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Abstract
Objective: The aim of this study was to describe nurses’ experiences of caring for palliative-stage patients in a hospital setting.

Methods: A qualitative study based on six interviews with strategically selected nurses in an oncology department in western
Sweden. The interviews were analyzed using a phenomenological-hermeneutic approach.

Results: The results identified three themes: 1) Developing professional self-confidence; 2) Developing communication skills;
and 3) Having time for reflection. Each theme has at least two subthemes.

Conclusions: Caring for palliative-stage patients requires a combination of knowledge, experience and professional and per-
sonal self-confidence. Nurses need regular coaching by staff and professionals with more experience dealing with and processing
suffering, death and related existential issues. Nurses need to separate work from private life and have satisfying and relaxing
leisure activities.
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1 Introduction

Nurses working with patients in a palliative phase encounter
death, sorrow and emotional situations in their everyday
work. Working in a situation constantly requiring ethi-
cally charged decisions can be experienced as stressful and
lonely. Palliative care strives to achieve the best possible
quality of life for patients and relatives.[1] Nurses can expe-
rience feelings of insecurity and loneliness when trying to
decide how to handle patients and relatives.[2] An overview
study on end-of-life caring research shows that many studies
focus on the patient’s situation,[3–8] only a handful of studies
highlight the nurse’s situation. This study aims to describe
the caring experiences of palliative care nurses in a hospital
oncology ward.

1.1 Research on nurses’ experiences of caring for
patients in the palliative setting

Research shows that nurses can suffer from all the emotional
impressions received during the provision of palliative care.
Caring for dying patients requires a great deal of personal
commitment and nurses experience a constant feeling of not
doing enough for the patient.[2] It is an issue of wanting to
care for the entire patient and not only deal with the diagno-
sis.[9] When resources are insufficient and nurses are driven
by sincere concern for both patient and relatives they may
experience feelings of anxiety.[10] Moreover, developing a
personal relationship with a cancer patient carries the risk
of becoming emotionally overwhelmed and may result in
unresolved grief, which may reduce the nurse’s subsequent
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work ability.[11]

Nurses experience frustration and a sense of powerlessness
as a result of time shortage, lacking resources and insuffi-
cient professional planning.[2, 12, 13] Clinical care and nurse
work satisfaction in the context of palliative care could be
improved on the basis of better knowledge about the com-
mon psychosocial challenges experienced by end-of-life pa-
tients.[14] Insufficient support from physicians and poor
communication with them can also lead to stress among pal-
liative care nurses. Communication failure is a source of
stress for all parties involved.[2, 15]

Nurses feel responsible for both patients and their rela-
tives.[2] The ambition of nurses is to provide high-quality
care to both the end-of-life patient and to his or her rela-
tives.[16] Palliative care can lead to feelings of exhaustion
for nurses, as a result both of their feelings of compassion
for the dying patient and the relatives and of the need to
discuss difficult ethical issues with them.[17] The great-
est challenge when caring for cancer patients is how one
should communicate about death.[18] Nurses avoid the issue
of death and handle the patient’s anxiety in this respect by
distancing themselves from the issue, by changing the sub-
ject when it emerges in the talks,[19] and by limiting their
discourse to medical information only. Emotionally loaded
communication does take place, but with little genuine inter-
est.[20] It is important to maintain a good relationship with
the patient and nurses speak of the importance of being a
good communicator and daring to be present in the patient’s
suffering.[21]

1.2 To maintain a good quality of life and reduce
suffering in palliative care

The core task of an oncology nurse is to help the patient live
as normal a life as possible, with the best quality of life and
the least suffering possible.[22, 23] By being attentive to the
patient’s suffering, and by confirming his or her physical,
psychosocial and spiritual life sphere, the nurse can, as part
of the palliative care, provide hope, comfort and acknowl-
edgement to both patient and relatives.[24, 25] It is therefore
crucial that nurses are aware of the common psychosocial
concerns experienced by patients and how this awareness
can improve both the palliative clinical care provided and
the nurses’ own work satisfaction.[14]

In Eriksson’s view,[24, 25] the concept of suffering comprises
three parts. The first part concerns the patient’s suffering
due to the disease and general state of illness. The second
part concerns the patient’s suffering linked to the care re-
ceived or not received. The third and last part concerns
the patient’s suffering due to various changes, caused by
the state of illness and the related care received, in his or
her everyday life. In order for the nurse to be able to deal
with the suffering person appropriately, the nurse must be
aware of what suffering is and entails. The suffering patient

must be able to discuss the suffering with the nurse. Only in
this way can something positive be derived from the suffer-
ing. The nurse acknowledges the suffering patient by being
available as an ordinary fellow human being. To enter into
the role as nurse for the suffering patient requires courage.
To alleviate the suffering the nurse must make the patient
feel respected and acknowledged. It is therefore important
the nurse adjust the information provided about illness and
treatment to the patient’s ability and situation, so that the
patient feels he or she is receiving complete information.[26]

The nurse can alleviate the patient’s suffering by offering
discussion and attention, and by providing comfort, encour-
agement and hope. The nurse must see the suffering as part
of a greater whole encompassing the patient’s entire life sit-
uation.[24, 25]

Past research describes the situation of patients in advanced
palliative units, advanced palliative home care and in hos-
pices.[3–8, 27–31] However, there are no specific descriptions
of how nurses experience working with palliative care pa-
tients in an oncology ward in a Swedish hospital. This study
can contribute to increased understanding of the working sit-
uation and needs of nurses working in palliative care.

1.3 Aim

The aim was to describe how nurses experience working
with patients in palliative care in an oncology ward.

2 Methods
The study was empirical with a phenomenological-herme-
neutic approach and methodology developed by Lindseth
and Norberg.[32]

Phenomenology was established by Husserl who saw hu-
man beings as conscious beings capable of perceiving other
conscious beings. Phenomenology deals with attempting
to understand and describe experiences of a given phe-
nomenon. Experiences and interpretations of the phenome-
non form the basis for how the individual perceives and acts
in relation to the surrounding world. A core concept within
phenomenology is that of “life world”. It can be described
as the reality we live in; the reality in which we find our-
selves. The goal is to try to explore and understand the
world in which humans live.[32]

Hermeneutics is the theory of interpretation aiming to create
understanding and meaning about phenomena. Core con-
cepts within hermeneutics are preunderstanding, meaning,
sense and interpretation. The phenomenological-hermeneu-
tic method has also been inspired by Ricoeur. According to
Ricoeur,[33] preunderstanding of life is created by the sort-
ing of experiences to answer the questions “what”, “why”,
“who”, “how”, “with whom” and “for whom”. By means of
narration human beings can convey their feelings and expe-
riences. The experience of the phenomenon is always per-
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sonal and can be conveyed to others in the form of a narra-
tive. By interpreting narratives, one can clarify the meaning
and convey it between people, in order to gain understand-
ing of the phenomenon and the narrating person’s life world.

By letting the nurses talk about their experiences in the con-
text of caring for palliative-stage patients, the researchers
were able to gain deeper understanding of the phenomenon
and the nurses’ experiences.

According to Ricoeur,[33] a text contains an inner structure
containing more meanings than the researcher’s intentions.
In the first phase, the inner structure can be clarified by
structural analysis. In the second phase, meanings are inter-
preted by hermeneutic interpretation. The structural analy-
sis is a stage between naive reading and critical interpreta-
tion.

2.1 Selection criteria and respondents

Strategic selection, meaning the researchers selected the
people considered appropriate for the study’s aim, was used
for the study.[34] In this study, strategic selection in prac-
tice meant the researchers automatically selected the first
available and appropriate nurses for study inclusion. The
advantage of this selection is that the researchers can select
the people suitable in relation to the research questions. The
inclusion criterion was that the nurses had to work in a pal-
liative oncology ward in somatic hospital care.

To establish contact with nurses in a palliative oncology
ward, an informational letter was first sent to the respon-
sible hospital director of a major university hospital in west-
ern Sweden, requesting permission to contact the staff and
carry out the interview study. Upon receipt of the director’s
approval, an informational letter was sent to the ward direc-
tor.

One of the researchers visited the ward at two occasions to
ask the nurses present whether or not they would like to par-
ticipate. At the first visit, four nurses were asked, and three
agreed to participate in the study. At the second visit, four
other nurses were asked, and three more agreed to partici-
pate in the study. The six nurses who agreed to participate
were given written information about the study’s aim and
execution. All the nurses were informed that participation
was voluntary and that all data would be treated confiden-
tially.

The study is based on six interviews with nurses work-
ing in a palliative oncology ward in somatic hospital care.
The ward in question provides care to patients with vari-
ous forms of cancer from the entire south-western region of
Sweden. The ward’s patients may be receiving either treat-
ment for complications or palliative care. The treatments
received mainly concern cytostatic and radiation therapies.
The nurses interviewed worked with both kinds of patients
and treatments.

The study includes three nurses with several years of work
experience with patients in a palliative stage and three
nurses who recently started to work with palliative-stage pa-
tients in an oncology ward. The nurses were aged from 28
to 43 and all were women. The nurses’ work experience as
nurses ranged from a couple of months to 17 years. Two
nurses had worked for over five years in the oncology ward,
two for over a year, and two had recently started to work in
the ward. Two nurses had specialist oncology training and
four nurses were newly graduated nurses.

In Sweden, the basic nursing program is a three-year pro-
gram, corresponding to 180 higher education credits (HEC).
As part of this program, the nursing students must pass a
specialized 7.5 HEC course in palliative care. Specialist
oncology training encompasses an additional 60 HEC of
courses, including palliative care. Palliative care nurses may
adhere to the Swedish Council for Palliative Care, which of-
fers additional palliative care certification when a nurse has
completed 10 to 15 HEC of palliative care coursework, in
addition to the basic nursing program; however, this was
not a selection criterion for this study.

2.2 Data collection

Data collection was carried out by two researchers (MT,
GLP). Six nurses in the oncology care ward at a hospital in
western Sweden were interviewed individually in the spring
of 2011. The interviews took place in an undisturbed meet-
ing room at the nurses’ place of work, so as to ensure the
interview was calm and relaxed. Care was taken to en-
sure complete privacy and confidentiality. After obtaining
the nurse’s permission to tape the interview, she once again
received both written and oral information about the inter-
view’s voluntary nature. The interviews were taped and
lasted for 30 to 45 minutes. Subsequently, the interviews
were transcribed verbatim.

According to Lindseth and Norberg,[32] a narrative interview
is the best method for catching the respondent’s life experi-
ences. With the help of narrative texts, the researcher is able
to gain insight and understanding into the respondents’ ex-
periences and life world. During the interview an interview
guide was used. A first open-ended question was put to the
respondents: “Can you tell me about your experiences in re-
lation to the care of palliative-stage patients?”. To increase
the researcher’s understanding of the respondent’s narrative,
follow-up questions were asked, for instance: “Could you
explain what you mean by that?”.

2.3 Analysis

The analysis was carried out according to phenomeno-
logical-hermeneutic methodology and the text was pro-
cessed through the following three phases: naive read-
ing, thematic structural analysis, and interpretation of the
whole.[32]
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Naive reading means the researcher reads the text naively
several times in order to obtain a first understanding of it as
a whole. In this phase the researcher must lay his preunder-
standing aside.[32] The researchers read the text individually
several times to obtain a view of the whole and an idea of
the data’s meaning. The naive preunderstanding was contin-
uously compared with the thematic structural analysis. As
the naive preunderstanding could not be complete before the
thematic structural analysis was complete, one can say that
the naive preunderstanding and the thematic structural anal-
ysis were created at the same time.

Thematic structural analysis, the second phase of the analy-
sis process, is a methodological example of interpretation of
the text by means of division of the text into meaning units,
i.e. words, sentences, several sentences, or sections relevant
to the study’s aim.[32] The meaning units were read jointly
by the researchers several times to consider their content.
The phenomenological part of the method was used when
selecting the meaning units. Meaning units were found in all
of the six interviews. Subsequently, the meaning units were
condensed to shorten the text and make it easier to handle,
while maintaining the essential content. After the reading,
similarities and differences in the condensed text were iden-
tified in order to develop subthemes and themes. Once the
condensing was complete the interpretation process started.
When developing the themes and subthemes the researchers
used their preunderstanding of the phenomenon. This pro-
cess resulted in the emergence of new meanings and deeper
understanding of the text. The condensed text units were
regrouped into subthemes several times, depending on the
changes made to the preunderstanding and the comparison
of the preunderstanding with the naive reading of the text.
Three themes with related subthemes were developed and
are the final result of the thematic structural analysis.

During the third and last phase of the interpretation pro-
cess, the interpreted whole, the text was once again seen as
a whole in relation to the study’s aim, the naive understand-
ing, the result of the structural analysis, and the researchers’
thoughts and preunderstandings, to form a new whole. In
this phase, subjective openness was adopted and the new
whole combined with the researchers’ preunderstanding en-
tailed the emergence of new, previously hidden impressions
from the text. This brought about a new whole and deeper
understanding.[32]

During the interviews, the authors asked follow-up ques-
tions and, when necessary, guided the interviewees back to
the issue. To reduce bias, the researchers were mindful of
the risk that their participation may influence the content
of the interview. During the interview analysis process, all
the authors (MT, GLP and SP) first read and analyzed each
interview on their own, then repeated the process together,
carefully identifying and considering alternative interpreta-
tions. To strengthen the study’s reliability, the data collec-
tion method, the analysis process, and the practical execu-

tion have been described.[32, 34]

2.4 Ethical considerations

The study complied with the relevant ethical recommenda-
tions of the Swedish Research Council.[35] The following
four ethical requirements were taken into account: purpose,
information, informed consent, confidentiality. Both writ-
ten and oral information about the study, its aims and use,
and the nurses’ right to cease participation at their leisure,
was provided. In particular, it was explained how the study
could contribute to better understanding of nurses’ experi-
ences of caring for palliative-stage patients. Prior oral and
written consent was obtained from the responding nurses
before launching the study. A coding system was used to
anonymize the responding nurses’ names and workplaces.

3 Results
3.1 Naive reading

The naive preunderstanding, or the first understanding of the
text as a whole, indicated that it is important for nurses to
be able to talk with patients and relatives, about the patient’s
condition and symptoms and about death and existential an-
guish. The interviewed nurses stated that they experience a
feeling of acknowledgment as a result of positive response
from patients and relatives. The work in a palliative care
ward is psychologically trying and the nurses need coach-
ing and professional skills to handle their own feelings.

3.2 Thematic structural analysis

Based on the naive reading, a thematic structural analysis
was performed. The analysis generated three themes and
their subthemes, which are presented below in the order
used in Table 1.

3.3 Strengthening professional self-confidence

Strengthening professional self-confidence means being
safe in one’s professional role, being acknowledged by pa-
tients and relatives, cooperating with colleagues and other
professional groups, and separating work and private life. In
order to feel safe in one’s professional role, the interviewed
nurses believed it is necessary to constantly search for new
knowledge, in particular knowledge pertaining to medical
science, caring science and the use of technical equipment.
The acknowledgment that nurses receive from the patient
and/or relative takes the form of expressions of gratitude,
positive responses, and emotional closeness. To coordinate
the caring provided to patient and relatives, the nurses un-
derlined the need for establishing good cooperation between
colleagues and other professional groups. Professional self-
confidence includes separating work and private life.
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3.3.1 Being confident in the professional role

The nurses stated that nurses must be confident in their pro-
fessional role in order to be able to have a professional de-
meanor in the meeting with the patient. This requires apply-
ing a holistic perspective on the care provided to the patient.
The nurses described the need of using oneself and one’s ex-
periences when providing care to palliative-stage patients,
and when dealing with unexpected events. The more meet-

ings nurses have had with end-of-life patients, the safer they
experience both their role as nurses and the palliative care
provided.

“I now feel much safer in my role as a nurse
. . . I now feel comfortable. It takes a while to
develop, it really does. It isn’t something one
can do in a week.” (R6)

Table 1: Description of themes and subthemes
 

 

Themes Subthemes 

Strengthening professional self-confidence Being confident in the professional role 

 Being acknowledged by patients and relatives 

 Cooperating with colleagues and other professional groups 

 Separating work and private life 

Developing communication skills Talking with the patient 

 Talking with the relatives 

Having time for reflection Talking about one's feelings 

 Coaching  

 

The nurses with limited experience of palliative care expe-
rienced difficulties when trying to have a professional de-
meanor towards patients and relatives. The difficulty could
consist in separating one’s own feelings from those of the
patient, to not enter too far into the patient’s and his or her
family situation. The nurses stressed the importance of be-
ing available to relatives, of providing them with support in
the difficult situation. With the help of the nurse, relatives
can handle the situation in the best possible way.

“I must be present and provide support so
the patient and the relatives can handle the sit-
uation. To be there. I’m not there to take care
of their family and death. That’s their business.
It’s like a birth, but in the other direction. I’m
supposed to be there, and help them with their
anxiety and fear.” (R1)

The nurses believed that being insightful and having expe-
rience contribute to understanding and accepting that com-
plete symptom alleviation is not always possible. This is
something one must accept. Nurses with little experience of
the provision of palliative care experienced anxiety and in-
security in their professional role. These feelings concerned
the dosages given to the patient, in particular for the purpose
of pain relief.

“When one is completely new, one doesn’t
really know what to give, one doesn’t know the
doses. When looking back I realize this wasn’t
good. Sometimes I gave all the things avail-
able, which wasn’t right. It hurts when there is

a death and one feels one failed to alleviate the
pain.” (R1)

The nurses felt that working in palliative care is instructive
and offers new knowledge and experiences daily. Knowl-
edge identified by the nurses in particular included the han-
dling of technical equipment, placing peripheral venous
catheters (PVC) and central venous catheters (CVC), and
medical knowledge. The nurses considered it important to
continuously search for new knowledge, in order to develop
their professional role and to have a professional demeanor
when meeting palliative-stage patients and relatives.

“I think one learns a lot of things all the
time. I learn something every day and it’s very
exciting and there are always new problems that
have to be solved . . . to find out why something
happened and sort it out.” (R3)

The nurses believed that daring to be present in the meet-
ing with the patient entails the nurse using, and develop-
ing, her knowledge and experiences in the meeting with the
palliative-stage patient. Daring to be present in the care of
end-of-life patients also requires a certain degree of emo-
tional maturity. The nurses believed that professional ex-
perience improves their emotional maturity. They also felt
they need skills in various domains in order to have a holis-
tic perspective on the patient’s situation.

“But you can always develop yourself, you
can always do things better, there is always
something to do. It’s so enormously gratify-
ing. You use yourself all the time, although
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maybe not so much at first, because then one
is so focused on medication and the patient’s
physical problems. But when one has mastered
that part one can focus more on the patient’s
mental state.” (R1)

3.3.2 Being acknowledged by patients and relatives

Working in palliative care entails becoming close with the
patient and the relatives, which may become emotional for
the nurse. The proximity with the patient’s and relatives’
feelings, the death, and the general situation further add
to the nurse’s emotional burden. The nurses experienced
gratitude and positive response from, and emotional close-
ness with, relatives as confirmation of their professionalism.
Such signs of appreciation make nurses feel happy and con-
tent in their work; some even see it as a gift.

“I’m very happy to be working in palliative
care. Even though it can sometimes be very dif-
ficult to bear, I do love my work. It can be hard,
but it also gives me a lot in return. It really
does. One can do so much for both patients and
relatives, so as to make the last time as good
as possible for them. There aren’t many jobs
where one gets so much recognition as we do
in many cases. In general, the patients are sat-
isfied with the care we provide, which is very
gratifying to know.” (R6)

The nurses believed it is important to want to provide the
best possible care in order to be acknowledged by the patient
and relatives. To attain this goal, the nurses underlined the
need of taking an interest in the patient, his or her needs and
wishes, and those of any relatives involved, and of paying
attention to the patient’s dignity before and after the death.

“If one is truly interested in the patient ev-
erything can be taken care of during the jour-
ney; one always gets there somehow. If one
really cares about the patient dying in a good
way, solutions will be found. However, if you
are not interested in the patient, then you cannot
work with this kind of thing.” (R2)

3.3.3 Cooperating with colleagues and other profes-
sional groups

The nurses considered it important to be able to collaborate
with colleagues and other professional groups. To work in
teams was seen as strengthening when dealing with diffi-
cult situations and hard decisions. The nurses felt a need
of receiving help from colleagues to handle the strain. Col-
leagues can provide comfort by saying that everything pos-
sible was done for the patient and that the right decisions

were taken. Asking for help from more experienced col-
leagues is a way to achieve a sense of safety in one’s profes-
sional role.

“One thing that has helped me a lot in this
kind of nursing is the feeling of being one of
the team; I think it’s a fantastic team. Already
from day one, I really felt the help and support
provided by my colleagues.” (R6)

Constant team work was seen as positive by the nurses, as
it helps them adjust the care to the palliative-stage patient’s
needs and alleviate the strains on the staff. The possibil-
ity of creating good relationships between colleagues im-
proves both the working atmosphere and the patient’s pallia-
tive care. In the nurses’ opinion, the opportunity to express
thoughts and feelings to colleagues and other healthcare per-
sonnel provides a sense of safety.

“There are periods when you don’t have the
energy. You have to take a break. You must
realize that you cannot have family after fam-
ily. You must take a break. Then one has to
tell a colleague: I see she is so sad and I cannot
handle it.” (R4)

3.3.4 Separating work and private life

The nurses believed that their private life is important for
their ability to work with palliative-stage patients. The
nurses saw a risk of taking work with them home, which
can be emotionally trying and detrimental to private life and
the quality of the care provide to palliative-stage patients.
Nurses who are in the early stages of their career find it more
difficult to disconnect from work during their private time.

“When one has just begun as a novice, one
doesn’t see when one is going too far, I think.
One has to stop a little, not get into it too deeply,
not forget there is a difference between oneself
and the relatives.” (R1)

Private life was seen as a resource and asset for the nurses.
Having a hobby makes nurses feel better mentally, as they
provide an occasion for nurses to air the difficult emotions
encountered at work. The nurses also believed that it is im-
portant to separate work and private life, and to have a sat-
isfying and relaxing leisure activity.

“I think that if you are going to do this kind
of work, you should have something to do in
your spare time, something that boosts your en-
ergy. I think it is hard to constantly be giving
things to people, constantly emptying oneself,
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without getting anything back. This balance
works well for me. It enables me to constantly
recharge myself.” (R6)

3.4 Developing communication skills

The nurses described communication as being a matter of
continuously informing the patient and his or her relatives
of the patient’s state, symptoms, and medication. Problems,
such as fear, anxiety and uncertainty about the future, can
emerge among patients and relatives if the information is
insufficient. The nurses observed that entering into dialog
with the patient and relatives requires an ability and willing-
ness to answer questions and speak about sensitive subjects,
such as suffering and death.

3.4.1 Talking with the patient

The nurses believed that palliative-care communication
skills require experience in talking with patients about, for
instance, treatments and pathophysiology. The quality of
the communication with the patient depends on how close
the nurse has become with the patient and on the nature of
the nurse-patient relationship. The nurses found that a well-
informed patient is aware of his or her symptoms, and their
underlying reasons, and thereby becomes less anxious about
the future. In the nurses’ view, the most important infor-
mation is that informing the patient of the decision to halt
treatment and the decision’s underlying rationale.

“If one is well-informed it works; it be-
comes much easier later when they become
worse. If everyone agrees treatment should
stop, that cessation is the right thing, then the
right information has been given.” (R1)

However, some nurses stressed that it is more important to
listen to what the patient wants to talk about than to focus
on medical matters. The nurses observed that some patients
are not verbal and do not express a need of talking. At such
occasions, it is important to pay attention to the unsaid, to
pay attention to the patient’s non-verbal expressions of pain,
anxiety and fear.

Talking about death and the end of life can be emotionally
exhausting for nurses. Such talks can provoke strong feel-
ings of discomfort and anxiety for nurses. When feeling un-
certain and fearful of speaking about death, nurses may even
avoid the discussion with the patient entirely. The nurses
stated that they are forced to maintain emotional distance
to remain functional in their work. Sometimes this avoid-
ance is due to the nurse’s own fear of confronting death and
existential anxiety.

“I feel it is very difficult to speak with them
about the existential issues . . . We need more

knowledge and guidance about how to manage
these talks when they are close to death and
anxious . . . Just starting to talk about such is-
sues can be very difficult.” (R4)

3.4.2 Talking with the relatives

Serious illness affects all family members. The nurses be-
lieved that it becomes easier to meet the patient’s needs if
they create a good relationship with the relatives. The nurses
noted that relatives are often worried for the future. Accord-
ing to the nurses, relatives need the information early on in
order to be able to be present throughout the course of the
illness. Failing this, the relatives cannot understand the sit-
uation, and cooperation with them becomes difficult. The
information should be repeated, as many times as needed,
to increase the relatives’ understanding and to give them a
chance to come to terms with the situation.

“Sometimes we think the relatives know
enough, but I think we give them too little infor-
mation, especially medical information.” (R1)

3.5 Having time for reflection

The nurses believed that having time to think about and to
discuss their feelings and experiences, in order to confirm
their thinking and to cope, is an important part of their work.
Different kinds of discussions are needed, such as coach-
ing, discussions among the entire working group, and dis-
cussions with individual colleagues.

3.5.1 Talking about one’s feelings

The nurses felt a need to talk about their feelings about diffi-
cult cases. The question of the handling of emotional stress
was a central theme in the nurses’ narratives. Caring for
end-of-life patients is a complicated and extensive process,
which often leads to emotional strains. Many of the nurses
expressed a wish for higher quality in the care provided to
dying patients. Whenever they feel they cannot provide the
right care, they feel stressed and disappointed.

“You need to talk through the patient case
in order to get over it. That’s why you are emo-
tionally finished, because you have nothing left
to give.” (R1)

The nurses felt that it is more difficult to take care of young
palliative-stage patients than older patients. Younger pa-
tients are more emotionally draining and bring about feel-
ings of fear for one’s own health or that of one’s family
members. The nurses noted that when they become closer
to some patients and relatives, they also become more emo-
tionally touched. A nurse caring for an end-of-life patient
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experiences great frustration when she cannot help the pa-
tient. This frustration becomes worse when the nurse can
identify with the patient, for instance if the nurse and the
patient are close in age or there is a proximity in age be-
tween the nurse’s children and the patient.

“I think it differs from patient to patient. It’s
a question of [the patient’s] age . . . a young pa-
tient or an 80-year-old patient. It depends on
how close one has become to the patient and the
relatives. One is more touched by the younger
ones. It hurts more. One thinks of their rela-
tives and small children. It is these patients one
really needs to talk more about.” (R4)

The nurses believed that the caring for end-of-life patients
provokes emotional reactions, such as sadness, frustration,
helplessness and inadequacy. Caring for patients who are
about to die, and not being able to help them, causes frus-
tration and emotional stress. Nurses are forced to confront
their own existential anxiety and often think of the patients,
leading to in particular mental stress.

“I chose to not take care of that patient, to
say no in order to cope with the job and take
care of other patients not in a palliative stage.”
(R1)

3.5.2 Coaching

The nurses believed that it is important to receive regular
coaching by professionally trained staff. Coaching, in this
setting, means having dedicated time to discuss, guided by
professionals, difficult patient cases, so that nurses can learn
from each other. Coaching also includes discussion about
one’s work situation and receiving acknowledgment from
colleagues and management.

3.6 Interpretation of the whole

During the third and last phase of the analysis process all
of the study’s parts were gathered together and a new whole
was created. This new whole, combined with the preunder-
standing, uncovers the meaning hidden in the text. Thereby
new meaning and deeper understanding of the phenomenon
are gained.[32]

The interviewed nurses underlined the importance of grow-
ing in their role as a nurse, which requires increasing one’s
medical and professional knowledge and experience. Con-
fidence as a nurse increases with experience. A new nurse
may therefore find it difficult to handle the challenging situ-
ations that appear when caring for end-of-life patients. The
new nurses stated that the medical part of palliative care is
often a source of insecurity, for instance when issuing med-
ication and handling technical equipment. The nurses noted

that being present for the patient and relatives, and provid-
ing appropriate responses to their questions and emotions, is
an important part of palliative caring, and that this requires
professional maturity.

The nurses stated that they need continuous learning about
human development, in particular psychology. It is also im-
portant to be able to read the patient’s and relatives’ needs,
in order to be one step ahead in the illness process and be
prepared for complications and changes in terms of needs.
Acknowledgment from patients and relatives is very impor-
tant for nurses, both as professionals and as human beings.

In order for the care for palliative-stage patients, and their
relatives, to be a success, it is important to establish and
maintain good communication. Good communication in-
cludes providing difficult information to both patient and
relatives, and being able to discuss existential pain with
them. The nurse can, by simply being present and avail-
able, invite the patient and the relatives to talk about their
feelings about the illness and death.

The nurses also noted the importance of having good com-
munications with colleagues. Talking with and getting sup-
port from colleagues is a source of strength that helps nurses
cope with the strain of providing palliative care.

All the nurses stated that it is very important to have time
to think about and discuss the experiences and feelings en-
countered when caring for end-of-life patients. The work
pace is high and nurses feel there is no time for reflection.
The nurses noted that they sometimes think about their pa-
tients and work during their leisure time. Nurses use dif-
ferent strategies to process their feelings, such as going for
walks to think things over. The nurses stated that their work
can have a negative impact on their private life, for instance
by making them less social with their family. The nurses
noted that it is very important to separate work and private
life, in order to find the strength necessary for coping with
the caring for palliative-stage patients.

4 Discussion
The results show that quality palliative care requires
medical-technical knowledge, medical knowledge, experi-
ence of palliative caring and professional and personal self-
confidence when caring for dying patients. When meeting a
dying patient and his or her relatives, the nurse faces a ma-
jor emotional challenge, which may be overpowering if the
nurse does not feel mature in her professional role. Accord-
ing to Eriksson,[24, 25] the nurse’s ability to face and alleviate
the patient’s suffering depends on the nurse’s own maturity.
Eriksson observes that one of the nurse’s most important
tasks is to alleviate the patient’s suffering and to provide
comfort. An earlier study confirms that nurses meeting suf-
fering and death in their daily work are forced to deal with
existential questions about life and death.[36]
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Newly graduated nurses can experience the caring for dy-
ing patients and their relatives as very trying. The demands
nurses make on themselves can affect their self-esteem as a
person and as a nurse. If new nurses compare themselves to
more experienced nurses, they may feel disappointed with
themselves and become insecure in their professional role.

Daring to be present can be interpreted as the nurse using all
her senses and inner resources to alleviate the patient’s and
relatives’ suffering. In order for the nurse’s palliative-care
knowledge and skills to develop, she must take the time to
see the whole patient and his or her situation. This means
that the nurse must have, in addition to medical knowledge,
self-knowledge and an inner desire to provide good pallia-
tive care. According to the interviewed nurses in this study,
the core issue when providing palliative care is the ability to
see the patient’s and relatives’ needs as a greater whole.

The nurses underlined the importance for them of the pos-
itive acknowledgment received from patients and relatives.
All the nurses stressed that they liked their work very much
and that they would not want to work with anything else.
The nurses were content with their work, despite the fact
that it is trying to meet dying patients every day. According
to Friedrichsen,[37] palliative-care nurses have certain char-
acteristic traits: they are outgoing, self-confident, percep-
tive and group-oriented. Nurses working with end-of-life
patients also need, besides their medical knowledge, knowl-
edge about life issues and existential philosophy. An earlier
study confirms that the meeting with the dying patient forces
the nurse to deal with existential questions about the mean-
ing of life.[38]

The interviewed nurses stressed the value of developing
one’s communication skills in relation to the patient and rel-
atives. According to Karlsson and Sandén,[39] good pallia-
tive caring demands successful communication and a good
relationship with the patient and relatives. Good commu-
nication comprises, in Twycross’s view,[40] being capable of
providing information that the patient can understand and of
developing relationships. The creation of good communica-
tion requires good self-insight and awareness of one’s own
failings. This reasoning is in line with Reitan’s claim[41] that
nurses must have the will and courage to take an active inter-
est in the patient’s needs and problems. The nurse must be
capable of facing her own fear and aversion to difficult talks.
The nurse’s fear of not being able to handle the emotional
talk can lead her to not talk at all.

Suffering consumes a person’s dignity[24, 25] and often this
leads to the person not talking about his or her suffering and
needs. For the sake of providing the best possible care, it is
therefore important the nurse interprets the patient’s and rel-
atives’ various signals correctly. An earlier study describes
how important it is that the nurse understands the patient’s
experience of the loss of body control, and that the nurse can
interpret the patient’s needs.[36]

This study shows that nurses need personal maturity and
life- and work experience, in order to dare enter into discus-
sion with the patient about his or her fear of, and questions
about, suffering and death. The nurse’s own fear and feel-
ings about death can make her avoid difficult discussions
with the patient. In particular newly graduated nurses, with
little or no experience of dealing with palliative-stage pa-
tients, can experience feelings of loneliness and inadequacy
in the meeting with patients and relatives. Such feelings
among nurses have been observed in earlier studies and have
been linked to their lacking ability to communicate with pa-
tients and relatives[2] and their insufficient training in among
other things communication.[42] The talk with the patient
is often emotionally charged and difficult for the nurse to
handle.[43] This is why the nurses in this study, in particular
those with little work experience, expressed feelings of frus-
tration, inadequacy and failure in their role as nurses. The
struggle to provide quality care to patients and relatives can
be hard when the nurse cannot live up to the expected ideal.

The daily meeting with suffering and death can lead to feel-
ings of emotional emptiness among nurses. In a study by
Sandgren,[44] it emerged that nurses can feel emotionally
overburdened when they lack social competence and sup-
port from colleagues. Meeting suffering patients and rela-
tives is emotionally and psychologically draining for nurses.
It is important to be able to seek support from colleagues
with longer work experience. The opportunity to talk about
one’s feelings strengthens the nurses’ ability to continue
with their work. Nurses also need support from managers
and other professional groups, including physicians, in or-
der to be able to handle difficult situations with palliative-
stage patients and their relatives.

According to Eriksson,[24, 25] religious belief can be a source
of courage and strength for nurses dealing with palliative-
stage patients and their suffering and death.

The nurses in the study underlined the importance of sep-
arating work and private life. In order to cope with the
work and feel emotionally well, nurses need a functioning
private life. The nurses noted that leisure activities are a
way to distance oneself from work and to regain energy.
Karlsson-Källström[36] speaks about the nurses’ need to dis-
tance themselves from death by socializing with family and
friends, having leisure activities, and being outdoors. Sep-
aration between work and private life is the foundation of
the nurses’ well-being and emotional balance. Separation
safeguards nurses from being emotionally drained by their
workplace experiences.

The results of earlier research on palliative care[2, 45] has
underlined the great psychological strain experienced by
nurses. To develop palliative care, further studies are needed
about palliative care nurses’ work situation. Nurses need
more support and coaching in order to handle their feelings
and experiences and to develop as professionals. According
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to a Swedish government official report,[3] palliative care
should be a priority issue. It is therefore important to study
palliative care from the nurses’ perspective, as there is a
clear link between the well-being of palliative care nurses
and the quality of the care provided to palliative-stage pa-
tients.

This study has made three main contributions to the field:
1) The finding that caring for palliative-stage patients re-
quires medical-technical knowledge, medical knowledge,
experience of palliative caring, and professional and per-
sonal self-confidence. 2) The finding that nurses need reg-
ular coaching by staff and professionals with more experi-
ence dealing with and processing suffering, death and re-
lated existential issues. 3) The finding that nurses need to
separate work from private life and have satisfying and re-
laxing leisure activities. These three factors are necessary
for nurses to achieve well-being in their work and provide
quality care to palliative-stage patients and their relatives.

4.1 Study limitations

Phenomenological-hermeneutic method was used for the
data collection to study nurses’ experiences of caring for
palliative-stage patients. Lindseth and Norberg[32] state that
the interviewer should encourage the respondent to talk as
freely as possible about the subject matter, and ask open-
ended follow-up questions to increase the preunderstanding
of the respondent’s narrative.

To strengthen the study’s validity, the researchers have pro-
vided quotations from the interview texts.[34] To strengthen
the study’s reliability, the researchers have carefully de-
scribed how the interviews were carried out, and how the
data collected was transcribed, processed and analyzed. The
research group has continuously discussed the study and
strived to maintain as open-minded an attitude as possible.
Throughout the research process the hermeneutic spiral has
been used[46] to shift between the text’s whole and its parts.

Strategic selection[34] was used with the hope that the data
would provide a wide range of nurse experiences of caring
for palliative patients. The respondents were of different
ages and had different lengths of work experience in pal-
liative care. Strategic selection could be seen as possible
coercion. However, the researchers repeatedly underlined
the voluntary nature of participation, and reminded the re-
spondents that they could discontinue participation at any
time.

In phenomenological-hermeneutic method the text is an-
alyzed using preunderstanding and interpretation of the
text. The researchers’ preunderstanding can be a resource
strengthening the understanding of the respondents’ experi-
ences; conversely, it can be a hindrance if it influences and
restricts the researcher’s open-mindedness. The researchers
have tried to be as open-minded as possible during the naive
reading of the text. To reduce the possibility of bias, the

researchers carefully kept in mind the fact that they, due to
their participation in the qualitative interview setting, may
have an impact on the interview’s content.[34]

The purpose of phenomenological-hermeneutic analysis be-
ing to highlight the individual’s experience, not to gener-
alize, the researchers limited the study population to six
nurses. As the purpose was to analyze the phenomenon
qualitatively, not to quantify it or be representative of the
study population, strategic selection was considered appro-
priate.[32, 34] The fact that the study population comprised
only women may be seen as a limitation.

4.2 Practical implications and further research

The study’s results show that nurses feel that time should
regularly be set aside for reflection and coaching. They
feel that discussion about their experiences and thoughts
with colleagues and other professional groups involved in
palliative care provides opportunities for learning together
and from each other, and for increased professionalism in
the meeting with the palliative-care patient and relatives.
Coaching is needed so that nurses can speak about their
palliative-care work situation and receive help to process
their emotions. Team work provides a sense of safety when
handling difficult situations and taking difficult decisions.
This study can provide guidance and help for understanding
the needs of palliative-care nurses and other staff in similar
positions in the healthcare organization. The findings can
be of benefit both to palliative care nurses, individually or
acting as a group, and to healthcare organization managers.

5 Conclusion
The importance of having a holistic perspective, encom-
passing understanding of both the patient’s and the rela-
tives’ needs, emerges as the core of palliative care. To
be able to provide care for palliative-stage patients nurses
need professional experience, self-confidence in their role
as a nurse, medical knowledge, self-insight, and personal
maturity. In order to handle the heavy emotional strain
caused by their work with palliative-stage patients, nurses
need support from colleagues and hospital management.
Palliative-care nurses need dedicated time for reflection and
coaching to handle their feelings and difficult meetings with
palliative-stage patients. Being able to separate work and
private life strengthens the nurse’s ability to provide quality
palliative care.
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