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Objectives: To explore the status of nurses’ the quality of palliative nursing care, analyze the potential characteristics and influencing factors of different types of nurses’ the quality of palliative nursing care, and provide reference for formulating intervention programs of nurses’ the quality of palliative nursing care.

Methods: A total of 316 nurses from three hospitals in Liaoning Province were selected by using convenience sampling method in April 2024. General information questionnaire, the Palliative Nursing Care Quality Scale (PNCQS), Meaning in Life Questionnaire, the Chinese version of the Bradley Attitude Assessment Questionnaire, and the Coping with Death Scale Short Version were used to investigate. SPSS 26.0 and Mplus 8.3 were used for data analysis.

Results: The score of the quality of palliative nursing care was (3.76 ± 0.77), and two latent profiles were identified: the low-quality group and the high-quality group, accounting for 47% and 53%. Attitude of nurses toward palliative care, meaning in life, and coping with death competence were the factors influencing the potential categories of nurses’ the quality of palliative nursing care (P < 0.05).

Conclusion: Nurses’ the quality of palliative nursing care was in the medium level, and there were two potential categories: the low palliative nursing care quality group and the high palliative nursing care quality group. Nursing managers should take precise measures according to different potential categories of influencing factors to improve the quality of palliative nursing care.
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1 Introduction

Palliative care aims to provide caring services through comprehensive medical and emotional support to help patients achieve comfort and dignity in the final stages of life. The quality of palliative nursing care is an important index to measure the quality of death and an important condition to ensure the sustainable development of palliative care (1). A study showed that nurses assume various roles in the palliative care process, such as professional caregiver and multidisciplinary team coordinator (2). Nurses are the main providers of palliative care and the core force for promoting the development of palliative care in Chinese. Accompaniment can enable patients to have a fulfilling and high-quality life experience, thereby improving their psychological state and happiness. The quality of palliative nursing care directly affects the quality of life of the patients and their families. The quality assessment of palliative nursing care and the exploration of influencing factors can help managers identify quality deficiencies and provide valuable insights for future strategy development. The Palliative Nursing Care Quality Scale (PNCQS), developed by Zulueta-Egea in 2020 (3), was designed and validated by nurses working in palliative care. The scale was introduced to China by Hao (4) in October 2023 and has good reliability and validity. Latent profile analysis (LPA) is an individual-centered classification statistical method, which can judge the potential characteristics of individuals according to their response patterns on explicit variables, and include individuals with similar characteristics into the same category and calculate the category distribution probability (5) to provide an effective basis for accurate intervention. In China, there have been no studies on categories or groups of nurses’ the quality of palliative nursing care obtained by potential profile analysis. In this study, LPA was used to study nurses’ the quality of palliative nursing care and explore the characteristics of each classification, aiming to provide reference for formulating the intervention plan of nurses’ the quality of palliative nursing care.



2 Materials and methods


2.1 Participants

A convenience method was used to the qualified clinical nurses in three hospitals in Shenyang in April 2024. The inclusion criteria were (1) possession of a nurse practitioner’s license; (2) More than 1 year of working time; (3) informed consent and voluntary participation in this survey. The exclusion criteria were nurses on maternity leave, sick leave, internship or advanced training. As previous research suggested a minimum sample size of 300–500 for LPA studies (6), a total of 316 nurses were involved in this study.



2.2 Procedures

Contact the head nurses in each ward of the hospital, inform them of the purpose of the study, and investigate after obtaining consent. The head nurse sent the QR code of the questionnaire star to the nurse to scan the code and fill in. Each question was set as a required answer. Each account could only be filled in once, and the filling time was 8–10 min.



2.3 Measures


2.3.1 Socio-demographic questionnaire

Self-designed after a preliminary review of the literature. These include gender, nationality, religious faith, age, marital status, education, job title, department position, current department, income per month, working time in clinical nursing (years), whether you are specialist nurses or not, familiarity with palliative knowledge, years of palliative contact, number of terminal patients cared for in the last 6 months, whether you have received or participated in courses/training related to palliative care, whether you have the experience in caring for the terminal family member, whether you have discussed death with the patient, whether you have discussed death with the patient’s family, self-assessment of palliative work competence.



2.3.2 Palliative Nursing Care Quality Scale (PNCQS)

Palliative nursing care quality scale developed by Zulueta Egea (3) and Chineseized by Hao (4) was used to assess nurses’ the quality of palliative nursing care. The scale has five dimensions, which are control and relief of symptoms (three items), family and/or main caregiver (five items), therapeutic relationships with the patient and family (five items), spiritual support (five items), and continuity of care (two items), and has 20 items. The scale was based on a five-point scale with values from 1 (almost never) to 5 (almost always), with a total score ranging from 20 to 100 points and higher scores indicating the higher perceived quality of palliative nursing care. The scale yielded good internal reliability, with a Cronbach’s α of 0.94.



2.3.3 Bradley Attitude Assessment Questionnaire

Bradley Attitude Assessment Questionnaire developed by Yale University School of Medicine (7) and Chineseized by Zhou Min (8) was used to assess the attitude of nurses toward palliative care. The scale has three dimensions, which are professional responsibilities and roles (four items), hospice care effectiveness (five items), and nurse-patient communication (three items), and has 12 items. The scale was based on a five-point scale with values from 1 (strongly disagree) to 5 (strongly agree), with a total score ranging from 12 to 60 points and higher scores indicating the better attitudes of nurses toward palliative care. In this study, the Cronbach’s α value was 0.89.



2.3.4 Meaning in Life Questionnaire

Meaning in Life Questionnaire was developed by Steger (9) and revised by Gan Yiqun (10). The scale has two dimensions, which are sense of existential meaning (five items) and sense of seeking meaning (four items), and has nine items. The scale was based on a seven-point scale with values from 1 (strongly disagree) to 7 (strongly agree), with a total score ranging from 9 to 63 points and higher scores indicating the higher level of meaning in life. The scale yielded good internal reliability, with a Cronbach’s α of 0.83.



2.3.5 The Coping with Death Scale Short Version

The Coping with Death Scale Short Version developed by Oliver (11) and Chineseized by Qian Li (12) was used to assess coping with death competence. The scale is a single dimension scale and has nine items. The scale was based on a seven-point scale with values from 1 (strongly disagree) to 7 (strongly agree), with a total score ranging from 9 to 63 points and higher scores indicating the higher coping with death competence. In this study, the Cronbach’s α value was 0.88.




2.4 Statistical analysis

In this study, Mplus7.0 was used for latent profile analysis, and profiles from 1 to 4 were sequentially selected for fitting with the score of five dimensions of PNCQS as the exogenous variable. Akaike Information Criterion (AIC), Bayesian Information Criterion (BIC), and adjusted Bayesian Information Criterion (BIC) were used to judge the model fit, the smaller values of the three metrics indicated better model fit; Entropy is between 0 and 1, with larger values indicating better model fit (= 0.8 corresponds to 90% of cases correctly classified) (13). The fit differences among the models were compared by Bootstrap Likelihood Ratio Test (BLRT) and lo-Mendell-Rubin (LMR), and the difference was statistically significant (P < 0.05) indicated that the k-class model was superior to a model with k-1 classes. SPSS 25.0 software (14) was used for data analysis. The measurement data conforming to the normal distribution were described as means ± standard deviation (x ± s). Comparisons between groups were made employing the chi-square test and t-test. The factors with significant differences in the results of the univariate analysis were used as independent variables, and the results of the latent profiles were used as the dependent variables to conduct binary Logistic regression. The test level was α = 0.05 (two-tailed).



2.5 Ethical considerations

All participants were informed of the purpose, risks and benefits of the study before completing the questionnaire. Our research was in accordance with the Declaration of Helsinki (15) and was approved by the ethics committee of the first Affiliated Hospital of China Medical University (AF-SOP-07-1.2-01).




3 Results


3.1 Socio-demographic characteristics of the participants

Among the 316 nurses, 31 cases (9.81%) were male and 285 (90.19%) were female; age: 60 cases (18.99%) ≤ 25 years old, 96 cases (30.38%) 26–35 years old, 160 cases (50.63%) ≥ 36 years old; Table 1 displays all of the remaining general data. The PNCQS average score of nurses was (3.76 ± 0.77). The total score of the Bradley Attitude Assessment Questionnaire was (37.87 ± 3.64) points, the average score was (3.16 ± 0.30) points. The total score of the Meaning in Life Questionnaire was (45.10 ± 8.83) points, the average score was (5.01 ± 0.98) points (See Table 2).


TABLE 1 Comparison of the distribution of potential profiles of nurses’ the quality of palliative nursing care with characteristics (n = 316).
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TABLE 2 Scores of nurses’ the quality of palliative nursing care, attitude of nurses toward palliative care, and meaning in life (n = 316).
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3.2 Latent profiles analysis of PNCQS

Using the five dimensions of the PNCQS as exogenous indicators, individual-centered potential profile analysis of nurses’ the quality of palliative nursing care was performed and latent profiles models for categories 1–4 were fitted sequentially, as shown in Table 3. The AIC, BIC, and aBIC kept decreasing with the increase if the profiles, and when the number of categories was two, the entropy value was 0.896, and the LMR and BLRT values were statistically significant (p < 0.05); when the number of categories was three, the LMR and BLRT values were not statistically significant (p > 0.05), so two profiles were selected on a comprehensive basis. On the basis of the determination of the latent profile model, a chart was drawn based on scores of the two categories of nurses’ the quality of palliative nursing care on the five dimensions (see Figure 1). Compared with Class 1, Class 2 had higher scores in all dimensions, so it was named “the high palliative nursing care quality group,” accounting for 53% of the total. Category 1 had low scores in all dimensions, so it was named “the low palliative nursing care quality group,” accounting for 47% of the total.


TABLE 3 Model fit indices of latent profile analysis (n = 316).
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FIGURE 1
Response to each items in the two potential profiles of nurses’ the quality of palliative nursing care with characteristics (n = 316).




3.3 Distributional characteristics of latent profiles of nurses’ the quality of palliative nursing care

The results of the univariate analysis showed that the differences in the distribution of the latent profiles of nurses’ the quality of palliative nursing care of religious faith, whether you have received or participated in courses/training related to palliative care, whether you have discussed death with the patient, whether you have discussed death with the patient’s family, self-assessment of palliative work competence, attitude of nurses toward palliative care, meaning in life, and coping with death competence were statistically significant (p < 0.05), as shown in Table 1.



3.4 A multifactorial analysis of factors influencing latent profiles of nurses’ the quality of palliative nursing care

The two potential categories of nurses’ the quality of palliative nursing care were taken as dependent variables, and the statistically significant indicators in the univariate analysis were taken as independent variables for logistic regression analysis. The assignment of independent variables was shown in Table 4. The results of multiple logistic regression analysis showed that attitude of nurses toward palliative care (OR = 1.199, 95% CI = 1.093–1.316, p < 0.01), meaning in life (OR = 1.146, 95% CI = 1.097–1.197, p < 0.01), and coping with death competence (OR = 1.052, 95% CI = 1.010–1.096, p < 0.05) were influential factors affecting the potential profile of nurses’ the quality of palliative nursing care.


TABLE 4 The multifactor analysis of nurses’ the quality of palliative nursing care by logistic regression.
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4 Discussion

There is heterogeneity in nurses’ the quality of palliative nursing care. This study identified two potential categories of palliative nursing care quality through latent profile analysis, “low palliative nursing care quality group” and “high palliative nursing care quality group,” indicating heterogeneity. The “low palliative nursing care quality group” accounted for 47%, indicating that some nurses’ palliative nursing care quality was at a low level. At the same time, the survey found that the PNCQS average score of nurses was (3.76 ± 0.77), which was at a low level, but higher than that of Hao Yanping (4), possibly because most nurses in this study had bachelor’s degree or above. The imperfect development (16) of palliative nursing in China, not much nurses’ learning experience and inadequate staffing of human resources in clinical work may all reduce the palliative nursing care quality. After analyzing the scores of each dimension, it was found that the dimension with the highest average score was the dimension of symptom control and remission (3.87 ± 0.81), which was similar to the results of Nguyen et al. (17). It indicates that the nurses in this study had a relatively high frequency of pain assessment and symptom control, and the quality level of symptom control was reasonable, which reflects the relatively standardized and professional practice performance of nurses in palliative care in China. The average score of the spiritual support dimension was low (3.70 ± 0.81). Spiritual support is an integral part of palliative care (18, 19), but the ability of spiritual support in Chinese nurses is low. In addition to nurses’ heavy clinical work and insufficient time to provide spiritual support to patients, the lack of knowledge about spiritual care is also an important reason for nurse’ low level of cognition and practice frequency of spiritual support. The dimension with the lowest average score was the dimension of continuity of care (3.68 ± 0.92). Palliative care emphasizes that patients should have access to appropriate medical resources and receive continuous care throughout their terminal stage. The results of this study show that Chinese nurses are insufficient in the continuity of care, which may be caused by the shortcomings of the communication and coordination mechanism among Chinese medical institutions (20). In order to improve nurses’ the quality of palliative nursing care, it is suggested to improve the training system of palliative care course, rationally plan the palliative care team and pay attention to the sustainability of care.

Influencing factors of nurses’ the quality of palliative nursing care. (1) Attitude of nurses toward palliative care. The results of this study showed that the attitude of nurses toward palliative care is an important factor affecting the palliative nursing care quality. Theory of planned behavior states that behavior is guided by a person’s attitudes and beliefs (21). Therefore, improving the attitude of nurses toward palliative care is beneficial to providing palliative care to terminal stage patients in medical institutions. The results of this study showed that the total score of the Bradley Attitude Assessment Questionnaire was (37.87 ± 3.64) points, the average score was (3.16 ± 0.30) points, which was similar to the research results of Chen et al. (22) and at a medium level. Nurses with a higher level of palliative care knowledge can better understand the significance of palliative care for terminal stage patients, and have a more positive attitude, so they are more willing to implement palliative care for terminal stage patients. Therefore, nursing managers should further strengthen the training of nurses’ professional knowledge of palliative care. After analyzing the scores of each dimension, it was found that the dimension with the lowest average score was communication dimension (2.77 ± 0.50). On the one hand, it may be due to the lack of efficient communication skills of nurses, so that they cannot provide high-quality communication for patients and their families; On the other hand, under the influence of our traditional culture, nurses may avoid discussing the topic of death with them, thus affecting the communication with patients. In the process of hospice practice in the future, nurses should periodically and systematically learn and consolidate the theoretical knowledge and practical skills of hospice communication. (2) Meaning in life. The results of this study showed that the meaning in life is an important factor affecting the palliative nursing care quality. Meaning in life means that an individual feels the value of his own life and clearly understands his own direction or mission, which is composed of the dimension of sense of existential meaning and sense of seeking meaning (9). Individuals with a high meaning in life are more able to perceive the positive feelings brought by work, relieve the negative emotions in life, and make them focus on nursing work and contribute their talents and advantages (23). The results of this study showed that the total score of the Meaning in Life Questionnaire was (45.10 ± 8.83) points, the average score was (5.01 ± 0.98) points, which was similar to the research results of Liu (24) and at a medium level. This may be due to the special working environment of nurses, who often face more deaths, which inspires nurses to realize the meaning of their own life, think about their mission in limited life, and clarify and pursue their own life goals. To further improve nurses’ meaning in life, nursing managers can, on the one hand, encourage nurses to participate in the training of hospice nurses (25), and provide direction for nurses’ career development. On the other hand, nurses are encouraged to contact mental health professionals, form a correct view of life and death, respect and cherish life, and play a personal value during life. (3) Coping with death competence. The results of this study showed that the coping with death competence is an important factor affecting the palliative nursing care quality. Coping with death competence, also known as death self-efficacy, refers to the adaptive behaviors that individuals can actively make when facing death (26). It is a series of skills and attitudes or beliefs that individuals adopt when facing death events. Coping with death competence is one of the skills a nurse must have. If nurses cannot effectively face death, it will not only affect the survival experience of patients at the last moment of life, but also easily lead to dissatisfaction of patients’ families and even medical disputes. At the same time, it will also affect the physical and mental health of nurses and produce negative emotions such as fear of death and death anxiety (27). The results of this study showed that the total score of the Coping with Death Scale Short Version was (41.91 ± 9.488) points, which was at a low level. An Australian study (28) showed that MOOC online education training significantly improved participants’ coping with death competence. To improve nurses’ coping with death competence, it is suggested that nursing managers should conduct death education training for nurses.



5 Conclusion

There are two latent categories of nurses’ the quality of palliative nursing care, and 47% of nurses’ palliative nursing care quality is at a low level. Attention should be paid to nurses with low attitude of nurses toward palliative care, meaning in life and coping with death competence, and precise interventions should be implemented for different categories of nurses to improve their palliative nursing care quality. In the future, longitudinal studies can be conducted to dynamically observe the changing trend of nurses’ palliative nursing care quality. We should conduct in-depth interviews to identify the influencing factors and explore intervention strategies to improve nurses’ palliative nursing care quality.
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