their families or not (Ayed et al., 2015). The innate disposition
related to caring for dying individuals is absent till they learn psychological behavior
from social and cultural experiences (Mallory, 2003). Particularly in the EOL phase,
attitudes are considered as personal dispositions associated with caring for the dying.

The relationship between attitudes towards palliative care and palliative care

nursing competence. Many studies have investigated the nurses’ attitude and their
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perceived competence (other terms such as practice are also used) (Anteneh et al.,
2016; Ayed et al., 2015; Nguyen et al., 2014; Yang, 2013); a few of them have
analyzed the relationship between attitudes and competence. A positive correlation
has been found between the nurses’ attitudes towards palliative care and the practice
score (Huijer et al., 2009). Furthermore, other studies have discovered that the nurses’
attitudes impact the comfort of discussing death with patients and families (Tait et al.,
2015) and whether to include the family in the scope of caring (Ayed et al., 2015).
Additionally, earlier research has indicated that the nurses’ attitudes towards care has
a positive significant correlation with competence (self-reported practice) in the
specific domain of spiritual care (Azarsa et al., 2015; Chan, 2010). This is in addition
to other specialist areas of nursing competence such as disaster nursing (Jiang et al.,
2015).

However, attitudes towards palliative care in oncology nurses have not been
shown to relate to self-competence. A potential explanation is that experienced nurses
are affected by compassion fatigue along with more negative attitudes occurring even
if they possess more skills (Nguyen et al., 2014).

Tools used to assess attitudes regarding palliative care. There were three
instruments used to measure attitudes toward palliative care identified during this
review: (1) Attitudes Towards Palliative Care (ATPC) questionnaire; (2) Frommelt
Attitude Toward Care of the Dying Scale (FATCOD); (3) Nurses’ Attitudes for
Caring Advanced Cancer Patient (NACACP) questionnaire. All instruments share the
similarity in the way that they have been used to measure attitudes towards palliative
care among oncology nurses while the different points found among these three

instruments are specific domains composed to measure attitudes related to palliative
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care. In particular, the nurses’ perception about professional responsibility in
palliative care is found only in the measures of the ATPC and the NACACP.
Additionally, with the ATPC questionnaire, different results when using shorter items
were found in China (Zou, 2007) and the US (Cramer et al., 2003). This might be due
to the cultural differences regarding caring at the stage of death and dying as well as
the development of culturally-focused palliative care training (Abudari et al., 2014).
Another factor that might have led to these contrary results is that Zou (2007) used the
term “palliative care” to replace “hospice care” in Bradley’s questionnaire Chinese
version. Nevertheless, the Chinese version is also validated and reliable (Zou, 2007).
The ATPC was selected in the study due to the consideration of its number of
assessment items and satisfactory psychometric properties. The summary of
components for all instruments along with their strengths and/or limitations is

tllustrated in Table 3.
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Citation, Objective, Number of
tool, development dimensions/items, Participants, Psychometric
country process scoring RR properties S/L
Bradley, et To assess 12 items 50 The test-retest  (S) shorter
al., 2000 clinicians’ assessing: clinicians reliability was  items used
attitudes while (1) Professional (25 nurses,  0.86, internal  and more
Attitudes caring for patients responsibility in 25 consistency domains
Towards with terminal caring for dying physicians)  above 0.61 of
Palliative illness. patients; RR: - Chinese attitudes
Care Items selected by  (2) The efficacy of version: the assessed
(ATPC) LR and interview hospice; Chinese test-retest
questionnai  with nurses and  (3)Communication version: 939 reliability was
re physicians. about dying; oncology & 0.853, the
To assess nurses’  5-point Likert general construct
Canada attitudes towards  scale: 1 = strongly nurses validity
palliative care disagree to 5 = RR: 96.51% between 0.59
(Zou, 2007). strongly disagree  (Zou, 2007) and 0.76 (Zou,
Total score range: 2007)
12 - 60
Frommelt, To assess the 30 items 34 licensed  The test-retest (S) Higher
1991 attitudes of assessing: nurses reliability was  tool validity
nurses towards (1) Caring for RR:- 0.90, CVI was
Frommelt  caring for dying  dying patients 1.00. (L)
Attitude patients and their with a positive Chinese Chinese Longer
Toward families attitude (15 items) version: version: items used
Care for (2) The perception 265 internal
the Dying  Items from of patient- and oncology consistency
Scale previous family-centered nurses was 0.80,
(FATCOD) questionnaire care (15 items) RR: 94.6%  satisfied
combined with (Yang et al., construct
US nurses personal  5-point Likert 2016) validity
experience scale form1 [KMO = 0.78]
(strongly disagree) (Yang et al.,
to 5 (strongly 2016)
disagree)
Total score range:
30 to 150

66 9

Note. RR = response rate, LR = literature review,
S = strength, L = limitation.

no information provide,

(continued)
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Table 3 (continued)

Citation, Objective, Number of
tool, development dimensions/items, Participants, Psychometric
country process Scoring RR properties S/L

Lu, Guo &  To assess 24 items 463 CVI was (S) Tested a

Liu, 2011 nurses’ assessing: oncology 0.89, internal  big sample of
perception of (1) Professional nurses consistency  oncology

Nurses’ professional  responsibility RR: 98.1% reliability nurses with a

Attitudes responsibility (2) Perceived reported at higher RR.

towards and comfort 0.754. (L) The

Caring for  perceived questionnaire

Advanced comfort in 5-point Likert was

Cancer clinical scale: 1 (totally developed in

Patients hospice agree) to 5 (totally Chinese,

(NACACP) practice. disagree) making it
Items based  Total score range: less

China on 24-120 comparable
Frommelt’s with other
study and populations
literature or countries
review

Note. RR = response rate, LR = literature review, “-’= no information provide, CVI =
content validity index, KMO = Kaiser-Meyer-Olkin, S = strength, L = limitation.

Workplace learning conditions. Workplace learning is defined as the process
in which individuals obtain attitude, skill, and knowledge to further enable them to
demonstrate if their behavior pattern is appropriate in the context (Jacobs & Park,
2009). Furthermore, Kyndt and Beausaert (2017) classified learning from existing
workplace learning conditions into two parts: formal and informal workplace
learning. Formal learning refers to the part of learning more structured or well-
planned in terms of place and time (Kyndt et al, 2009). Informal learning on the other
hand, happens during everyday practice and mostly depends on the learners and social

context (Kyndt et al., 2016).
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The relationship between workplace learning and nurses’ competence.
Workplace learning has been used in other areas of study and has been shown to be
significantly related to an employee’s competence enhancement (Nikolova et al.,
2014). The same goes for nursing; recently, a strong positive correlation has been
reported (Isidro-Filho et al., 2013; Kyndt et al., 2016; Takase et al., 2015). In the
hospital, the opportunities available for nurses regarding cooperation, coaching, and
opportunity for reflection and evaluation significantly contribute to their performance
in caring (Kyndt et al., 2016). The various methods used and the characteristics of
support are investigated by different instruments used.

However, studies investigating how workplace learning influences palliative
care nursing competence are limited. The related information found is that most
nurses (96%) do not attend any educational program on palliative care, but they (99%)
believe the experience gained through working was more important to providing
palliative care for cancer patients (Meegoda et al., 2015). Moreover, evidence about
how workplace learning conditions support palliative care is limited. One study has
provided some information that reflects the palliative care environment in the
hospital. In a study analyzing the appropriateness and demand of workplace education
in EOL, the polarized views found among 40% of nurses indicated that they never
received education in the workplace regarding EOL care, and 34% stated they
obtained a variety of knowledge in the workplace (Schlairet, 2009). Unfortunately, the
impact of workplace learning conditions on palliative care nursing competence has
not been analyzed.

Tools used to assess workplace learning conditions. Three tools have been

identified to assess workplace learning occurring in the nurses’ daily practice—(1)
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Learning Experience Scale (LES), (2) Workplace Learning Strategies Scale (WLSS),
and (3) The Learning Condition Scale (LCS). All of them are newly-developed (less
than 5 years) and share some similarities in terms of the targeted population, the
domains composed in the instruments (reflection, coaching, practice, cooperation, and
the way nurses obtain knowledge in the workplace), and the scoring format for each
item within the assessment tools. However, the points of view asked in items are
different, either asking about individual behaviors or perceptions of the workplace
learning conditions. In particular, the LES and WLSS scales used a view of methods
that nurses used to obtain support from the surrounding environment individually. On
the other hand, the LCS asked for the nurses’ perception of support from the
workplace, which is considered more suitable to the research question of this study.
Meanwhile, the LCS achieved the highest validity and reliability among the three
tools reviewed. Thus, LCS is selected to assess workplace learning conditions in this

study. The details of each tool are shown in Table 4.
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Citation, Objective, Number of Partici-
tool, development dimensions/items, pants,  Psychometric
country process Scoring RR properties S/L
Takase, Imai To evaluate 20 items assessing: 954 The internal (S)
& Uemura, what learning (1) Learning from nurses  consistency Conducted
2016 methods experience, RR: was .914. in eastern
nurses used  (2) Feedback, 52.6%  The author country;
Learning during work  (3) Training, reported the might have
Experience  and their (4) Learn from others, reliability of  more similar
Scale (LES) frequency (5) Learning through training learning
reflection. subscale was  conditions to
Japan Items based  6-point Likert scale below the China
on LR ranging between 1 (not acceptable (L) A lower
at all) and 6 (always) level (.70); RR
Total score range: 24- the other Questions
144 domains were asked for
above .70 individual
usage of
strategy.
Pantoja, To assess the 26 items assessing: - Construct (L) No
2004 (as workplace (1) Extrinsic and validity: CFI  detailed
cited in learning intrinsic work reflection, =.929 reliability
Isidro-Filho  strategy used (2) Seeking help from an RMSEA available in
etal.,2013) bynursesin interpersonal =.065 research
daily relationship, Reliability:-  study.
Workplace  practice. (3) Obtain from written The language
Learning Items based  material, used in
Strategies on cognitive  (4) Reproduction, developing
Scale and (5) Practical application. this tool is
(WLSS) behavioral 10-point scale: 1 (never also absent.
Brazil learning does) to 10 (always
strategies. does).
Total score range: 26-
260

Note. RR = response rate, LR = literature review,

(134

= no detail provided,

CFI = comparative fit index, RMSEA = root-mean-square error of
approximation, S = strength, L = limitation.

(continued)
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Citation, Objective, Number of
tool, development dimensions/items, Participa Psychometric
country process Scoring nts, RR properties S/L
Kyndt et To assess 24 items assessing: 218 Construct (S) High
al., 2016 nurses’ (1) Cooperation, multispe  validity validity and
perception of  (2) Participation in work cialty testing (CFI = reliability.
The available evaluation activities, nurses 0.917; Assess
Learning learning (3) Opportunities for RR: RMSEA = workplace
Condition  conditions feedback, 93.12%  0.073), learning
Scale specifically. (4) Reflection Internal condition
(LCS) opportunities, consistency  from nurses’
Items from (5) Knowledge was 0.66-0.87 perception
Belgium previous acquisition and access (Cronbach’s  (L)Nurses
study and LR. to information o) might not
(6) Being coached. realize the
learning
5-point Likert scale process
ranging from 1 (totally happened in
disagree) to 5 totally workplace;
agree this might
Total score range: 24- lead to over
120 or
underestima
tion of
score.

Note. RR = response rate, LR = literature review,
strength, L = limitation.

(134

= no detail provided, S =
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Palliative Care in China

The term “palliative care” was put forward by Balfour Mount in 1977 and was
introduced in China 20 years after (1998; Lin, 1998). The normative terms for
“palliative care” in Chinese have not been unified so far (Ma, 2016). Compared with
western countries, the coverage of palliative care service is limited, and it is offered
by fewer service agencies (Ma, 2016). In order to manage the aging population
condition, the National Health and Family Planning Commission of the People’s
Republic of China (NHFPC) promulgated facilities and management standards for
palliative care units, and the practice guideline for clinicians (NHFPC, 2017). This
could be considered as pointing out the great need for its development. However, in
this process, some problems need to be resolved further.

Studies published about palliative care in China tend to focus on cancer
patients (Ma, 2016). This could related to the fact that cancer is a leading cause of
death and a major public health problem in the country (Chen et al., 2016).
Furthermore, according to the quality of death index 2015, China was ranked near the
bottom of the countries investigated (71 out of 80 countries). This shows the
available palliative care services for patients are at an unsatisfactory level. The
challenge of palliative care in China is related to slow localization while facing a huge
aging population. With the public awareness of palliative care improving, the quality

of palliative care and human resources for it are generally still low (EIU, 2015).

Palliative Care Integrated into Nursing Practice
During the development of palliative care in China, the scope of palliative care

is expanding, and multidisciplinary teams have also been reported in some hospitals
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(Ma & Shen, 2016). Some aspects of palliative care need to be further improved in the
service process. Firstly, the service reported in nursing practice paid less attention to
families and caregivers. Ma (2016) conducted a systematic review, which found that
the main objects of palliative care programs were the patients; the family was not
included. As family members take the responsibility of taking care of patients in daily
life, their well-being influences the patients’ well-being directly. The second issue is
that palliative care service is involved in the care plan almost at the advanced stage of

the illness trajectory.

Palliative Care Integrated into Nursing Education

Palliative care in the Chinese nursing educational curriculum has not been
included as a major course but as a domain of nursing education (Ye & Yin, 2014).
China’s improvements in educating methods have developed slowly and have not
been satisfactory. Only a few medical universities conduct palliative care nursing as a
major course (the only one reported is the Shanxi Traditional Chinese Medical
University; Ma, 2016). Mostly, the form of palliative care in nursing education
appears as a subdomain under fundamental nursing, which is insufficient. Inadequate
education leads to a lack of practical experience regarding palliative care among
nursing students (Ye & Yin, 2014). As well as opportunities for ongoing education
being insufficient, they are also ineffective for medical staff to acquire palliative care
skills (Ma, 2016). Furthermore, the outcome evaluation of palliative education
programs is absent (Liu, 2008). Nurses are more likely to obtain partial knowledge

related to palliative care from attending conferences (Lu, 2018).
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Palliative Care Nursing in Research Studies

Existing research studies in the palliative care nursing area mainly focuses on
the nurses’ knowledge and attitudes towards palliative care (Shen, 2014; Zhang et al.,
2013; Zou, 2007); however, in terms of competence, it is lacking. Similarly, Wang
(2015) researched the nurses' palliative care practice, and the result showed that
nurses working in oncology units achieved a significantly higher score of self-
reported practice than other nurses. Meanwhile, higher scores in practice are
significantly related to the experience of attending palliative care training. Moreover,
nurses have less practice in physical care, but more practice in psychological care
(Yang, 2013).

In conclusion, palliative care has attracted more attention with the social
development in China. It has confirmed that palliative care knowledge in research
projects and education is deficient. However, as an important element for the service
improvement, a lack of strong evidence supports the status of nurses’ palliative care

competence.

Summary of Literature Review
Palliative care is an essential way to improve the QOL of patients (and their
families) with a life-threatening disease. The importance of palliative care for cancer
patients enjoys a broad consensus. It ensures the cancer patients receive a more
comprehensive healthcare support. During the palliative care service delivery, the
nurses’ palliative care competence is the guarantee of a high-quality care throughout

the process. Previous studies have investigated the palliative care nursing competence
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in many countries, and the findings have yielded different highest/lowest scores in
sub-dimensions such as pain management and the physiological care aspect.

Furthermore, factors that might relate to palliative care nursing competence
consist of palliative care knowledge, attitudes towards it, and workplace learning
conditions. More specifically, palliative care knowledge is an inconclusive factor;
both a positive correlation and no correlation with nurses’ competence have been
reported. The nurses' attitudes towards caring are believed to support their
competence; yet recently, one study focusing on practice score has identified a
stronger correlation with the spiritual care aspect. In the palliative context, this needs
to be further researched. Equally important, workplace learning conditions have a
strong correlation with the nurses’ general competence and help us understand how
nurses’ competence improves during daily practice. However, how the surrounding
conditions in the hospital help nurses enhance their palliative care competence has not
yet been investigated.

However, the palliative care service and quality of palliative care need further
development since the quality of death is still low among Chinese patients. Currently,
palliative care is developing rapidly in nursing education, practice and research in
China. Nevertheless, there is a lack of reliable evidence regarding palliative care
nursing competence to depict the existing situation in China accurately. This is
particularly true among oncology nurses, who play an important role in the cancer
patients’ medical experience. This group needs to be trained and educated regarding
palliative care. Moreover, the factors that are related to palliative care also need to be

further studied in order to provide topics for further development.
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CHAPTER 3
RESEARCH METHODOLOGY
This chapter presents the details of the research methodology comprising
research design, setting, samples and participants, research instruments, data
collection procedure, and data analysis. The ethical considerations of the study are

also included in this chapter.

Research Design

In the current study, the cross-sectional correlation design was used to explore
the level of palliative care nursing competence and examine the relationships among
palliative care knowledge, attitudes towards palliative care, workplace learning
conditions and palliative care nursing competence. A cross-sectional correlation study
is an appropriate study design to explain the situation. According to Polit and Beck
(2012, p. 226), “the aim of descriptive correlational research is to describe the
relationships among variables rather than to support inferences of causality.”
Moreover, the association between independent variables and dependent variables is
sometimes difficult to manipulate. The findings from this study design cannot be set
to explain causal effects, but they can explain which factors are related to palliative
care nursing competence among nurses who work in a cancer hospital. However,
based on the research questions, the strength of this design is that it ensures the
collection of existing information about the palliative care nursing competence and

another three variables while remaining strong in realism (Polit & Beck, 2012).
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Study Setting

The study was conducted in Yunnan Cancer Hospital, a top-level referral
hospital and a unique cancer center in the province. The healthcare services provided
for cancer patients there involve oncology integrated medical services and cancer
prevention. Patients who receive healthcare service from this hospital mainly come
from all regions of Yunnan Province and other provinces nearby.

Yunnan Cancer Hospital is a 1530-bed, tertiary-level, teaching hospital, which
consists of 24 clinical departments and 13 medico-technical departments (e.g. the
department of pathology, department of endoscopy, etc.). The palliative care unit in
the hospital is combined with the emergency department to provide acute care for
advanced cancer patients. Meanwhile, there are 815 registered nurses who are
qualified to care for cancer patients. As new graduate nurses work in the hospital, they

work under the supervision of senior nurses for six months.

Samples Size and Participants

The target population for this study was nurses who deliver service to
hospitalized patients in the selected hospital. Thus, nurses who work in the inpatient
unit were invited to participate in the study, but not nurses who do not take the
responsibility of providing holistic care to patients and their families such as nurses
working in the OPD (outpatient department) and OR (operation room).

The sample size was determined by the power analysis using the acceptable
level of significance at a < .05 and power of test at .08 (Polit & Beck, 2012). The
effect size was taken from a previous study conducted in Vietnam (Nguyen et al.,

2014) that analyzed the correlation between the nurses’ palliative care knowledge and
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their palliative care nursing competence (» = .26, p <.001), and their attitudes and
competence (no correlation). Since two variables (attitudes and workplace learning
condition) have not been reported to have a correlation with the nurses’ palliative care
competence, and since the context in Vietnam is different from that of China, the
researcher considered the use of a small effect size of .20 in order to increase the
power of the study, yielding a sample size of 194 according to the approximate
sample size table (Polit & Beck, 2012, p.425). With the consideration of the non-
response rate (20%) (Polit & Beck, 2014, p.261), the total sample size in this study

was 220.

Sampling Technique

Stratified random sampling was used with proportionate sampling based on
the total number of nurses in each ward. This technique ensures the representativeness
of nurses from different care units in the random sample (Polit & Beck, 2012, p. 282).
The total number of nurses in each ward when the research was conducted is shown in
Table 5. The sampling plan is presented in Figure 2. The researcher prepared a list of
the nurses’ names who met the inclusion criteria and then classified them into ward
setting in order to achieve random sampling using the RAND function in Microsoft
Excel. The sample in each ward was chosen using the formula:

Nsample = Nunit * 220/ Niotal
Note. Nsample: Number of samples in this study, nunit: the total number of nurse in the
unit, 220 is the number of samples in this study, Nwwi: Number of total nurses in

inpatient wards (Niotal = 669).

Example: samples from Breast Surgery Unit I in this study
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The total number of nurses in the Breast Surgery Unit [ was 37. The samples

from this unit was calculated as shown here:

Breast Surgery Unit [ = 37*220/669 = 12 nurses

Inclusion Criteria

The following inclusion criteria were used to select the sample:

1. Licensed as registered nurses (RN) working in this hospital for at least six
months

2. Working in the inpatient ward

3. Willing to participate in the study



Table 5

Number of Nurse and Sample Size for Each Ward

Code Department Number of Samples in

nurses the study
Surgical units
1 Gynecologic Oncology Surgery Unit 53 17
2 Colorectal Surgery Unit 43 14
3 Head and Neck Surgery Unit 38 12
4 Breast Surgery Unit I 37 12
5 Thoracic Surgery Unit I 37 12
6 Thoracic Surgery Unit I1 36 12
7 Urology Unit 32 11
8 Abdominal Tumor Surgery Unit 29 10
9 Neurosurgery Unit 26 9
10 Breast Surgery Unit 11 22 7
11 Orthopedics Unit 11 20 7
12 Orthopedics Unit I 18 6
Internal medicine units
13 Radiotherapy Unit 52 17
14 Geriatric Care Unit 23 8
15 Interventional Therapy Unit 23 8
16 Biological Therapy Unit 22 7
17 Chinese Traditional Medicine Oncology Unit 19 6
18 Internal Medicine Unit 111 18 6
19 Internal Medicine Unit 11 17 6
20 Internal Medicine Unit 1 16 5
21 Hematology Unit 13 4
Other units
2 Palliative Care Unit & Emergency 34 11
Department
23 Intensive Care Unit 32 11
24 Nuclear Medicine Unit 9 3

Total 669 220




37 departemts in
Yunnan Cancer Hospital

24 inpateint wards
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Surgical units
Gynecologic Oncology
Surgery Unit
Colon-Rectum Surgery Unit
Head and Neck Surgery Unit
Breast Surgery Unit I & 11
Thoracic Surgery Unit I & IT
Urology Unit
Abdominal Tumor Surgery
Unit
Neurosurgery Unit
Orthopedics Unit I & II

Internal medical units
Radiotherapy Unit
Geriatrics Care Unit
Interventional Therapy

Unit
Biological Therapy Unit
Chinese Medicine
Oncology Unit
Internal Medical Unit 111
Internal Medical Unit 11
Internal Medical Unit 1
Hematology Unit

A 4

Other units
Palliative Care Unit &
Emergency
Department
Intensive Care Unit
Nuclear Medicine Unit

A 4

A4

Radom selecting sample from each un

it by using a list of nurses’ names

'

v

'

Surgical units

Gynecologic Oncology Surgery
Unit =17

Colon-Rectum Surgery Unit =
14

Head and Neck Surgery Unit =
12

Breast Surgery Unit [ & I1 =19

Thoracic Surgery Unit [ & 11 =
24

Urology Unit=11

Abdominal Tumor Surgery
Unit = 10

Neurosurgery Unit =9

Orthopedics Unit [ & I1=13

Total =128

Internal medical units
Radiotherapy Unit =17
Geriatrics Care Unit = 8
Interventional Therapy Unit

=8
Biological Therapy Unit = 7,
Chinese Medicine

Oncology Unit = 6
Internal Medical Unit 111 =

6
Internal Medical Unit I = 6
Internal Medical Unit 1 =5
Hematology Unit =4
Total = 67

Other units
Palliative Care Unit &
Emergency
Department=11
Intensive Care Unit=11
Nuclear Medicine
Unit=3
Total = 25

Figure 2. Sampling Plan
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Instrumentation
The instruments (Appendix A) used to measure variables in this study were

divided into five sections. Each section of the instrument is described as follows.

Part 1: Demographic Characteristics

The demographic characteristics of the participants were collected using the
demographics questionnaire. This instrument was developed by the researcher and is
composed of 7 items—age, gender, hospital department where employed, level of
education, years of working experience, experience of caring for patients with
advanced cancer in the past year (and the number of patients), experience of attending

palliative care training, and experience of providing palliative care to cancer patients.

Part 2: Palliative Care Knowledge

The nurses’ palliative care knowledge was measured by the Palliative Care
Quiz for Nursing (PCQN). This questionnaire, designed by Ross et al. (1996), has
been translated into Chinese by Zou (2007). It consists of 20 items which are divided
into three main components: (1) philosophy and principles of palliative care (items
No. 1 - 4); (2) management of pain and symptoms (items No. 5 - 17); (3) psychosocial
and spiritual care (items No. 18 - 20). The format of the answers for each item was
“True”, “False” and “I don’t know.” The correct answer was marked as one score, and
the incorrect or other answers (I don’t know) were marked as no score. The total score
ranged from 0 to 20. A higher score indicated a higher level of knowledge.

The PCQN was applied to measure the palliative care knowledge in 396

Canadian general nurses, and 939 Chinese general and oncology nurses. The internal
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consistency of the English version was .78 using Kuder-Richardson formulas (KR-
20), and the test-retest reliability was .56 at the time of development (Ross et al.,
1996). The test-retest reliability and internal consistency of the Chinese version was

.78 and .75 respectively, with a satisfactory construct validity (Zou, 2007).

Part 3: Attitudes toward Palliative Care

Nurses’ attitudes toward palliative care was measured by the Attitudes toward
Palliative Care Scale (ATPC). Zou (2007) translated the questionnaire designed by
Bradley et al. (2000) into Chinese, and she used the term “palliative care” to replace
“hospice care” to assess the healthcare provider’s attitudes towards palliative care. It
is a 12-item, 5-point Likert scale, which is classified into three attitudinal constructs:
(1) professional responsibility in palliative care (items No. 1 - 4), (2) the efficacy of
palliative care (items No. 5 - 9), and (3) communication about dying (items 10 - 12).
The score of each item ranged from 1 (strongly agree) to 5 (strongly disagree). The
summed score ranged from 12 to 60. A higher score pointed to a more positive
attitude.

The ATPC questionnaire was tested in 50 clinicians (doctors and nurses) in
Canada and 939 Chinese general and oncology nurses. The test-retest reliability of the
English version was .86, and the construct validity showed a Cronbach’s alpha
coefficient above .61 (Bradley et al., 2000). Meanwhile, the test-retest reliability of
the Chinese version was .85 and the construct validity reported for the three constructs

was between .59 and .76 (Zou, 2007).
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Part 4: Palliative Care Nursing Competence

Palliative care nursing competence was measured by the Palliative Care
Nursing Self-Competence (PCSNC) scale. This instrument was developed by
Desbiens and Fillion (2011) and modified later (Sawatzky, Desbiens & Fillion, 2014).
This questionnaire has a total of 50 items, covering ten domains of palliative care
competence: (1) psychical needs of pain (5 items) and (2) other symptom
management (5 items), (3) psychological needs (5 items), (4) social needs (5 items),
(5) spiritual needs (5 items), (6) needs related to functional status (5 items), (7) ethical
and legal issues (5 items), (8) inter-professional collaboration and communication (5
items), (9) personal and professional issues related to nursing care (5 items), and (10)
last hours of life (5 items). Each item was scored by means of a 6-point Likert scale
from 0 (not capable at all) to 5 (highly capable). The summed score ranged from 0 to
250. A higher score represented a higher sense of self-competence. As in a similar
study in Vietnam (Nuygen et al., 2014), the score obtained from this study was
interpreted using the formula of grouped frequency distribution (maximum-
minimum/number of category; Grove, Burns & Gray, 2013, p.551). Therefore, the

level of palliative care nursing competence in this study was categorized as:

Level of competence Mean of total score
Low competence 0—-83.33
Moderate competence 83.34 - 166.67
High competence 166.68 — 250

The PCSNC was tested in 908 Canadian nurses. The content validity (factor

analysis) was found to fit the factors well (Cronbach’s alpha coefficient for the 9
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factors ranged from .90 to .96), with satisfactory internal consistency (Cronbach’s

alpha value ranging from .85 to .93; Sawatzky, Desbiens & Fillion, 2014).

Part 5: Workplace Learning Conditions for Palliative Care

The workplace learning conditions was measured using the Learning
Condition Scale (LCS) (Kyndt et al., 2016). Kyndt et al. (2009) developed this tool
with the aim to evaluate formal and informal workplace learning conditions. It was
revised to be more specific to assess the nurses’ perception of the available learning
conditions within (state specific types of workplace that were measured by this
questionnaire) (Kyndt et al., 2016). In this study, the researcher also modified some
items of this questionnaire to make it more specific to learning about palliative care,
such as learning materials and opportunities of receiving feedback regarding palliative
care. The 24-item questionnaire consists of six subscales: (1) opportunities for
cooperation (items No. 1 - 6), (2) knowledge acquisition and access to information
(items No. 7 - 10), (3) opportunities for feedback (items No. 11 - 13), (4)
opportunities for reflection (items No. 14 - 16), (5) opportunities for work evaluation
(items No. 17, 18), and (6) being coached (items No. 19 - 24). The scoring format for
each item was a 5-point Likert scale, ranging from 1 (totally disagree) to 5 (totally
agree). The total score ranged from 24 to 120. The higher score indicates a greater
opportunity available for nurses in the healthcare institution.

The LCS was applied to measure the workplace learning conditions in 203
Belgian nurses. Construct validity testing showed a satisfactory fit of the

measurement model (CFI =.92; RMSEA = .07; Kyndt et al., 2017, p. 211).
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Meanwhile, the internal consistency reliability was also acceptable (Cronbach’s alpha

coefficient between .60 and .87; Kyndt et al., 2016).

Translation of the Instruments

Both the PCQN and ATPC questionnaire have already been translated into
Chinese by Zou (2007). In the current study, the PCSNC and LCS questionnaires
were translated into Chinese using the back-translation method developed by Brislin
(1970). The translators consisted of three bilingual English experts who are familiar
with both the English and Chinese languages, with a background in medical
education, and capable of understanding the variables in this study. This method
proceeded in three phases:

(1) The English version of the instrument was translated into a Chinese
version by one bilingual translator.

(2) The Chinese version then was translated back into English by the second
bilingual translator.

(3) The original instruments and the English back translated instruments were
evaluated by the third bilingual English expert for discrepancies and to ensure that the
content of the translated instrument has equivalent meaning as compared with the

original version.

Validity of the Instrument
The content validity of the modified LCS (English version) was validated by
three experts (Appendix C)—two of them are researchers in the area of palliative care

from the Adult and Elderly Nursing Department, Faculty of Nursing, Prince of
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Songkla University, Thailand. The other expert is an associate professor from the
Kunming Medical University with experience and expertise in the areas of oncology
and palliative care. The experts accessed the contents to determine if the items
included were accurate, appropriate and congruent to the construct being measured in
the setting. Some modifications were done in the questionnaires based on the
recommendations from the experts and the existing palliative care education context
in China. The content validity index (CVI) value of the LCS questionnaire was 1.0;

this was an excellent score for the scale’s content validity.

Reliability of the Instruments

Twenty participants with the same characteristics in the sample of this study
were considered as determinable for a pretest of the instruments (Radhakrishna,
2007). Thus, 20 nurses from the Yunnan cancer hospital were randomly selected in a
pilot study in order to test the reliability of the instruments. The Chinese version
PCNSC and LCS were tested for internal consistency using the Cronbach’s alpha
coefficient. This could lend support to the majority of the items in each scale that
measured one attribute and nothing else (Polit & Beck, 2014). Furthermore, the test-
retest reliability was tested for all questionnaires using measure variables, including
the PCQN and ATPC tools, which were already translated into Chinese. The 7 values
of the four instruments computed from the test-retest were all above .70 and perceived
as acceptable (Polit & Beck, 2012). The results of reliability testing from the pilot

study are presented in Table 6.
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Table 6
Results of Reliability Testing for the Four Instruments

Reliability
Instrument Test-retest (r) Internal consistency (a)
PCQN .79 NA
ATPC .83 NA
PCNSC 77 97
LCS .84 95

Note. NA = not applicable

Ethical Considerations

The study was conducted in accordance with the ethical considerations in
nursing research and ethical principles. The ethical principles in nursing research
include benefits, the right to freedom from harm and discomfort, the right to
protection from exploitation, respect for human dignity, the right for self-
determination, right for full disclosure, and justice (Polit & Beck, 2014). The ethical
issues in this study concern the right to full disclosure and justice, and the right to
self-determination. Permission for data collection was obtained from both the Health
and Social Science Institutional Review Board (SBS-IRB), Prince of Songkla
University, Thailand (2017NSt-Qn046) and the IRB of the Yunnan Cancer Hospital
(Appendix D).

Firstly, considering full disclosure, the researcher provided comprehensive
information about the study including its benefits and risks. Each subject received a
brief explanation of the study where it was made clear that the study might not benefit
the participants directly, but the knowledge gained from this study might be valuable
for the development of the nurses’ palliative care competence in the hospital at hand

and in an even wider context.
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At the same time, the risks of participating in this study are associated with the
breach of confidentiality. More specifically, the questionnaire asks participants to
share their perception of competence with the potential risk of influencing their
occupational evaluation, through the unauthorized dissemination of the data to other
parties. For example, the nurse might feel stressed since answering “not capable at
all” will influence the total score of the department for which the nursing manager is
accountable. Based on this consideration, the researcher will explain explained that
the study was not confined to institution and the risk for affecting evaluation is
limited. They were then informed that a total of 220 participates were included in this
study, and that the final report would only contain aggregate data and not information
that would identify individuals.

Secondly, the right to self-determination involves the participants’ right to ask
questions or decide whether or not to participate. The nurses were clearly informed of
their right and ability to discontinue their participation at any time without penalty or
loss of benefits to which they are otherwise entitled.

Furthermore, the steps of promote confidentiality were explained to each
respondent. For example, the identifiers would be removed as soon as possible after
data collection with substitute codes subsequently used to replace the identifiers, and

that the data would be saved in a computer and protected by passwords.

Data Collection Procedures
The data collection was conducted in the period from January 15 to 26, 2018.
The procedure consisted of three phases—preparation phase, recruitment phase and

data collection phase.
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Preparation Phase

1. Obtaining permission and approval from both the Health and Social
Science Institutional Review Board (SBS-IRB), Prince of Songkla University and the
IRB of Yunnan Cancer Hospital.

2. The demographic questionnaires, PCNSC and LCS scales, were translated
into Chinese.

3. Three experts tested the content validity of LCS.

4. Conducting pilot study to test the reliability of the instruments (PCQN,
APTC, PCNSC, and LCS). Four instruments and the informed consent (Appendix E)

were provided when testing for reliability.

Recruitment Phase

1. The objectives of the study were explained to both the chief and head
nurse in each ward. Then they were asked to provide the list of names of the nurses in
their ward to identify nurses who met the inclusion criteria with the help of the head
nurses in each ward.

2. Random sampling was performed using the RAND function in Microsoft
Excel to select participants randomly. In the case when the potential participant
rejected to be involved in the survey, the following ID number of the nurse from the
RAND function was invited to participate into the study in order to fulfill the sample

size requirement of each ward.
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Date Collection Phase

1. The researcher contacted each participant individually. The strategy of
individual distribution was used in order to yield a relatively high response rate (Polit
& Beck, 2012, p. 311). The researcher explained the purposes of the study and data
collection process to each participant in order to obtain their consent. In addition, the
participant was required to fill in the questionnaire independently.

2. The researcher provided the informed consent and instruments, and recycled
the questionnaire after one week. In cases when the questions had not been
completed, the researcher asked the respondent to complete them within one week,
while asking for the reasons or inconvenience issues that hindered the completion of
the questionnaire and providing assistance.

After collecting all questionnaires, the top sheets of the questionnaire were
removed from the original questionnaire; thus, removing the identification of the

participants.

Data Analysis

Data Management

After data collection was completed, all data were entered, checked, and
cleaned. They were then transferred into a data file via keyboard entry. The double
entry data method was used to prevent data entry error (Polit & Beck, 2012, p.456).
This method compares two sets of data entry to ensure the accuracy, and data cleaning
was done by checking outliers. All of the data collected in this study will be kept for a

5-year period.
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Analyzing Data

The data were analyzed using statistical software in accordance with the
methods related to a descriptive and inferential statistic in order to answer the
research questions.

1. Description of the nurses’ demographic characteristics were presented
using frequencies, percentages, means (M), and standard deviation (SD). Age was
presented as M and SD, maximum and minimum.

2. Regarding the first research question, i.e., to describe palliative care nursing
competence, the scores of PCSNC in each dimension and a total were obtained by
taking the M (SD) of the responses to the pattern of palliative care self-competence.
Later the summed score was used to integrate the level of palliative care competence
in the study and analyzing the association with the scores of the other variables.

3. As for the second research question, the Pearson’s product-moment
correlation was used to examine the relationship between the score of the nurses’
knowledge, attitudes, and workplace learning condition scale and the score of
palliative care nursing competence. Prior to performing the correlation study between
variables, the assumption of normality, linearity, and homogeneity of data in each
variable was tested (Appendix F). That is, the assumption of normality of each
variable was checked through the value of Skewness and Kurtosis. If the values lay
between + 3.29 that was an indication that the data had a normal distribution. For the
linearity testing, it was examined by a visual inspection of the scatter plot. The overall
shape of the scatter plot should be rectangular if the assumption of linearity was met

(Polit & Beck, 2012). Homoscedasticity is used to interpret the standard error of the



dependent variable exhibiting a similar variance across the independent variables.

This assumption is not met if the band becomes wider at larger predicted values.

74
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CHAPTER 4
RESULTS AND DISCUSSION
This chapter consists of the results and discussion sections of the study. The

relevant details and explanation are as follows.

Results
The results are presented according to the order of the research objectives of
this study starting with the characteristics of the participants, followed by the level of
palliative care nursing competence and the relationships between the nurses' palliative
care competence and palliative care knowledge, attitudes, and workplace learning

conditions.

Characteristics of Participants

A total of 212 nurses completed and returned the questionnaire (response rate
96.36%). The participants' age ranged from 22 to 51 years, with a mean age of 31.75
years (SD = 5.93). The majority of the participants were female (98.1%), and their
ages ranged from 22 to 51 years. More than 95% were bachelor degree graduates. The
length of their work experience as a registered nurse varied from 1 to 30 years, with a
mean value of 10.42 years (SD = 7.12). However, their experience in their current
hospital was generally shorter than their total work experience (M = 9.93, SD = 6.94).
Nurses with experience caring for patients with advanced cancer in the year prior to
the study accounted for 91%.

Regarding palliative care training, 172 nurses (81.1%) reported they had

opportunities to attend relevant courses on palliative care. Three common topics were
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often included in such training courses—pain management, the concept of palliative

care and palliative care in hospice. Concerning their daily practice related to palliative

care, the nurses reported that pain management was continually provided (94.81%)

followed by psychosocial (69.81%) and hospice care (60.38%). The participants'

characteristics are illustrated in Table 7.
Table 7
Participants’ Characteristics (N = 212)

Variable
Gender
Male
Female
Level of education
Undergraduate
Master

Experience of caring for patients with advanced cancer

during the past year
No
Yes
Number of patients <10 2
Number of patients 10-50 *
Number of patients >50 2
Experience of attending PC training
No
Yes (content of PC training related to ):
Pain management °
Concept of PC?
PC in hospice®

208

203

20
192
64
65
63

40

172
157
116
114

%

1.9
98.1

95.75
4.25

94
90.6
33.33
33.85
32.81

18.9
81.1
91.28
67.44
66.28

Note. *n =192, " n =172, PC = Palliative care, TCM = traditional Chinese medicine

(continued)
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Table 7 (continued)
Variable n %
Psychosocial care® 90 52.33
Communication in PC® 70 40.70
Nurses’ role in PC® 66 38.37
Caring for patients’ families ® 57 33.14
Other symptom management® 51 29.65
Spiritual care® 33 19.19
Complementary and Alternative Medicine in PC? 25 14.53
Bereavement care 20 11.63
Advanced care planning® 13 7.56
Living will® 1 0.58
Nurses’ direct experience with providing PC
Pain management 201 94.81
Psychosocial care 148  69.81
Hospice care 128 60.38
Caring for patient’s family 116  54.72
Other symptom management 109  51.42
Symptom management using TCM 42 19.81
Acupressure 24 11.32
TCM topical or rubbed medications 13 6.13
TCM dietary guidance 18 8.49
Communication about dying 36 16.98
Spiritual care 23 10.85
Bereavement care 14 6.60
Advanced care planning 0 0

Note. *n=192,%n =172, PC = palliative care, TCM = traditional Chinese medicine,
NA = Not applicable.

Level of participants’ palliative care nursing competence. It was found that

the reported nurses' palliative care competence in the investigated cancer hospital was
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generally at a moderate level (M = 131.02, SD + 34.11). The nurses felt more
competent in assisting patients with their physical needs, both pain (M = 14.87, SD +
4.03) and other symptoms (M = 16.06, SD + 3.72) as well as providing care at last
hour of life (M = 15.31, SD + 4.72) than with the other aspects of palliative care. On
the other hand, they perceived themselves less competent in ethical and legal issues
(M =10.29, SD + 4.87) and serving the patients' spiritual needs (M = 10.32, SD +
4.60). The scores of the total competence and those of each subdomain of palliative
care are presented in Table 8.

Table 8

Summary of Score Range, Means, and Standard Deviations for Scores of
Participants’ Palliative Care Competence

Range
Domain Potential Actual M SD
Total score of PC competence 0-250 40 - 221 131.02 34.11
Physical care (other symptoms) 0-25 7-25 16.06 3.72
Care at the last hours of life 0-25 2-25 15.31 4.72
Physical care (pain) 0-25 5-25 14.87 4.03
Needs related to functional status 0-25 2-25 14.16 4.23
Psychological care 0-25 4-23 13.90 4.05
Personal and professional issues 0-25 0-24 12.30 4.43
related to nursing care
Inter-professional collaboration 0-25 0-25 12.20 5.31
and communication
Social care 0-25 1-21 11.42 4.38
Spiritual need 0-25 0-23 10.32 4.60
Ethical and legal issues 0-25 0-22 10.29 4.87

Note. PC = Palliative care.
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Additionally, the top three-highest scoring items rated by the participants was
found in providing oral care, pain assessment, and presence during the last hours of
the patient’s life. Regarding the items with the lowest scores, two of them were under
the subdomains of ethical legal issues, namely, decision-making assistance and
providing information specific to the legal issues associated with their illness (the
only item rated at a low level; M = 1.56, SD = 1.19). Another item with a low score
was discussion about death with patients and their families. These items are presented
in Table 9; the scores obtained for each item of the PCNSC questionnaire are
presented in Appendix G.

Table 9

Item Ranking: Three Highest Scoring and Three Lowest Scoring Competence

Assessment Items
Ranking
order Content of item M SD
1 Provide proper mouth care to promote comfort in 3.71  1.01

persons with life-limiting conditions.

2 Assess pain in persons with life-limiting conditions. 349 .97
3 Provide an authentic presence during the last hours of 334 1.20
life to persons with life-limiting conditions and their
families.

48 Discuss death and dying with persons with life-limiting  1.81  1.27
conditions and their families.

49 Assist persons with life-limiting conditions to make 1.69 1.19
informed decision regarding end of life care.

50 Provide information to persons with life-limiting 1.65 1.19
conditions concerning the legal issue associated with
illness.



Relationships between knowledge, attitudes, workplace learning
conditions and nurses’ palliative care competence. A Pearson's product-moment
correlation test was conducted to determine the relationships between the score of the
nurses' knowledge, attitudes, workplace learning condition scale and the score on
palliative care nursing competence. Upon correlation analysis, the assumptions of
normality, linearity and homoscedasticity were all met. The Pearson’s correlation
showed a positive relationship between workplace learning conditions and nurses’
palliative care competence at a moderate magnitude (» = .460, p <.001). Also, there
was a positive statistically significant correlation between knowledge and palliative
care nursing competence at a small magnitude ( =.152, p = .027). However, the
relationship between attitudes and competence had no statistical significance. The
scores and distributions of each variable assessed are presented in Appendix G. The
results of Pearson's correlation analyses are displayed in Table 10.

Table 10

Correlation between Knowledge, Attitudes, Workplace Learning Conditions and
Competence

Variable 1 2 3 4
1. PC knowledge 1
2. Attitudes towards PC .097 1
3. Workplace learning conditions .091 116 1
4. PC nursing competence 152% .007 460%* 1

Note. * p <.05, ** p <.001, PC = palliative care.
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Discussion
In the discussion section, the interpretation of the findings of this study and
arguments related to them will be stated, including suggestions and practical
implications. The discussion is organized according to the research objectives and
research questions. The participants’ level of palliative care competence and its
relationships with palliative care knowledge, attitudes towards palliative care, and

workplace learning conditions are discussed sequentially.

Level of Participants’ Palliative Care Nursing Competence

The oncology nurses’ perception of their palliative care competence was found
to be at a moderate level (mean value computed 52.41% of total score). Compared
with findings regarding nurses’ competence in other studies using the PCNSC scale,
this finding is similar to that from Vietnam (54.59% of the total score; Nguyen et al.,
2014). However, the participants’ competence score in this study was lower than that
of a group of nurses working in an acute care department in the United States (69.51%
of the total score; Hayter, 2016) and of Canadian nurses working in rural areas (70.3%
of total score; Pesut et al., 2015). This could point out that this study’s participants
perceived themselves as not fully competent in palliative care compared with nurses
in more developed countries. The integration of palliative care in nursing practice is
influenced by the level of palliative care development in the country through specific
education and training (Abudari et al., 2014). Palliative care development in both US
and Canada is more advanced than in China (Lynch, et al., 2013).

As one of the key factors affecting competence, education could bring

essential information about palliative care to nursing students and nursing
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practitioners (Malloy et al., 2018). However, the development of palliative nursing
education in China is lagging. Palliative content is not fully incorporated into the
nursing curriculum, so nurses have limited palliative knowledge and skills when they
graduate (Lu et al., 2018). To illustrate, the majority of nurses' palliative care training
course contents rarely cover the social and spiritual care aspects, caring for the
patients’ families and other symptom management. These aspects of palliative care
account for a large proportion of the nurses’ practice in this area, but they are unlikely
to be supported by education. This lack reinforces the need of strengthening specialist
competence development. This finding agrees with Zhan et al. (2018) in that specialist
education should be holistically improved through curricula for nursing students,
continued education for nurses, and qualification for nurse practitioners.

Another element for professional competence development could be
guidelines for palliative care availability. Practice, as a guiding information resource,
could help nurses link theory and nursing research to practice (Jerlock et al., 2003). In
the United States, guidelines for advancing palliative care in different healthcare
settings have been in place since 2004 (NCHPC, 2013). Furthermore, regarding
palliative care service for cancer patients, the American Society of Clinical Oncology
(ASCO) has also offered a guideline specifically for oncologists to integrate palliative
care into the oncology care they provide. Regarding the guideline, the ASCO also
highlights the importance of the team approach along with palliative care assessment
integrated into the oncology care routine (Ferrell, et al., 2016b). In China, the NHFPC
issued three documents that aim to further strengthen palliative and hospice care
development in early 2017 (NHFPC, 2017). The documents are an initial national

standard for palliative care involving human resources, environment, and structure of
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palliative and hospice care service, with practice guidelines for healthcare providers
and quality supervision standards. Due to this legislation, the construction of
palliative care service can finally rely on a unified national standard.

Analyzing the ability of nurses in each aspect can also bring a deeper
understanding of the oncology nurses’ competence level. The highest scores were
associated with care for the cancer patients’ physical needs related to pain and other
symptoms management, and care at the last hours of life. This could be interpreted as
the nurses felt more capable when providing symptom management even at the EOL
in their care practice. This result is similar to that reported in the United States
(Hayter, 2016) where nurses who worked in an acute care department also perceived a
level of higher competence in these three domains. Similarly, Vietnamese oncology
nurses also reported a higher competence in caring at EOL and other symptom
management, but not in pain management (Nguyen et al., 2014).

The participants in this study felt more competent while facing the patients'
needs related to pain management, which resulted the highest overall competence.
This could be understood as the nurses perceived they were capable of handling the
pain aspect of care concerning cancer patients. This result is similar to a finding
among Japanese nurses (Nekazawa et al., 2018). However, other studies in
Vietnamese oncology nurses and Canada found that pain management competence
was rated poorly (Nguyen et al., 2014; Pesut et al., 2015). This might owe to the fact
that both policy and opportunities for education on pain management have been
developed earlier than the other palliative care aspects in China. In 2011, NHFPC
established pilot inpatient units for standard cancer-pain management regulations both

for general and cancer-specialized hospitals. The number of qualified cancer-pain
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management units across China reached 913 units in 2017 (Lu, 2018). In the same
year, the national standard for palliative care units was announced (NHFPC, 2017).
One unit in the study hospital also received the qualification certification for national
standards in pain management. Physicians in that unit provide education and
assistance with cancer-pain management all over the hospital. This is corroborated by
the participants of the study reporting that pain management was the most commonly
covered topic (91%) in their training and practice experience. Consequently, their
perceived competence in providing pain management was relatively higher than the
other areas of competence.

The lowest scoring competence reported in the study was dealing with ethical
and legal issues. This finding points out that the nurses were unlikely to provide
relevant information support in their care for and communication with patients.
Especially, the lowest score out of the fifty items of competence assessment was
presented in the item of “providing information ... concerning legal issues associated
with illness.” This finding is also consistent with those of earlier related studies
(Hayter, 2016; Nguyen et al., 2014; Pesut et al., 2015). For nurses, mastering ethical
and legal knowledge in palliative care is essential, especially when facing complex
cases that involve the application of the palliative care principle of beneficence
through suffering relief and the obligation to build trust in a therapeutic relationship
(McCabe & Costudy, 2014). It has been noted that competence in this specific area
could be improved significantly through educational programs (Pesut et al., 2015).
Palliative care-related laws still need to be improved in China. For instance,
Advanced Care Planning (ACP) is still not a legal document, but some nonprofit

organizations (e.g. the Beijing Living Will Promotion Association) started to promote
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public education for advanced care planning and hospice care in 2013 (Lu, et al.,
2018). A survey among Chinese oncologists showed that their knowledge regarding
this topic was much lower than that reported by other Asian studies (Gu et al., 2016).
In the present study, less than 10% (7.56%) of nurses had attended a course
concerning advanced care planning, even though the major of them had received
training about hospice care. In fact, none of the participants reported having any
experience with practice in APC. Thus, during the process of integrating the legal
system, education is also necessary for nurses.

Another noticeable point is that the nurses’ competence in inter-professional
collaboration and communication was generally perceived as low. This indicates that
the nurses may be able to neither communicate well with other healthcare providers
nor promote effective communication with patients and/or other professionals. This
was true even though communication in palliative care was typically included in the
palliative care training they attend. Moreover, this competence was found to be higher
than symptoms management in previous studies (Nguyen et al., 2014; Pesut et al.,
2015).

This result might be influenced by three potential reasons. Firstly, palliative
care is a multidisciplinary approach where nurses need to collaborate in teams (Kang
et al., 2013). Among the participants in the study, a limited proportion of them had
received training concerning the nursing role in palliative care. Currently, along with
the establishment of national palliative care guidelines, Chinese nursing managers and
nurses need to be aware of their role in palliative care (Zhan et al., 2018). Secondly,
the multidisciplinary team building should also be taken into consideration. One study

suggested that strengthening palliative care teams contributes to the nurses' higher
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competence significantly, along with increasing the availability of interpersonal
information dissemination and multi-professional working (Hamstrom et al., 2012;
Nakazawa et al., 2018). However, Ma (2016) found that only 22% of research about
palliative care was conducted using a team approach through meta-analysis. The
absence of a multidisciplinary team could limit the nurses’ opportunity to practice
inter-professional collaboration in teams as it regards to the scope of palliative care
(Nakazawa et al., 2018). Finally, the participants reported they rarely communicated
about death in their practice, even though communication in palliative care was a part
of the training they attended. A cultural barrier could be at play here; Chinese patients
are not often included in decision making at the EOL (Lu et al., 2018). This issue
needs to be improved from both the healthcare professionals’ and patients’ (families)
sides. Hence, public education is also essential to help the general population change

the cultural mindset regarding talking about death.

Factors Associated with Palliative Care Nursing Competence

As mentioned above, in this study, the factors associated with palliative care
nursing competence were knowledge and workplace learning conditions. Knowledge
was positively related to competence indicating nurses felt more capable of delivering
services when they had obtained a higher level of palliative care knowledge.
Education contributes to the provision of excellent care, since “nurses cannot practice
what they do not know” (Malloy et al., 2018). Nurses reported that a better knowledge
of assessment tools and available resources for patients enhanced their competence in
communication with both patients and other healthcare providers (Pesut et al., 2015).

This finding concurs with that of Nguyen’s study (Nguyen et al., 2014). Similarly,
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Nekazawa et al. (2018) reported a relationship between improvement of the nurses’
knowledge and self-reported practice competence level from a national investigation.
Meanwhile, many educational programs have identified that the improvement of
competence can be achieved by heightening the knowledge of the practitioner
(Montagnini et al., 2012; Nguyen et al., 2014; Schlairet, 2009). However, some
studies have failed to detect this correlation (Pesut et al., 2015), and one reason could
be that the nurses’ perceived competence might be affected by other factors such as
experience (Lakanmaa et al. (2015).

The most striking result to emerge from this study’s data is that workplace
learning conditions were significantly associated with the nurses' palliative care
competence. Learning conditions could be a way to explain how the nurses’ capacity
increases with clinical experience (Takase et al., 2015), even though nurses might not
notice they are being educated while working (Kyndt et al., 2016). Kyndt et al. (2016)
identified that opportunities for nurses to cooperate, receive feedback and evaluation,
and be coached significantly predicted their general competence. Specifically,
palliative care specialist support apparently helps nurses overcome difficulties faced
during palliative care, and also promotes interactions among healthcare providers
(Nikazawa et al, 2018). This study’s data also suggested that more opportunities for
cooperation, evaluation, feedback, reflection, coaching, knowledge acquisition and
access to information are associated with a higher level of competence. This finding is
consistent with those of previous studies (Isidro-Filho et al., 2013; Kyndt et al., 2016;
Takase et al., 2015) showing a strong positive correlation between workplace learning

and nurses’ competence in general.
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Additionally, the results further confirm the importance of workplace learning
conditions in the development of palliative care competence among nurses. However,
the score of workplace learning conditions was computed as 48% of the total LCS
score in the study. It is noteworthy that opportunities for cooperation were perceived
by nurses as the weakest aspect of the workplace learning aspect. This result also
evidenced that nurses were unsatisfied with inter-professional collaboration. Thus,
improving the support procedures concerning the points mentioned above, especially
regarding professional cooperation should be contained in the construction of service
along with improving the learning environment in the hospital specifically for
palliative care service.

This study was unable to demonstrate that the nurses’ attitudes towards
palliative care were associated with their competence. It could be inferred that the
way nurses perceive palliative care does not relate to their perceived capability of
providing care. Noticeably, the attitudes score in this study was not very positive (M
computed 62% of the total score) even though it was higher than the findings of
previous Chinese studies (Shen, 2015; Wan, 2013). In particular, the scores of
communication about dying were the lowest out of the three domains assessed. This
could be the reason for the lack of association between nurses’ attitudes and palliative
care competence. This finding is different from those of some studies, which
suggested that nurses with positive perceptions regarding care, more frequently
include care practice in their daily work (Huijer et al., 2009). But in Huijer’s study,
the participants’ attitudes towards palliative care were more positive overall (M value
computed 73% of the total score). Nevertheless, this study’s result is consistent with

Nguyen's research (Nguyen et al., 2014); nurses with more experience in oncology



care experienced greater compassion fatigue, which further affected their attitudes

towards caring for cancer patients.

&9
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CHAPTER 5
CONCLUSION AND RECOMMENDATIONS
In this chapter, the summary of the study findings, strengths and limitations,

and recommendations are included.

Conclusion

This cross-sectional correlation study was conducted to identify the level of
palliative care competence and its relevant factors among nurses working in a cancer
hospital in China. The concept of palliative care nursing competence was based on a
previous research in Canada (Desbines & Fillion, 2011). The data was collected from
212 nurses, who had at least six months of experience in their existing hospital in
January 2017. A demographics questionnaire and the Palliative Care Quiz for Nurses
(PCQN), Attitudes towards Palliative Care Scale (ATPC) Scale, the Workplace
Learning Conditions Scale (LCS), and the Palliative Care Nursing Self-competence
Scale (PCNSC) Scale were used to assess the nurses’ palliative care competence,
knowledge, attitudes and perceptions of learning conditions as it regards palliative
care in the hospital. The demographic questionnaire and the LCS were validated by
three experts. The internal consistency (Cronbach’s alpha) and the test-retest
reliability of the Chinese versions of PCNSC and LCS were tested and yielded
satisfactory values. For the questionnaires already translated by previous authors
(PCQN and ATPC), the test-retest reliability was also tested and they were shown to
be reliable.

Descriptive statistics were used to describe the participants’ palliative care

competence. Inferential statistics (Pearson’s correlation) were used to identify the
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association between the nurses’ competence and knowledge, attitudes, and workplace
learning conditions.

The majority of the participants were nurses who had graduated with a
bachelor degree and the mean working experience as a nurse was 10.42 years. The
study findings illustrated that the nurses’ perception of their palliative care
competence was at a moderate level (M =131.02, SD = 34.11). The nurses were the
most likely to provide appropriate care for the patients’ physical needs. However, the
rating scores for providing care in regards to communication, spiritual care, and
ethical and legal matters were lower than in other aspects. The factors associated with
the nurses’ palliative care competence were workplace learning conditions (r = 0.46, p
< 0.001) and palliative care knowledge (» = 0.152, p = 0.03), which were both
significantly and positively related to competence. On the other hand, the correlation
between the participants’ attitudes and palliative care competence was not statistically

significant.

Strengths and Limitations of the Study

There are some noticeable strengths and limitations in this study.

Strengths of the Study

First of all, this is a pioneer study on nurses’ competence in palliative care in
Mainland China. Its findings could provide meaningful baseline data regarding the
status of palliative care competence among nurses there. Another strength of the study
is related to the sampling method used. Stratified random sampling with proportionate

sampling was used based on the total number of nurses in each ward. This technique
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could ensure the representativeness of nurses from internal medicine, surgery, and
others care units in the randomized sample. Finally, the individual distribution
strategy used by the researcher also enhanced the understanding of the research goal
on the part of the participants while, at the same time, yielding a satisfactory response

rate.

Limitations of the Study

There were limitations to this study, which should be noted and discussed.
Firstly, self-assessed competence is a widely-used method in nursing competence
research, but it is weak on objectivity. As pointed out by Takase et al. (2015), the
nurses’ self-assessed competence is influenced by the individual’s self-esteem. Some
of the nurses rated their competence “0,” which refers to not being capable in regards
to all of the items. Obviously, this depends on the way they perceived their level of
ability. Secondly, some of the items did not cut deeply into how the participants
perceived the concepts. For example, for the item “assess the spiritual needs of
patients with life-threatening illness and their families,” some nurses might not have
extensive knowledge in regard to what spiritual needs entails, as a few of them had
received education pertaining to spiritual care. Without clear understanding of the
subject matter, their evaluation might have been biased. Thirdly, the finding of the
study could reflect only a part of the situation pertaining to a cancer hospitals in
Western China. However, in the eastern part of China, palliative care development is
more advanced (Ma, 2016); this needs to be taken into consideration when applying
the findings of this study to guide further research in hospitals with a different context

of palliative care development.
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Recommendations
This study could provide valuable baseline data and evidence that can be

applied into nursing practice, and utilized in education and further nursing research.

Nursing Practice

The study’s findings show that the nurses’ palliative care competence level in
the cancer hospital under investigation was lower than that reported by studies in
more developed countries. This could serve to raise both awareness and concern about
the quality of care they provide to cancer patients and their families. As suggested in
the discussion section, the nurses’ comprehensive palliative care competence should
be improved. More specifically, the competence of dealing with the ethical and legal
matters in palliative care, offering support for spiritual care needs, as well as
professional cooperation and communication require more attention in the existing
context. Strategies should be created in order to establish better educational support
due to the observed association between knowledge and competence. Additionally,
the nurses’ attitudes need to be further improved, especially in the part of
communication on the topics of death and dying.

The findings also suggest that strengthening the learning environment in the
hospital brings benefits in the advancement of palliative care service. Increasing the
palliative care specialist availability in practice will also be beneficial for nurses,
providing more opportunity for them to receive feedback and practice self-reflection.
At the same time, the points mentioned above need to be considered when creating

hospital management policies.



Nursing Education

Firstly, this study investigated the education needed to comprehensively
support the nurses’ palliative care development. Basic knowledge regarding the
philosophy and principles of palliative care, symptom management, and
psychological care involvement is believed to be beneficial, as the association
between basic palliative care knowledge and nurse competence level was
demonstrated by the current study. Under existing conditions, the knowledge about
social care, spiritual care and ethical and/or legal considerations in palliative care
should be paid more attention to.

Secondly, both educational support for nursing students in early nursing

education and continued educational opportunities for nurses in a healthcare setting
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are necessary. Palliative care needs to form part of the nursing education curricula for

the bachelor degree. Concerning continued educational programs, specific education

helping nurse practitioners to identify their role in palliative care, communication with

other healthcare professionals, spiritual care skills and knowledge of ethical/legal
issues in palliative care should remain in focus in the hospital. Finally, the nurses’
palliative care competence could be improved through both formal and informal
education (workplace learning) in the hospital. At the same time, the nurses’
knowledge, their perception of workplace learning conditions, and palliative care
competence could serve as indicators that can be measured in order to facilitate the

process.
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Nursing Research

In future nursing research, self-evaluation could be the way to explore
palliative care nursing competence. Therefore, it should be included in educational
programs as an outcome evaluation approach. Additionally, a cross-sectional design
was used in this study in order to obtain baseline data concerning the existing status of
nurses’ competence in a cancer hospital. Based on the findings, further longitudinal
research related to competence development along with the strengthening of palliative
care education and establishing supportive workplace learning conditions are needed.
Finally, further study including nurses from cancer hospitals across different

provinces is needed in order to obtain evidence with a stronger generalizability.



96

REFERNENCES

Abudari, G., Zahreddine, H., Hazeim, H., Al Assi, M., & Emara, S. (2014).
Knowledge of and attitudes towards palliative care among multinational

nurses in Saudi Arabia. International Journal of Palliative Nursing, 20, 435—
441. doi:10.12968/ijpn.2014.20.9.435

Amano, K., Morita, T., Tatara, R., Katayama, H., Aiki, S., Kitada, N., ... & Sato, E.
(2015). Assessment of intervention by a palliative care team working in a

Japanese general hospital: A retrospective study. American Journal of Hospice
and Palliative Medicine, 32, 600-603.

Anteneh, S., Kassa, H., Demeke, T. & Guadu, T. (2016). Assessment of nurses’
knowledge, attitude, practice and associated factors towards palliative care: In

the case of Amhara Region Hospitals. Journal of Advance in Biological
Research, 10, 110-123

Axley, L. (2008). Competency: A concept analysis. Nursing Forum, 43, 214-222.
do0i:10.1111/5.1744-6198.2008.00115.x

Ayed, A., Sayej, S., Harazneh, L., Fashafsheh, I., & Eqtait, F. (2015). The nurses'
knowledge and attitudes towards the palliative care. Journal of Education and
Practice, 6(4), 91-99.

Azarsa, T., Davoodi, A., Markani, A. K., & Gahramanian, A. (2015). Spiritual
wellbeing , attitude toward spiritual care and its relationship with spiritual care
competence among critical care nurses. Tabriz University of Medical Sciences,
4, 309-320. Retrieved from https://doi.org/10.15171/jcs.2015.031

Baack, S., & Alfred, D. (2013). Nurses’ preparedness and perceived competence in
managing disasters. Journal of Nursing Scholarship: An Official Publication
of Sigma Theta Tau International Honor Society of Nursing, 45, 281-287.
do0i:10.1111/jnu.12029

Bahreini, M., Moattari, M., Shahamat, S., Dobaradaran, S., & Ravanipour, M. (2013).
Improvement of Iranian nurses’ competence through professional portfolio: A
quasi-experimental study. Nursing & Health Sciences, 15(1), 51-57.
doi:10.1111/7.1442-2018.2012.00733.x

Bakitas, M. A., Tosteson, T. D., Li, Z., Lyons, K. D., Hull, J. G, Li, Z., ... Ahles, T.
A. (2015). Early versus delayed initiation of concurrent palliative oncology
care: Patient outcomes in the ENABLE III randomized controlled
trial. Journal of Clinical Oncology: Official Journal of the American Society
of Clinical Oncology, 33, 1438-1445. doi: 10.1200/JC0O.2014.58.6362

Balboni, M. J., Sullivan, A., Amobi, A., Phelps, A. C., Gorman, D. P., Zollfrank, A.,
... Balboni, T. A. (2013). Why is spiritual care infrequent at the end of life?
Spiritual care perceptions among patients, nurses, and physicians and the role
of training. Journal of Clinical Oncology, 31, 461-467. doi:
10.1200/JC0O.2012.44.6443




97

Bauman, J. R., & Temel, J. S. (2014). The integration of early palliative care with onc
ology care: The time has come for a new tradition. Journal of the National Co
mprehensive Cancer Network, 12, 1763—1771. doi: 10.6004/jnccn.2014.0177

Becker, G., Momm, F., Gigl, A., Wagner, B., & Baumgartner, J. (2007). Competency
and educational needs in palliative care. Wiener Klinische Wochenschrift, 119,
112-116. doi: 10.1007/s00508-006-0724-9

Becker, R. (2010). Fundamental aspects of palliative care nursing [ Adobe Digital
Editions version]. Retrieved from:
http://eds.a.ebscohost.com/eds/detail/detai’1?7sid=9131fa95-543a-4951-a55d-
fa50fa2eldad%40sessionmgr4010&vid=0&hid=4203&bdata=JnNpdGUIZW
RzLWxpdmU%3d#AN=1203725&db=nlebk

Berger, A. M., Visovsky, C., Hertzog, M., Holtz, S., & Loberiza, F. R. (2012). Usual
and worst symptom severity and interference with function in breast cancer
survivors. The Journal of Supportive Oncology, 10, 112—118. doi:
10.1016/j.suponc.2011.11.001

Black, J., Allen, D., Redfern, L., Muzio, L., Rushowick, B., Balaski, B., ... Round, B.
(2008). Competencies in the context of entry-level registered nurse practice: A
collaborative project in Canada. International Nursing Review, 55, 171-178.
doi: 10.1111/5.1466-7657.2007.00626.x

Bradley, E. H., Cicchetti, D. V., Fried, T. R., Rousseau, D. M., Johnson-Hurzeler, R.,
Kasl, S. V., & Horwitz, S. M. (2000). Attitudes about care at the end of life
among clinicians: A quick, reliable, and valid assessment instrument. Journal
of Palliative Care, 16(1), 6—14.

Brant, J. M., Beck, S., Dudley, W. N., Cobb, P., Pepper, G., & Miaskowski, C.
(2011). Symptom trajectories in posttreatment cancer survivors. Cancer
Nursing, 34, 67-77. doi:10.1097/NCC.0b013e3181{04aec9

Braun, M., Gordon, D., & Uziely, B. (2010, January). Associations between oncology
nurses' attitudes toward death and caring for dying patients. In Oncology
nursing forum (Vol. 37, No. 1).

Brazil, K., Brink, P., Kaasalainen, S., Kelly, M. L., & McAiney, C. (2012).
Knowledge and perceived competence among nurses caring for the dying in
long-term care homes. International Journal of Palliative Nursing, 18, 77-83.
doi: 10.12968/ijpn.2012.18.2.77

Brislin, R. W. (1970). Back-translation for cross-cultural research. Journal of Cross-
cultural Psychology, 1, 185-216.

Chan, M. F. (2010). Factors affecting nursing staff in practicing spiritual care. Journal
of Clinical Nursing, 19,2128-2136. doi:10.1111/j.1365-2702.2008.02690.x

Chang, M. J., Chang, Y. J., Kuo, S. H., Yang, Y. H., & Chou, F. H. (2011).
Relationships between critical thinking ability and nursing competence in
clinical nurses. Journal of Clinical Nursing, 20, 3224-3232.




98

Chen, W., Zheng, R., Baade, P. D., Zhang, S., Zeng, H., Bray, F., ... He, J. (2016).
Cancer statistics in China, 2015. CA: A Cancer Journal for Clinicians, 66,
115-132. doi: 10.3322/caac.21338

Chih, A.H., Su, P., Hu, W.Y., Yao, C.A., Cheng, S.Y., Lin, Y.C., & Chiu, T.Y.
(2016). The Changes of Ethical Dilemmas in Palliative Care A Lesson
Learned from Comparison Between 1998 and 2013 in Taiwan. Medicine,
95(1), 1-7. doi: 10.1097/MD.0000000000002323

Choi, M., Lee, J., Kim, S.-S., Kim, D., & Kim, H. (2012). Nurses’ knowledge about
end-of-life care: where are we? Journal of Continuing Education in
Nursing, 43, 379-384. doi:10.3928/00220124-20120615-35

Clark, D. (2007). From margins to center: A review of the history of palliative care in
cancer. The Lancet Oncology, 8, 430-438. doi: 10.1016/S1470-2045(07)70138
-9

Cramer, L. D., McCorkle, R., Cherlin, E., Johnson-Hurzeler, R., & Bradley, E. H.
(2003). Nurses' attitudes and practice related to hospice care. Journal of
Nursing Scholarship, 35(3), 249-255.

De Lima, L., Bennett, M. 1., Murray, S. A., Hudson, P., Doyle, D., Bruera, E., ... &
Wenk, R. (2012). International Association for Hospice and Palliative Care
(IAHPC) list of essential practices in palliative care. Journal of Pain &
Palliative Care Pharmacotherapy, 26, 118-122.

Desbiens, J. F., Gagnon, J., & Fillion, L. (2012). Development of a shared theory in
palliative care to enhance nursing competence. Journal of Advanced
Nursing, 68, 2113-2124.

Desbiens, J.-F., & Fillion, L. (2011). Development of the Palliative Care Nursing
Self-competence Scale. Journal of Hospice & Palliative Nursing, 13, 230—
241. doi: 10.1097/NJH.0b013e318213d300

Eagly, A. H., & Chaiken, S. (2007). The Advantages of an Inclusive Definition of
Attitude. Social Cognition, 25, 582—602. doi:10.1521/s0c0.2007.25.5.582

Economist Intelligence Unit. (2015). 2015 Quality of Death Index. Retrieved From
http://www.qualityofdeath.org/

Ferlay, J., Steliarova-Foucher, E., Lortet-Tieulent, J., Rosso, S., Coebergh, J. W. W.,
Comber, H., ... & Bray, F. (2013). Cancer incidence and mortality patterns in
Europe: Estimates for 40 countries in 2012. European Journal of Cancer, 49,
1374-1403.

Ferrell, B. R., Temel, J. S., Temin, S., Alesi, E. R., Balboni, T. A., Basch, E. M., ... &
Stovall, E. L. (2016b). Integration of palliative care into standard oncology
care: American Society of Clinical Oncology clinical practice guideline
update. Journal of Clinical Oncology, 35(1), 96-112.

Ferrell, B., Malloy, P., & Virani, R. (2015). The end of life nursing education nursing
consortium project. Annals of Palliative Medicine, 4, 61-69.




99

Ferrell, B., Malloy, P., Mazanec, P., & Virani, R. (2016a). CARES: AACN’s new
competencies and recommendations for educating undergraduate nursing
students to improve palliative care. Journal of Professional Nursing: Official
Journal of the American Association of Colleges of Nursing, 32, 327-333. doi:
https://doi.org/10.1016/j.profnurs.2016.07.002

Frey, R., Gott, M., Banfield, R., & Campbell, T. (2011). What questionnaires exist to
measure the perceived competence of generalists in palliative care provision?
A critical literature review. BMJ Supportive & Palliative Care, 1(1), 19-32.
doi: 10.1136/bmjspcare-2011-000028

Frommelt, K. H. M. (1991). The effects of death education on nurses’ attitudes toward
caring for terminally ill persons and their families. American Journal of
Hospice and Palliative Medicine, 8, 37-43. Retrieved from
http://ajh.sagepub.com/content/8/5/37

Gamondi, C., Larkin, P., & Payne, S. (2013). Core competencies in palliative care: An
EAPC white paper on palliative care education: part 2. European Journal of
Palliative Care, 20, 86-91. Retrieved from http://www.lenus.ie/hse/handle/101
47/325629

Garside, J. R., & Nhemachena, J. Z. Z. (2013). A concept analysis of competence and
its transition in nursing. Nurse Education Today, 33, 541-545.
do0i:10.1016/j.nedt.2011.12.007

Goldstein, D., Bennett, B. K., Webber, K., Boyle, F., de Souza, P. L., Wilcken, N. R.,
... & McCourt, J. (2012). Cancer-related fatigue in women with breast cancer:

Outcomes of a 5-year prospective cohort study. Journal of Clinical Oncology,
30, 1805-1812.

Green, C. R., Hart-Johnson, T., & Loeffler, D. R. (2011). Cancer-related chronic pain:
Examining quality of life in diverse cancer survivors. Cancer, 117, 1994—
2003. doi: 10.1002/cncr.25761

Greer, J. A., Jackson, V. A., Meier, D. E., & Temel, J. S. (2013). Early integration of
palliative care services with standard oncology care for patients with advanced
cancer. CA: A Cancer Journal for Clinicians, 63, 349-363.
doi:10.3322/caac.21192

Grove, S. K., Burns, N., & Gray, J. (2013). Understanding nursing research: Building
an evidence-based practice. China: Elsevier Health Sciences.

Gu, X. & Cheng, W. (2016). Chinese oncologists’ knowledge, attitudes and practice
towards palliative care and end of life issues. BMC Medical Education, 16(1),
149.

Guo, Q., Jacelon, C. S., & Marquard, J. L. (2012). An evolutionary concept analysis
of palliative care. Journal of Palliative Care Medicine, 2 (7), 1-6. doi:
10.4172/2165-7386.1000127

Hamstrom, N., Kankkunen, P., Suominen, T., & Meretoja, R. (2012). Short hospital
stays and new demands for nurse competencies. International Journal of
Nursing Practice, 18, 501-508.




100

Hatamipour, K., Rassouli, M., Yaghmaie, F., Zendedel, K., & Majd, H. A. (2015).
Spiritual needs of cancer patients: A qualitative study. Indian Journal of
Palliative Care, 21(1), 61-67. doi: 10.4103/0973-1075.150190

Hayter, C. R. (2016). Acute care nurses’ self-reported competence in palliative
care (Thesis). Montana State University - Bozeman, College of Nursing.
Retrieved from http://scholarworks.montana.edu/xmlui/handle/1/9830

Hui, D., De La Cruz, M., Mori, M., Parsons, H. A., Kwon, J. H., Torres-Vigil, L., ... &
Kang, D. H. (2013). Concepts and definitions for “supportive care,” “best
supportive care,” “palliative care,” and “hospice care” in the published
literature, dictionaries, and textbooks. Supportive Care in Cancer, 21, 659-
685.

Huijer, H. A. S., Abboud, S., & Dimassi, H. (2009). Palliative care in Lebanon:
Knowledge, attitudes and practices of nurses. International Journal of
Palliative Nursing, 15, 346-353.

Huston, C. J. (2014). Professional Issue In Nursing: Challenges & Opportunities (3™
ed.). China: Lippincott williams & Wilkns.

Isidro-Filho, A., Guimaraes, T. de A., Perin, M. G., & Leung, R. C. (2013).
Workplace learning strategies and professional competencies in innovation
contexts in Brazilian hospitals. BAR - Brazilian Administration Review, 10,
121-134. doi: 10.1590/S1807-76922013000200002

Jacobs, R. L., & Park, Y. (2009). A proposed conceptual framework of workplace
learning: Implications for theory development and research in human resource
development. Human Resource Development Review, 8, 133-150.

Jerlock, M., Falk, K., & Severinsson, E. (2003). Academic nursing education
guidelines: Tool for bridging the gap between theory, research and practice.
Nursing & Health Sciences, 5, 219-228.

Jiang, L., He, H.-G., Zhou, W.-G., Shi, S.-H., Yin, T.-T., & Kong, Y. (2015).
Knowledge, attitudes and competence in nursing practice of typhoon disaster
relief work among Chinese nurses: A questionnaire survey. International
Journal of Nursing Practice, 21(1), 60—69. doi: 10.1111/ijn.12214

Johnson, B. M., & Webber, P. B. (2005) An Introduction to theory and Reasoning in
Nursing. Philadelphia, PA: Lippincott, Williams & Wilkins.

Kang, J., Kim, Y., Yoo, Y. S., Choi, J. Y., Koh, S. J., Jho, H. J., ... & Lim, S. H.
(2013). Developing competencies for multidisciplinary hospice and palliative
care professionals in Korea. Supportive Care in Cancer, 21, 2707-2717.

Kaufmann, T. L., & Kamal, A. H. (2017). Oncology and Palliative Care Integration:
Cocreating Quality and Value in the Era of Health Care Reform. Journal of
Oncology Practice, 13, 580-588. doi: 10.1200/JOP.2017.023762

Khan, K., & Ramachandran, S. (2012). Conceptual framework for performance
assessment: competency, competence and performance in the context of
assessments in healthcare—deciphering the terminology. Medical Teacher, 34,
920-928.




101

Kluthcovsky, A. C. G. C., Urbanetz, A. A., Carvalho, D. S. de, Maluf, E. M. C. P.,
Sylvestre, G. C. S., & Hatschbach, S. B. B. (2012). Fatigue after treatment in
breast cancer survivors: prevalence, determinants and impact on health-related
quality of life. Supportive Care in Cancer, 20, 1901-1909. doi:
10.1007/s00520-011-1293-7

Kyndt, E., & Beausaert, S. (2017). How do conditions known to foster learning in the
workplace differ across occupations? Autonomous Learning in the Workplace,
201. Retrieved from https://books.google.co.th/books?hl=zh-
CN&lIr=&id=XjolDwAAQBAJ&oi=fnd&pg=PA201&dq=How-+do+condition
stknown-+to+foster+learning+in+the+workplace+differ+across+occupations%
3F.&ots=u8pJ7XqRMJ&sig=L.MOenJKp31JOlhsT36zt1 lymaKs&redir esc

Kyndt, E., Dochy, F., & Nijs, H. (2009). Learning conditions for non-formal and
informal workplace learning. Journal of Workplace Learning, 21, 369-383.

Kyndt, E., Vermeire, E., Cabus, S., & Cabus, S. (2016). Informal workplace learning
among nurses: Organisational learning conditions and personal characteristics
that predict learning outcomes. Journal of Workplace Learning, 28, 435-450.
doi: 10.1108/JWL-06-2015-0052

Lakanmaa, R.-L., Suominen, T., Ritmala-Castrén, M., Vahlberg, T., & Leino-Kilpi,
H. (2015). Basic Competence of Intensive Care Unit Nurses: Cross-Sectional
Survey Study. BioMed Research International, 2015, 536724.
https://doi.org/10.1155/2015/536724

Lee, J. E., Shin, D. W., Cho, J., Yang, H. K., Kim, S. Y., Yoo, H. S., ... & Park, J. H.
(2015). Caregiver burden, patients' self-perceived burden, and preference for
palliative care among cancer patients and caregivers. Psycho-Oncology, 24,
1545-1551. doi: 10.1002/pon.3827

Licen, S., & Plazar, N. (2015). Identification of nursing competency assessment tools
as possibility of their use in nursing education in Slovenia—A systematic
literature review. Nurse Education Today, 35, 602-608.

Lin, C.C., Wu, C. J., Hsiao, Y. C., Han, C.Y., & Hung, C.C. (2017). An exploratory
factor analysis for developing and validating a scale of Nursing Students
Competence Instrument. Nurse Education Today, 50, 87-91. doi:
10.1016/j.nedt.2016.12.007

Lin, J. Y. (1998). # X #7##5% [Community Nursing] (2nd ed.). China: People's
Medical Publishing House.

Liu, L. (2008). Study on the core knowledge system of palliative care training
(Thesis). The Second Military Medical University-Shanghai, Faculty of
Nursing.

Lu, Y. H., Guo, R. X., & Liu, L. (2011). Factors influence oncology nurses’ attitudes

towards caring for terminal illness patients. Journal of Nursing Training, 6,
999-1002.

Lu, Y., Gu, Y., & Yu, W. (2018). Hospice and palliative care in China: Development
and challenges. Asia-Pacific Journal of Oncology Nursing, 5(1), 26.




102

Lynch, T., Connor, S., & Clark, D. (2013). Mapping levels of palliative care
development: A global update. Journal of Pain and Symptom Management,
45,1094-1106

Ma, X. (2016). The Effectiveness of Palliative Care in China: A Systematic Review
(Thesis). Chongqing Medical University, College of Nursing.

Ma, X., & Shen, J. (2016). Bibliometric Analysis of the Studies on Palliative Care in
China. Lab Med Clin, 13, 482-484.

Mallory, J. L. (2003). The impact of a palliative care educational component on
attitudes toward care of the dying in undergraduate nursing student. Journal of
Professional Nursing, 19, 305-312.

Malloy, P., Takenouchi, S., Kim, H. S., Lu, Y., & Ferrell, B. (2018). Providing
palliative care education: Showcasing efforts of Asian nurses. Asia-Pacific
Journal of Oncology Nursing, 5(1), 15.

Matthews, A. K., Tejeda, S., Johnson, T. P., Berbaum, M. L., & Manfredi, C. (2012).
Correlates of quality of life among African American and white cancer
survivors. Cancer Nursing, 35, 355.

McCabe, M. S., & Coyle, N. (2014, November). Ethical and legal issues in palliative
care. In Seminars in Oncology Nursing (Vol. 30, No. 4, pp. 287-295). WB
Saunders.

Meegoda, L., Fernando, S., Sivayogan, S., Atulomah, N. O., & Jayasiri, J. (2015).
Perceived palliative care needs of cancer patients, nurses and domiciliary care
providers at a National Cancer Referral Facility, Sri-Lanka. Journal of
Pioneering Medical Sciences, 5, 46-50. Retrieved
from http://search.ebscohost.com/login.aspx?direct=true&db=a9h&AN=1031
01580&site=eds-live&authtype=uid

Meretoja, R., & Leino-Kilpi, H. (2003). Comparison of competence assessments
made by nurse managers and practicing nurses. Journal of Nursing
Management, 11, 404-409.

Meretoja, R., Leino-Kilpi, H., & Kaira, A.-M. (2004). Comparison of nurse
competence in different hospital work environments. Journal of Nursing
Management, 12, 329-336. doi: 10.1111/].1365-2834.2004.00422.x

Miyashita, M., Hirai, K., Morita, T., Sanjo, M., & Uchitomi, Y. (2008). Barriers to
referral to inpatient palliative care units in Japan: A qualitative survey with
content analysis. Supportive Care in Cancer, 16, 217-222. doi:
10.1007/s00520-007-0215-1

Montagnini, M., Smith, H., & Balistrieri, T. (2012). Assessment of self-perceived
end-of-life care competencies of intensive care unit providers. Journal of
Palliative Medicine, 15(1), 29-36.




103

Nakazawa, Y., Kato, M., Miyashita, M., Morita, T., & Kizawa, Y. (2018). Changes in
nurses' knowledge, difficulties, and self-reported practices toward palliative
care for cancer patients in Japan: An analysis of two nationwide representative
surveys in 2008 and 2015. Journal of Pain and Symptom Management, 55,
402-412.

Nakazawa, Y., Miyashita, M., Morita, T., Umeda, M., Oyagi, Y., & Ogasawara, T.
(2010). The palliative care self-reported practices scale and the palliative care
difficulties scale: Reliability and validity of two scales evaluating self-reported

practices and difficulties experienced in palliative care by health professionals.
Journal of Palliative Medicine, 13,427-437. doi: 10.1089/jpm.2009.0289

National Consensus Project for Quality Palliative Care. (2013). Clinical Practice
Guidelines for Quality Palliative Care (3rd ed.). Pittsburgh, PA.
http://www.nationalcoalitionhpc.org/guidelines-2013/

National Health and Family Planning Commission of the People’s Republic of China.
(2017). Palliative Care Practice Guidelines (trial). Available from:
http://www.nhfpc.gov.cn/yzygj/s3593/201702/83797¢0261294781b158dbd76
666b717. shtml.[Last accessed on 2017 Oct 9].

National Hospice and Palliative Care Organization. (2017). National Palliative Care
Resources. (n.d.). Retrieved from https://www.nhpco.org/palliative-care-
resources

Nguyen, Yates, P., & Osborne, Y. (2014). Palliative care knowledge, attitudes and
perceived self-competence of nurses working in Vietnam. International
Journal of Palliative Nursing, 20, 448—456. Retrieved from
http://search.ebscohost.com/login.aspx?direct=true&db=a9h& AN=99375949
&site=eds-live&authtype=uid

Nikolova, 1., Van Ruysseveldt, J., De Witte, H., & Syroit, J. (2014). Work-based
learning: Development and validation of a scale measuring the learning
potential of the workplace (LPW). Journal of Vocational Behavior, 84(1), 1—
10. do0i:10.1016/5.jvb.2013.09.004

Numminen, O., Leino-Kilpi, H., Isoaho, H., & Meretoja, R. (2015). Newly graduated
nurses' competence and individual and organizational factors: A multivariate
analysis. Journal of Nursing Scholarship, 47, 446-457. doi: 10.1111/jnu.12153

Pesut, B., Potter, G., Stajduhar, K., Sawatzky, R., McLeod, B., & Drabot, K. (2015).
Palliative approach education for rural nurses and health-care workers: A

mixed-method study. International Journal of Palliative Nursing, 21, 142—
151. doi:10.12968/ijpn.2015.21.3.142

Phelps, A. C., Lauderdale, K. E., Alcorn, S., Dillinger, J., Balboni, M. T., Van Wert,
M., ... & Balboni, T. A. (2012). Addressing spirituality within the care of
patients at the end of life: Perspectives of patients with advanced cancer,
oncologists, and oncology nurses. Journal of Clinical Oncology, 30, 2538. doi:
10.1200/JC0O.2011.40.3766




104

Pijl-Zieber, E. M., Barton, S., Konkin, J., Awosoga, O., & Caine, V. (2014).
Competence and competency-based nursing education: Finding our way
through the issues. Nurse Education Today, 34, 676—678. doi:
10.1016/j.nedt.2013.09.007

Polit, D.F., & Beck, C. T., (2012). Nursing research: General and assessing evidence
for nursing practice (9th ed.). China: Lippincott Williams & Wilkins.

Polit, D.F., & Beck, C. T., (2014). Essential of Nursing Research, Appraising
Evidence for Nursing Practice (8th ed.). China: Lippincott Williams &
Wilkins.

Quill, T. E., & Abernethy, A. P. (2013). Generalist plus specialist palliative care—
creating a more sustainable model. New England Journal of Medicine, 368,
1173-1175.

Radhakrishna, R. B. (2007). Tips for Developing and Testing Questionnaires /
Instruments. Journal of Extension, 45(1), 1-4. Retrieved
from https://www.joe.org/joe/2007february/tt2.php

Rangachari, D., & Smith, T. J. (2013). Integrating Palliative Care in Oncology.
Cancer Journal (Sudbury, Mass.), 19, 373-378. doi: 10.1097/PPO.0b013e318
2a76b9c

Rebholz, M. O. H. (2006). A review of methods to assess competency. Journal for
Nurses in Professional Development, 22, 241-245.

Rio, M. 1., Shand, B., Bonati, P., Palma, A., Maldonado, A., Taboada, P., & Nervi, F.
(2012). Hydration and nutrition at the end of life: A systematic review of
emotional impact, perceptions, and decision-making among patients, family,
and health care staff. Psycho-Oncology, 21, 913-921.

Ross, M., McDonald, B., & McGuinness, J. (1996). The palliative care quiz for
nursing (PCQN): The development of an instrument to measure nurses'
knowledge of palliative care. Journal of Advanced Nursing, 23(1), 126-137.

Rosser, M. & Walsh, H. C. (2014). Fundamentals of Palliative Care for Student
Nurses (1st ed.). England: John Wiley & Sons Ltd.

Ryan, K., Connolly, M., Charnley, K., Ainscough, A., Crinion, J., Hayden, C., ... &
M, W. (2014). Palliative Care Competence Framework 2014 (Report). Health
Service Executive (HSE). Retrieved from http://www.lenus.ie/hse/handle/1014
7/322310

Sawatzky, R., Desbiens, J.-F., & Fillion, L. (2014, March). The Validation of a
Modified Palliative Care Nursing Self-competence Scale for General Nursign
Care Providers. Paper presented at the 20" international congress on palliative
care, Canada.

Schlairet, M. C. (2009). End-of-Life nursing care: Statewide survey of nurses’
education needs and effects of education. Journal of Professional Nursing, 25,
170-177. doi: 10.1016/j.profnurs.2008.10.005




105

Scibetta, C., Kerr, K., Mcguire, J., & Rabow, M. W. (2016). The costs of waiting:
Implications of the timing of palliative care consultation among a cohort of
decedents at a comprehensive cancer center. Journal of Palliative Medicine,
19(1), 69-75. Retrieved from https://doi.org/10.1089/jpm.2015.0119

Shen, X. M., (2014). The existing level of knowledge towards palliative care among
young oncology nurses. Contemporary Medicine. 16, 351-352

Shipman, C., Burt, J., Ream, E., Beynon, T., Richardson, A., & Addington-Hall, J.
(2008). Improving district nurses’ confidence and knowledge in the principles
and practice of palliative care. Journal of Advanced Nursing, 63, 494-505.
Retrieved from https://doi.org/10.1111/5.1365-2648.2008.04729.x

Slatten, K., Fagerstrom, L., & Hatlevik, O. E. (2010). Clinical competence in
palliative nursing in Norway: The importance of good care routines.
International Journal of Palliative Nursing, 16, 79, 81-6. Retrieved from
https://doi.org/10.12968/ijpn.2010.16.2.46753

Slatten, K., Hatlevik, O., & Fagerstrom, L. (2014). Validation of a new instrument for
self-assessment of nurses’ core competencies in palliative care. Nursing
Research and Practice, 2014.

Smith, S. A. (2012). Nurse competence: A concept analysis. International Journal of
Nursing Knowledge, 23, 172—182. Retrieved from
https://doi.org/10.1111/§.2047-3095.2012.01225.x

Tabari-Khomeiran, R., Kiger, A., Parsa-Yekta, Z., & Ahmadi, F. (2007). Competence
development among nurses: The process of constant interaction. The Journal
of Continuing Education in Nursing, 38, 211-218.

Tai, S.Y., Lee, C.Y., Wu, C.Y., Hsieh, H.Y., Huang, J.J., Huang, C.T., & Chien, C.Y.
(2016). Symptom severity of patients with advanced cancer in palliative care
unit: longitudinal assessments of symptoms improvement. BMC Palliative
Care, 15. Retrieved from https://doi.org/10.1186/s12904-016-0105-8

Tait, V., Higgs, M., Magann, L., Dixon, J., Davis, J. M., Fernandez, R., ...&
Fernandez, R. (2015). Attitudes of nonpalliative care nurses towards palliative
care. International Journal of Palliative Care, 2015, 1-6. Retrieved from
https://doi.org/10.1155/2015/469174

Takase, M., Yamamoto, M., Sato, Y., Niitani, M., & Uemura, C. (2015). The
relationship between workplace learning and midwives’ and nurses' self-
reported competence: A cross-sectional survey. International Journal of
Nursing Studies, 52, 1804—-1815. Retrieved from
https://doi.org/10.1016/].ijnurstu.2015.06.016

Tilley, D. D. S. (2008). Competency in nursing: A concept analysis. The Journal of
Continuing Education in Nursing, 39, 58-64.

Wan, P. J., (2015). The Research of Oncology Nurses Palliative Care Knowledge and
Attitudes Survey and Influencing Factors (Thesis). Nanjing University of
Chinses Medicine, College of Nursing.




106

Wang, L., Li, C., Zhang, Q., & Li, Y. (2018). Clinical nurses' attitudes towards death
and caring for dying patients in China. International Journal of Palliative
Nursing, 24(1), 33-39.

Wang, X. (2015). The current status of palliative care in cancer patients in China.
Journal of Aerospace Medicine, 26, 868-869.

Weingaertner, V., Scheve, C., Gerdes, V., Schwarz-Eywill, M., Prenzel, R.,
Bausewein, C., ... Simon, S. T. (2014). Breathlessness, functional status,
distress, and palliative care needs over time in patients with advanced chronic
obstructive pulmonary disease or lung cancer: A cohort study. Journal of Pain
and Symptom Management, 48, 569—581.el. Retrieved from
https://doi.org/10.1016/j.jpainsymman.2013.11.011

White, K. R., Roczen, M. L., Coyne, P. J., & Wiencek, C. (2014). Acute and critical
care nurses’ perceptions of palliative care competencies: A pilot study. The
Journal of Continuing Education in Nursing, 45, 265-277.

Witkamp, F. E., van Zuylen, L., van der Rijt, C. C. D., & van der Heide, A. (2013).
Validation of the rotterdam MOVE2PC questionnaire for assessment of

nurses’ knowledge and opinions on palliative care. Research in Nursing and
Health, 36, 512-523. Retrieved from https://doi.org/10.1002/nur.21551

Word Health Organization. (2010). Palliative Care. (n.d.). Retrieved from http://www
.who.int/mediacentre/factsheets/fs402/en/

Wu, H. S., & Harden, J. K. (2015). Symptom burden and quality of life in
survivorship: A review of the literature. Cancer nursing, 38(1), E29-E54.

Yang, Q. J. (2013). Survey of status quo and relative analysis of nurses’ knowledge,
attitude and practice on palliative care from grade IlI-A hospitals in
Changchun city (Thesis). Jilin University-Changchun, Faculty of Nursing.

Yanhua, C., & Watson, R. (2011). A review of clinical competence assessment in
nursing. Nurse Education Today, 31, 832—836. Retrieved from
https://doi.org/10.1016/j.nedt.2011.05.003

Ye, H. D., & Yin, H. Y. (2014). The Current Situation and Enlightenment regarding
Undergraduate Nursing Course of Palliative Care in America and Australia.
Nursing Journal of China PLA, 31(12), 65-67.

Ying, L., Kunaviktikul, W., & Tonmukayakal, O. (2007). Nursing competency and
organizational climate as perceived by staff nurses in a Chinese university
hospital. Nursing & health sciences, 9, 221-227.

Zhan, Y. Y., Cheng, Q. Q., Liu, X. Y. & Li, X. Y. (2018).The role and status of
nurses in hospice care. Journal of Chinese Nursing Management, 18,311-315.

Zhang, Y. X., Wu, J. F., Fan, Y. X. & Lin, Z. (2013). Survey on knowledge of
palliative care among nurses working in geriatric department. Journal of
Nursing Science.7. 44-46.




107

Zimmermann, C., Swami, N., Krzyzanowska, M., Hannon, B., Leighl, N., Oza, A, ...
Lo, C. (2014). Early palliative care for patients with advanced cancer: A
cluster-randomised controlled trial. Lancet, 383(9930), 1721-30. Retrieved
from https://doi.org/10.1016/S0140-6736(13)62416-2

Zou, M. (2007). Study on Status Quo of Nurses’ Knoeledge and Attitudes on
Palliative Care in Shanghai (Thesis). The Second Military Medical
University-Shanghai, Faculty of Nursing. Retrieved from:
http://www.cnki.net/KCMS/detail/detail.aspx?QuerylD=8& CurRec=7&filena
me=7JKX200606010009&dbname=IPFD9914&dbcode=IPFD&pr=&urlid=&
yx=&v=MDE2MjR 1aGRobmo5OFRuanFxeGRFZU1PVUtyaWZadUZ1RmlI2
bFVMMOtJVihYUHImQWRyYRZRIAGZNcVkSRVpPc1BCUKSL. (in
Chinese).

Zou, M., O'Connor, M., Peters, L., & Jiejun, W. (2013). Palliative care in mainland
China. 4sia Pacific Journal of Health Management, 8(1), 9.




108

APPENDIX
APPENDIX A
Instruments
Subject No. : Date:

Given our aging population and the growing epidemic of life-limiting chronic
conditions such as cancer, research about a palliative approach is more important than
ever. The ultimate goal is to advance the integration of a palliative approach into
all settings where nurses care for people with cancer (life-limiting chronic

conditions).

We believe that nurses can and will contribute to a better and more supported

experience for Yunnan Province toward the end of their lives.

We need to understand your perspective to help develop a palliative care services
in Yunnan Cancer Hospital. The purpose of this survey is to gather information
relevant to a palliative approach from nurses in the cancer hospital. The survey will

take about 30-40 minutes to complete. This instruments is divided into 5 sections.
Section 1 is about your personal data,
Section 2 is about knowledge about palliative care,
Section 3 is to assess your attitudes towards palliative care,

Section 4 will ask how you perceive your competence regarding palliative care

service delivery

Section 5 is to measure your perception of workplace learning conditions

related to individual palliative care competence development.

Please read the enclosed consent form and keep a copy for your records. Note
that as this is a survey, when you submit your response, this action implies

consent.
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Section 1: Demographic Data

Please fill the blank space or mark the answer by “\” in the bracket and indicated

what reflects your personal information.

1.

2.

Age..oooviiiiiiiin. years old

2. Gender: ( )Male ( )Female

Ward: ( ) Medical unit ( ) Surgical unit ( ) Other unit (palliative care unit
& emergency department, nuclear medicine unit, and intensive care unit)

4. How long have you been working as a nurse? ............ years

How long have you been working in Yunnan Cancer Hospital? ............ years
Level of education: ( ) Bachelor ( ) Master ( ) PhD

Do you have experience of taking care of patient with advanced cancer (e.g.
metastatic or cancers cannot be cured) in the past 1 year?

( ) Yes (Number of patients: 0<10, o10-50, o >50) ( )No

8. Have you ever attended training or practice in conference regards palliative

care?

( )No
() Yes (please specific, can answer more than one option)

Content included:

0 Concept of palliative care 0 Advance care planning
0 Pain management O palliative care in hospice
0 Other symptom management O Nurse’s role in palliative care

0 Complementary and Alternative 0 Bereavement care
Medicine (CAM) in palliative o Care for patient’s family
care 0 Others (please specify)

0 Psychosocial care

O Spiritual care

0 Communication in palliative

care
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9. Direct experience of providing palliative care to cancer patients? (Please

specific, can answer more than one option)

() Pain management ) Communication about dying

() Other symptom management ) Advance care planning

() Symptom management by ) Hospice care
using Traditional Chinese

- ) Bereavement care
Medicine (TCM)

) Caring patient’s family

(0 Acupressure; 0 TCM ) Others (please specify)

topical, rubbed; o TCM dietary
guidance)

A~ N SN SN N~

() Psychosocial care

() Spiritual care



Section 2: Palliative Care Quiz for Nurse
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This section is aimed to examine knowledge related to palliative care. Please

read each item carefully and mark  in an appropriate column that you think it is

either ‘correct’ or ‘incorrect’. If you don’t know information provided in the item, you

can mark at the column ‘I don’t know.’

For example,

No Item Yes | No | L don’t
know
Cancer is a leading cause of death in China \
Please mark the answer by “V” in the bracket.
No Item Yes | No | ! don’t
know
1 Palliative care is appropriate only in situations where
there is evidence of a downhill trajectory or deterioration
) The provision of palliative care requires emotional
detachment
3 The philosophy of palliative care is compatible with that
of aggressive treatment
18 | The pain threshold is lowered by anxiety or fatigue
19 Men generally reconcile their grief more quickly than
women
20 The accumulation of losses renders burnout inevitable for
those who seek work in palliative care
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Section 3: Attitudes Towards Palliative Care

This section is aimed to examine your attitudes towards palliative care. Please

read each item carefully and consider how you feel about each statement. There are

no right or wrong answers to any of these statements. Also respond by using the

following scale by marking “ ¥ in an appropriate column that reflects your opinion

or feelings.

1 refer to you totally agree = strongly agree,

2 refer to you somehow agree with the statement = agree,

3 refer to you think the statement is incorrect but not fully wrong = be neutral,
4 refer to you think the statement is wrong in some case = disagree,

5 refer to you think that description is grossly wrong = strongly disagree

No. Item L2343

Most of my nurse colleagues feel that when their

1 patients received palliative care, it reflects their
own failure.
Many if my nurse colleagues are uncomfortable

2 | discussing the option of palliative care with
patient and their families.

3 | Physicians do not have a role in palliative care.

10 I usually order (request) as much pain medication
as need to keep terminally ill patients pain free.

11 | I usually tell patients that curative treatment in no
longer successful as soon as I know.

12 | Most elderly patients do not want to be told if
they are dying.
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Section 4: Palliative Care Nursing Self-competence Scale (PCNSC)

We would like to know how you perceived your capabilities to provide palliative
care for patients with cancer and their families.
Please take the time to familiarize yourself with the following terms that are used

frequently in the survey:

Life-Limiting Conditions: Chronic conditions expected to limit how long
a person has to live, it refers to cancer in this study.

Palliative Approach: An approach to care focused on improving the
quality of life of persons with cancer (life-limiting conditions) and their
family. It is provided in all health care settings. It involves physical,
psychological, social and spiritual care. The palliative approach is not
delayed until the end stages of an illness but is applied earlier to provide
active comfort-focused care and a positive approach to reducing suffering.
It also promotes understanding of loss and bereavement.

Below you will find 50 statements. Please indicate the extent to which you believe
these statements apply to you. Ensure that you are describing what you are like

rather than what you want to be like.
For each statement there will be 6 possible answers from which to choose:
Mark 0, if you feel that you are not at all capable.

Mark 1, if the given situation you can slightly/sometimes provide support to

cancer patients

Mark 2, if you can apply the item a fair bit / regularly in the caring process
Mark 3, if you can certainly/often apply the given item in the caring process
Mark 4, if the given item you can always use in the caring process

Mark 5, if your ability could take full control of the situation
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1. Physical Needs: Pain

highly|
capable

5

not at all
capable
0
1. Assess pain in persons with cancer. o
2. Assess pain for persons with cancer
who are unable to communicate. O
3.  Effectively use medication to relieve
pain in persons with cancer. o
10. Last Hours of Life
48. Identify the signs and symptoms of
imminent death in persons with cancer. ~ ©
49. Provide an authentic presence during
the last hours of life to persons with 0O
cancer and their families.
50. Encourage expression of cultural and

religious traditions for persons with
cancer and their families during the last
hours of life.

O

©)
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Section 5: Workplace Learning Conditions for Palliative Care Scale

Workplace Learning Conditions: The supportive of the learning process from

surrounding conditions. It could be being coached, opportunities for cooperation, for

feedback, for reflection, for work evaluation, and the support for knowledge

acquisition and access to information, these help your palliative care competence

being improved.

Please recall about these conditions supported your palliative care competence

improved since you start working in this hospital, and mark the answer by “ v ” in

the bracket.

Please also notice:

1 refer to you think that description never happens in your work environment,
2 refer to you think the statement is rare occurred in your work setting,

3 refer to you think the statement happens in your working process sometimes,
4 refer to you think the item often occurred in your work time,

5 refer to you think the item is fit on your conditions all the time

No Item 1 2 3 4 5
I participate in palliative care project teams
! composed of healthcare providers from different
departments, to work around palliative care.
2 I have the chance to participate in a palliative
care work consultation
3 I have the opportunity to participate in palliative
care case discussions
22 | I'have/had the chance to mirror a mentor at the
beginning of care.
23 | I have the opportunity to ask for advice from a
specific contact
24 | Asanew staff I have / had the opportunity to be
supported by a mentor in palliative care area.
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APPENDIX B
1. Permission for Using the Chinses Version of PCQN and ATPC.

EE : EFERERPCQN iR BradleySEiF&RERZER u
ZiEA : 83492182 <83492182@qq.com>
gf 8 :20175E6H27H(E8-) 511:18

K5 Msbhan €han ~wiithanchanQ2A@an Fam~ Foao

TEER  SEUSICERE. T 3
[Eiaanit
Z#EA: "Yuhan Shen"<yuhanshen926@agg.com>
RERNE): 2017565278 (£8=) $511:04

HZ¢EA - "83492182"<83492182@qgqg.com>;

B BHERTUERPCON PizARH1Bradley EEHEITEF AR
SHAIEENT ,

T | BEEREEF I FAFFEEEENNTHRERES.

EECYARMNEEPRET SEE_EEAFHIENEFNNLSR , FESHERNGERRES BT GEhEa
Palliative Care Quiz for Nursing ( PCQN ) S=xziz#1Bradley=EFaEET k. SE5SIMTE  FITAAZEED
FENTEAARASEEFELEET VA  AEFERRERAMNePERULARRE | BaAREE

=" Factors related to Oncology Nurses’ Competence towards Palliative Care in China”.
EESRE—EEAFERSFERNEE | (MIREREESSFARE. ERitwFIcd , EETEESENR
7, R BSESENE,

FEEESRITHNESNRY , FERREVTNREE.

R LVENRE]
rE2EE

Translation: “#E B, AEXNERCHHR)” means “You could use the tools
for free, with a good luck with your study”.
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2. Permission for Using PCNSC

I M l Gmail Shen yuhan <yuhanshen926@gmall.com>

Asking permission for using PCNSC in China
333t

Shen yuhan <yuhanshenS2G¢@gmail.com> 2017¥9/188 5153
A : Rick. Sawatzky@tau.ca

Respected Dr. Richard Sawatzky,

I am a master student from the faculty of nursing, Prince of Songkla University, Thailand. 1 am interested
in palhiative care for patients living with cancer. My master thesas tithed “Factors related 1o Oncology
Nurses™ Competence towards Palliative Care in China™.

Kindly, I send thss emaul to you to ask permassion for using the modified Pallsstive Care Nursing Self-
competence Scalr (PONSC). Previous, | already contacted with Dr. Desbsens and got the permassion
from him. However, he suggested me 1o use the verson you have modified and tested by using tnglhish.
Further, he provided me some information about the English version, as well as help me to ask
permussion from you (He has sent the E-maul to you at the early of last month). Since | am sure both your
are very busy, so [ think st might be more convenient to contact you directly. It would be my great
pleasure if' [ recerve the permission from you to apply PCNSC in my thesis study.

I am looking forward to heaning for the positive response. Thank you so much.

Sincerely,
Yuhan Shen

Rick Sawatzky <Rick Sawatzky@ewu.ca> 2017¥95188 Hase
$#E A : Shen yuhan <yuhanshenS2E@gmail.com>

Hi Yuhan Shen,

Thank you for contact me about this. | would be very please for you to proceed with using the PCNSC. We have 2
manuscript that is about to be submitted for review, so please check ance you are ready to write the results so
that you can cite the appropriate publication of the PCNSC. Best wishes,

Rick

From: Shen yuhan [malltocyuhanshen926 @gmail.com)
Sent: Sunday, September 17, 2017 11:54 AM

To: Rick Sawatzky <Rick.Sawalzky@iwu.ca>

Subject: Asking permission for using PCNSC in China

BlRRTERN



3. Permission for Using and Revising LCS

Eva Kyndt 7868 -~
X, =5 twr- R THEEE

DearYuhan Shen,

Thank you for your e-mail. Your proposal sounds fine for me, normally you
can find all the information you need in the article.
Best of luck with your research!

Kind regards,
Eva Kyndt

Prof. Dr. Eva Kyndt

Centre for research on professional learning &
development, and lifelong learning (POOLL)

Occupational & Organisational Psychology,
and Professional Learning (O2L)

Dekenstraat2 - PB3772
3000 Leuven (Belgium)
tel. +32 16 3257 59

118



APPENDIX C

List of Experts for Validation

Three experts who validated the content of the instruments were:
1. Assoc. Prof. Dr. Waraporn Kongsuwan
Nursing Lecture, Faculty of Nursing, Prince of Songkla University, Thailand

Email: waraporn.k@psu.ac.th

2. Asst. Prof. Dr. Tippamas Chinnawong
Nursing Lecture, Faculty of Nursing, Prince of Songkla University, Thailand

Email: tippamas.c@psu.ac.th

3. Asst. Prof. Yulin Lu
Nursing Lecture, Faculty of Nursing, Kunming Medical University, China

Email: 653587668@qq.com
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APPENDIX D
Approval Letters
Ethical Approval From the Health and Social Science Institutional Review

Board (SBS-IRB), Prince of Songkla University

Certificate of Approval of Human Research Ethics
Center for Social and Behavioral Sciences Institutional Review Board,

Prince of Songkla University

Document Number: 2017 NSt - Qn 046

Research Title: Knowledge, Attitude, Workplace Learning Conditions and Nurses' Competence

Towards Palliative Care in a Cancer Hospital in China
Research Code: PSU IRB 2017 - NSt 039
Principal Investigator: Yuhan Shen

Workplace: Master of Nursing Science (International Program) Faculty of Nursing,

Prince of Songkla University

Approved Document: 1. Human Subjects
2. Instrument

3. Invitation and Informed Consent

Approved Date: 27 November 2017

Expiration Date: 27 November 2019

The Research Ethics Review of Center for Social and Behavioral Sciences Institutional
Review Board, Prince of Songkla University approved for Ethics of this research in accordance with
Declaration of Belmont.

(Assoc. Prof. Dr. Aranya Chaowalit)

Committee Chairman of Center for Social and Behavioral Sciences

Institutional Review Board, Prince of Songkla University
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2. Ethical Approval From the IRB of Yunnan Cancer Hospital

/4

MRAC: 201601 JRAS FI: 2016 4 8 J) 29

Pt 1

ZHEMAERREERS

R BEETEEER

HHERS
Wi %8 MRS T L o B9 35R, ABE, TARHAYE SRR BPEMEN
BHAKA: KBRS ERAFR: 3
BroC AL RERETFREPHER #1#t \: Waraporn Kongsuwan
Hfiziubk: Hat Yai, Songkhla, Thailand fE%i: 90110

BEBEAA: ®hE& Wi 13577128207 41U -

71548 yuhanshen926@qq.com

BEBIR AL =RAMIRE R A HEHE
Ik Z iE: 0871-8181942 &3 3% : 650118
WA =
Kittikorn Nilmanat T BB K LS
I

i 2 BAFR: BhE#ER HAE: HAFR:
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WRE: HAFR: WRE: HAFA:

PPN IE: 2017 4612 A 01 HE 2018 £ 1 A 5 H

TR oA oXe 4 oiF oMFER V FRARE ofif:

BENERE:  oBUF o4 S ol F oEFRAR V BIRAERE ol

FEhE A REETRFEPHFER

Vi Eh#EE A A Dr. Waraporn Kongsuwan

HAAR:  66-74-286404

WRAE R,
Y HiiggiE o T/ETH DJELH ARG

A A Bk
VmyR VAR N MR

L 45: RS2 AMEROR . A WV BFGER] R SR O (O TERAE YD
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2. Ethical Approval From the IRB of Yunnan Cancer Hospital (continued)
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2. Ethical Approval From the IRB of Yunnan Cancer Hospital (continued)
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APPENDIX E
Informed Consent
Informed consent form for the nurse who work in Yunnan Cancer Hospital,
and invited to participate in a research study entitled “Knowledge, Attitudes,

Workplace Learning and Nurses’ Competence Towards Palliative Care in A Cancer

Hospital in China”.
Researcher Advisor
Mrs. Yuhan Shen Assoct. Prof. Kittikorn Nilmanat

Master of Nursing Science (International Adult and Elderly Nursing Department,
Program), Faculty of Nursing, Prince of  Faculty of Nursing, Prince of Sonkla
Sonkla University, Thailand University, Thailand

Phone: +8613577128207

Email: Yuhanshen926(@qg.com Email: kittikorn.n@psu.ac.th.

The informed consent form consist of three parts:
Part I: Information sheet
Part II: Certificate of consent

Part II1: Researcher’s statement

Part I: Information Sheet
Dear participant,

I am Yuahn Shen, a student of Master Nursing Science at Faculty of Nursing,
Prince of Songkla University, Thailand. You are invited to join a research study to

look at nurses’ palliative care competence and relevant factors. Please take whatever
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time you need to discuss the study with your friends, or anyone else you wish to. And
fell free to decision wither join or refuse.

If you decide to participate you will be asked to fulfill the questionnaire, it
might takes your time around 40 minutes. Meanwhile, the investigators may stop the
study or take you out of the study at any time they judge it is in your best interest.
They may also remove you from the study for various other reasons. They can do this
without your consent. Also you can stop participating at any time. If you stop in the
process, you will not lose any benefits.

This study involves the following risks such as emotion stress when you prefer
to select the lower competence scale or cannot make sure about it. There may also be
other risks may cannot be predicted. However, if you decide to complete the survey,
you will help the researcher to better understand nurses’ self-reported competence
with palliative care services, as well as its association with knowledge, attitudes and
perceived workplace conditions support. Furthermore, to provide valuable evidence
for development of nursing competence in the exist setting even wider.

Your participation is strictly voluntary and anonymous. You have the right not
to participate at all or to leave the study at any time. Deciding not to participate or
choosing to leave the study will not result in any penalty or loss of benefits to which
you are entitled, and it will not harm your working experience in the hospital. Your
answers will be grouped with other participants’ answers (total 220 participants) and
reported as a part of a research study I am conducting for my thesis requirement in the
graduate nursing curriculum at Prince of Songkla University.

You are welcome to contact me and also my advisor, while you have any

questions or concerns regarding the survey. Thank you for your time and
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consideration in order to assist me better understand your self-reported competence

with palliative care services.

Part II: Certificate of Consent

I have read and understand the inform consent above. I am agree to participant
in the study “Knowledge, Attitudes, Workplace Learning and Nurses’ Competence
Towards Palliative Care in A Cancer Hospital in China”. I have understood that all
information will be kept confidential while the results can be used for publication. I
have opportunity to ask questions, contact the researcher and the advisor, all of my
questions have been answered. Finally, I have the right to withdraw from the study at

any time without penalty.

Part I1I: Researcher’s Statement

I have explained this study to the above subject and to have sought his/her
understanding. I confirm that all the questions asked have been answered correctly
and I also provide the contact address, in case the participant has any questions. A
copy of the informed consent has been provide to the participant.

.............................. (Researcher’s signature)
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APPENDIX F
Testing of Assumptions
Test Assumption of Normality.
Table 11

Skewness and Kurtosis of the Studied Variables

Variable Skewness / SE = Zskewness Kurtosis / SE Zyurosis  Distribution

. Palliative care knowledge -.042/.167 -25 -.303/.333 -91 Normal

. Attitudes toward palliative .043/.167 .26 -.021/.333 -.06 Normal
care

. Workplace learning .366/.167 2.19 -.143/.333 -43 Normal
conditions

. Palliative care nursing .028/.167 42 -.343/.333 1.03 Normal
competence

Note. SE = standard error.
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Figure 3. Linearity Evaluation Result of Palliative Care Knowledge and Competence
Through a Scatter Plot
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Figure 4. Linearity Evaluation Result of Attitudes and Competence Through a Scatter

Plot
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Scatterplot
Dependent Variable: Total PCNSC
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Figure 6. Result of Homoscedasticity Evaluation
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APPENDIX G

Additional Analyses

Table 12

Summary of Score Range, Means, and Standard Deviations for Scores on
Participants’ Palliative Care Knowledge, Attitudes, and Workplace Learning

Conditions
Range
Domain Potential ~ Actual M SD Skew
PC knowledge (20 items) 0-20 6-15 10.77  2.03 -.042

Attitudes toward PC (12 items) 12-60 30-53 41.66 4.22 .043
Workplace learning conditions ~ 24-120  31-110 57.04  14.48 366
for PC (24 items)

Table 13

Descriptive Statistics of Nurses’ Palliative Care Knowledge (N = 212)

I don’t
Yes No know
Palliative Care Nurse Quiz item n%) n®) n) M SD

Palliative care is appropriate only in 148 42 22 70 .46
situations where there is evidence of a (69.81) (19.81) (10.38)
downhill trajectory or deterioration
The provision of palliative care requires 155 44 13 73 .44
emotional detachment (73.11) (20.75) (6.13)
The philosophy of palliative care is 129 52 31 .61 .49
compatible with that of aggressive treatment (60.85) (24.53) (14.62)
Morphine is the standard used to compare 113 57 42 53 .50
the analgesic effect of other opioids (53.30) (26.89) (19.81)
The extent of the disease determines the 102 77 33 48 .50
method of pain treatment (48.11) (36.32) (15.57)
Adjuvant therapies are important in 200 9 3 94 .23
managing pain (94.34) (4.25) (1.42)

(continued)



Table 13 (continued)
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I don’t
Yes No know
Palliative Care Nurse Quiz item n%) n®) n) M SD
7. Itis crucial for family members to remain at 5 205 2 02 .15
the bedside until death occurs (2.36) (96.70) (0.94)
8. During the last days of life, the drowsiness 104 84 24 49 .50
associated with electrolyte imbalance may (49.06) (39.62) (11.32)
decrease the need for sedation
9.  Drug addiction is a major problem when 119 59 34 .56 .50
morphine is used on a long-term basis for (56.13) (27.83) (16.04)
the management of pain
10. Individuals who are taking opioids should 194 12 6 92 .28
follow a bowel regime (91.51) (5.66) (2.83)
11. During the terminal stages of an illness, 110 77 25 52 .50
drugs that can cause respiratory depression  (51.89) (36.32) (11.79)
are appropriate for the treatment of severe
dyspnea
12.  The use of placebos is appropriate in the 91 89 32 43 .50
treatment of some types of pain (42.92) (41.98) (15.09)
13. In high doses, codeine causes more nausea 190 19 3 90 .31
and vomiting than morphine (89.62) (8.96) (1.42)
14. Suffering and physical pain are synonymous 152 56 4 7245
(71.70) (26.42) (1.89)
15. Pethidine is not an effective analgesic in the 12 193 7 .06 .23
control of chronic pain (5.66) (91.04) (3.30)
16. Manifestations of chronic pain are different 196 14 2 92 27
from (92.45) (6.60) (0.94)
those of acute pain
17. The loss of a distant or contentious 25 179 8 A2 32
relationship is easier to resolve than the loss  (11.79) (84.43) (3.77)
of one that is close or intimate
18. The pain threshold is lowered by anxiety or 114 93 5 54 .50
fatigue (53.77) (43.87) (2.36)
19. Men generally reconcile their grief more 30 175 7 14 35
quickly than women (14.15) (82.55) (3.30)
20. The accumulation of losses renders burnout 94 106 12 44 .50
inevitable for those who seek work in (44.34) (50.00) (5.66)

palliative care



Table 14

Descriptive Statistics of Nurses’ Attitudes Towards Palliative Care (N = 212)
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Strongly Be Strongly
agree Agree  neutral Disagree disagree
Negative item n (%) n (%) n (%) n (%) n%) M SD
1  Most of my nurse
llea feel that when
‘fl(l)eif pgal:ie:nt:ereceivg ) 2 4 13 >7 136 4.51 .78
palliative care, it reflects (0.94) (1.89) (6.13) (26.89) (64.15)
their own failure.
2 Many if my nurse
colleagues are
uncomfortable discussing 7 33 34 62 76 379 1.83
the option of palliative care (3.30) (15.57) (16.04) (29.25) (35.85)
with patient and their
families.
3 Physicians do not havea 0 2 5 12 193 487 47
role in palliative care. (0) (0.94) (2.36) (5.66) (91.04)
4  Most elderly patients who
are dying want their doctors 67 79 26 26 14 )95 121
to determine what care is  (31.60)  (37.26) (12.26) (12.26) (6.60)
best for them.
B R R NS NP
: (8.02) (9.43) (11.79)  (20.75) (50.00)
patient care.
8 Hospice supports physician 2 15 24 24 147 441 101
assisted suicide. (0.94) (7.08) (11.32)  (11.32) (67.34)
9 Most patients’ symptoms,
such as pain, shortness of
breath, and nausea, are not
controlled any better with 20 44 87 46 3.61 1.14
hospice car than with (7.08) (9.43) (20.75) (41.04) (21.70)
conventional care they
would otherwise receive.
12 Most elderly patients do not
want to be ‘[}(])1121 if they are 67 45 18 8 2.15 1.11
(34.91) (31.60) (21.23) (8.49) (3.77)

dying.
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Strongly Be Strongly
disagree Disagree neutral  Agree agree
Positive item n (%) n (%) n (%) n (%) n (%) M SD
Palliative care generally
5 meets the needs of the 12 47 45 63 45 339 1.20
family better than (5.66) (22.17)  (21.23) (29.72) (21.23)
conventional care dose.
I feel knowledgeable
. enough to discuss palliative 21 68 64 50 9 580 1.04
care with patients and (9.91) (32.08) (30.19) (23.58) (4.25)
families.
I usually order (request) as
10 much pain medication as 29 50 40 60 33 309 1.30
need to keep terminally ill  (13.68) (23.58) (18.87) (28.03) (15.57)
patients pain free.
I usually tell patients that
1 curative treatment in no 42 50 43 52 25 585 1.32
longer successful as soon as (19.81)  (23.58) (20.28) (24.53) (11.79)

I know.
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Strongly Be Strongly
Items of Workplace Learning disagree Disagree neutral Agree agree
Conditions Scale n (%) n (%) n%) n) n (%) M SD
1 I participate in palliative care
project teams composed of
healthcare providers from 23 s 33 10 ! 183 .89
different departments, to work (43.87) (35.38) (5.5) (4.72)  (0.47)
around palliative care.
2 I have the chance to participate
in a palliative care work 8 22 34 8 0 187 .82
consultation (36.79) (43.40)  (16.04) (3.77) (0.00)
3 I have the opportunity to
participate in palliative care 70 89 38 13 2 2.00 .92
case discussions (33.02) (41.98)  (17.92) 6.13)  (0.94)
4 I have the chance to participate 100 59 40 10 3 185 98
in palliative care groups 47.17)  (2783) (1887) (472) (1.42)
5 I have the opportunity to present
my ideas at meetings or 116 59 27 10 0 1.68 .87
conferences, regarding (5472)  (27.83) (12.74) (472) (0.00)
palliative care
6 I have the opportunity to meet
external colleagues (from other 27 86 >2 39 8 2.60 1.05
care unit or other hospital). (12.74) (40.57) (24.53) (18.40) (3.77)
7 I have the opportunity to attend
lectures of guest speakers from 46 92 62 11 1 2.19 85
outside the organization (21.70)  (43.40)  (29.25) (5.19) (0.47)
regarding palliative care
8 I have access to different
relevant palliative care reports 60 84 50 17 1 2.13 93
and publications such as internal (28.30) (39.62) (23.58) (8.02) (0.47)
audits and newsletters.
9 I have the opportunity to use the
internet to find basic 8 58 ]7 49 10 3.00 .92
information about palliative 3.77) (27.36) 41.04) (23.11) (4.72)
care
10 I have the opportunity to visit
other departments (e.g. 55 o4 58 10 3 550 o4
palliative care unit or pain ‘ ‘
branch), to learn about palliative (11.79) (44.34) (27.36) (15.09) (1.42)

care

(continued)
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Strongly Be Strongly
Items of Workplace Learning disagree Disagree neutral Agree agree
Conditions Scale n (%) n (%) n%) n) n(%) M SD
11 I have the chance to ask
colleagues, senior nurses, and
subordinates for feedback about 15 65 63 57 12 2.93 1.04
my own functions in palliative (7.08) (30.66) (29.72)  (26.89) (5.66)
care delivery.
12 Ireceive feedback from
. 25 64 63 53 7 2.78 1.05
colleagues about palliative care
area that makes me reflect onit. (11.79) (30.19) (29.72)  (25.00) (3.30)
13 Ireceive feedback from my
senior nurse about palliative 14 69 70 50 9 2.86 99
caré area that makes me reflect (6.60) (32.55) (33.02) (23.58) (4.25)
on 1it.
14  There are debriefings that offer
me the opportunity to reflect on
how I reacted during (critical) 35 70 74 28 > 252 .99
incidents related to palliative (16.51) (33.02) (34.91) (13.21) (2.36)
care.
15 I have the chance to look into
and discuss the results of 31 67 71 39 4 2.61 1.01
satisfaction and quality audits (14.62) (31.60) (33.49) (18.40) (1.89)
with my colleagues.
16 I have the chance to make
recommendations for
. . 92 60 45 14 1 1.93 .98
improvement based on project
reports, dossiers, and my (43.40) (28.30) (21.23)  (6.60)  (0.47)
education.
17  Conversations are held in which
the activities, strengths, and 25 66 61 51 9 2.78 1.07
weaknesses of nurses incare (11 79)  (3113)  (28.77) (24.06) (4.25)
delivery are discussed.
18  Career conversations are held in
. . 27 67 63 48 7 2.72 1.05
which future perspectives are
discussed. (12.74) (31.60) (29.72) (22.64) (3.30)
19 Ican rely on palliative care 38 81 64 20 9 244 1.03
guidance when I need it.
(17.92) (38.21) (30.19) (9.43) (4.25)
20 I have the opportunity to rely on
a palliative care work ‘buddy’ 56 63 68 20 5 2.32 1.04
(someone with the same (2642)  (29.72)  (32.08) (9.43) (2.36)

function but more experience).

(continued)
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Strongly Be Strongly
Items of Workplace Learning disagree Disagree neutral  Agree agree
Conditions Scale n (%) n (%) n%) n) n(%) M SD
21 I can get assistance in drafting a
personal development plan for 49 66 >3 32 7 244 110
enhancing palliative care (23.11) (3L.13) (27.36) (15.09) (3.30)
22 Thave/ had the chance to mirror
a mentor at the beginning of 66 69 >3 22 2 2.13 1.02
care. (31.13) (32.55)  (25.00) (10.38) (0.94)
23 1 haye the opportunity to ask for 60 7 46 29 5 228 1.09
advice from a specific contact
(28.30) (33.96)  (21.70) (13.68) (2.36)
24 As anew staff [ have / had the
opportunity to be supported by a 37 67 52 47 9 2.64 113
mentor in palliative care area. (17.45) (31.60) (24.53) (22.17) (4.25)
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Table 16

Descriptive Statistics of Palliative Care Nursing Competence

not at all capable highly capable
0 1 2 3 4 5
Items of Palliative Care Nursing Competence n (%) n (%) n (%) n (%) n (%) n (%) M SD
1 Assess pain in persons with life-limiting conditions. 0 5 31 59 90 27 3.49 97
(0) (2.36) (14.62) (27.83)  (42.45) (12.74)

2 Assess pain for persons with life-limiting conditions 6 27 57 68 51 3 2.66 1.10
who are unable to communicate. (2.83) (12.74) (26.89) (32.08) (24.06) (1.42)

3 Effectively use medication to relieve pain in persons 1 15 34 73 77 12 3.16 1.03
with life-limiting conditions. (0.47) (7.08) (16.04) (34.43) (36.32) (5.66)

4 Use non-pharmacological and complementary 7 36 62 70 27 10 249  1.15
interventions to relieve pain in persons with life- (3.30) (16.98) (29.25) (33.02) (12.74)  (4.72)
limiting conditions.

5  Provide early detection of side effects related to pain 1 25 40 57 70 19 3.07 1.18
medication. (0.47) (11.79) (18.87) (26.89)  (33.02) (8.96)

6  Provide effective care to relieve nausea and vomiting 0 7 36 73 82 14 3.28 .94
in persons with life-limiting conditions. (0) (3.30) (16.96) (34.43) (38.68)  (6.60)

7  Provide effective care to alleviate constipation in 0 4 37 78 80 13 3.29 .89
persons with life-limiting conditions. (0) (1.89) (17.45) (36.79) (37.74)  (6.13)

8  Provide effective care to relieve fatigue in persons 1 15 71 70 46 9 2.81 1.01
with life-limiting conditions. (0.47) (7.08) (33.49) (33.02) (21.70) (4.25)

9  Provide effective care to relieve dyspnea (shortness of 0 20 49 72 61 10 296 1.04

breath) in persons with life-limiting conditions. (0) (9.43) (23.11) (33.96) (28.77)  (4.72)
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not at all capable highly capable
Items of Palliative Care Nursing Competence 0 1 2 3 4 >
n (%) n (%) n (%) n (%) n (%) n(») M SD
10 Provide proper mouth care to promote 0 5 20 57 79 51 3.71  1.01
comfort in persons with life-limiting (0.00) (2.36) (9.43) (26.89)  (37.26) (24.06)
conditions.
11 Provide early detection of delirium in persons 2 22 35 77 65 11 3.01 1.09
with life-limiting conditions. (0.94) (10.38) (16.51) (36.32)  (30.66) (5.19)
12 Assess depression in persons with life- 5 32 59 79 32 5 2,55  1.07
limiting conditions and their families. (2.36) (15.09) (27.83) (37.26)  (15.09) (2.36)
13 Provide effective care to reduce 0 12 56 79 61 4 2.95 .92
psychological distress in persons with life- (0.00) (5.66) (26.42) (37.26)  (28.77) (1.89)
limiting conditions and their families.
14 Assist persons with life-limiting conditions 2 24 63 79 43 1 2.66 97
and their families to cope with stressors (0.94) (11.32) (29.72) (37.26)  (20.28) (0.47)
related to illness.
15 Provide support to persons with life-limiting 7 19 61 70 45 10 274 1.13
conditions and their families when they (3.30) (8.96) (28.77) (33.02)  (21.23) 4.72)
experience grief.
16  Assess the impact of life-limiting conditions 9 42 68 62 29 2 231 1.10
on family dynamics. (4.25) (19.81) (32.08) (29.25)  (13.68) (0.94)
17 Assist persons with life-limiting conditions 21 31 86 55 16 3 211  1.11
and their families in maintaining cultural (9.91) (14.62) (40.57) (25.94)  (7.55) (1.42)

traditions despite illness.
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not at all capable highly capable
Items of Palliative Care Nursing Competence 0 1 2 3 4 >
n (%) n (%) n (%) n (%) n (%) n(») M  SD
18 Assist persons with life-limiting conditions 31 50 64 42 24 1 1.91 1.23
and their families in identifying personal (14.62) (23.58) (30.19) (19.81)  (11.32) (0.47)
resources in order to cope with problems
related to illness.
19 Promote communication between persons 6 24 69 69 42 2 2.58 1.05
with life-limiting conditions and their family  (2.83) (11.32) (32.55) (32.55)  (19.81) (0.94)
members when a )conflict occurs.
20 Refer persons with life-limiting conditions 5 38 67 49 50 3 252 1.15
and their families to appropriate resources in ~ (2.36) (17.92) (31.60) (23.11)  (23.5%8) (1.42)
order to meet their social needs.
21 Assess the spiritual needs of persons with 31 54 62 53 10 2 1.83 1.16
life-limiting conditions and their families. (14.62) (25.47) (29.25) (25.00) (4.72) (0.94)
22 Recognize signs of spiritual distress in 3 49 74 64 18 4 227 1.02
persons with life-limiting conditions and their (1.42) (23.11) (34.91) (30.19)  (8.49) (1.8)
families.
23 Help persons with life-limiting conditions 8 41 73 69 18 3 227 1.03
and their families to explore various sources  (3.77) (19.34) (34.43) (32.55) (8.49) (1.42)
of hope when they demonstrate signs of
hopelessness.
24 Assist persons with life-limiting conditions to 22 60 73 42 14 1 1.85  1.09
explore the meaning of their illness (10.38) (28.30) (34.43) (19.81)  (6.60) (0.47)

experience.
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not at all capable highly capable
Items of Palliative Care Nursing Competence 0 1 2 3 4 >
n (%) n (%) n (%) n (%) n (%) n(» M SD
25 Adapt the nursing care in accordance with the 27 40 61 57 23 4 2.10 1.25

spiritual beliefs of persons with life-limiting ~ (12.74) (18.87) (28.77) (26.89)  (10.85) (1.89)
conditions and )their families.

26 Assess the needs associated with activities of 0 10 43 71 75 13 3.18 98
daily living in persons with life-limiting (0.00) (4.72)  (20.28) (33.49)  (35.38) (6.13)
conditions.

27 Assess the need for practical support in order 3 29 55 86 35 4 2.63 1.02
to prevent burnout in family members caring  (1.42) (13.68) (25.94) (40.57)  (16.51) (1.89)
for persons with life-limiting conditions.

28  Assist persons with life-limiting conditions to 6 15 57 86 41 7 2776  1.04
maintain their functional independence for as  (2.83) (7.08)  (26.89) (40.57)  (19.34) (3.30)
long as possible.

29 Empower family members to provide care to 2 15 41 75 66 13 3.07 1.06
persons with life-limiting conditions. (0.94) (7.08)  (19.34) (35.38)  (31.13) (6.13)

30 Implement appropriate interventions to help 7 38 56 65 42 4 251 1.15
relieve burden on family members caring for  (3.30) (17.92) (26.42) (30.66)  (19.81) (1.89)
persons with life-limiting conditions.

31 Identify ethical issues related to the care of 12 31 63 60 42 4 248 1.18
persons with life-)limiting conditions. (5.66) (14.62) (29.72) (28.30)  (19.81) (1.89)

32 Provide information to persons with life- 41 59 61 39 9 3 1.65 1.19
limiting conditions concerning the legal (19.34) (27.83) (28.77) (18.40) (4.25) (1.42)

issues associated with illness.
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not at all capable highly capable
Items of Palliative Care Nursing Competence 0 1 2 3 4 >
n (%) n (%) n (%) n (%) n (%) n(») M  SD
33  Assist persons with life-limiting conditions to 40 55 64 38 14 1 1.69 1.19
make informed decisions regarding end of (18.87) (25.94) (30.19) (17.92)  (6.60) (0.47)
life care.
34 Advocate for persons with life-limiting 13 37 57 62 37 6 243 1.22
conditions and their families with other (6.13) (17.45) (26.89) (29.25)  (17.45) (2.83)
members of the healthcare team.
35 Advocate for persons with life-limiting 25 56 54 45 25 7 2.05 1.31
conditions when there is a difference in (11.79) (26.42) (25.47) (21.23)  (11.79) (3.30)
perspective with their family on a care issue.
36 Actively participate in discussions regarding 20 59 53 50 26 4 2.07 1.25
the needs of persons with life-limiting (9.43) (27.83) (25.00) (23.58)  (12.26) (1.89)
conditions during interdisciplinary team
meetings.
37 Promote communication between healthcare 12 41 54 54 42 9 247 1.28
professionals regarding persons with life- (5.66) (19.34) (25.47) (25.47)  (19.81) (4.25)
limiting conditions in order to support
continuity of care.
38 Promote communication between persons 11 24 64 61 42 10 2.61 1.21
with life-limiting conditions, their families, (5.19) (11.32) (30.19) (28.77)  (19.81) (4.72)
and health care professionals in order to
ensure information sharing.
39 Promote communication between health care 9 29 46 75 43 10 2.68 1.20
professionals when conflicts arise in the care  (4.25) (13.68) (21.70) (35.38)  (20.28) (4.72)
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not at all capable highly capable
Items of Palliative Care Nursing Competence 0 1 2 3 4 >
n (%) n (%) n (%) n (%) n (%) n( M SD
of persons with life-limiting conditions and
their families.
40 Promote the collaboration of various 11 31 54 69 37 10 2.57  1.22
healthcare professionals in the care of (5.19) (14.62) (25.47) (32.55)  (17.45) 4.72)
persons with life-limiting conditions and their
families.
41 Recognize how my own personal and 2 19 47 75 49 20 299 1.13
professional beliefs may influence the care I ~ (0.94) (8.96) (22.17) (35.38)  (23.11) (9.43)
provide to persons with life-limiting
conditions and their families.
42 Cope with loss and grief related to the care of 5 27 62 73 41 4 2.61 1.07
persons with life-limiting conditions and their (2.36) (12.74) (29.25) (34.43)  (19.34) (1.89)
families.
43 Identify which stressors affect me when I 2 32 56 82 34 6 262 1.04
provide care to persons with life-limiting (0.94) (15.09) (26.42) (38.68)  (16.04) (2.83)
conditions and their families.
44 Identify my own personal resources to 17 36 64 65 29 1 226 1.15
manage stress related to caring for persons (8.02) (16.98) (30.19) (30.66)  (13.68) (0.47)
with life-limiting conditions and their
families.
45 Discuss death and dying with persons with 36 59 54 37 25 1 .81  1.27
life-limiting conditions and their families. (16.98) (27.83) (25.47) (17.45)  (11.79) (0.47)
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not at all capable highly capable
Items of Palliative Care Nursing Competence 0 1 2 3 4 >
n (%) n (%) n (%) n (%) n (%) n(» M SD
46 Provide effective care to relieve pain in 3 11 40 63 70 25 323 1.13
persons with life-limiting conditions during (1.42) (5.19) (18.87) (29.72)  (33.02) (11.79)
the last hours of life.
47 Provide effective care to relieve respiratory 1 15 44 76 53 23 3.10 1.10
distress during the last hours of life. (0.47) (7.08)  (20.75) (35.85)  (25.00) (10.85)
48 Identify the signs and symptoms of imminent 3 10 31 75 69 24 327 1.08
death in persons with life-limiting conditions. (1.42) 4.72) (14.62) (35.38)  (32.55) (11.32)
49 Provide an authentic presence during the last 3 16 29 53 79 32 334 1.20
hours of life to persons with life-limiting (1.42) (7.55) (13.68) (25.00)  (37.26) (15.09)
conditions and their families.
50 Encourage expression of cultural and 25 28 60 52 38 9 236  1.35
religious traditions for persons with life- (11.79) (13.21) (28.30) (24.53) (17.92) (4.25)

limiting conditions and their families during
the last hours of life.
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