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Chapter 1

General Introduction



PALLIATIVE CARE

This thesis reports on several studies concerning nursing education in palliative
care, both at undergraduate level (bachelor) and at postgraduate level.

Palliative care can be defined as an approach that improves the quality of
life of patients and their families facing the problem associated with life-threatening
illness, 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. It uses a team approach to address
the needs of patients and their families. It integrates the psychological and spiritual
aspects of patient care and provides relief from pain and other distressing
symptoms. Palliative care affirms life and regards dying as a normal process
(WHO, 2002).

The specific character of care for people for whom curative treatment is no
longer possible, was first paid attention to in the UK when Cicely Saunders, a
former nurse, founded St Christopher's Hospice in 1967. The hospice was
equipped to adequately support people in their final stage of life both medically
and psychosocially in a non-clinical and homely environment, where not the
curative treatment of a hospital environment was predominant (Lugton & Kindlen,
1999). At that time the greater part of the people died in the UK in a hospital,
although even then people preferred to die at home. From the hospice palliative
care in the home situation was therefore also provided by specially trained nurses.

In the hospice attention was not only paid to patient care, but also to
research and promotion of expertise of the health professionals. In this one aimed
at getting more insight into the needs of palliative patients and their family to
improve the interventions in palliative care. The question what good care during
the final stage of life should involve became more urgent in view of social
developments such as increasing greying, changing family relations, changing
views on illness, suffering and death and related ethical issues considering justice,
respect and autonomy (Clark & Seymour, 1999).

Palliative care in the Netherlands only got going since the years ninety. The first
hospice in the Netherlands was established in 1994. The government
concentrated on the development of palliative care policy at the end of the
nineties. By formulating that policy the government joined in the European
developments. The members of the Council of Europe adopted a document in
2003, with recommendations concerning the organisation of palliative care in
which the importance of a coherent policy concerning palliative care in the different
countries was underlined (Council of Europe, 2003). Main point was that every
healthcare provider should be aware of the basic principles of palliative care.
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Palliative care like also is indicated in the WHO-definition can be considered
in increasing degree as care that can already be started beside care and treatment
aimed at curation. As the course of the disease progresses palliative care is
increasingly aimed at quality of life and learning to live with the disease and its
consequences (see figure 1). In many cases no clear marking point can be given
where curative care turns into palliative care. Lynn & Adamson’s model (2003)
indicates that the principles of palliative care are already applicable in an early
stage of the disease and can go together with therapies that are initially aimed at
the prolongation of life. As the palliative process progresses the relief of symptoms
will get more attention; the family care becomes more intensive. Therefore a
system approach is important (Visser, 2006).The period of bereavement is a
conclusive component of this care, in which attention is focused on counselling of
the bereaved in order to assist them in the mourning process. The course of the
disorder affects the design of the palliative stage. Then a distinction can be made
between different kinds of disorders. Cancer is characterised by a short period of
decline taking several weeks to months, chronic diseases such as heart and lung
disorders have intermittent periods of deteriorating condition that may last for
years. In case of dementia and geriatric frailty health decreases more gradually
(Lynn & Adams, 2003).

Palliative care is not restricted to a certain setting but takes place in different
environments, both at home, in hospitals, in nursing and old-people’s homes, in
psychiatry and in hospices. In principle palliative care is of a multi-disciplinary
nature; as core disciplines the doctor and the nurse can be regarded. In case of
more specialised palliative care other disciplines can be involved, if desired, such
as the social worker, the physiotherapist and the spiritual carer (Ahmedzai et al.,
2004). Besides informal care volunteers play an important part, especially in the
home situation and the hospice, where they provide a large part of the non-
specialist care. Without family care palliative care in the home situation is almost
impossible (Francke & Willems, 2000). Frequently palliative patients have to be
hospitalised after all, because the problems cannot be handled in the home
situation or because sufficient family care is lacking. More than half of the home
patients moves in the last months for dying still to another setting because of acute
medical problems, lack of professional home care or overload of the informal
carers (Visser, 2006)

More than 50% of the patients get personal care of professionals three months for
the death, in almost half of the cases combined with informal care. This runs up to
75% in the last three days for the death. Here always doctors, nurses and nurse
assistants are involved (Visser, 2006). In palliative care one works both multi-
disciplinarily and interdisciplinarily. With a multi-disciplinarily working team the
patient’s problems are approached from the expertise of different disciplines and
everyone keeps his own responsibility. When people work interdisciplinarily the
borders fade and within a transitional area they take over duties from each other. It
involves joint problem-solving, reporting and responsibility (Clark et al., 1999).
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In Europe palliative care is considered as general care, which means that
every professional health-care provider must be able to provide care for palliative
patients in different healthcare services. General care promotes the accessibility
and availability of palliative care. General healthcare providers must have the
opportunity to consult specialist providers of palliative care for complex problems.
These problems may arise when several symptoms occur beside each other,
which require a balanced treatment. But complexity of the palliative situation can
also be caused by ethical dilemmas or an organisation where several disciplines
and several care providers are involved in, making high demands on continuity of
care. Palliative care is in spite of the increase of other chronic diseases often
improperly associated with cancer (Ahmedzai et al., 2004). Mcllifatrick (2007)
ascertained in a needs appraisal among patients, informal caregivers and
healthcare professionals an inequality when the provision of care to cancer
patients is compared with care to patients with other disorders. The services to
cancer patients are more accessible and better developed.

People with cancer die more often at home, possibly because they are
earlier dismissed from the hospital and they are better prepared on the last period
of their life (Emanuel et al., 1999). For these type of patients more frequently
family care as well as professional care are available (Klinkenberg, 2004).

NEED FOR PALLIATIVE CARE IN THE NETHERLANDS

People live longer and longer and the number of people reaching a very high age
is increasing. The increased medical-technological developments and the
emphasis on safety aspects in e.g. traffic play an important part in this. Moreover
the acute death from heart diseases and CVD has decreased. This means that the
causes of death shift from acute to chronic (Mackenbach & Van der Maas, 2004).

With the increasing age people more and more often suffer from chronic
diseases, that can have a prolonged course after a possibly acute beginning.
Globally the top five of these diseases is made up of heart disease,
cerebrovascular disease, chronic respiratory disease, respiratory infections and
lung cancer (Council of Europe, 2003; Davies & Higginson, 2004). These diseases
all have a for them characteristic development, in which the chronic phase after a
shorter or longer period gradually turns into the palliative phase. During this phase
an appeal is made to palliative care. Moreover comorbidity increases as people
reach a higher age. Thus more than 11% of the over-eighties suffers from a form
of dementia; for the over eighty-fives that percentage has increased to almost 24%
(WHO, 2006).

The maijority of people wish to die at home (Higginson & Sen-Gupta, 2000).
The need for palliative care in the Netherlands is comparable with the European
situation. In the Netherlands people suffer most from heart diseases and cancer
(CBS, 2005), but there is a similar picture here of increasing greying and a
decrease of death from acute diseases as coronary thrombosis or CVD. One does
survive an event like this, but lives on with lingering symptoms. This means that
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the need for palliative care will continue to increase. It is expected that between
1997 and 2015 this will increase by 20%, from 55,000 to 66,000 people a year
who will appeal to this care in the form of suitable facilities, adequately trained
professional caregivers and available volunteers (Francke & Willems, 2000).

People want to stay as long as possible in their familiar environment, but are
often not acquainted with the different facilities that are available to them (Van de
Akker et al., 2005); 75% in the age category of 35-64 and 65% of the people over
65 want to die at home. When this trend continues it means that the need for dying
at home will increase in the future. As most desirable alternative for the home
situation hospices and almost-home houses are mentioned.

It is estimated that currently a quarter of all people dies at home, a third dies
in a hospital and a fifth in a nursing home (Francke & Willems, 2000; CBS, 2005).
Cancer patients die more often at home, especially when both family care and
professional care are present (Klinkenberg, 2004). Only 1% dies in a hospice.
Often people appear to be unfamiliar with alternative possibilities or one tries to
avoid them as they are experienced as stigmatising (Van de Akker et al., 2005).

POLICY DEVELOPMENTS

An expected need for palliative care, while the facilities and the expertise of the
health professionals were not equipped for that, caused the government at the end
of last century to reconsider the infrastructure, especially with regard to facilities
and support structures. Moreover attention focused on the promotion of expertise
of caregivers. A special development programme Palliative Care in the Terminal
Stage was started that financial means were reserved for (De Korte - Verhoef,
2004). This programme was aimed at integration of specific palliative terminal care
structures in the regular facilities. Moreover the programme consisted of a number
of innovative projects to improve the palliative care content.

In 1997 six regional centres for palliative care were founded (COPZ), which
in 2003 turned into the integral cancer centres. It was the objective of the six
centres to come to structure adaptation and care coordination of palliative care, as
well as the promotion of knowledge development and expertise with the
professional caregivers and volunteers involved. One would have to link up with
specific regional needs.

The structure adaptation has led to an extension of the number of palliative
terminal facilities. Apart from hospitals an increasing number of nursing homes, old
peoples’ homes, hospices and almost-home houses with adapted terminal facilities
have been equipped for palliative care (Mistiaen & Francke, 2004). Moreover a
regional support structure of the palliative care providers has been developed and
specialist regional consultation teams give consultations to care providers in
complex situations on request.

In an evaluation of the policy with regard to palliative care it could be
concluded that most interest was until then (2004) paid to palliative care for
oncology patients, as they formed the biggest and most recognizable group. Other
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target groups needing palliative care, such as patients with terminal chronic
diseases, but also the mentally handicapped, people growing demented, migrants
and children, have received much less attention, so that it is less known of them
how this care would have to be filled in. It was moreover concluded that there was
little insight into decision-making during the final stage of life, that the influence of
co-morbidity was unclear and that there were no indicators for good palliative care.
The recommendations as a result of the evaluation were aimed at the further
development of especially these areas.

THE NURSE AS PALLIATIVE CARE PROVIDER

Palliative care is an essential part of the nursing care that can be delivered at
different levels of complexity (De Vlieger et al., 2004a). The nurse has a role that
depends on the way in which the delivery of care has been organized and often
has apart from a substantive task also a coordinating role (Campbell et al., 2005;
Davies & Higginson, 2005; Peters & Sellick, 2006). The effectiveness of the
interventions also depends on the organizational structure; palliative multi-
professional consult teams and home care lead to more patient satisfaction and a
better quality of life (Goodwin et al., 2002; Gysels & Higginson, 2003).

Nurses find it difficult and emotionally heavy to deliver palliative care to patients
and often do not feel competent enough (Cooke,1996; Linder et al., 1999; De Veer
et al., 2003; White et al., 2004). Looking for a balance between commitment and
distance in order to survive emotionally is a difficult task. Dealing with pain and
palliative sedation is aggravating and can give feelings of powerlessness. (Morita
et al., 2004; Beel et al.,, 2006; Sandgren et al., 2006). Nurses as well as other
healthcare workers often feel not well-prepared for their task in palliative care and
are much in need of more expertise in the field of pain and symptom management,
communication and dealing with ethical dilemma’s. Informal caregivers need
practical support and help with stress reduction by professionals; they are regularly
involved in pain and symptom management, but often do not know very well how
they have to interpret symptoms and what signs they have to pay attention to,
especially in the home situation. They would moreover like to be supported in the
coordination of the care when many different care providers are involved (Armes &
Addington-Hall, 2003; Yates et al., 2004; Andershed, 2006; Osse et al., 2006 ).
Giving support to informal caregivers can be considered a task for the nurse.

EDUCATION OF NURSES

The WHO is of the opinion that research and training in palliative care should be
considered a priority and funded in line with that for potentially curative
interventions (Davies & Higginson, 2004). In the Dutch government policy too it is
emphasised that training in palliative care needs attention and has to lead to
further competence development with caregivers.
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Nurses employed in palliative care indicate that they need education in the
fields of communication with the patient himself and his family, pain and symptom
management and with regard to ethical aspects (Brazil & Vohra, 2005; Mcllifatrick,
2007). Apart from knowledge and skKills it is also important to pay attention to the
development of an adequate death attitude, because professionals find it difficult
to deal with dying patients. (Wear, 2002)

At a European level a competence profile for palliative nurses has been
developed. In this three competence levels can be distinguished (De Vlieger et al.,
2004Db).

A. Basic competences for nurses in training and nurses working in a general
healthcare setting

B. Advanced competences with regard to nurses working in specialist palliative
care, such as a hospice or a specific unit for palliative care.

C. Specialized competences by nurses having a consultative position and
occupying themselves with (intervention)research

Study programmes within these three levels should concentrate on five areas of
special interest, i.e. the patient, the family, the team, society and the healthcare
structure. As to a number of themes subjects with regard to the patient and his
family are relevant to all three levels of competence. The subject of pain is an
example of this. The complexity of the problems is directive for the adequate
employing of the desired level (see scheme 1).

With subjects that are aimed at the team, society or the healthcare structure,
more distinction between the levels can be made. In these areas of special interest
are especially emphasised the competence levels of the advanced students and
the specialists.
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Scheme 1: From: European standards for the training route of Nurses
in Palliative Care (De Vlieger et al., 2004b)

Patient level |Level A |Level B* |Level C |Interdisciplinary |[LevelA |LevelB |Level C
team level
Multi- X X X Roles and X X
dimensional responsibilities of
aspects of the team
pain members,
volunteers and
family
Measure- X X X Group dynamics X X
ment and leadership
instruments
to evaluate
pain
Pain X X X Influence of X X
treatment patient and family
on group
dynamics
Opiates X X X Negotiation and X
support in team
conflicts
Opiate X X Netrworks X
rotation
Indications X X Advice and X
for choosing consultation
the opiates
Information X X X Methods to X X
to patients on introduce changes
the use of in the team
opiates
Pain X X
management
in geriatrics
and
paediatrics

* The Dutch Palliative Care Association for nurses makes a difference between level B and level B+.
Nurses who function on level B+ are experienced in palliative care and are able to exceed the ward level.

The studies in this thesis mainly concentrate on level A and level B courses, with
level A courses being related to undergraduate education and level B courses to
postgraduate education, for course participants who provide care to palliative
patients regularly.
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EDUCATIONAL EFFECTS

In the palliative phase several interventions are important. There is evidence that
educational interventions with regard to the applying of pain directives can lead to
pain relief with palliative patients (Allard et al., 2001). Effective communication
between caregiver and patient has a positive influence on his/her well-being and
performance (Stewart, 1996). Training can lead to an improvement of
communicative sKkills (Fellowes et al., 2003).

The effects of palliative courses on different levels can be measured both
with the students themselves and with the patients. A frequently occurring
outcome indicator is the satisfaction of the student him/herself with the education
and self-perceived knowledge (Jordan, 2000). This measurement however, gives
little indication of the really increased knowledge and the application of what has
been learnt in practice. Whether the knowledge level has really risen can be
measured with a pre-post design, where the outcomes before and after the course
have to be compared in order to determine an effect or with a controlled study with
a comparison of the effects of the experimental group with a similar control group
which has not passed through the course. Application in practice becomes visible
in a better performance with regard to the outcome indicators such as an improved
communication or the application of a pain-measurement score. Also with regard
to these outcomes a comparison with the situation before and after the course and
a comparison with a control group of caregivers who did not follow the education
gives more reliable indications on the effects than an isolated measuring only.
Data-triangulation is an important method to increase the internal validity of an
educational study with.

The effects of the education on the acting in practice are however influenced
by a number of confounding variables such as the support of the manager and the
work pressure experienced on the ward (Francke et al., 1997; Wilkinson, 1999).
Effect measurement of promotion of expertise of professionals with patients in the
clinical situation is not a simple matter. The patient care is usually no individual
matter, but is given by several professionals in mono or multi-disciplinary teams,
that usually have not all received training in a team. Effect measurement moreover
causes problems in view of the nature of the palliative care. Usual effect measures
in the sense of clinical effectiveness such as mortality, morbidity and survival rates
are not suitable (Robbins, 1998). Increasingly attention is paid to the patient’s
perceptions with regard to his quality of life and his preferences, but with these
outcomes too, many intervening variables can be pointed out that obscure the
direct effects of education.

Caregivers themselves moreover appear to keep palliative patients from
participation in effect research in view of the presupposed impact (Jordan, 2000;
Murray et al., 2000). Patient care itself has priority and the palliative care setting
itself is usually small, so that it is difficult to let sufficient patients participate (Field
et al.,, 2001). So in order to let effect measurement take place with patients in
controlled circumstances in stead of real patients simulated patients are often
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employed. The reactions of this category of patients are largely comparable to
those of real patients.

So a review with regard to effects of palliative courses seems to be obvious
to get an insight into relevant educational themes and in the way of evaluation and
the use of instruments.

SUITABILITY OF MEASURING INSTRUMENTS

The suitability of measuring instruments for measuring the effects of palliative
education refers to the methodological suitability for measuring the desired
outcome (validity and reliability). These measuring instruments have to be
congruent with the objectives of the education and have to be used to give
students feedback on the level of their competences in palliative care (Van Berkel,
1999).

When the desired outcome is the student’s increased knowledge level, a
knowledge test is adequate. It is then supposed that more knowledge leads to
better acting in practice and that improved acting is not realised without
knowledge. The knowledge test has to involve questions on the relevant themes of
the course (relevance and representativeness requirements), for which the opinion
of subject specialists is important (face validity). One of the studies in this
dissertation is aimed at the validating of a knowledge and insight test.

In this respect the concept of self-efficacy is also important. Self-efficacy
involves the belief of an individual in their capabilities to perform at a desired level
(Bandura, 1997). The individual’s degree of self-efficacy is context-specific and
influences the acting. Because of the specificity of this concept the measurement
has to take place via an instrument adapted to the subject.

Many palliative courses are aimed at the improving of communication skills
in the conversations with palliative patients. A valid measuring instrument has to
be aimed at the measuring of the communication process itself, with the use of
video or audio-recording being suitable methodologies. Attention should be paid to
reduction of the scoring subijectivity and the validity of the instrument itself by
choosing the right items (Streiner & Norman, 2001).

With regard to the measuring of communication of caregivers with
oncological and palliative patients one can focus on specific points of interest
within the communication, such as empathy and death attitude. Also with regard to
these concepts it is important that one is attentive to the psychometric quality of
the measuring instrument.

IMPLEMENTATION OF A CURRICULUM PALLIATIVE CARE
It is important to develop adequate programmes in the field of palliative care for

doctors and nurses at all levels, as these disciplines are seen as core disciplines
(Ahmedzai et al., 2004). This view was endorsed by the Dutch government and
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was therefore characterized as spearhead of policy in the special development
programme Palliative Care in the Terminal Stage. Within this scope programmes
of study have been developed for various levels of care-assistants, nurses and
physicians. One aspired to offer these programmes as ‘golden standard’ to all
relevant educational organisations, so that national univocality of the educational
competences to be achieved for the different health professionals would be
feasible.

However, with this starting point an implementation problem presents itself,
as this involves centrally developed innovations that have to be implemented
decentrally, which results in an increase of the complexity of the innovation (Van
Linge, 2006). With the developing of education an accompanying implementation
track is not automatically reckoned with (ETEC, 2005). A number of influencing
factors can be distinguished playing a part in the stagnation of such an
implementation. With sufficient attention for these implementation factors the
centrally developed palliative care education for nurses would have to be made
available for a broad target group, so that nationally at least a minimum level could
be guaranteed for this professional group.

RESEARCH QUESTION AND OBJECTIVE

The aim of this study is to determine the effects of palliative care training courses
with the use of valid and reliable instruments and to give recommendations
concerning an adequate implementation strategy of these courses.

The research questions are focused on five elements: literature review,
course content, usefulness of measuring instruments, course effects and
implementation:

In a literature review over a period of 1990-2005 an overview is given of studies
into effects of palliative care courses. In this we focus on the most relevant themes
in these courses, i.e. communication, with specific attention for empathy and death
attitude, pain, and combined courses involving several subjects in the field of
palliative care. This literature study corresponds with the first research question.

1. What is known in the literature about the teaching methods, content
and effects of palliative care courses for nurses and which measuring
instruments are used with this effect measurement?

A second type of research question is directed at the content of a postgraduate
course in palliative care. This content is derived from needs of patients and
informal caregivers and requirements of the nurses. With the description of the
content attention is paid to the teaching method with the starting-point that this has
to be promotive to implementation of what has been learnt at the ward.

18



2. What content of a postgraduate course in palliative care is relevant
within the scope of needs of the patients and their family and the
requirements of the nurses?

With regard to suitable instruments the methodological qualities of three different
types of instruments have been investigated as they refer to three angles relevant
to palliative care.

The Palliative Care Quiz for Nurses (PCQN) is an instrument measuring
knowledge and insight from the assumption that knowledge is at the root of acting.
This instrument is extended and adapted to the Dutch situation.

The Self Efficacy Test Palliative Care (SEP) is an instrument that has been
designed specifically for the measuring of self-efficacy with regard to the providing
of palliative care. It is assumed that the degree of self-efficacy with regard to
palliative care influences the actual performance of the student on the ward.

The Staff Patient Interaction Scale for Palliative Care Nursing (SPIRS-PCN)
is an instrument measuring the degree of empathy via a paper and pencil test
where the respondent indicates in writing how he/she would respond to the also
written statement of the patient. This statement is an expression of feelings that
play a part with palliative patients, such as anger, hope and fear. We consider
empathy an important factor in the communication with the patient and his informal
caregivers when providing adequate palliative care. It is assumed that the score of
this test is positively related to the degree of empathy that the nurse shows in the
real situation.

The following three research questions are focused on instrument validation.

3. Is the modified PCQN (PCQN-C) a valid and reliable instrument to
measure knowledge and insight with?

4. Is the Self-Efficacy Test Palliative Care (SEP) a valid and reliable
instrument to measure self-efficacy with?

5. Is the SPIRS-PCN a valid and reliable instrument to measure the

expressed empathy of nursing students with?

The fourth cluster of research questions concentrates on the effects of educational
programmes, both at Bachelors level and at postgraduate level within the scope of
continuing education. In the Bachelors programme it is investigated whether the
level of empathy increases during the study programme and whether variables like
a specific communication course and practice experience play a part in it. With the
postqualification course the effect measurement refers to the knowledge and
insight level and the level of self-efficacy. This results in the four following specific
research questions.
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6. What is the development of the level of empathy in students during a
Bachelors programme in nursing?

7. Has a specific course on communication skills within a Bachelors
programme a positive effect on the students’ level of empathy?

8. What are the effects of clinical experience within this programme on
the students’ levels of empathy?

9. What are the effects of a post-qualification course in palliative care

considering knowledge and insight and considering self-efficacy?

The fifth cluster of research questions concentrates on the implementation of a
palliative care curriculum for the benefit of the HBOV. This programme is
developed by one professional university with the intention of implementing it
nationally. In a descriptive design it is investigated how much time is currently
spent in the curricula on palliative care and which Bachelors programmes have
implemented the centrally developed curriculum.

10. Which themes in the field of palliative care are noticeable in the
Dutch Bachelors programme in nursing (HBOV)?
11. To which extent is a recently developed curriculum palliative care

used and what are the influencing variables?

OUTLINE OF THE THESIS

The thesis pays attention to the five starting points mentioned in the order
described before.

In chapter 2 the literature review is described to get an overview of what is
known with regard to the effects of palliative care courses for nurses.

In chapter 3 a postgraduate course palliative care comes up, the content of
which is based on the needs of patients and nurses and the design is aimed at
implementation of what has been learnt on the ward.

Chapters 4 and 5 are of a methodological nature. In these chapters the
psychometric qualities are described of several instruments relevant to the effect
measurement of palliative courses, which describe divergent qualities: knowledge
and insight, self-efficacy and empathy.

Chapters 6 en 7 contain studies into the effects of courses. Chapter 6
describes a study of the effects of an HBOV-programme and more specifically the
components of clinical experience and a communication course on the empathic
quality of the student. In chapter 7 the effects of a postqualification course on
knowledge and insight and self-efficacy are described.

Chapter 8 focuses on the implementation of a palliative care curriculum and
more particularly which factors played a part in this and in what way palliative care
has been included in the different curricula of the HBOVs.

Chapter 9 comprises the summary, discussion and final conclusion.
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ABSTRACT

Objectives: The present literature review describes the literature (1990-2005) that
concerns the effects of courses in palliative care at the pre- and postgraduate
levels.

Data sources: A search was made for literature from the period between 1990
and 2005 using CINAHL, Pubmed and Psychlit, supplemented with a search for
relevant systematic reviews from the Cochrane Library.

Design: The research questions were directed on the areas of expertise and skills,
the didactical methods, the effects of the courses and the standards to measure
these effects.

Results: The studies were all focused on general palliatieve care. Out of 27
studies 21 reported positive effects for communication, attitude, empathy and pain.
Six of these 21 positive trails were studies with good quality designs whereas 15
had moderate designs. The 6 studies with a lack of effects was 1 study with good
quality and 5 studies with moderate quality designs. The effects on patients were
described in only a few cases. There was still frequent use of self-constructed
rating scales, where data about validity and reliability were lacking or where these
aspects were not studied.

Conclusions: The most successful were integrated courses focused on several
themes with a variety of didactical methods.
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INTRODUCTION

Many palliative care courses for nurses are organized that vary greatly in duration
and design. Little is known about the effects of such courses. The present
literature review describes the literature that concerns the effects of courses in
palliative care at the undergraduate and postgraduate levels.

Palliative care is an important theme in nursing. This type of care provision
is characterized by a generalist approach; in addition, various levels of
specialization can be distinguished. At all levels of nursing education it is important
for nurses or student nurses to be adequately trained. Patients have a great need
for appropriate emotional support from nurses while maintaining the best possible
quality of life during the palliative phase (Johnston & Smith, 2006). The focus
during this phase is on management of pain and other symptoms, obtaining
sufficient information about treatment, prognosis, care delivery and coping
strategies, achieving a sense of control, avoiding an extended dying process and
maintaining important relationships (Heaven & Maguire, 1996; Meredith et al.,
1996; Kutner et al., 1999; Singer et al., 1999; Steinhauser et al., 2000; Zwaard et
al., 2003; Carter et al., 2004).

Nurses and student nurses experience this as a difficult aspect of care
provision and indicate that they do not feel adequately prepared regarding a
number of sub-aspects, especially in the areas of pain and symptom management,
stress management, ethical issues and communication (Corner & Wilson-Barnett,
1992; Sellick et al., 1996). Even after acquiring some practical experience, student
nurses still find it difficult to care for palliative patients (Copp, 1994).

Palliative patients are cared for not only on specialized units, but also at
home or on general wards of hospitals and nursing homes. As a result, it is not
only advanced nurses who come into contact with the palliative patients; student
nurses and recent nursing graduates must also be able to provide adequate care
to them. Competencies with respect to palliative care provision are therefore
formulated at various levels (De Vlieger et al., 2004). The first level is the basic
level, intended for undergraduate nurses and qualified healthcare professionals
working in a general healthcare setting. The advanced level concerns qualified
healthcare professionals who either work in specialist palliative care or a general
setting where they fulfill the role of resource person. Finally the specialist level is
intended for qualified healthcare professionals who are responsible for palliative
care units, who offer a consultancy service and actively contribute to palliative
education and research. Because multiple disciplines are involved in palliative
care, both monodisciplinary and multidisciplinary courses are relevant.

The current literature review is focused on monodisciplinary and
multidisciplinary educational programs at basic and advanced levels.
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AREAS OF COMPETENCY

Courses in palliative care for student nurses vary greatly in terms of duration, form
and content. At the undergraduate level, palliative care courses are often
integrated into the curriculum; in a few cases, separate modules (or optional
modules) can be distinguished (Arber, 2001), which can sometimes be taken
together with students from other disciplines (Latimer et al., 1999). At this level,
only a limited number of hours are usually available for palliative care (Lloyd-
Williams & Field, 2002). As part of continuing education (CE), courses are offered
to registered nurses that are intended both for nurses with little experience in
palliative care and nurses who have worked for a number of years on more
specialized wards.

In palliative care, a number of educational themes — based on the needs of
patients and nurses — are considered to be important:

e communication and psycho-social support

e attitude with respect to death and dying

e empathy

e pain and symptom management
Although communication, death attitude and empathy are closely related we made
a difference in the description of these themes when we could find these aspects
separately in the literature. These themes are offered individually or are combined
as part of a longer curriculum. Empathy is considered as a crucial aspect of the
communication process with various dimensions: the empathetic sensitivity of the
care provider, empathy expressed by the care provider and the reaction of the
patient (La Monica, 1981).

Other, topics such as the organization of care and functioning of the team
are rarely offered and seldom described in a separate educational program. The
present literature review will therefore be limited to the effects related to the
themes listed above.

The review questions for this study are as follows.
e What areas of expertise and skill are addressed in palliative care courses for
nurses at the undergraduate and postgraduate levels, and which didactical
methods are used?

e Which outcome measures are uses to measure these courses?
e What are the effects of education in palliative care at the undergraduate and
postgraduate levels for nurses, student nurses and patients?
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METHOD

Search strategy

A search was made for literature from the period between 1990 and 2005 using
CINAHL, Pubmed and Psychlit, supplemented with a search for relevant
systematic reviews from the Cochrane Library.

Relevant search terms for this search were based on an initial search of the
literature, exploring relevant hits and keywords used in articles relevant to our
research questions for the review. The systematic search employed the free-text
terms ‘nursing education’ OR ‘death education’ OR ‘undergraduate courses’ OR
‘postgraduate courses’ in combination with (AND) ‘palliative care’ OR ‘cancer pain’
OR ‘communication skills’ OR empathy. In addition, searches with equivalent
MeSH-terms for all databases were performed.

As a supplementary search strategy references from the articles used in the
initial search were screened using the same criteria.

Selection of articles

Types of studies

The studies employed a comparative design, to include all randomized controlled
trials, non-randomized prospective trials, single group pre-test post-test designs
and post-test comparisons for intervention and control groups;

Types of participants

Student nurses and nurses who were actually involved in palliative care for
patients, or a multidisciplinary group of professionals including these nurses (at
least one third of the group);

Types of intervention

The studies concerned undergraduate and postgraduate (CE) courses, which
address communication training, attitude towards death, empathy, pain or a
combination of these themes;

Types of outcome measures

The studies reported on outcomes in patients, nurses or student nurses.
Outcomes were changes in knowledge, behavior or skills, attitude, empathy and
pain rating. Measurements of effects on patients were included only if cancer
patients or palliative patients were involved.

Analysis
Two reviewers (the authors) independently applied inclusion criteria to each study
to be found. Ratings were established by consensus of the assessors.
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The assessors used a rating system to rate the level of quality of the study (see

table 1).

Table 1:

©CoNOGORWN =

Methodological quality rating (modification of Anderson & Sharpe,
1991)

Randomization described: experimental/quasi-experimental
Similarity at baseline

Interventions (course content) described

Drop-out rate described and acceptable

Follow-up measurement described

Sample size for each group described and acceptable
Validity and reliability of used instruments

Rater procedure described (r>0.80)

Specification and use of blinding for interaction analysis

When a study had a rating of 2 points or less it has been removed; when a study
scored 3 points with a negative score for the validity and reliability of the used
instruments it has been removed either.

Studies which scored positive on at least seven of the criteria were graded as high
quality studies, whereas studies which met between 3 and 6 criteria scored as
studies of moderate quality (see table 2).
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Table 2:

Level of evidence in combination with results

Studies with positive effects on

patients and nurses

Studies without positive effects on
patients and nurses

Study quality

High quality

Moderate quality

High quality

Moderate quality

Course content

Communication

De Lucio et al.

Wilkinson et al.

Booth et al. (1996)

(2000) (1998, 1999) Heaven & Maguire
Delvaux et al. Wilkinson et al. (1996, 1997)
(2004) (2002)
Wilkinson et al.
(2003)
Maguire et al.
(1996)
Attitude Delvaux et al. Frommelt (2003) Razavi et al. (1993) | Hainsworth (1996)
(2004) Mallory (2003) Wessel & Rutledge
Razavi et al.(1991) (2005)
Empathy Razavi et al. (2002) | Yates et al. (1998)
Pain Francke et al. Ferrell (1993) Camp-Sorrell &
(1997) Wilkes et al. (2003) O’Sullivan (1991)
Dalton et al. (1996)
Combined Linder et al. (1999)
courses Arber (2001)

Boxell et al. (2003)
Adriaansen et al.
(2005)

Ersek et al. (2005)
Kwekkeboom et al.
(2005)

High quality: score>6
Moderate quality: score 3-6
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FINDINGS

The literature search resulted in 453 articles, of which 25 evaluations of palliative
care courses were usable according to the above inclusion criteria. With 7 courses
resulting from supplementary search strategies, a total of 31 palliative care
courses were found which are described in 32 articles. After rating 27 studies
remained. Table 3 gives an overview of the 27 studies, indicating that most studies
addressed postgraduate courses for nurses, whereas all studies measured effects
on nurses and a few studies had a multidisciplinary character.

Table 3: Overview of studies on the effects of palliative care courses

(n=27)
Target group Disciplines within target | Outcomes studied
group

Under Post- Nursing Multi- Effects on Effects on

graduate graduate disciplinary | profes- patients
Course content sionals
Communication 8 6 2 8 4
Death attitude 2 5 6 1 7 1
Empathy - 2 2 - 2 1
Pain/symptom - 5 5 5 1
management
Combined 2 3 5 5
courses
Total 4 23 24 3 27 7

Content of palliative care course

Content 1: communication and attitude - The communication training courses we
found (n=8, scheme 1) generally used skill-training methods with role playing and
focused feedback. Feedback resulted from material submitted by the course
participants (audio tapes or video tapes) based on discussions with actual or
simulated patients (Heaven & Maguire, 1996; Booth et al., 1996; Wilkinson et al.,
1998, 2002, 2003) in addition to more instruction-oriented methods, video
demonstrations were also used (Wessel & Rutledge, 2005). The same course was
sometimes described in several studies (Wilkinson et al., 1998, 1999).

Communication training courses often also focused on recognizing and
reducing the psycho-social problems of patients. In their evaluation, the studies
describe these problems with terms such as “patient concerns” (Heaven &
Maguire, 1997) and reduction of “distress” (Reid-Ponte, 1992).

Sometimes specific interventions were taught, such as relaxation training
and cognitive restructuring (Garcia de Lucio et al., 2000).

A number of communication courses paid explicit attention to the student’s
attitude with respect to death and dying (Wilkinson et al., 1998, 1999, Frommelt,
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2003), although no instruments were used to assess the improvement of these
attitudes. These studies worked from the assumption that increased expertise and
communication skills are automatically related to the development of a more
positive attitude towards the care of cancer patients and palliative patients.

We found seven courses that emphasized and measured death attitude
(scheme 2), of which four courses also paid attention to communication (Razavi et
al., 1988, 1991,1993; Mallory, 2003; Delvaux et al., 2004; Wessel & Rutledge,
2005). Two of the attitude training courses were intended for undergraduate
students, while the others were postgraduate courses. Although several courses
were offered in a compact form (a contiguous three-day or five-day program), the
majority were composed of weekly training sessions during a period lasting three
weeks to six months.

Attention was paid, besides death attitude to knowledge, skills and
intervention methods (cognitive restructuring and relaxation). The courses that
primarily concerned attitude training varied in length from 6 to 105 hours; in the
latter case, empathy development and theoretical themes were integrated.

Content 2: empathy - In the courses we found (n=2, scheme 3) empathy
development was an important aspect of more comprehensive postgraduate
course in palliative care and was measured separately. Empathy was taught in
communication programs and courses where the student learned specific
Counselling skills. In the CE programs the length of the empathy training varied
between 13 hours and 12 days. Techniques such as role playing and case
presentation were often used, and the tutor behaved as a role model.

Content 3: pain and symptom management - Courses that focused on pain and
symptom management (n=5; scheme 4) commonly addressed pain assessment
and documentation and the use of pharmacological and non-pharmacological
interventions. Nurses often state that pain and symptom management is an area
where continuing education is required (Fothergill-Bourbonnais & Wilson-Barnett,
1992). Longer courses (five to six days) comprised activities focusing on
increasing participants expertise, pain intervention and reporting and
communication of symptoms. Sometimes the courses included a practical
component (Ferrell, 1993; Dalton et al., 1996).

Content 4: combined courses - The combined courses we found (n=5, scheme 5)
focused on multiple themes such as the principles of palliative care,
communication, pain and symptom management, spirituality, ethical issues and
cultural dimensions (Arber, 2001; Adriaansen & Frederiks, 2002; Ersek et al.,
2005). Moreover, attention was paid to attitudes towards death and dying. In one
course a theme regarding the cognitively impaired was included (Ersek et al.,
2005). During these types of courses, a diversity of didactical methods were used
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(discussions, assessments, lectures, pain instruction, attitude training,
supervision). One of the courses used video conferencing as an alternative to
classroom education (Van Boxell et al., 2003). The duration of the combined
courses that were found varied from 32 to 50 hours; one course included a
hospice placement (Arber, 2001), one course consisted of an extensive
companionship program with only a few theoretical hours according to the
principles of the experiential learning theory (Kwekkeboom et al., 2005).
Sometimes a course contained a number of supervision sessions which focused
on implementing the learned material (Adriaansen & Frederiks, 2002).

OUTCOME MEASUREMENT IN THE EVALUATION OF PALLIATIVE CARE
COURSES

Outcome measurement 1. communication and attitude - Both simulated and real
patients were involved in the effect measurements of communication training
courses.

In two effect studies (Heaven & Maguire, 1996, 1997; Garcia de Lucio et al.,
2000), the validated State Trait Anxiety Inventory (STAI) was used to evaluate the
effects on course participants, while in another study the modified Collett and
Lester Fear of Death Scale was used (Wilkinson et al., 1998). Heaven & Maguire
(1996, 1997), Wilkinson (1991) and Wilkinson et al. (1998, 1999) validated and
revised their measurement instrument as part of various studies. Regarding the
measurements of nurses’ attitudes, three studies used the validated Frommelt
Attitude Toward Care of the Dying Scale (FATCOD) (Frommelt, 2003; Mallory,
2003; Wessel & Rutledge, 2005). In two other studies the researchers used the
validated Semantic Differential Attitude Questionnaire (SDAQ) (Razavi et al., 1991,
1993) and the validated Cancer Research Campaign Workshop Evaluation Manual
(CRCWEM) (Delvaux et al., 2004; Razavi et al., 1993). In one study the Attitudes,
Subjective Norms and Behavioral Intentions of Nurses Toward Care of Dying
Persons and Their Families (ASBID) was used (Hainsworth, 1996). Wessel &
Rutledge (2005) used the Death Attitude Profile-Revised (DAP-R). Razavi et al.
(1993) and Delvaux et al. (2004) used the Nursing Stress Scale (NSS) to measure
the occupational stress. Kwekkeboom et al. (2005) used the Attitudes About Care
at the End of Life scale (AACEL) whereas concerns about caring were assessesed
with a self constructed 6-items list.

The effects on patients were measured using the Hospital Anxiety and
Depression Scale (HADS) and the Spielberger State Anxiety Questionnaire
(SSAQ) (Heaven & Maguire, 1996, 1997) and focused on satisfaction scores:
Patient Satisfaction with the Interview Assessment Questionnaire (PSIAQ)
(Delvaux et al., 2004). However, self-constructed rating scales were also used
frequently, where the validity and reliability of such scales was not reported.
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Outcome measurement 2: empathy - Various measurement instruments were
used to measure the empathy of nurses; this depended partly on the stage of
empathy that the researchers wanted to measure (Layton & Wykle, 1990; Yates et
al., 1998) and on whether the researcher wanted to study the effects on patients.
Specifically with respect to empathy involving cancer patients and/or palliative
patients, a single measurement instrument (expressed sympathy) was used the
Staff-Patient Interaction Scale for Palliative Nursing (SPIRS-PCN), validated by
Yates et al. (1998).

Effects on patients were measured using the amount of emotional words,
using the Harvard Third Psychosocial Dictionary (HTPD) and the Martindale
Regressive Imagery Dictionary (MRID), instruments with adequate validity and
known reliability (Razavi et al., 2002). Regarding the European Organization for
Research and Treatment of Cancer- Quality of Life Questionnaire (EORTC-QIQ-
C30), which measures the quality of life of cancer patients, data about validity and
reliability are also acknowledged (Razavi et al., 2002).

Outcome measure 3: pain and symptom management - The effects of courses
focusing on pain and symptom management on nurses were measured using
knowledge and attitude tests. The effects on patients were measured by studying
patient records. In two studies, the modified and validated McGill Pain
qguestionnaire was used for the patients (Ferrell, 1993; Francke et al., 1997). In
one other study the Modified Nurses Knowledge and Attitudes Survey was used,
of which data about validity are also known as well as a subjective questionnaire to
collect information on pain management knowledge (Ferrell, 1993). In his study,
Wilkes et al. (2003) also described the reliability and validity of the knowledge test
that was used. The other studies used to some extent self-constructed scales or
self-reported questionnaires, with limited of unknown validity and reliability (Ferrell,
1993; Dalton et al., 1996).

Outcome measurement 4: combined courses - Combined courses generally ended
with a knowledge test (Arber, 2001; Van Boxell et al., 2003; Adriaansen et al.,
2005; Ersek et al., 2005; Kwekkeboom et al., 2005). For two courses, the validated
Palliative Care Quiz for Nurses (PCQN) (Ross et al., 1996), or a variant thereof
(Adriaansen & Van Achterberg, 2003), was used. In two other courses a self-
constructed rating scale was used, where no data on validity and reliability were
available. One of these scales concerned attitude change. In one course
evaluation scores of the supervisors were collected (Ersek et al., 2005). Finally,
one course used a self-efficacy scale with moderate validity, the Self-Efficacy for
Palliative care scale (SEP)(Adriaansen et al., 2005).
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EFFECTS OF PALLIATIVE CARE COURSES

Effects of communication and attitude courses - The relevant studies reported
improvement in assessment, in the use of open questions, in general
communication and in the use of emotionally-loaded words. However, little
improvement was found in the identification of patient concerns. Effects with
respect to the anxiety level of nurses varied from no effect (Garcia de Lucio et al.,
2000; Wessel & Rudledge, 2005) to a reduction of the stress level (Razavi et al.,
1993; Delvaux et al., 2004; Kwekkeboom et al., 2005). The study of Wilkinson
(1999) showed a maintenance of the improvement in performance after 5 years.
However, one study reported a short-term training effect on death attitudes and
limited changes regarding post-training communication skills (Razavi et al., 1993).
Hainsworth (1996) did not find any effects after a death education course.

When effects on patients were measured, the researchers found that the
majority of the patient concerns were not detected and that there was a correlation
between patient disclosure and increased blocking behavior from the nurses.
According to Wilkinson (1991), high anxiety levels with respect to one’s own death
were related to more blocking behavior in patients. When the training focused only
on the nurse’s skills without paying attention to attitude, this led to more blocking
behavior (Booth et al., 1996). Heaven & Maguire (1997) reported that only 42% of
the patient concerns were identified by the nurse. Sometimes nurses reported
concerns that were not acknowledged by the patient. However, the patients
appeared to be selective in their disclosure and were not always prepared to share
their concerns with the nurse, especially if the nurses focused primarily on somatic
problems.

A direct link was found between the increased use of emotionally loaded
words by nurses and the emotionally loaded words expressed by patients (Razavi
et al., 2002). The effects of a three-day course were not less than those of a five-
day course, and the effects of both of the above courses were less than an
integrated course with the same content (Maguire et al., 1996).

Generally speaking, positive effects were found on the communication skills
of nurses, but this did not lead to improvement at the patient level. With courses
that focus specifically on attitude development, positive effects on nurses were
found in nearly all cases (Razavi et al., 1988, 1991, 1993; Frommelt, 2003;
Mallory, 2003; Delvaux et al., 2004 ), although one study showed a significant
reduction of the positive effect assessed just six months after the training (Razavi
et al., 1991).

Effects of courses on empathy - Regarding courses focusing on empathy, the
results are difficult to compare, because different effect measurements were used
in the various studies. In three of the four courses in the present study, there was a
significant increase in empathy scores; positive effects were measured by the
increased use of emotionally loaded words by patients and nurses (Razavi et al.,
2002) or the improved scores on a specific empathy instrument (Yates et al.,
1998).
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Effects of courses on pain and symptom management - The studies we found
measured the effects of pain and symptom management courses and pain
documentation courses on nurses and patients. The results of these types of
training were not unequivocal. One study showed that pain documentation had no
effect immediately after a short course (Camp-Sorrell & O’Sullivan, 1991), another
showed an increase in documentation of relevant issues after six months (Dalton
et al., 1996). Ferrell et al. (1993) and Wilkes et al. (2003) reported an improvement
(sometimes permanent) in the nurses’ expertise, while Dalton et al. (1996) found
no change in knowledge.

Regarding the effects of such training on patients, in one study patients
reported a lower pain intensity (Francke et al., 1997). However, no improvement in
communication was ascertained although the quality of the pain assessment did
improve.

Wilkes et al. (2003) concluded that the effects for first year students were
equally to those for advanced students. Pain management training could therefore
begin early in the study program.

Effects of combined courses - The effects of combined courses were described
primarily at the postgraduate level and to a lesser extent at the undergraduate
level. This is most likely because education in palliative care at the undergraduate
level was usually offered in an integrated form and its effects were not measured
separately (Wass, 2004). All five studies included in the present review reported a
significant increase in knowledge measured immediately after the course.
Moreover, Adriaansen et al. (2005) reported that the course participants displayed
increased self-efficacy. Effects on patients were not measured in the combined
courses.

Three studies measured the effects of specific didactical methods. They found that
the magnitude of the course (Maguire et al., 1996) and the teaching method (Van
Boxell et al., 2003) did not make any difference in the effects on nurses or
patients. This conclusion links up with that of Waddell (1991) in a meta-analysis of
the effects of continuing education, who also found no correlation between
teaching methods and the degree with which behavior was changed in practice.
Although the literature on this topic emphasizes that very short courses do not lead
to measurable effects it cannot be concluded that longer courses have a stronger
effect. A brief course that pays attention to implementation of the material learned
can be effective (Francke et al., 1997) if it focuses specifically on a defined aspect
of palliative care. External factors were included in only two studies (Booth et al.,
1996; Francke et al., 1997), the opinion of the supervisor regarding the acquired
skills of the student is described in one course (Ersek et al., 2005)
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DISCUSSION

Ouir literature review set out to address the content, outcome measurement and
effects of courses for palliative care.

A first result from our study is that courses address a variety of topics in general
care; we found only one description in the area of mental health (Ersek et al.,
2005).

In courses with a longer duration a mix of didactical methods is used. The
diversity of courses concerns not only the topics, but also the number of hours that
are devoted to various themes.

In their meta-review, Thompsom O’Brien et al. (2004), found that a
combination of methods in communication training for health care professionals
was the most effective approach. Interactive workshops in continuing education of
these professionals can have a positive effect on professional practice compared
to short lesson cycles. Supervised reflection was used as part of communication
courses or combined courses, for example, in the studies conducted by Wilkinson
et al. (1999) and Adriaansen & Frederiks (2002). Reflection can be considered as
a method for the student to handle difficult situations on the ward which influence
the communication process positively. Didactical methods may include distance
learning that is considered to be as effective as face to face educational methods
(Van Boxell et al., 2003).

One successful palliative care companion program provided students with
the opportunity to come into close contact with patients. However a subsequent
more comprehensive study revealed less positive results, possibly due to
methodological problems (Kwekkeboom et al., 2006)

Although palliative care is multidisciplinary in nature, only a few of the 27
courses took a multidisciplinary approach. For that matter, in their meta-evaluation
of the effects of palliative care courses, Zwarenstein et al. (2004) did not find any
indications that an interdisciplinary approach would have more effect than mono-
professional training.

With respect to the measurement instruments used, it is essential that some
validated and reliable interactional analysis systems were used multiple times after
they had been improved. However, there was still frequent use of self-constructed
and subjective rating scales and self-report questionnaires, where data about
validity and reliability were lacking or where these aspects were not studied.

The simulated patient interview appeared to be a valid assessment tool
(Finley et al., 1995). Although they can adequately replace real patients as part of
assessments, little is known about the ideal-typical characteristics required by role
plays. Although simulated patients are widely used, the results may possibly be
influenced by the length and structure of the role plays and the length of the
interviews. An interview of four minutes is likely to give less results compared to an
interview of twenty minutes. In this regard, Razavi et al. (2000) found that it is
especially roles with a high emotional charge that lead to desired changes in
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communication skills. It is not clear which is an adequate length of an interview
with a (simulated) patient.

In total, a positive effect was found in six of the studies with a high quality
and an improvement was also found in fifteen studies with moderate quality. One
study with high quality reported negative results and five of the studies with
moderate quality showed no improvement. The lack of improvement may be
related to the short length of the course (Hainsworth, 1996; Camp-Sorrell &
O’Sullivan, 1991), is attributed to a ceiling effect (Wessel & Rutledge, 2005) and is
linked with patient effects (Booth et al., 1996; Heaven & Maguire, 1997) (see Table
2). It remains unclear if the successful courses which do not report patient effects
might have led to positive effects with patients and to what extent the observed
behaviors of the health professionals relate to health outcomes. Regarding
communication training, it can be concluded that skill training alone, without
attention to the attitude on death and dying, does not lead to less blocking
behavior if there is increased disclosure from the patients (Heaven & Maguire,
1996; Booth et al., 1996).

Improved effectiveness in eliciting feelings did not go together with more
empathy (Maguire et al., 1996). Two studies showed a lack of consolidation of the
positive results (Razavi et al., 1991; Maguire et al., 1996). A follow-up training
might be essential to maintain and improve the effects (Razavi et al., 2003).

Only in one communication course, increased patient satisfaction was
reported (Wilkinson, 1999); however individual satisfaction highly depends on
personal needs (Carlson et al., 2005) and patients tend to rate their satisfaction
positively even in situations of poor assessment (Wilkinson et al., 2003). Feldman-
Stewart et al. (2005) revealed that patients and care providers can have multiple
communication goals which make a comparison of the effectiveness of the
courses difficult.

Although palliative patients and their closest friends and family have a great
need for relevant information (Kutner et al., 1999; Zwaard et al., 2003; Carter et
al., 2004), this topic was not addressed in effect measurements in patients or
simulated patients. Heaven et al. (2006) demonstrated the importance of transfer
of communication skills training to practice by clinical supervision. Effects of
reflection are not measured and are primarily described in qualitative terms in the
literature (Platzer et al., 2000).

Courses that combine communication training and death education should be
preferred because of the positive effects. The positive results in the studies
conducted by Frommelt (2003) and Mallory (2003), which measured only on
attitude formation, seem to contradict this statement but in these studies skill
training was involved due to the use of role plays, but the effects of this training
were not measured. The benefits of an integrated approach providing
communication skills courses as part of a broader course programme on palliative
care are confirmed in studies amongst physicians (Klein et al., 1999; Fallowfield et
al., 2002; Jenkins & Fallowfield, 2002). An integrated course leads to better effects
than a condensed course lasting several days (Wilkinson, 1999; Razavi et al.,
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2002). This could apply primarily to post-registration courses. Arber (2001) argues
in favor of separate palliative care modules in preregistration programmes
because the theme would otherwise tend to disappear in the multiplicity of topics.
The positive effects of training would be enhanced if the training was accompanied
by an implementation component. Involvement of the supervisor of the student is a
crucial factor. There is an apparent lack of palliative courses focused on patients
with mental health problems.

Regarding the effects of a course, many of the study designs in our review had a
limited level of evidence (only pretest and posttest with a convenience sample or
lack of instruments with known validity and reliability) and a small number of
involved respondents which made the conclusions less convincing. Factors others
than the course itself could influence the effects of these studies which can not be
studied in single group pre- and post-training studies (Wilkinson et al., 2003;
Feldman-Stewart et al., 2005).

LIMITATIONS

In this systematic literature review, there is a possibility of publication bias because
negative results may not have been published. We did not explore the ‘grey
literature’ with respect to this feature. Furthermore, because the courses were so
divergent in their structure and content, and the measurement instruments were
applied selectively to specific components, it is difficult to compare the results of
various studies. We only looked for courses that were offered to nurses or health
professionals (including nurses). Studies concerning the effectiveness of courses
in palliative care directed specifically at physicians were not included, although the
results could possibly be applicable to courses for nurses.

Besides the formal course content, to attain desired changes in the nurse’s
behavior or positive effects on the patients, it is also important to create a
supportive environment. Some of the factors in the surroundings that can be
distinguished are the support given to the nurses by the supervisor, the work
pressure on the ward and the attention given to implementing the material learned
in the course (Fielding & Llewelyn, 1987; Wilkinson, 1991; Francke et al., 1995;
Wilkinson, 1999; Adriaansen & Frederiks, 2002). These factors are hardly ever
included in the effects of the studies (Razavi et al., 1993; Delvaux et al., 2004),
and should receive more attention in future studies.
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RECOMMENDATIONS

Palliative care courses support professional nursing practice and are likely to
generate beneficial effects when they address general care as well as mental
health care. Regarding the content of palliative education, it appears that the
greatest effects on nurses are attained with a mix of didactical methods and a
combination of multiple themes where, during a period of several weeks, these
aspects are integrated with practical experiences that can be reflected upon.
These effects are amplified if there is attention to implementation on the ward of
that which was learned in the course; this implies that the supervisors of the
course participants must also be involved in post-registration courses.

With respect to further research, we recommend that patients be involved
more frequently in effect measurements and that external variables be included in
the research. Moreover, the research should involve designs with control groups,
and more use should be made of valid and reliable measurement instruments to
allow stronger proof about the effects of the courses themselves.
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ABSTRACT

Background: Although palliative care is multidisciplinary in nature, nurses play an
essential role in terminal care. Because new nurses frequently lack the specific
skills for palliative nursing care as well as the competence in interdisciplinary
practice, there is a need for continuing education in palliative care. This article
describes a postgraduate course in palliative care for nurses.

Method: A postgraduate course was developed based on the needs of palliative
patients and the subjective and objective needs of nurses.

Findings: Four roles assumed by nurses in palliative care were identified:
bureaucratic, bio-medical, social-therapeutic, and informal. The actual results of
the course were influenced by the contextual aspects, which were determined by
the nursing environment. Assignments were formulated according to the needs of
the nursing unit, and a number of peer review meetings were organized.
Conclusion: Successful implementation of a postgraduate course in palliative
care increases nurses’ expertise and offers an opportunity for nurses to exchange
experiences and search for solutions to problems together.

56



INTRODUCTION

After decades of focussing mainly on medical technology and possibilities of cure,
today more attention is paid to the process of dying. Palliative care is
multidisciplinary by nature. New nurses, frequently lack the specific requirements
for palliative nursing care and competence in interdisciplinary practice. For these
reasons, a course in palliative care for graduated nurses was developed. This
article describes the content of that course and the conditions that should be
observed for implementation of the course to be successful.

Palliative care can be defined as the continuous, active and integral care of
patients and their families by an interdisciplinary team at the time when, in medical
terms, cure can no longer be expected (WHO, 1990). The objective of palliative
care is attaining the highest possible quality of life for both patient and family,
where the patient is approached as an equal and responsible partner. Palliative
care fulfills physical, psychological, social and spiritual needs. Palliative care
begins when a patient is informed that cure is no longer possible and it implies that
when treatment is given it is not aimed at cure but at relief and reduction of
suffering. This article describes a postgraduate course in palliative care for nurses.

BACKGROUND

In the Netherlands, palliative care is provided in institutions such as hospitals,
nursing homes and hospices as well as in home care. Nurses are the providers
most frequently present and they play an essential role in multidisciplinary terminal
care.

Steggerda (1997) found that cancer patients expect nurses to not only provide
physical care, but also to assist with psychosocial problems. Patients appear to be
realistic; they do not expect help for problems that can no longer be solved.
Rather, patients expect nurses to assist them in finishing their lives. Nurses must
give patients the opportunity to live actively to the end (Cannaerts et al., 1998).
However, patients sometimes underestimate the ability of nurses to relieve
problems like physical pain, general malaise and exhaustion (Heaven,1996).
Nurses, on the other hand, focus their attention primarily on patients’ quality of life.
Persoon & Frederiks (1999) found district nurses felt inadequate in a number of
areas concerning terminal care. The nurses believed they lacked state-of-the art-
knowledge regarding chemotherapy, radiotherapy and pain medication
assessment and they had questions regarding ethical issues or issues about dying
in general.

Hunt (1991) distinguishes four strategies used by nurses in dealing with terminal
patients. He describes these strategies as roles.
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e Bureaucratic/administrative role. In this role, the nurse works to function
within the rules defined by the institution that gives shape to the daily
activities.

e Biomedical role. In this role, the nurse’s focus is on illness, diagnosis,
anamnesis and interventions with physical symptoms.

e Social-therapeutic role. In this role the nurse meets the emotional, social,
spiritual and material needs of patients and their families. Meeting the
support needs of team members is also important.

e Informal role. In this role the nurse attempts to reduce the formal rules as
much as possible to allow the dying process to proceed as smoothly as
possible.

These roles shift when providing palliative care, and nurses should be competent
to assume the right role at the right time. An adequate course in palliative care
therefore must include subject matter that takes into account the subjectively
experienced and objectively measured shortfalls in knowledge, attitudes and skills.
The course also must focus attention specifically on the implementation of the
results. Moreover the course should address strategies and hindrances in
implementation (Grol, 2001). In this case, implementation is directed at the
following aims: the nurse will be able to apply what is learned in the course on the
unit where they work and will be able to create suitable conditions for themselves
(and if possible for her coworkers) to enable the implementation

Nurses might experience some hindrances such as:

Other nurses not following course expectations.

Ward routine differs from course content.

Insufficient support from superiors.

Other disciplines are insufficiently informed.

Having more than one nurse from a unit participate in the course enables the
nurse to provide support for each other. Moreover, participant nurses should be
encouraged to disseminate content to familiarize colleagues with specific content.
In this way, nurses can be trained to adapt elements of the course to their specific
unit.

Another important aspect for the course to be successful is self-efficacy. This
concept implies the extent to which students hold themselves capable of doing
things. This trust appears to be predictive of success (Bandura, 1997). Self
efficacy of students can be improved by having role models and verbal
reinforcement by others. During the course, these strategies are used to increase
the participants’ self-efficacy. To avoid the above pitfalls and stimulate positive
factors, the course is focused specifically on the implementation of the results.
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COURSE DESCRIPTION

The core course consists of two parts: 1)training days and 2)peer review under
supervision of an lecturer. The course is intended to acquire adequate role
behavior and is influenced by factors as group composition and group size. We
believed it was important to have a group of students working in different
institutions and a group size which makes it possible to focus on communication
and attitude development. In addition, there are several factors on the ward which
influence the successful implementation of the course (Figure 1).

Figure 1.  Conceptual model of factors that contribute to behavioral change

- group

composition
- group size
- dissemination of

the results
Supplementary Peer review :
training days focusing on Behavioral
Focus on =—>| . reflection =—> | Changes
adequate role - implementation

- self-efficacy

I I I

Factors on the ward
- support

- ward routines

- other disciplines
- continuity

59



TARGET GROUP

Students are recruited by the head nurses on wards where palliative patients are
regularly cared for as well as by team leaders of the home care district. Nurses
who are admitted to the course in palliative care must have at least 1 year of
experience as a registered nurse in a relevant workplace, no supplementary
oncology courses, and work at least 24 hours per week. Oncology nurses
generally are employed on an oncology unit at a university hospital or general
hospital, while the course focuses specifically on nonspecialist nurses who
regularly have to deal with palliative care when working in a hospital or in home
care.

Group size should be kept to a maximum of 15 students. This group size
offers students sufficient safety when practising skills or making a contribution. A
mix of nurses working in hospitals and home care is optimal because the transfer
from inpatient to outpatient care situations is often inadequate. In palliative care,
the assurance of transfer and continuity is especially important. When students are
confronted in a natural fashion with divergent and perhaps conflicting opinions and
judgements (as part of the case study situations they have brought to the course),
there is more understanding and insight into other nurses’ situations. Moreover,
when students from several institutions participate in a group, they are less likely
to accept certain modes of operation simply because ‘this is how we do it'.

STRUCTURE

The course is comprised of four 1-day sessions separated by an interim period of
2 weeks, followed by four peer review meetings under supervision of a lecturer
during a 2-months period. The course focuses on knowledge, skills and attitude
development of the students in various areas concerning palliative care. Topics
such as symptom control, pain management and communication are addressed.
These topics frequently emerge during subjective and objective need
measurements. In addition, the course includes segments on “humour in palliative
care”, complementary care and “dealing with death in other cultures”. The
segment on humour in this course concerns the extension of the informal role
within palliative care. After all, a great deal of communication is concerned with
daily topics. More spiritually oriented moments can consequently become more
important.

After each session, the students are given an assignment with the intention
of improving the knowledge and skills they have acquired and disseminating the
skills on their unit. The peer review meetings take place in groups of five students.
These meetings focus on the problems encountered with disseminating the
material (e.g., resistance of co-workers), with the students offering strategies to
apply the learned material as well as encouraging and supporting each other for
persisting in the implementation of a new behavioral rule and searching for new
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implementation routes. During these meetings students reflect on their own role
and professional behavior.

To promote self-efficacy, especially by using two of the methods described
earlier (i.e., functioning as a role model and verbal reinforcement of desired
behavior), the lecturers are requested to demonstrate the desired behavior
themselves during the course. For example, they may demonstrate and teach
massage as an intervention in pain relief and the use of essential oils in
complementary care. During the four peer review meetings, the lecturers
encourage the students to continue to discuss the conditions under which they
would like to implement the resolved behavior and how they can be helped in this
process.

Box 2: Themes offered in the course

Communication training with patients and volunteer caregivers
Pain

Ethical aspects

Symptom control

Complementary care

Death, loss and dealing with mourning (in multicultural perspective)
Humour in palliative care

ASSIGNMENTS

During the course, students are expected to complete three assignments that
involve disseminating the results and optimizing the effects. The first assignment is
for the nurse to organise a case study discussion on the ward to acquaint the team
with the fact that he or she is taking a course in palliative care. During this
discussion, the student must focus attention on a systematic presentation of the
case study data and learn to ask clear questions. The case study can be focused
on various subjects that are patient related, e.g., a patient who has severe
problems with his or her family, a patient who refuses to accept that he or she is
going to die, or a patient who still suffers from symptoms such as nausea and
vomiting despite nursing interventions intended to decrease these symptoms.
Another assignment concerns identifying an aspect of care that students
(together with another participant from the ward) would like to improve because
they have ascertained a deficiency in this area. Pain often is chosen for this
assignment. Nurses may notice that a certain pain assessment form is lacking on
the ward or that a specific intervention such as massage is not implemented
systematically, even though the necessary expertise may well be present. Other
topics include the poor implementation of a ‘bad news’ interview, the absence of
relevant literature and the lack of reporting about aspects of patient psychosocial
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counseling. Based on the ascertained shortfall, students create a plan of approach
and discuss this with their head nurse or team leader. The intention of this
assignment is to make the supervisors aware that the unit nurses who are
participating in the course have developed a plan to introduce a new mode of
operation. The supervisor then has the opportunity to act as a coach, and if
desired, to direct or assist the process. In addition, the students learn to practise
implementation methods and are informed about the most common problems and
resistances to innovation. This assignment is discussed afterward in one of the
four meetings during the second part of the course. During this discussion (if
applicable) a follow-up course of action is agreed to.

The four peer review meetings following the training days focus specifically
on two subjects. First, the students are given the opportunity to contribute their
own case studies of an individual patient. They then are asked to make a link with
the theoretical principles and their own problems with the approach to the patient.
During this process, learning to reflect methodically is important. It is through
reflection that students learn to think more critically and improve their ability to
perceive and use their own position in the hierarchical work structure (Platzer et
al., 2000). Other students are encouraged to give feedback and propose possible
solutions. Two peer review meetings are devoted to the implementation of the
assignments that are given to the students between the course sessions. During
these meetings, they become aware of factors that can influence the
implementation process positively and negatively, such as resistance, the
contribution of key figures, and the role of other disciplines. The students are
provided with strategies they can use to continue the implementation of the
innovation. Moreover, a peer review meeting is a suitable place to “blow off steam
(if the implementation is not proceeding as desired) and to acquire fresh energy.
The fact that the course is attended by students from various institutions with
varying modes of operation has been especially valuable to this process. If the
innovation has already been implemented at a different institution with good
results, this provides a stimulus to continue.

CONCLUSION

The relationship between clinical patient results and furtherance of expertise is
complex and with this patient category can only be reported in a qualitative and
descriptive fashion (Jordan, 2000). In general, the nurses expressed a positive
opinion about what they had learned. They valued both the furtherance of
expertise and the opportunity for exchanging experiences and looking together for
solutions to problems. They especially valued the diversity of subject matter. They
also reported that they were able to apply what they learned. Offering a
postgraduate course as is described in this article can help nurses optimize the
quality of palliative care.
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ABSTRACT

In communication with all patients, especially patients receiving palliative care,
empathy plays an important role. Little research has as yet been conducted into
the development of the empathetic capacity of nursing students at various
educational levels. An instrument that may be suitable for such research is the
Staff Patient Interaction Scale for Palliative Care Nursing (SPIRS-PCN). The
purpose of the article is to determine the validity and reliability of the SPIRS-PCN,
an instrument to measure empathy in palliative care. The criterion related validity,
homogeinity and interrater reliability of the SPIRS-PCN were determined in nursing
students (n=357) who varied in gender, age, religious orientation, educational level
and experience in patient care.

The validity of the SPIRS-PCN was underlined by identification of differences for
religious orientation and the amount of experience. The variables gender, age and
educational level were not significant in relation to SPIRS-PCN scores. The
homogeneity (Cronbach’s alpha=.80) and inter-rater reliability (ICC=.74) of the
instrument were adequate.

We conclude that validity of the SPIRS-PCN was partially supported, whereas
reliability was demonstrated. The instrument is feasible in educational situations;
we recommend further research into the instrument’s validity, especially in the
progression of students’ scores during the study programme.
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INTRODUCTION

With increasing age people more and more often suffer from chronic diseases.
These diseases all have a development that is specific for the individual, in which
the chronic phase can gradually turn into the palliative phase (Davies & Higginson,
2004). Palliative care is an essential part of nursing care and is provided in various
settings. It is a part of regular, non-specialized care (Ahmedzai et al., 2004).
Palliative patients are usually cared for by nurses who have only basic nursing
education and it is therefore important to begin addressing themes that concern
palliative care early in the bachelor phase of the study programme. First year
nursing students have as yet little or no practical experience and only basic
theoretical knowledge. Besides technical knowledge of their specific field, high-
quality verbal communication skills are especially important for nurses working in
palliative care. Empathy is a crucial aspect in palliative care communication, for
this reason the development of empathetic capacity of nursing students is
important to this process.

To acquire insight into the validity and reliability of an instrument to measure
empathetic capacity, students from various nursing study programmes on
vocational and Bachelors level as well as students following a postgraduate course
took the test in question (the Staff-Patient Interaction Response Scale - Palliative
Care for Nurses — SPIRS-PCN).

BACKGROUND

Palliative care can be defined as an approach that improves the quality of life of
patients and their families facing the problems associated with life-threatening
illness, through the prevention and relief of suffering by means of early
identification and impeccable assessment and treatment of pain and other
physical, psychosocial and spiritual problems. It uses a team approach to address
the needs of patients and their families. It integrates the psychological and spiritual
aspects of patient care and provides relief from pain and other distressing
symptoms. Palliative care affirms life and regards dying as a normal process
(WHO, 2002). There is an increased need for palliative care because the causes
of death shift from acute to chronic (Davies & Higginson, 2004).

Caring for palliative patients is viewed as ‘difficult care’. Anger among palliative
patients and their families appears frequently (Philip et al., 2007). This might be
difficult to handle. Registered nurses often indicate that they are not sufficiently
competent to provide this type of care, and they believe that expertise
development in this area is essential (Linder et al., 1999; Yates et al., 1998; Morita
et al.,, 2004; White et al., 2004; Sandgren et al., 2006; Blomberg & Sahlbergh-
Blom, 2007). After their first practical period, nursing students place ‘dying and
dangerously ill patients’ at the top of the list of difficult and challenging practical
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situations, while before the practical period they thought they would find that
technical nursing skills were the most difficult (Cooke, 1996). Besides doubts
concerning concrete aspects such as pain and symptom management,
communication repeatedly emerges as an important area of uncertainty for
students. Palliative patients themselves indicate that they want to be understood
as an individual within a context of care and acceptance (Raudonis, 1997,
Johnston & Smith, 2006). Nursing plays an important role in their quality of life
perspectives in a trusting, empathetic and connected relationship (Woods et al.,
2000, Mok & Chiu, 2004; Parker et al., 2007)

THE CONCEPT EMPATHY

Empathy is considered as an essential component in nurse behaviors (Hoffman,
2000; Hope-Stone & Mills, 2001; McCabe, 2004). In nursing literature, various
approaches are taken with respect to empathy. Empathy can be understood as a
characteristic that concerns an attempt to improve the well-being of another
individual, whereby one’s own distress is also reduced (Olsen, 2001). Moral
principles also play a role in this process because these provide direction to the
empathetic action of the care provider, especially in situations where help is
offered to people whom we do not know (Olsen, 2001, Hoffman, 2000).

Empathy is also understood as part of a communication process (Kunyk & Olson,
2001). Gallop et al. (1990) use a process approach as their point of departure:
empathy is a process comprised of multiple phases that are affected by a number
of contextual factors. This approach is in line with the belief that empathy can be
learned as part of a study programme and is therefore not only a characteristic that
you either possess or lack inherently (Davis,1983; La Monica,1981; Aspegren,
1999).

Three phases can be distinguished in the empathetic process (La Monica, 1981;
Gallop et al., 1990; Reynolds & Scott, 1999; Kunyk & Olson, 2001). These can be
defined as

1. the inner process of empathetic listening and understanding of another
individual (engagement and nurse perception),

2. the communication with the patient during which empathetic understanding
is expressed (expressed empathy and matching of experiences) and

3. the perception of the patient concerning what the other is expressing; the
patient continues or discontinues the communication on the basis of this
perception (perceived empathy).

Nurse-expressed empathy is understanding what a patient is saying and feeling
and communicating this understanding verbally to the patient (Olson, 1995). In this
study we defined empathy as: the ability to perceive the meaning and feelings of
another person and to communicate that feeling to the other (Kunyk & Olson,
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2001). Cognitive as well as affective or emotional domains can be involved. During
this process, elements such as perspective taking, standing in the patient’s shoes
and compassionate care are expressed. (Hojat et al., 2002b). Professional
communication therefore requires an empathetic attitude and the skills to express
this to the patient (Olson, 1995). In palliative care empathy is important to assist
the patient with developing adequate coping strategies and to find a balance at the
end of life (Yates et al., 1998; Hope-Stone & Mills, 2001; Murray et al., 2004; Philip
et al., 2007).

INFLUENCING FACTORS

A number of factors can be listed that influence the degree of empathy expressed
by the nurse. Gallop et al. (1990a) describe several factors that play a role during
the various phases of the empathetic process. To understand another individual, it
is important to share the perspective of the other; this is a skill that is linked to a
certain degree of adulthood, maturity and moral development (Reid-Ponte,1992;
Baillie, 1996; Price & Archbold, 1997; Olsen, 1997; Olsen, 2001). Forsyth (1979)
found positive correlations between the level of empathy and factors such as level
of education, age, gender and practical experience.

In the context of moral development, Blomquist et al. (1980) point out the influence
of religion on the value system of nursing students. In a study into the value
orientations they found a number of significant differences between religious and
non-religious students. Religious students scored higher on values such as
honesty and helpfulness. Wilkinson (1991) mentioned religion as factor which
influences positively how nurses communicate with cancer patients.

Empathetic maturity is related to moral reasoning (Olsen, 1997). According
to Duckett et al. (1997) moral reasoning development tends to increase while
students are engaged in formal education, not just as they grow older.

Hojat et al. (2002a) and Bylund & Makoul (2002) concluded that female
physicians scored higher on empathy than men. They tended to communicate
higher degrees of empathy in response to the empathetic opportunities created by
patients Gender proved also to be significantly associated with moral reasoning;
women scored significantly higher in moral reasoning than men (Duckett et al.,
1997). Female medical students were more patient centered and attuned to the
psychosocial context of patients than their male colleagues (Haidet et al., 2002)

Becker & Sands (1988) found in their study that practical experience of five
weeks during the first junior year was not an influencing factor but Layton & Wykle
(1990) and Reid-Ponte (1992) pointed out that nurses' age, years of experience,
and level of education were significantly correlated with some empathy skills.

Cutcliffe & Cassedy (1999) and Winefield & Chur-Hansen (2000) reported
positive findings on a empathy measure after a communication training program in
a Bachelors programme. However, the studies conducted by Hodges (1991) did
not show any effect after such a course. Wilkinson (1991) revealed that nurses
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who completed post-basic training in communication skills were no more effective
in communicating with cancer patients than those who had not. Yates et al. (1998),
Reynolds et al. (2000) and Razavi et al. (2002) found nevertheless that empathy
had increased following a postgraduate training course in communication skills.

A problem in this regard appears to be that the training programmes are
very different in duration and content and that test instruments show a great
variation, so that their effects are difficult to compare.

In conclusion there is some evidence to suggest that a person’s level of
empathy is modified by that person’s age, gender, religious orientation and level of
experience and education.

EMPATHY AMONG NURSING STUDENTS

First year students in a Bachelors programme in nursing are generally still in the
adolescent phase, which affects their level of moral development and maturity.
Benner (1984) classifies these students as novices concerning the development of
their professional competencies: during this stage they do not yet have any
background understanding of the situation and have little or no practical
experience. In their educational programme, there is an important emphasis on
applying rules and orderly models so they can achieve a basic competency level
that allows them to safely enter the profession. Lecturers guide students
concerning the correct application of these rules. The manner of empathetic
response is also an initial part of this model-based thinking. As the study
programme progresses, empathy should increase proportionately. Within this
context, it can therefore be expected that first-year students would score
moderately on an empathy test.

MEASUREMENT OF EXPRESSED EMPATHY

A number of instruments to measure empathy are described in the literature.
These instruments link up with the various phases of the empathetic process. In
our study we are focused on phase 2 (expressed empathy) instruments. The Staff-
Patient Interaction Response Scale (SPIRS), developed by Gallop et al. (1990b),
was originally developed for use in psychiatry and concerns the phase of
expressed empathy (phase 2). The SPIRS has demonstrated test-retest reliability
(r = .80) and criterion validity (r = .67, p<.001)(Gallop et al., 1990). The study of
Olson (1995) revealed hat the scores on the SPIRS of the nurses (n=70) did not
correlate with decreased patient distress. A possible explanation for this finding
can be that empathy in a therapeutic relation not always leads to reduction of
distress.

For the present study, we chose the version of SPIRS modified by Yates et
al., (1998) because it was modified specifically for use in palliative care: the
SPIRS-Palliative Care Nursing (SPIRS-PCN). In their study they found a
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significant increase in the scores of the students (n=181) after following a
communication course in palliative care.

The SPIRS-PCN focuses on empathy as a multiphasic time sequenced
process, and especially on the phase of expressed empathy in palliative care.
During this phase it is primarily the behavioral component of the care provider that
is important; it is this component that can be measured by the SPIRS-PCN.

This is the only instrument we know of that concerns palliative care and that
measures the degree of expressed empathy of the nurse. It therefore appears to
be a usable instrument to measure empathy as an outcome of communication
training directed at oncological/palliative care.

The instrument is comprised of ten statements from two patients that express
anxiety, depression, isolation, anger and mistrust (see appendix 1). The
respondents are asked to write down their own verbatim response to these
statements. Because a brief description of the situation is also provided, the
respondent is able to imagine the patient’s situation to a certain extent. The
statements of the respondents are rated and coded (judge rating instrument) by
nursing experts.

THE STUDY
Research question

Is the SPIRS-PCN a valid and reliable instrument to measure the expressed
empathy of nursing students?

METHODOLOGY

To answer the question of (construct) validity we used the appropriate method of
known-groups technique (Polit & Beck, 2004). We presented the instrument to
various categories of students because we wanted to ensure variation in four
student characteristics: gender, religious orientation, educational background and
practical experience. These four characteristics were seen as significant criteria in
a criterion related validity test of the SPIRS-PCN. We expected that these groups
would score differently. According to the relevant literature, these factors can be
expected to play a role in the scores on the empathy test.

The SPIRS-PCN was presented to five groups of students, because we have the
intention to use it in an educational context. These groups had the following
characteristics:

e Associate degree programme nursing students after five months of

education in their first year (associate-1). These students were admitted to
the nursing study programme at the vocational level following a lower
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secondary school period of four years. They had completed a basic
programme of communication skills with the emphasis on summarizing,
reflecting, paraphrasing and continuing to ask questions; they did not yet
have any practical experience.

Associate degree programme nursing students midway in their second year
(associate-2). These students had taken a basic course in communication
skills and had participated in a four-week introductory practical period during
their first year and a ten-week practical period in a nursing home during their
second year.

Students in a secular Bachelors nursing programme at the end of their first
year (Bachelors-secular). These students were admitted to the nursing study
programme at the Bachelors level following a higher secondary school
period of at least five years.They had completed a basic course in
communication skills. They had little practical experience, comprising only a
four-week introductory practical period in a clinical setting.

Students in a Bachelors nursing programme with a religious orientation
(Dutch reformed denomination) at the end of their first year (bachelors-
religious). In the Netherlands religious students have the opportunity to
follow two nursing programmes with a religious orientation. Although
religious students have free access to all the 17 Bachelors programmes,
only a very small minority makes this choice. The religious students in this
study were following a study programme in which religion (Dutch Reformed)
was an important guide to their actions. These students came from a home
environment in which religion plays an important role. They had completed a
practical experience period of four weeks.

Registered nurses in a post-graduate training programme in palliative care
who had a number of years of professional experience.

Our hypotheses, based on the literature on related factors (above), were the following:

1. First year students would score moderately (scores between 40-50) on the
SPIRS-PCN

2. Males would have lower SPIRS-PCN scores than females

3. Students with a religious orientation would have higher SPIRS-PCN scores
than secular students.

4. Educational level would be positively correlated to SPIRS-PCN scores

5. Level of experience would be positively correlated to SPIRS-PCN scores

Testing of these hypotheses served as our operationalisation of the known groups
technique. Potentially positive results for these hypotheses were seen as support
for the validity of the instruments.

Validity was tested by the means of variance analysis. For the purpose of

variance analysis, students were classified as having no experience (Associate-1
and Bachelors), moderate experience (Associate-2) or a great deal of experience
(the palliative care nurses). With respect to the educational level, a distinction was
made between the vocational programme, the Bachelors programme and the post-
graduate programme.
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We used Cronbach’s Alpha to evaluate the homogeneity of the instrument. Intra-
rater reliability was studied by comparing two scores from the same rater for 40
randomly chosen student performed SPIRS-PCN tests. Scoring for the same rater
was performed with a four week interval period. Inter-rater reliability was assessed
by obtaining scores from two independent raters for all student tests. For both
inter- and intra-rater reliability, the Intraclass Correlation Coefficient (ICC) with
fixed judges and mean ratings was used, as it is the most appropriate method to
evaluate inter-rater reliability because of the heterogeneity of the scale (Shrout &
Fleiss, 1979; Streiner & Norman, 2001; Watt-Wattson et al., 2000).

PROCEDURE

The SPIRS-PCN test was presented to convenience samples of students from the
five categories listed above after their informed consent. They were given 30
minutes to write down the written responses to 20 written statements made by
hypothetical patients.

The groups had the following characteristics:

The students in the associate degree programme were the youngest on average
due to their four-year secondary education, and the experienced nurses in the
post-graduate palliative care training programme were the oldest. The total
respondent group comprised 303 females and 74 males. The male-female ratio in
the group of the postgraduate palliative care nurses differed slightly from the other
groups (see table 1).

Table 1: Characteristics of the groups of respondents and mean scores
Study Mean age | Male |Female |Educational |Religion |Experience | Mean (s.d.)
programme level

Associate 1 171 (1.3) | 0.14 0.86 | Vocational Low Low 41.47 (4.96)
(n=110)

Associate 2 18.1(1.4) | 0.08 0.92 |Vocational Low Moderate 45.26 (6.56)
(n=39)

HBOV-N 19.2(1.6) | 0.14 0.86 | University Low Low 42.16 (7.95)
(n=125)

HBOV-Z 18.3 (0.6) | 0.07 0.93 | University High Low 48.33 (4.26)
(n=43)

Postgraduate |40.9 (9.8) | 0.25 0.75 |Post- Low High 55.50 (5.54)
(n=40) graduate

CODING

The answers were ranked into nine answer categories by two expert nurses in
palliative care in accordance with the instrument (with a possible score 1-9). This
rating method requires extra attention for the inter-rater reliability, because there
are no fixed answers (see appendix 2).
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These nine categories are specifications of the four main categories:
o 1: very probably causes a defensive attitude

2-4: avoids interaction

5-7: engages in interaction

8-9: keeps the conversation going

VALIDITY AND RELIABILITY

Validity and reliability were the focus of the study. However, as a pilot study, the
raters evaluated ten lists completed by senior nursing students and consulted with
the researcher to clarify and specify the rating criteria. Terms in the instrument
were decisively defined. Some rules were agreed upon in line with Yates et al.
(1998). For example first of all the answers were categorized in the four main
categories, afterwards they were scored in one of the nine sub categories. Open
answers scored higher than closed answers and in case of longer answers the
most dominant message scored. In case of different scores, agreement between
the raters and the researcher was reached afterwards.

RESULTS

The mean scores per group were calculated (see Table 1). The respondents
reacted divergently to the statements of the patients; this indicates that the
instrument invited them to choose various approaches. Table 2 shows how the
answers are distributed among the various groups.
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Table 2: Percentage of the answers for the main categories (10 scores per

respondent)

Associate-1 | Associate-2 |Bachelors- Bachelors- Postgraduate

(n=1100 (n=390 secular religious (n=400

scores) scores) (n=1250 (n=430 scores)

scores) scores)

Defensive attitude 5% 5% 11% 2% 0%
Avoids interaction 47% 36% 48% 32% 14%
Engages in interaction 48% 58% 37% 66% 74%

Keeps conversation
going

0%

0%

4%

0%

12%

The factors educational level x experience interacted (p<0.001), so reference
groups were defined and the different variables were integrated in dummies. This
was also done for gender and religious orientation as men made up a very small
proportion of the sample of religious students. Because the variables ‘age’ and
‘experience’ were highly connected we introduced both elements in the model, but
only ‘experience’ was shown to be a significant factor.

The results of the analysis indicate that there are two variables that
significantly affect the scores on the empathy test: the amount of experience and
the religious orientation (p<0.001) (see table 3).
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Table 3: Influencing variables

B Std. t Sig 95% CI
Error

Reference
group:
Associate and
no experience

Associate and 14.493 1.679 8.631 0.000* 11.190 17.795
experience

Bachelors and -.704 .854 -.824 411 -2.384 976
no experience

Bachelors and 6.429 1.028 6.254 0.000* 4408 8.451
experience

Reference
group: female
and non-
religious

Male and non- -1.602 1.109 -1.445 149 -3.783  .578
religious

Female and 6.247 1.201 5.201 0.000* 3.885 8.608
religious

¢ significant p< 0.001

Dummies that represented the influence of the amount of experience and the
religious orientation explained 28% of the variance. The variables ‘sex’ and
‘educational level’ did not have a significant effect on the test results. The fact that
the level of the study programme did not significantly affect the test scores is
related to the small difference between the scores of students without experience
in the vocational study programme and those in the Bachelors study programme.

RELIABILITY

Cronbach’s alpha for the scale was good at alpha = .80. In addition, results for
inter-rater reliability as computed for all tests (ICC = .72) and intra-rater reliability
as computed for a random sample of 40 tests (ICC = .74) were satisfactory.
Several illustrative examples from the various categories of responses are given

below. Few statements appeared in the first category. Examples of answers in all
categories are given below (Scheme 1).
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Scheme 1: Examples of students’ responses to SPIRS-PCN patient statements

Category Example of patient Example of students’ responses in this
comment category
in SPIRS-PCN

1. Very probably causes | Itis great to have a Well, | certainly couldn’t be the only one!

a defensive attitude nurse that really
understands me. Not
like all the others.

2. Avoids interaction Itis great to have a That is my vocation, sir, | like to help people.
nurse who really Otherwise | would have done something else,
understands me. Not like become a window washer.

like all the others.

3. Engages in Please don’t ask me | can imagine that the situation is really
interaction anymore questions, pressing in on you. But it is still important that
don’t you ever give up? you keep talking about it.

4. Keeps the Why are you still trying | could interpret your question in various ways.
conversation going to talk to me? What do you mean actually?
(with encouragement
to respond)

DISCUSSION

This type of (pencil and paper) instrument inherently lacks the perspective of the
patient and does not allow the researcher to ascertain what the current empathetic
behavior of the respondent would be. It is unclear how the patients would respond
in reality to the statements of the nurse. One finding is that the religious students
score higher on the SPIRS-PCN than the secular students, which was in line with
findings on the relationship between religious orientation and empathy in other
studies (Blomquist et al., 1980; Hoffman, 2000). The likely explanation that
religious students are more advanced in their moral development due to the
attention that has been placed on value development during their socialization
process is confirmed by our findings. However, it is not clear if empathy is a
precondition of moral performance (Reynolds et al., 2000) or a consequence of
socialization.

Using an instrument that focuses on the first phase of the empathetic
process (engagement and nurse perception) of both religious students and secular
students could clarify the differences between these groups. It is possible that
SPIRS-PCN also measures maturation, which influences the ability to stand in
another person’s shoes, an important aspect of empathy (Hoffman, 2000).
Because the present study concerns students, maturation is inherent to education
and is a consequence of clinical experience. Patient contact and observing
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colleagues during these contacts can have a positive influence on empathetic
capacity (Olson, 1995).

By considering the answers, it becomes clear how the respondents
interpreted the statements of the patients. Many short answers (Why? What do
you mean? In what way?) without any further reflection were given especially by
the young students. These answers were classified as: ‘engages in interaction’,
because the patient was invited to give a clarification. This type of answer was
also found in the study conducted by Gallop et al. (1990b) and makes clear that it
is important to develop a training that is focused on more adequate and in-depth
answers.

Our finding that the level of the initial degree programme (associate or Bachelors)
did not appear to have any influence on the empathetic capacity of students can
probably be attributed to the fact that the measurements of both the associate
degree students and the Bachelors degree students took place at the beginning of
their studies, a period during which both groups of students had similar
characteristics regarding age and experience. This result is not in line with the
findings of Layton & Wykle (1990), it might be possible that the divergence will
appear after finishing the educational programme.

The sample of this study was a convenience sample; a random sample
would have been more appropriate. Because of the specific character of the
sample there is an intense interaction of the factors level of education and
experience.

Finally, we found that gender had no influence on the scores, in contrast to
previous findings such as that of Hojat et al. (2002b) and Bylund & Makoul (2002).
This may be a consequence of the fact that men made up just 13% of the total
sample and their scores were widely spread.

CONCLUSIONS

Three of the five hypotheses were confirmed:
e First and second year students in the initial degree programmes scored
moderately on the SPIRS-PCN (mean 40-50).
e Secular students tended to score lower than religious students (p<0.001).
e Students with experience scored higher than students with no experience
(p<0.05).

Two hypotheses were not confirmed:

e Educational level is positively correlated to SPIRS-PCN scores
e Sex is positively correlated to SPIRS-PCN scores

In accordance with our expectations, students in the initial degree programmes
had moderate scores. Religious students without experience scored higher than a
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comparable group of secular students. The greater practical experience of
students in a postgraduate programme has a positive effect on the level of
empathy. The postgraduate palliative care nursing students scored significantly
higher than the pre-registration students.

The SPIRS-PCN scale is a reliable and suitable instrument to measure the
expressed empathy of nursing students and registered nurses and provides insight
into the strengths and weaknesses of their empathetic capacity. The results
suggest that there are some indications for validity of the instrument that measures
the communication phase of empathy.

The instrument could be used in measuring the effects of training during the
various phases of the study programme, but needs further validation. The
responses provided by study participants, provide indications about how training
can be used. In their responses, the junior students frequently reached for quick
solutions and clichés. This could be related to the fact that they had just learned
these solutions in the basic (communication) programme and that they were not
yet capable of seeing things from the perspective of another individual. In their
answers, the students generally reached for ‘standard solutions’, which according
to Benner (1984) is characteristic of novices.

Because SPIRS-PCN doesn'’t indicate how the respondent might act in the clinical
situation, future research should be directed to determining whether this is a valid
instrument for predicting clinical behavior. Since an influencing factor appears to
be ‘experience’, it is useful to sort out what kind of experiences best develop
empathic capacity and how factors on the ward influence this process.

To be able to distinguish between possible differences in empathetic
capacities between students from various types of initial degree programmes,
these students could be tracked in a follow-up study during their entire study
programme. To acquire more insight into the influence of religion and the assumed
influence of moral development, it would be useful to study the level of moral
development of both secular and religious students in relation to the level of
empathetic capacity.
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Appendix 1
SPIRS-PCN instrument

Please write a short response to each patient’s statement as if you werke talking to
the patient

Context 1: Frank is a patient in his mid-sixties. He was admitted to hospital 4 days
ago for chemotherapy for advanced prostate cancer.

Stimuli: While under your care, this patient says:

1.1. ‘Why should | get up — there is no place tot go’
You answer:

1.2. ‘You're the only one who treats me like a real person, not just a job.’
You answer:

1.3. ‘Why do you keep trying to talk to me anyway?’
You answer:

1.4. ‘People at home are going to have trouble with this.’
You answer:

1.5 “You've no idea how | feel. | wish | were dead, and what can you do
anyway?’
You answer:

Context 2: Anne is a patient in her mid-twenties with a history of intravenous drug
use, who was admitted to hospital 2 days ago for a liver biopsy. She is positive for
Hepatitis B and HIV.

Stimuli: While under your care, this patient says:

2.1. ‘ljust want to stay in bed- please.’
You answer:
2.2. ‘My family would worry if they knew about this.’
You answer:
2.3. ‘Life is not worth living. There is nothing anyone can do.’
You answer:
2.4. ‘It’s really nice having a nurse who understands me, not like the others.’
You answer:
2.5. ‘Please don’t ask anymore questions.....Don’t you ever give up?’
You answer:
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Appendix 2
Rating table

Likely to cause defensiveness
1. - confronting
- strong negative response
- denial of responsibility

Likely to terminate interaction
2. - generalization
- clichés
- use of flattering statements

3. - focused on oneself
- accepting flattery of patient
- looking for reassurance

4. -irrelevant opinion
- giving presumptuous advice
- giving presumptuous solution

Likely to engage in interaction
5. - trying to empower the patient
- giving an explanation
- asking superficially to the wellbeing of the patient
- asking for clarification

6. - reflective listening attitude
- expressing interest
- acknowledging fears

7. - explanation of the situation
- giving advice
- expressing a relevant opinion

Likely to keep discussion going
8. - inviting the patient to continue the dialogue
- inviting the patient to explore the situation

9. - trying to recognize feelings of the patient

- recognizing the reality of the situation
- investigating profoundly the feelings of the patient
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ABSTRACT

This article describes a methodological study concerning the development of a test
instrument that can be used for measuring the effects of a course in palliative care
on registered nurses and licensed practical nurses. This test instrument is
comprised of two parts: an expertise and insight test and a self-efficacy instrument
and is tested in three panels.

The expertise and insight test appears to be usable for measuring the effects of a
course in palliative care. The reliability and validity of the test were found to be
adequate for evaluation of the effects of a post basic palliative care course.

The generality of the self-efficacy instrument was reduced because high-scoring
items in the area of communication had to be removed. Moreover, the scores of
the various categories of respondents discriminate less than expected on the basis
of their previous education and the test results. Many respondents, regardless of
their background, believed themselves to have a high level of competency. The
self-efficacy instrument must therefore be used cautiously.
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INTRODUCTION

Palliative care is an important field of attention within the disciplines of nursing and
home care. Although palliative care is discussed in the initial professional training
programmes for registered nurses and licensed practical nurses in the
Netherlands, this theme is only a small part of the training programme. Once they
have graduated, both sets of professionals come into regular contact with palliative
patients, even though they do not consider themselves to be fully competent to
provide this type of care. This is why palliative care training courses for registered
nurses and licensed practical nurses have been developed which link up with their
former education and experience (Adriaansen & Frederiks, 2002). When
measuring the effect of this type of expertise enhancement, it is important to use a
valid and reliable test instrument so that the effects of courses and continuing
education programmes can be evaluated.

This article explores the basic principles on which this instrument was based
and the method used to test the instrument itself.

AIM

To determine the effects of palliative care training courses, it is first of all important
to use a valid and reliable test for expertise and insight. Because no instrument
was available for the Dutch-speaking regions, this required development. The aim
of this study was therefore to develop a method leading to a reliable and valid
palliative care test.

Besides expertise and insight, the concept of ‘self-efficacy’ is also important
in this regard; previous research has shown that the degree to which individuals
can judge their own efficacy influences the effects of a course (Aber & Arathuzik,
1996; Campbell & Dickson, 1996). Therefore, it was also useful to design a reliable
and valid test instrument in the area of self-efficacy. Both of these parts together
could comprise the complete test instrument.

Expertise and insight regarding palliative care

Palliative care is being given increasing attention in various health care disciplines.
This is because it is becoming more and more recognized that patients who can
no longer be treated in a curative fashion should retain the highest possible quality
of life during their final phase of life. Palliative care can be defined as continuous
care for patients and their families by an interdisciplinary team at the point when a
cure in medical terms can no longer be expected (WHO, 1990). However, the main
emphasis in this type of care concerns activities during the final phase of life of the
patient, because symptoms can then become most problematic and can threaten
an acceptable quality of life. In the Netherlands, although there are special wards
for palliative patients in some hospitals and nursing homes, palliative care is also
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frequently provided on wards in hospitals and in home care. It is desirable that
nurses who are not employed on a specific ward but who regularly provide care for
palliative patients, also are able to provide high quality care.

The basic study programme (Bachelors degree) is insufficient for this
purpose. The programme is set up in such a broad fashion that nurses must
acquire a multiplicity of competencies. Palliative care is part of this curriculum, but
the degree of application depends greatly on the type of ward on which the
students do their internships. Moreover, due to the short duration of the
internships, they acquire little experience. To an increasing extent, licensed
practical nurses and district nurses are also confronted with palliative care
because more and more people are dying at home or in a nursing home
(Teunissen & Willems, 1999). In a nursing home, terminal patients are usually
found in both somatic and psychogeriatric wards.

At present there is little insight in the effectiviness of a post basic training.
Therefore it is important to develop a test which is suitable for both nurses and
licensed practical nurses, even though both categories have been trained at
different levels and exercise their profession in different ways.

Self-efficacy

Generally speaking, the intention of study programmes is to cause students to
change their behavior towards improved and more effective functioning in a
specific area. This change is not only caused by more expertise and improved
skills, these changes must also be integrated in conscious behavior that can also
be expressed under unexpected conditions. Self-trust plays an important role in
this process and is referred to in the literature as self-efficacy (Bandura, 1997).
Perceived self-efficacy is concerned with judgements of personal capability. This
concept plays a role in predicting specific behavior.

Although self-efficacy has a general component where people evaluate
themselves as being more or less successful in their actions, this is still primarily
task-specific, where there is little relationship between the general belief about the
degree of successful action and the more specific evaluation (Pond & Hay, 1989).
An individual believes himself or herself to be capable in a specific area, such as
mountain climbing, solving difficult addition problems or providing palliative care.
Attention to self-efficacy is important in general health education, but is also
important to other educational processes (Arber, 2001; Laschinger, 1996; Ford-
Gilboe et al., 1997). Efficacy beliefs are influenced by acquisition of cognitive skills,
but they are not merely a reflection of it. The degree of self-efficacy can be
influenced positively by means of instruction and education. (Schunk & Rice, 1987;
Bandura, 1997). Before students begin a specific course, they have already made
an estimate of their self-efficacy in the relevant area. A low valuation beforehand,
for example the expectation of not being able to communicate properly with
palliative patients and their families or being unable to provide sufficient
interventions to control symptoms, can partially influence the motivation of a
student to take such a course. At the end of a course, the level of self-efficacy
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should have increased, especially when a number of possible sources of self-
efficacy are used in the course, e.g. exposure to actual models who exhibit useful
skills and strategies and deliberate performance feedback (Bandura, 1997). There
are other factors that influence the actual behavior of the nurses on the ward after
a post basic training (Adriaansen & Frederiks, 2002) but they are beyond the
scope of this article.

METHOD

For designing this test instrument, two approaches are important: expertise and
insight on the one hand and self-efficacy on the other. An instrument must be
developed which is suitable for measuring both these aspects in the target group:
registered general nurses (who have followed a 4 year educational programme at
Bachelors level) and licensed practical nurses (who have followed a 2 year
educational programme at intermediate level) working in clinical settings and in
home care. This concerns a methodological study focusing on the development of
a valid and reliable instrument that can be used in the continuing nursing
education of palliative care. The following phases can be distinguished in this
process:

1. Exploration of the literature that focuses on selecting suitable testing
instruments regarding both the expertise and insight test and the self-efficacy
instrument.

2. With regard to knowledge and insight, it became obvious rather quickly that one
of the instruments from the literature study appeared to be quite useful, the
palliative care quiz for nurses (PCQN) developed by Ross et al. (1996).
Therefore we chose to embark on a limited trajectory by supplementing the
instrument and applying it to the Dutch situation. For this purpose a limited
panel of six experts was consulted once. Regarding the self-efficacy
instrument, a literature study did not provide any instruments that were suitable
for this situation. To achieve pre