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Providing
Palliative Care
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Oncology nurses’ perceptions of their self-reported abilities
Catherine M. Mann, EdD, RN, CNS, CNE, Fatimah Rashed Aldossary, MS, RN, BS, and Suzanne S. Sullivan, PhD, MBA, RN, CHPN

BACKGROUND: Oncology nurses are pivotal in

the provision of primary palliative care. However,
nurses working in oncology settings, where the
goal is often curative, may lack knowledge about
and comfort in providing palliative care.
OBJECTIVES: The purpose of this study is to

determine how oncology nurses perceive their
ability to provide palliative care services to patients
and their families.
METHODS: Using Benner’s theory of skill

acquisition as a basis for self-evaluation, this
cross-sectional, descriptive pilot study surveyed
oncology nurses.
FINDINGS: All participants reported ranges from

capable to very capable in ability to provide
precepts of palliative care. Results showed a small
but statistically significant association between
years of experience and perceived ability to honor
patient and family preferences, provide patient
and family support, appreciate demands placed
on families, and provide supportive services to
caregivers.

broadly affecting
individuals and their family members as they adapt to and cope with physical symptoms, such as pain, and the emotional burdens of uncertainty and
fear. The Oncology Nursing Society (2019) and the National Comprehensive
Cancer Network (2019) recommend that an interprofessional team deliver
comprehensive, patient- and family-centered palliative care starting at diagnosis, concurrent with treatment, and continuing throughout the cancer journey,
including survivorship. Therefore, oncology nurses, as members of the interprofessional team, are pivotal to providing primary palliative care, including
direct care, care coordination, and patient and family advocacy and education
(National Coalition for Hospice and Palliative Care, 2018). Palliative care, an
approach for caring for patients who are facing life-threatening illness and
their families, aims to improve quality of life “through the prevention and
relief of suffering by means of early identification and impeccable assessment
and treatment of pain and other problems, physical, psychosocial and spiritual” (World Health Organization, 2019, para. 1). Palliative care is a holistic
approach to care that may benefit all people affected by a cancer diagnosis,
including patients’ families and caregivers (National Cancer Institute, 2017).
Despite the ongoing support from national bodies and professional organizations, and the widespread availability of guidelines and resources, the
adoption of palliative care remains limited. To support and expand palliative
care, the National Academies of Sciences, Engineering, and Medicine (formerly known as the Institute of Medicine [IOM], 2015) supports a national
strategy to improve access to palliative care and improve healthcare workforce training. That training includes building skills in pain and symptom
management and care coordination (IOM, 2015; Meier et al., 2017).
RECEIVING A CANCER DIAGNOSIS IS A LIFE-ALTERING EXPERIENCE,

Background
KEYWORDS

palliative care; oncology nurses; caregivers; quality of life; cancer diagnosis
DIGITAL OBJECT IDENTIFIER

10.1188/19.CJON.647-654

CJON.ONS.ORG

As a complement to clinical oncology care, nurses who provide palliative care
are confident in their abilities and can advocate for patients. Few studies have
identified nurses’ ability to provide palliative care. Therefore, there is a lack
of studies about palliative care education in clinical oncology settings. An
integrative review by Achora and Labrague (2019) about nurses’ knowledge
about and attitudes toward providing palliative care in a variety of settings
suggested that nurses have positive attitudes toward palliative care, despite
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a general lack of knowledge—specifically, knowledge related to
pain and symptom management, psychological care, and philosophies of palliative care delivery.
The purpose of this pilot study is to determine how oncology
nurses perceive their ability to provide elements of primary palliative care to patients and their families. In addition, related to
palliative care competencies, this study explores the relationship
between participants’ self-reported perception of ability to provide precepts of palliative care, years of experience, and highest
level of education.

Methods
This was a cross-sectional, descriptive pilot study of oncology
nurses practicing at the Roswell Park Comprehensive Cancer
Center in Buffalo, New York. The institute provides comprehensive cancer care to the region and has a palliative care team
available for consultation.
Sample
A convenience sample of oncology nurses was obtained from a
recruitment letter sent via the cancer institute’s email system,
which invited potential participants to follow a link to an online

“Nurses who provide
palliative care are
confident in their
abilities and can
advocate for patients.”
survey on SurveyMonkey®. Data were collected during a fourweek period after obtaining approval from the institutional review
board at the cancer center and Daemen College in Amherst, New
York. Seventy-nine nurses self-selected to voluntarily participate
in the study.
Measurement
To document the study sample’s demographics, study participants provided their highest level of education and years of

TABLE 1.

PRECEPTS OF PALLIATIVE CARE AND THEIR DECLARATIVE STATEMENTS AND RELATED DOMAINS
PRECEPT

STATEMENTS
ɔɔ

Precept 1: Respecting
patient goals, preferences,
and choices

ɔɔ

ɔɔ

Precept 2: Providing
comprehensive care

ɔɔ

ɔɔ

Precept 3: Utilizing the
strengths of interdisciplinary
resources

ɔɔ

ɔɔ

Precept 4: Acknowledging
and addressing caregiver
concerns

ɔɔ

Statement 1: Identify and honor patient and family preference
through careful attention to values, goals, and priorities, as
well as cultural and spiritual perspectives.
Statement 2: Assist patients in establishing goals of care by
facilitating understanding of diagnosis and prognosis, clarifying priorities, promoting informed choices, and providing
opportunities for negotiating care with providers.

DOMAINS

ɔɔ
ɔɔ
ɔɔ

Domain 1: Structure and process of care
Domain 7: Care of the patient nearing end of life
Domain 8: Ethical and legal aspects of care

ɔɔ
ɔɔ
ɔɔ

Domain 1: Structure and processes of care
Domains 2, 3, 4, 5, and 6: Physical, social, spiritual, religious,
and existential; and cultural aspects of care
Domain 7: Care of the patient nearing end of life

Statement 5: Appreciate substantial physical, emotional, and
economic demands placed on families caring for someone
at home.
Statement 6: Have knowledge, skills, experience, and
provision of opportunity for ongoing education, professional
support, and development.

ɔɔ
ɔɔ
ɔɔ

Domain 1: Structure and processes of care
Domain 7: Care of the patient nearing end of life
Domain 8: Ethical and legal aspects of care

Statement 7: Appreciate substantial physical, emotional, and
economic demands placed on families caring for someone
at home.
Statement 8: Provide concrete supportive services to
caregivers, such as respite, around-the-clock availability of
expert advice and support, grief counseling, personal care
assistance, and referral to community resources.

ɔɔ
ɔɔ
ɔɔ

Domain 1: Structure and processes of care
Domain 7: Care of the patient nearing end of life
Domain 8: Ethical and legal aspects of care

Statement 3: Provide physical, psychological, social, and
spiritual support to help the patient and family adapt to
anticipated decline associated with advanced, progressive,
incurable disease.
Statement 4: Alleviate isolation through a commitment to
nonabandonment, ongoing communication, and sustainment
of relationships.

Note. Based on information from National Coalition for Hospice and Palliative Care, 2018; Task Force on Palliative Care et al., 1998.
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experience. The study survey was based on four of the five precepts of palliative care. The precepts guide nursing care and are
foundational to clinical practice guidelines. The precepts use
eight declarative statements (S1–S8) (National Coalition for
Hospice and Palliative Care, 2018; Task Force on Palliative Care,
Last Acts Campaign, & Robert Wood Johnson Foundation, 1998)
(see Table 1). Precepts 1–4 focus on nurses’ perceived abilities at
the bedside. Precept 5 was not included in the survey because it is
related to organizational infrastructure.
Using Benner’s (2001) novice to expert categories, for each of
the eight statements, participants ranked their perceived ability
to provide the precepts (on a Likert-type scale ranging from 1
[novice] to 5 [expert]). The five stages of skill development in
nursing are as follows (Benner, 2001):
ɐɐ Novice: those without any experience
ɐɐ Advanced beginner: able to guide actions based on rules and
experiences
ɐɐ Competent: some feelings of mastery based on experience,
which serve as guidelines to plan care
ɐɐ Proficient: ability to view situations as a whole because they
have multiple perspectives on the situation
ɐɐ Expert: inherent intuitive grasp formed through a deep understanding of the situation
When adapting Benner’s (2001) theory of skill acquisition, both
novice and expert remained ranked as defined by Benner. A participant who indicated feeling somewhat capable was considered
equivalent to an advanced beginner, capable was considered to be
competent, and very capable was deemed proficient.
Analysis
Descriptive statistics were used to evaluate data collected using
IBM SPSS Statistics, version 25.0. Analysis of variance (ANOVA)
determined whether there was a statistically significant difference between highest level of education and years of experience,
and highest level of education and responses to the eight statements on the precepts (S1–S8). Likert-type responses, from 1
(novice) to 5 (expert), were treated as a continuous variable. In
addition, the Student–Newman–Keuls stepwise multiple comparisons procedure was used as a secondary test to determine
statistical significance (i.e., risk of a false-positive result) (p <
0.05). Correlations, which measure the strength and direction
of the relationship, ranging from +1 to –1, between highest
level of education and each precept (S1–S8) are reported using
Spearman’s rho. Correlations between years of nursing experience and precepts (S1–S8) are reported using Spearman’s rho
and Pearson’s r. Pearson’s r is used to measure the relationship between two continuous variables, and Spearman’s rho
evaluates continuous or ordinal-level variables. The strength
of correlation for both approaches are considered to be small
(0.1 to 0.2), medium (0.3 to 0.4), and large (0.5 to 1) (Polit &
Beck, 2014).

CJON.ONS.ORG

TABLE 2.

SAMPLE CHARACTERISTICS (N = 79)
CHARACTERISTIC

n

Highest level of education
Associate degree

25

Bachelor’s degree

36

Master’s degree

13

Other

5

Years of experience
0–1

4

2–3

4

4–5

2

6–10

17

More than 10

51

Missing data

1

Findings
Seventy-nine oncology nurses participated in the study. The
majority of the participants (n = 51) had more than 10 years of
experience, and 10 participants had fewer than 5 years of experience; one participant chose not to report experience (see Table 2).
Based on 2017 benchmarks, the National Council of State Boards
of Nursing (2019) established that 42% of nurses had a bachelor’s
degree as qualification for first license. Of the study participants,
36 (46%) had earned a bachelor’s degree and 13 (16%) had earned
a master’s degree.
Perceptions of Ability to Provide Precepts of Palliative Care
The majority of the participants reported their ability to provide the precepts in the range of capable to very capable for all
eight statements (see Table 3). Honoring preferences (S1) was
the highest-ranked item, with 57 respondents indicating that
they perceived themselves to be very capable and 7 considering
—
themselves to be expert (X = 3.9, SD = 0.59). This statement (S1)
supports participants’ perceived ability to identify and honor
preferences of patients and families through careful attention
to their values, goals, and priorities, as well as their cultural and
spiritual perspectives. In addition, demands placed on families
(S7, precept 4) indicated that 44 oncology nurses perceived themselves as being very capable and 17 as being experts in their ability
to appreciate the substantial physical, emotional, and economic
—
demands placed on families (X = 3.9, SD = 0.75). This statement
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TABLE 3.

PARTICIPANTS’ PERCEPTIONS OF ABILITY TO PROVIDE PRECEPTS OF PALLIATIVE CARE BY BENNER’S
NOVICE TO EXPERT CATEGORIES (N = 79)
PRECEPT AND STATEMENTS

NOVICE (1)

SOMEWHAT
CAPABLE (2)

CAPABLE (3)

VERY
CAPABLE (4)

—

EXPERT (5)

X

SD

Precept 1
S1: Honoring preferences

–

2

13

57

7

3.9

0.59

S2: Goals of carea

–

4

21

46

7

3.7

0.71

–

4

19

47

9

3.8

0.72

1

2

21

46

9

3.8

0.74

1

4

21

47

6

3.7

0.75

–

5

17

47

9

3.8

0.74

–

3

15

44

17

3.9

0.75

10

35

24

4

3.2

0.97

Precept 2
S3: Providing support
S4: Alleviating isolation
Precept 3
S5: Team approach
S6: Knowledge and development opportunitya
Precept 4
S7: Demands placed on families
S8: Caregiver supportive services

6

N = 78
S—statement
Note. Based on information from Benner, 2001.
a

(S7) relates to the participants’ ability to acknowledge and
address caregiver concerns.
Years of Nursing Experience by Highest Level of Education
There was no statistical difference in the sample between highest
level of education and years of experience, except for participants
without an academic degree. Five respondents had, on average,
27.2 years of experience but did not indicate having a conferred
associate, bachelor’s, or master’s degree (see Tables 4 and 5).
Perception of Ability
There was a small but statistically significant positive correlation
between years of nursing experience and honoring preferences
(S1) (r = 0.23), providing support (S3) (r = 0.28), demands placed
on families (S7) (r = 0.14, p < 0.05), and caregiver supportive
services (S8) (r = 0.3, p < 0.01). Years of nursing experience and
knowledge and development opportunity (S6) were near statistical significance (r = 0.28, p = 0.06), which suggests that there may
be an effect but not enough of one to reject the null hypothesis.
Universally, caregiver supportive services (S8) was the weakest
perceived ability reported. There was a medium positive correlation between years of experience and caregiver supportive

services (S8) (r = 0.31, p < 0.01) (see Table 6). However, there
was no statistically significant correlation between highest level
of education and S1–S8.

Discussion
This pilot study reports on the perceived ability of oncology
nurses to deliver the precepts of palliative care at a large urban
inpatient cancer institute in New York. Overall, oncology nurses
reported that they had a strong ability to provide the precepts; this
finding supports the current clinical practice guidelines to deliver
palliative care as an interprofessional team (National Coalition
for Hospice and Palliative Care, 2018). This study revealed that
years of nursing experience correlates with precepts of palliative
care in several areas; however, highest level of education was not
associated with any of the precepts. These findings suggest that,
although nurses may perceive themselves as being proficient,
this is not necessarily a product of years of formal education,
but rather from experience or specific training in palliative care.
Benner (2001) stated that the number of years of nursing experience in the same work environment, and in the same or similar
medical situations, can establish and build competence in nurses’
clinical practice. As revealed in this pilot study’s results, nurses
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TABLE 4.

TABLE 4. (CONTINUED)

DESCRIPTIVE STATISTICS FOR HIGHEST LEVEL
OF EDUCATION RELATED TO YEARS OF EXPERIENCE
AND PRECEPTS 1–4 (S1–S8) (N = 79)

DESCRIPTIVE STATISTICS FOR HIGHEST LEVEL
OF EDUCATION RELATED TO YEARS OF EXPERIENCE
AND PRECEPTS 1–4 (S1–S8) (N = 79)

CHARACTERISTIC

—

n

X

SD

95% CI

CHARACTERISTIC

Years of experience
25

17.3

8.32

[13.91, 20.77]

Bachelor’s degree

36

15.8

10.27

[12.26, 19.42]

Master’s degree

13

14.8

9.9

5

27.2

13.26

Other

95% CI

3.8

0.84

[2.76, 4.84]

[10.74, 43.66]

Associate degree

24

3.58

0.65

[3.31, 3.86]

Bachelor’s degree

36

3.83

0.74

[3.58, 4.08]

13

4

0.81

[3.51, 4.49]

5

3.6

0.89

[2.49, 4.71]

Associate degree

25

3.72

0.71

[3.42, 4.02]

Bachelor’s degree

36

4.03

0.74

[3.78, 4.28]

Master’s degree

13

4.15

0.69

[3.74, 4.57]

4

1

[2.76, 5.24]

25

3.6

0.57

[3.41, 3.87]

Master’s degree

Bachelor’s degree

36

4

0.54

[3.82, 4.18]

Other

Master’s degree

13

3.9

0.64

[3.54, 4.31]

S7: Demands placed on
families

4

0.71

[3.12, 4.88]

5

5

S6: Knowledge and development opportunitya

Associate degree

S2: Goals of carea
Associate degree

25

3.64

0.64

[3.38, 3.9]

Bachelor’s degree

36

3.75

0.78

[3.49, 4.01]

Master’s degree

13

3.77

0.6

[3.41, 4.13]

4

3.75

0.96

[2.23, 5.27]

Other

SD

[8.8, 20.74]

S1: Honoring preferences

Other

X

S5: Team approach
(continued)

Associate degree

Other*

—

n

Other

5

S8: Caregiver supportive
services

S3: Providing support

Associate degree

25

3.12

0.73

[2.82, 3.42]

Associate degree

25

3.56

0.58

[3.32, 3.8]

Bachelor’s degree

36

3.17

1.03

[2.82, 3.51]

Bachelor’s degree

36

3.97

0.7

[3.74, 4.21]

Master’s degree

13

3.31

0.9

[2.79, 3.82]

Master’s degree

13

3.77

0.73

[3.33, 4.21]

Other

5

2.4

1.67

[0.32, 4.48]

5

3.4

1.14

[1.98, 4.82]

Associate degree

25

3.76

0.66

[3.49, 4.03]

Bachelor’s degree

36

3.81

0.79

[3.54, 4.07]

* p < 0.05
a
N = 78
CI—confidence interval; S—statement
Note. Mean years of nursing experience was significantly different for nurses without
formal degrees (licensed practical nurse, n = 1; diploma in nursing, n = 2; 5 years of
college, n = 1; some graduate school, n = 1), as determined by the Student–Newman–
Keuls procedure.

Master’s degree

13

3.69

0.75

[3.24, 4.15]

5

3.6

0.89

[2.49, 4.71]

Associate degree

25

3.56

0.65

[3.29, 3.83]

Bachelor’s degree

36

3.72

0.78

[3.46, 3.99]

Master’s degree

13

3.69

0.9

[3.18, 4.21]

Other
S4: Alleviating isolation

Other
S5: Team approach

Continued in the next column

CJON.ONS.ORG

with additional years of experience perceived their abilities as
higher than their less experienced counterparts. In addition,
these findings may also be influenced by exposure to, and interactions with, the palliative care consultation team.
This pilot study’s findings support the findings from previous
studies about nurses’ years of experience and their perceptions
of their ability to provide palliative and end-of-life care. For
example, Price et al. (2017) reported that nurses with more than
10 years of experience working in intensive care perceived themselves to be more competent in providing end-of-life care, scoring
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higher knowledge, decision making, emotional support for family,
and spiritual support competencies than nurses with fewer than
10 years of experience. In the current study, the majority of participants had more than 10 years of experience and reported
themselves as being capable or very capable in their ability to perform precepts of palliative care, as measured in S1–S7.
The lowest mean score for perceived ability was in precept
4, caregiver supportive services (S8); however, this statement
was most highly correlated with years of nursing experience,
suggesting that more experienced nurses are more comfortable
in providing support to patients and their families. In addition,
nurses who practice in oncology settings are highly attuned
to meeting the physical and emotional needs of patients with
cancer, regardless of whether they are receiving palliative care
services, in contrast to nurses in general practice who identify
having poor knowledge of approaches for pain and symptom
management (Achora & Labrague, 2019). Therefore, this may
have an impact on the participants’ report of expertise in precept 2, which is related to the physical and emotional demands
of patients.
Limitations
Pilot study participants volunteered to participate in the study
and provided self-reported perceptions. This could influence
the results because of self-selection and variations in personal
practice patterns. In addition, the small sample size limits generalizability to inpatient oncology settings. The evaluation tool
was developed by the researchers, and it has not been validated.
This pilot study did not address a complete set of clinical practice
TABLE 5.

ANOVA SUMMARY OF YEARS OF EXPERIENCE
AND S1–S8 (N = 79)
CHARACTERISTIC

F

df

p

Years of experience

2.07

3

0.11

S1: Honoring preferences

2.07

3

0.11

S2: Goals of care

0.15

3

0.93

S3: Providing support

2.2

3

0.1

S4: Alleviating isolation

0.167

3

0.92

S5: Team approach

0.28

3

0.84

S6: Knowledge and development opportunitya

1.15

3

0.33

S7: Demands placed on families

1.25

3

0.3

S8: Caregiver supportive services

1.13

3

0.34

a

N = 78
ANOVA—analysis of variance; df—degrees of freedom; S—statement
a

TABLE 6.

CORRELATIONS OF PRECEPTS WITH HIGHEST
LEVEL OF EDUCATION AND YEARS OF EXPERIENCE
HIGHEST
LEVEL OF
EDUCATION
STATEMENT

rho

a

YEARS OF EXPERIENCE
rhoa

rb

S1: Honoring preferences

0.19

0.16

0.23**

S2: Goals of care

0.09

0.07

0.13

S3: Providing support

0.2

0.21

0.28**

–0.06

0.16

0.19

S5: Team approach

0.09

0.13

0.22

S6: Knowledge and development
opportunity

0.19

0.21***

0.28

S7: Demands placed on families

0.19

0.13

0.14**

S8: Caregiver supportive services

0.06

0.31*

0.3*

S4: Alleviating isolation

*p < 0.01; ** p < 0.05; *** p = 0.06
a
Spearman’s rho rank correlation coefficient
b
Pearson’s linear correlation coefficient
Note. Strength of association is as follows: 0 (no association), 0.1 to 0.2 (small association), 0.3 to 0.4 (medium association), and 0.5 to 1 (large association).

guidelines because the study focused on selected precepts of palliative care.
In addition, the “other” group in years of experience combined
a small sample of individuals with conceptually unrelated levels
of experience, which could affect the findings of this pilot study.
There is also a wide 95% confidence interval in this domain, which
reduces the certainty of the finding. However, it was necessary to
group these individuals together for analysis because there were
only five participants without a traditional nursing education.

Implications for Practice
Based on this pilot study’s findings, nurses with more than
10 years of experience, who are defined as experts in Benner’s
(2001) model, may act as guides and facilitators for novice and
advanced beginners in nursing who are learning how to provide
palliative care. Clinical oncology nurses have the expertise to
manage patients with cancer, supporting them and their family
members during the trajectory of what may be incurable disease.
This expertise includes delivering palliative care. However, nurses
may not have the confidence and experience related to caregiver
supportive services (S8, precept 4). These findings emphasize
the importance of education for nurses in practice and students
in nursing programs so that they can improve their abilities
and confidence in supporting patients’ families. Initiatives that
support palliative care nurse education can significantly affect
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IMPLICATIONS FOR PRACTICE
ɔɔ

nurses’ foundational knowledge about palliative care, as well as
their attitudes toward and behaviors in better delivering that care
(Harden, Price, Duffy, Galunas, & Rodgers, 2017).
This study’s findings endorse the call from the American
Association of Colleges of Nursing’s new competencies and recommendations for educating undergraduate nursing students,
which urge nurse educators to implement 17 palliative care competencies in undergraduate curricula (Ferrell, Malloy, Mazanec, &
Virani, 2016). Several of these nursing competencies are familycentered, including educating family about palliative care issues
(competency 5); collaborating with members of the interprofessional team, specifically aimed at ensuring coordinated care
(competency 6); assisting the family to cope and build resilience
(competency 16); and recognizing the need to seek consultation
(competency 17) (Ferrell et al., 2016).
The current study also supports palliative care delivered by
interprofessional teams, particularly to address caregiver needs.
To advance interprofessional team care, experienced nurses can
champion innovative methods to build competencies among team
members beyond formal education programs. These methods
may include focused mentorship and simulations.

ɔɔ

ɔɔ

Improve abilities to provide primary palliative care by accessing
professional development programs, such as the End-of-Life Nursing
Education Consortium.
Collaborate with and seek mentorship from experienced nurses to
improve palliative care competencies.
Promote patient- and family-centered care in oncology care
settings.
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PROFESSIONAL DEVELOPMENT ACTIVITY

EARN 0.5 CONTACT HOURS
Conclusion
Based on this pilot study’s findings, oncology nurses consistently have opportunities to develop their skills in primary
palliative nursing; these skills are gained through time and experience caring for patients with serious illness and their families.
Engaging oncology nurses, particularly those with more than 10
years of experience—in mentorship, preceptor, and other roles
in nursing education—may help bolster comfort and competence
in providing palliative care. As members of interprofessional
palliative care teams, experienced nurses can provide care to
caregivers, ensuring that they have access to supportive services.
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USE THIS ARTICLE FOR JOURNAL CLUB
Journal club programs can help to increase your ability to evaluate the
literature and translate those research findings to clinical practice, education, administration, and research. Use the following questions to start the
discussion at your next journal club meeting.
ɔɔ What do you think about your ability to provide primary palliative care
to patients? What do you do well? What skills do you want to improve?
ɔɔ So that nurses new to the profession can learn from key experiences,
what experiences do you recommend that best build primary palliative
care competencies?
ɔɔ What was a situation in which you taught that caregiver a specific palliative care skill? How did you know your teaching strategy was effective (or
not) when teaching the caregiver?
Visit http://bit.ly/1vUqbVj for details on creating and participating in a journal club. Photocopying of this article for discussion purposes is permitted.
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