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Abstract

Cancer care in recent years has seen the end of life become more complex, increasing the difficulties
and conflicts felt by nurses. In this study, we carried out a self-administered questionnaire survey of 149
nurses working at a Japanese provincial designated cancer hospital, and investigated the association be-
tween how the types of difficulties felt by nurses engaged in terminal cancer care changed as a result of
their length of experience and looked at the association between these difficulties and their nursing iden-
tity. To measure feelings of difficulty, a 23-item questionnaire was produced and classified into five fac-
tors on the basis of the results of exploratory factorial analysis. Difficulties were classified into five fac-
tors : [Engaging with patients facing “death” and their families], [Frustration at the inability to be
sufficiently involved], [Differences between the images of the end of life held by patients and their fami-
lies], [Difficulties with integrated care by different medical professionals], and [System-induced difficul-
ties]. Analysis was also carried out for items selected by reszpondents as particularly difficult.

Overall, novices focused on their sense of difficulty in providing direct care by [Engaging with pa-
tients facing “death” and their families] ; mid-career nurses focused on [Frustration at the inability to be
sufficiently involved] ; and veterans on relationship-related difficulties, such as [Differences between the
images of the end of life held by patients and their families] and [Difficulties with integrated care by
different medical professionals]. The item that scored highest for feelings of difficulty was <Being asked
by a patient to “do something” about their physical or mental suffering>, which was selected by a high
proportion of nurses from novices to veterans. The item <When someone exhibits little emotion, and I
don't know what they are thinking> also scored highly among novices and mid-career nurses, but less
highly among veterans. These difficulties were correlated with the total score for professional identity,
establishment of a nursing viewpoint, and confidence in the choice of nursing as an occupation. The re-
sults suggested that given the increasing complexity of terminal cancer care, training support is needed

with more practical and technical content tailored to years of experience.
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Introduction

One in 35 people in the Japanese population
dies of cancer, and 87% of these spend their fi-
nal days in a medical institution”. On the other
hand, cancer is now becoming a treatable condi-
tion and designated cancer hospitals and others
are offering highly advanced treatment and are
now able to provide not only initial treatment
but also extended cancer treatment for patients
with multiple metastases by means of chemo-
therapy, including molecularly targeted drugs,
palliative radiotherapy, and symptomatic treat-
ment. As patients repeatedly go In and out of
hospital, the timing of the gear change from ac-
tive treatment to end of life care becomes uncer-
tain as the terminal stage becomes more difficult
to discern, complicating the difficulties felt by
nurses?.

The difficulties felt by nurses engaged in end-
of-life care have been studied together with con-
cepts such as burnout and fluctuation®?. Burn-
out of professional vocation while engaged in the
complex combination of bereavement grief and
supporting patients through death was identi-
fied”®. Specifically, in addition to the difficulties
entailed in informing patients of their prognoses
and explaining their conditions, difficulties in end-
of-life care and in communicating with patients
and their families were particularly felt acutely.
Length of experience, type of ward, and profes-
sional identity are other factors that have also
been shown to be associated with feelings of dif-
ficulty ”®. In terms of dealing with and adapting
to difficulties, there was a significant correlation
between dealing with difficulties and age. Older
nurses were capable of dealing with difficulties,
which helped them adapt more easily ?.

These findings were obtained in a study that
examined the difficulties faced by nurses in gen-
eral hospitals, hospices, and providing at-home
care. In this study, the focus was on designated
cancer hospitals. This is because rapid advances
In cancer treatment are now making the termi-

nal stage harder to discern. This study therefore
explored afresh the question of what sort of dif-
ficulties are faced by nurses under these circum-
stances. We identified the issue of what sort of
difficulties are felt by nurses at hospitals where
the “terminal stage” is now more difficult to dis-
cern, as described above, and how these difficul-
ties change with length of experience.

The objective of this study was to investigate
the association between how the types of diffi-
culties felt by nurses engaged in terminal cancer
care at designated cancer hospitals changed as a
result of their length of experience and the asso-
ciation between these difficulties and their nurs-
ing identity.

Methods

1. Research design

A cross-sectional study design was conducted
using a self-administered questionnaire survey.

2. Study subjects

Questionnaire were distributed to 237 nurses
working on 7 wards with large numbers of mid-
life or elderly terminal cancer patients at a
single designated cancer hospital. One hundred
and forty-nine nurses (response rate 62.9%) par-
ticipated in the questionnaire. The effective re-
sponse was 149 (effective response rate 100%).

The mean length of clinical experience was
9084 years, with 28 nurses (18%) having 1-2
years of experience, 38 (255%) 3-5 years, 42
(28.2%) 6-10 years, and 41 (27.5%) >11 years.

3. Survey period

September-November 2015

4. Survey method

The survey was carried out as an anonymous
self-administered questionnaire. Permission was
obtained from the directors of nursing depart-
ments and head ward nurses before question-
naires were distributed in the wards. After they
had been left for two weeks, they were collected
in a collection box.

5. Survey content



(a) Basic attributes : Length of clinical experi-
ence, type of ward

(b) Questionnaire items : Difficulties felt by
nurses in terminal cancer care

Based on a study by Onodera et al.l” cover-
ing the level of difficulty of nursing in terminal
cancer nursing, a questionnaire was produced
consisting 27-items independently. The difficulty
scale for oncology nurses comprised 49 items
grouped into 6 subscales, and items envisioned
to concern communication in the terminal stage
were adopted selectively from this scale. Raw
descriptions by nurses in previous studies were
also taken as reference material '’ ¥ when items
were gathered; they were then integrated to
eliminate duplicate content and the language
was tightened to produce the 27 questionnaire
items. We asked the respondents “Do you have
difficulty with end-of-life care?”, and the respons-
es were scored on a four-point scale comprising “Not
at all,” “Not much,” “Some,” and “Very much,”
with “No experience” as an additional option.

In addition to scale measurements, to under-
stand the reality of the difficulties faced by nurs-
es, the respondents were also asked to choose
3 items out of the 27 that they felt posed the
greatest difficulties, and the rates at which they
were chosen were examined.

(c) Questionnaire items : Nurses professional
identity

The Professional Identity Scale for Nurses was
used . This scale consisted 50 items grouped
into 4 subscales, and its reliability and validity
has been demonstrated. The subscales com-
prised confidence in the selection of nurses, es-
tablishment of one’s own view of nursing, pride
in being regarded as necessary as a nurse, and
intention to benefit society. The responses were
scored on a five-point scale from “Not at all ap-
plicable” to “Extremely applicable.” The number
of points on each subscale and the total score
for all five subscales were used. The total pro-
fessional identity score was obtained by adding
together the scores for each subscale.

6. Analytical methods

Because the form used to survey difficulties
was a questionnaire produced by the investiga-

tors for this study, exploratory factorial analysis
was carried out to confirm this structure. Mul-
tiple answers were also performed to calculate
the rates at which the three items selected as
the most difficult were chosen. Descriptive sta-
tistics were also produced for each item, and the
values for the skewness and kurtosis of normally
distributed variables were compared. Length of
nursing experience was categorized according
to Benner's classification'® of nursing exper-
tise. Those with 1-2 years of experience were
classed as novices, those with 3-10 years as mid-
career (in addition, it was divided into groups of
3 to 5 years and 7 to 10 years), and those with
11 years or longer as veterans.

The association between difficulties and length
of experience was investigated by means of one-
way analysis of variance (ANOVA) and multiple
comparison (p<0.05 regarded as significant).
Means were also calculated with difficulties as
the target variable and professional identity as
each explanatory variable, after which the sub-
jects were divided into two groups depending
on whether their score was above or below the
mean (high and low groups) ; these groups were
compared using a t-test. The statistical software
used for analysis was SPSS Statistics 22.

7. Ethical considerations

We explained the purpose and meaning of this
study to individual participants both orally and
in writing. We also explained that participation
in this study was voluntary, and other ethical
consideration such as personal information pro-
tection and the limitation of use of said personal
information within this study. Return of the
questionnaire responses was considered consent
for participation in this study. This study was
approved by the Ethics Committee of the Medi-
cal School of the authors’ university. (No.HS27-5-
1)

Results

1. Factor structure of difficulties felt by nurses
in terminal cancer care.

The results of factorial analysis of the 27-items
in the questionnaire, five factors with an eigen-
value of 1 or more were extracted. Factors with



a factor loading of <£0.35 were removed, leaving
23 items. Cronbach’s alpha coefficient was 0.883,
indicating good internal consistency.

Cronbach’s alpha coefficient for each subscale
was about 0.50 to 0.87. Although the 1st question
Item had a loading of 0.344, it was regarded as
an important item by the investigators and was
therefore retained. Analysis of the types of items
belonging to each factor identified the following
factors: factor I, [Engaging with patients facing
“death” and their families], factor II, [Frustration
at the inability to be sufficiently involved] ; fac-

tor III, [Differences between the images of the
end of life held by patients and their families] ;
factor IV, [Difficulties with integrated care by
different medical professionals] ; and factor V,
[System-induced difficulties].

Below, categories are indicated by square
brackets and questionnaire items in angle brack-
ets. (Table 1)

2. Comparison of the levels of difficulty of the
five factors and association with length of expe-
rience was conducted. (Table 2)

The difficulty was calculated for each question

Table 1 Factorial analysis of questionnaire on difficulties felt of nurses
Ttem Factor
I il i} v Y
[Engaging with patients facing “death” and their families] (a =.870)
Item7 Asking a patient about their “thoughts and ideas about death and prognosis.” 746 067 -104 057 -094
Item17 When a patient was in a depressed, and I don't know what I talk them. 720 058 -010 -052 013
%«gsnyl)égding when faced with profound questions about death or outpourings of grief from patients. 635 262 -118 074 -027
Ttem8 Dealing in a straightforward manner with familiar patients as they reach the end of life. 611 -181 -035 098 199
ggsrgggding when faced with serious questions about death or outpourings of grief from family members. 565 146 220 029 -070
Item9 Talking to family members after giving them “bad news” about the metastasis or prognosis. 561 361 -150 -100 -137
Ttem12 Being asked by a patient to “do something” about their physical or mental suffering. 553 -159 300 -109 091
Item11 Responding when patients’ express vague worries or anxiety. 517 -022 -040 -026 214
[Frustration at the inability to be sufficiently involved] (a =667)
Item22 ~ 4 B 208 594 210 113 057
Not having time or opportunity to discuss current thoughts or the prognosis with family members.
Item24 When a patient exhibits little emotion, and I don't know what they are thinking 104 556 -091 -029 095
Item21 When I am unable to meet a patient’s desire or request 189 441 .100 -039 123
Item20 When I am faced with a patient who is irritated, resistant, or angry 225 402 085 -116 096
[Differences between the images of the end of life held by patients and their families] (a =783)
ICtggizrfg across a scene of conflict between a patient and family members, who do not have a good -250 177 687 074 -101
relationship with each.
Item4 Dealing with family members who are unable to accept that patients are at the end of life. 039 027 672 -056 255
gggiléglg whether patients’ hopes and opinions or those of their family members should be re- .250 -086 486 -053 -046
spected when these are at variance.
Ttem19
Dealing with the situation if family members become violently agitated during the period from A17 -072 466 022 -095
near-death to death.
ggilr?; éltmable to respond to questions or requests for advice from family members about the prognosis. 312 064 424 102 -146
[Difficulties with integrated care by different medical professionals] (a =679)
Item15 Having little to talk about in team medicine. 097 -33 010 661 033
greglr?ding integrated care when other nurses view patients differently or have different values. -037 241 065 627 -051
Item27 Not having enough time to talk about problematic situations with other nurses. 057 073 -009 520 084
Item10 Collaborating with doctors who have different policies on end-of-life care. 025 115 -018 376 147
[System-induced difficulties] (a =.496)
ggifrilgg patients admitted for tests and treatment in the ward at the same time as terminal patients. 031 147 -094 150 843
Ttem] Being too rushed by tests and medical treatment to have time to engage with patients. 004 314 119 -087 344
Factor correlation coefficient I I m v A%
I - 381 531 235 256
il - 409 .366 -020
il - 374 315
v - 254
V —

Major factor method, Promax Cumulative contribution 45%



Table 2 Shows the items that were most frequently chosen and length of experience

Mean £SD

Engaging with Frustration at the  Differences between

Difficulties with

System-induced

patients facing inability to be the images of the integrated care by difficulties
“death” and their sufficiently involved  end of life held by different medical
families patients and their professionals
families
Whole of Nurse 3.14+048 331+047 324%053 264=052 298 +0.60
1~2 (n=26) 325%051 324+054 3.29+0.55 247+047 300+0.53
years of 3~5 (n=36) 3.08+043 325%0.39 324+046 250£048 2.88+0.59
. sk
experience 6 ~10 (n =41) 314+048 331£051 314+061 260+048 ]* }** 3.04+0.64
11~ (n =40) 3.13+0.50 341+043 3.32+0.50 290+0.53 301+0.63
ANOVA % p <005 =% p <001

Table 3 Multiple answer of item that scored highest of difficulties

(N=139)
Years of experience Selection
Ttem Total
1~2 3~10 11~ rate
[Engaging with patients facing “death” and their families]
Item7 Asking a patient about their “thoughts and ideas about death and prognosis.” 10 5 20 14.4%
Item17 When a patient was in a depressed, and I don't know what I talk them. 8 7 3 18 12.9%
Item16
Responding when faced with profound questions about death or outpourings of grief from patients. 8 17 3 28 20.1%
Item8 Dealing in a straightforward manner with familiar patients as they reach the end of life. 3 15 11 29 4.3%
Item26 B : 4 : : 1 4 2 7 43%
Responding when faced with serious questions about death or outpourings of grief from family members. .
Item9 Talking to family members after giving them “bad news” about the metastasis or prognosis. 5 5 1 11 79%
Item12 Being asked by a patient to “do something” about their physical or mental suffering. 8 21 9 38 27.3%
Iteml]1 Responding when patients’ express vague worries or anxiety. 3 3 2 8 5.8%
[Frustration at the inability to be sufficiently involved]
ltem22 N, N 0 8 4 12 86%
Not having time or opportunity to discuss current thoughts or the prognosis with family members. -070
Item24 When a patient exhibits little emotion, and I don't know what they are thinking 2 21 8 31 22.3%
Ttem21 When I am unable to meet a patient's desire or request 6 15 10 31 22.3%
Item20 When I am faced with a patient who is irritated, resistant, or angry 5 18 8 31 22.3%
[Differences between the images of the end of life held by patients and their families)
Item23 . . .
Coming across a scene of conflict between a patient and family members, who do not have a good 0 6 5 11 79%
relationship with each.
Item4 Dealing with family members who are unable to accept that patients are at the end of life. 5 12 2 19 13.7%
Ttem18
Deciding whether patients' hopes and opinions or those of their family members should be re- 3 15 11 29 20.9%
spected when these are at variance.
Item19
Dealing with the situation if family members become violently agitated during the period from 3 7 4 14 10.1%
near-death to death.
Iteml4 , , , . 1 7 0 8 58%
Being unable to respond to questions or requests for advice from family members about the prognosis. 070
[Difficulties with integrated care by different medical professionals)
Item15 Having little to talk about in team medicine. 0 0 5 5 3.6%
[tems , - , 0 3 2 5 36%
Providing integrated care when other nurses view patients differently or have different values. -070
Item27 Not having enough time to talk about problematic situations with other nurses. 0 1 3 4 3.6%
Item10 Collaborating with doctors who have different policies on end-of-life care 3 4 7 14 10.1%
[System-induced difficulties]
Ttem3 4 , 4 : 4 0 7 2 9 6.5%
Having patients admitted for tests and treatment in the ward at the same time as terminal patients. 070
Item]1 Being too rushed by tests and medical treatment to have time to engage with patients. 3 16 3 24 17.3%

item with average out of 4 points per. The fac-
tor with the highest mean score was “Frustration
at the inability to be sufficiently involved,” with
a score of 3.31, followed by “Differences between
the images of the end of life held by patients
and their families” at 3.24, and “Engaging with
patients facing ‘death’ and their families” at 3.14.

The mean scores for “Difficulties with integrated
care by different medical professionals” and “System-
induced difficulties” were both between 2 and 3.
In terms of length of clinical experience, there
were significant differences between the pro-
portions of novices and veterans (p<0.0l) and
between early mid-career nurses and veterans



Table 4 Association between difficulties and professional identity

Mean £SD

Engaging with Frustration at Differences be- Difficulties with System-induced
patients facing the inability to tween the images integrated care difficulties

Z

“death” and their be sufficiently of the end of life by different med-

families involved held by patients ical professionals
and their families
Confidence in the selec- High group 93 3.10 £ 040 338 £ 0.39 323 £ 047 272 = 050 }k 298 = 059
tion of nurses Low group 49 323 £ 053 327 £ 051 331 £ 056 254 = 050 302 £ 062
Establishment of a High group 93 3.10 £ 042 334 £ 039 318 £ 047 :|* 271 = 053 297 = 064
nursing viewpoint Low group 43 322 = 050 332 £ 050 335+ 054 257 =047 302 = 057
Pride that nurse is re- High group 93 313 £ 042 333 £ 044 323 £ 051 271 = 055 295 = 0.66
quired from the patient [ ow group 48 319 + 050 334 + 046 330 % 052 259 + 045 305 + 055
Oriented to the social High group 93 312 £ 041 339 £ 0.38 322 £ 049 269 = 0.55 302 = 064
contribution Low group 49 320 £ 052 326 £ 050 332 £ 053 258 = 045 297 = 056
Total score of profes- High group 93 3.09 * 042 336 + 0.39 318 £ 049 :| " 271 £ 052 299 £ 063
sional identity Low group 48 324 £ 050 331 £ 050 336 £ 053 257 £ 048 302 £ 057
t-test * p <0.05

(p<0.01) who identified [Difficulties with inte-
grated care by different medical professionals]
as a difficulty, with veterans finding this a diffi-
culty in both cases. There was no other associa-
tion between the type of difficulty and length of
experience.

3. Items selected by nurses as particularly dif-
ficult and length of experience. (Table 3)

In terms of difficulties felt particularly strong-
ly by nurses, <Being asked by a patient to “do
something” about their physical or mental suffer-
ing.> was selected by 27.3% of all nurses, <When
I am faced with a patient who is irritated, resis-
tant, or angry> by 22.3%, <When I am unable
to meet a patient’s desire or request> by 22.3%,
and <When a patient exhibits little emotion, and
I don’t know what they are thinking> by 22.3%.

Table 3 shows the items that were most fre-
quently chosen and length of experience. Those
with 1-2 years of experience chose only items
related to “Engaging with patients facing ‘death’
and their families,” while nurses with 3-10 years
of experience also chose some that concerned
“Frustration at the inability to be sufficiently
involved.” Nurses with 11 or longer years of
experience also chose items related to “Differ-
ences between the images of the end of life held
by patients and their families,” in addition to the
preceding two factors.

4. Association between difficulties and profes-
sional identity. (Table 4)

There was a significant difference in the score
for [Difficulties with integrated care by differ-

ent medical professionals] between nurses who
scored above the mean (2.72£0.50) or below the
mean (2.54%0.50) on confidence in the selection
of nurses, with those who scored higher than the
mean finding this a greater difficulty (p<0.05).
There were significant differences in the scores
for [Differences between the images of the end
of life held by patients and their families] be-
tween nurses who scored above the mean (3.18
+047) or below the mean (3.35+£054) on the
establishment of a nursing viewpoint (p<0.05),
and those whose total score was above the
mean (3.18£0.49) or below the mean (3.36 =0.53)
(p<0.05), with nurses with lower scores finding
this a greater difficulty in both cases.

Discussion

1. Association between difficulties faced by
nurses at a designated cancer hospital and length
of experience

The difficulties faced by nurses in terminal
cancer care were classified into 5 categories. Of
these, [Engaging with patients facing “death” and
their families], [Frustration at the inability to be
sufficiently involved], and [Differences between
the images of the end of life held by patients
and their families] entailed difficulties in caring
directly for patients and their families, with the
majority of nurses responding that these were
“Difficult” or “Somewhat difficult,” and with their
mean scores exceeding 3 points.

[Engaging with patients facing “death” and
their families] refers to the difficulty of engaging



with patients and their families who are griev-
ing or downcast when faced with “death” This
included the item <Being asked by a patient to “do
something” about their physical or mental suffer-
ing.>, which was selected as a matter of great
difficulty by novices, mid-career nurses, and vet-
erans alike. [Frustration at the inability to be
sufficiently involved] indicated the dilemma felt
when the respondents were unable to carry out
nursing in the way they would prefer. This in-
cluded the items <When someone exhibits little
emotion, and I don't know what they are think-
ing>, and <When I am faced with a patient who
is irritated, resistant, or angry>, which were
selected as particularly difficult by mid-career
nurses.

These difficulties are indicative of the prob-
lems entailed in dealing with terminal patients
complaining of both physical and mental suf-
fering and with panicked family members in a
crisis situation. Previous studies have also identi-
fied communication with patients and their fami-
lies as the greatest difficulty for nurses!’. What
makes communication so difficult? Sakashita '
identified the state of being unable to become
involved in terminal care and wanting to run
away as ‘A mental wall on the part of nurses
themselves,” and described this as consisting of
“formless anxiety,” “the dilemma of discrepancy,”
and “feelings of oppression.” In the present study,
<Being asked by a patient to “do something”
about their physical or mental suffering.> indi-
cated the high level of stress involved in seeing
someone suffer physically and mentally while
watching them die. [Frustration at the inability
to be sufficiently involved] is related to two fac-
tors: time, and the inability to identify needs suf-
ficiently.

Patients are spending less time hospitalized
in designated cancer hospitals, and developing
an intimate relationship in a limited time is an
exceptionally difficult skill. In this situation, the
closer nurses want to come to patients and their
families, the more strongly they feel the “dilemma
of discrepancy” !, and their feelings of difficulty
increase.

[Differences between the images of the end of

life held by patients and their families] refers to
the fact that family members may have different
ideas about the end of life than patients them-
selves, and that these may be difficult to recon-
cile. The mean score for this category rose with
increasing length of experience. This difficulty
stems from the fact that support is not provided
to patients and family members only as individu-
als, but that several people are involved simulta-
neously. Conciliating relationships is one aspect
required of nursing interventions. From the
viewpoint of nurses’ practical abilities, the shift
in focus from the perspective of the individual to
that of the relationship between the patient and
his or her family or between family members,
with the dawning awareness that intervention
might be called for to create relationships and
engage in conciliation, can be understood as indi-
cating development as a nurse!®. The fact that
nurses felt that this mismatch in ideas was a dif-
ficulty shows that they understood this situation
in terms of systems thinking.

Table 3 illustrates changes in the categories
of difficulty as a result of length of experience.
For novices, it was all that they could do to face
up to the situation of relating to the death of the
terminal patients they were nursing. Although
mid-career nurses were more experienced, they
were still frustrated by their inability to deal
adequately with the diverse, complex needs of
terminal patients and their families. Veterans
used their accumulated clinical experience to try
to provide nursing that was more respectful of
patients’ wishes and ideas, but were unused to
adopting a relationship conciliation approach or
lacked the skills to do so when patients and their
families had different ideas and came to experi-
ence this as a difficulty.

The mean scores for [Difficulties with inte-
grated care by different medical professionals])
and [System-induced difficulties] were both
between 2 and 3. These two categories both
related to indirect care. Previous studies have
found that nurses’ attitude to terminal care is
greatly affected by the characteristics of the sur-
rounding environment'”. In the present study,
however, indirect care was not felt to be a major



difficulty. This suggested that nurses prioritized
resolving the symptoms and complaints of the
patients and their families with whom they were
directly engaged, rather than difficulties stem-
ming from coordination with other medical staff
or those resulting from hospital systems.

2. Association between difficulties felt by nurs-
es and professional identity

Nurses' difficulties in [Engaging with patients
facing “death” and their families] and [Frustration
at the inability to be sufficiently involved] were
not associated with any of the factors in profes-
sional identity. However, their difficulty in deal-
ing with [Differences between the images of the
end of life held by patients and their families]
was associated with both a low total score and
a low score for establishment of a nursing view-
point. Individuals with a weak professional iden-
tity who had not established a nursing viewpoint
thus had more difficulty with aspects involving
relationship conciliation. Previous studies have
found that honest communication between pa-
tients and their families becomes impaired at the
end of life, and they are unable to express their
emotions to each other V. It has been suggested
that the experience of nursing terminal cancer
patients and their families helps the growth of
professional identity as nurses overcome the
difficulty they feel in engaging with this situa-
tion 9. Put another way, individuals with a weak
professional identity may feel greater difficulty
when faced with the problematic situation of
end-of-life care.

Individuals who scored highly on confidence
in the choice of nursing as an occupation in the
professional identity scale felt that [Difficulties
with integrated care by different medical profes-
sionals] were more problematic. These were
also those with the longest experience. In the
scoring of professional identity, confidence in the
choice of nursing as an occupation normally in-
creases with age, and peaks in veterans. At the
same time, the more experience nurses accumus-
late, the more difficult they find it to indicate the
distinctiveness of nursing work in the context of
relationships with other medical professionals'®.
Although veteran nurses take pride in their

identity as nurses, this is mingled with a sense
of diffidence toward other professions. This dem-
onstrates an aversion to coordinating the work
of nurses as part of the medical system, with
difficulties arising as a result of a lack of skills in
accommodating others, a result suggesting that
further training is required.

Limitations of this research and future con-
siderations

This study was carried out at a single pro-
vincial designated cancer hospital. Although the
functions of designated cancer hospitals, their
nursing structure, and the attributes of nurses
are all consistent, as are the elements of difficul-
ties that relate to direct care, the relationships
between different medical professionals and the
systems involved may have been affected by the
medical culture of this specific hospital. It is thus
impossible to make generalizations about termi-
nal cancer on the basis of findings from a single
hospital. In light of this study, further studies at
more hospitals are required in order to clarify
the difficulties involved in indirect care, such as
system-induced difficulties.

Conclusions

1. We identified five categories of difficulties
felt by nurses at a designated cancer hospital:

[Engaging with patients facing “death” and
their families] : [Frustration at the inability to
be sufficiently involved] ; [Differences between
the images of the end of life held by patients
and their families] ; [Difficulties with integrated
care by different medical professionals] ; and

[System-induced difficulties]. The mean scores
were higher for difficulties related to direct care,
such as dealing directly with death, frustration,
and differences in ideas about the end of life, and
lower for difficulties related to differences be-
tween medical staff and system-induced difficul-
ties.

2. The items most often chosen as particularly
difficult were <Being asked by a patient to “do
something” about their physical or mental suf-
fering.>, <When I am unable to meet a patient’s
desire or request>, <When I am faced with a



patient who is irritated, resistant, or angry>,
and <When a patient exhibits little emotion, and
I don't know what they are thinking>. <Being
asked to “do something”> was chosen by a high
proportion of nurses et all levels of experience.
<Irritated or resistant> and <Exhibiting little
emotion> were chosen by fewer, veteran nurses.

3. In terms of the association between items
selected as particularly difficult and length of ex-
perience, novices chose items related to [Engaging
with patients facing “death” and their families],
mid-career nurses those that concerned [Frustration
at the inability to be sufficiently involved], and
veterans those concerning [Differences between
the images of the end of life held by patients and
their families].

4. In terms of the association between difficul-
ties and professional identity, nurses with a low
total score for professional identity and who had
not yet established their own nursing viewpoint
had more difficulty with [Differences between
the images of the end of life held by patients
and their families], while [Difficulties with inte-
grated care by different medical professionals]
was associated with a high level of confidence in
the choice of nursing as an occupation, suggest-
ing that further training in accommodation skills
may be required.
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