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Effect	of	an	Integrated	Cancer	Support	Team	 
on	Caregiver	Satisfaction	With	End-of-Life	Care	

Purpose/Objectives: To test the effectiveness of an in-
terdisciplinary cancer support team (CST) on caregiver 
satisfaction with end-of-life (EOL) care for family members 
with advanced cancer. 

Design: Quasi-experimental pre- and post-test tandem 
design.

Setting:	Outpatient clinics of a comprehensive cancer 
center in urban Cleveland, OH.

Sample:	106 family caregivers.

Methods: Participants were enrolled into the control or 
CST group. Caregiver mood state and social support were 
measured at enrollment as well as at 3, 9, and 15 months, 
and satisfaction with EOL care was measured eight weeks 
after the patient’s death. 

Main	Research	Variables: Caregiver mood state, social 
support, and satisfaction with EOL care.

Findings: The intervention made no statistically significant 
contribution to caregiver mood state or perception of social 
support. The intervention group reported higher satisfaction 
with overall EOL care as well as five specific areas of EOL 
satisfaction (i.e., pain relief, information about managing 
pain, speed in treating symptoms, information regarding 
side effects, and coordination of care). 

Conclusions:	The CST yielded improved EOL satisfaction. 

Implications	for	Nursing: Although the emotional impact 
of an impending loss of a loved one may not change with 
the provision of support, perception that a loved one was 
well cared for in the terminal phase of illness may have 
long-range benefits through the grieving process. Investiga-
tion of the long-range effects of satisfaction with EOL care 
on the grieving process is warranted.
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T	he importance of attending to family needs 
as an integral part of quality cancer care has 
been recognized (American Cancer Society, 
2014; National Cancer Institute, 2014). An 
increase in reports of intervention trials 

to support families has occurred, particularly when a 
family member has advanced cancer (Northouse, Kata-
podi, Song, Zhang, & Mood, 2010). The needs of family 
caregivers have been described as including emotional 
support or education and practical help in performing 
tasks of caregiving. Because the care of patients with 
cancer has increasingly moved to the home, families 
are taxed with demands for providing physical care, 
medication administration, and symptom monitoring 
(Glajchen, 2004). All of those needs have been noted 
to increase at the end of life (EOL) (Cameron, Franche, 
Cheung, & Stewart, 2002; Kim & Given, 2008).

Although the quality of care for patients with cancer 
at EOL has become a major focus of research and qual-
ity improvement initiatives, far less attention has been 
paid to the experience, needs, and satisfaction of fam-
ily caregivers in the final phase of illness. A number 
of studies have been performed with mixed samples 
of families of patients with and without cancer, which 
have provided some important insights (Steinhauser et 
al., 2000; Teno, Casey, Welch, & Edgman-Levitan, 2001). 
Among the items consistently rated as important at 
EOL by a large sample of seriously ill patients, bereaved 
family members, and healthcare providers were pain 
and symptom management and preparation for death 
(Steinhauser et al., 2000). Others have identified five do-
mains of EOL care that defined quality: physical comfort, 
control of decisions, relieving family members of the bur-
den of being the constant advocate, education of family 
members to instill confidence in caring for the loved one, 
and emotional support of the family (Teno et al., 2001).

The study of effective interventions for family 
caregivers of people with cancer at EOL is complicated 
by the recognized influence of situational and individu-
al psychodynamic factors. Presence of social resources 

and subjective appraisal of stress have been identified 
as significant predictors of caregiver depression and life 
satisfaction (Haley, LaMonde, Han, Burton & Schon-
wetter, 2003), and stress appraisal and coping resources 
have been identified as key mediating variables influ-
encing caregiver outcomes (Northouse, 2005). 

D
ow

nl
oa

de
d 

on
 0

5-
03

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.



Oncology	Nursing	Forum	•	Vol.	41,	No.	4,	July	2014	 E249

The investigation reported in the current article is 
part of a larger study conducted to test the effect of inte-
grating an interdisciplinary cancer support team (CST) 
into the routine care of patients with advanced lung, 
gastrointestinal (GI), or gynecologic (GYN) cancer. The 
primary aims of that study were patient centered (i.e., 
quality of life and quality of care at EOL); however, 
the intervention was designed to include assessment 
and support of family caregivers. The inclusion of 
family caregivers gave the authors the opportunity to 
examine family outcomes (e.g., satisfaction with care 
at EOL) and the possible influence of mood state and 
social support on family satisfaction. The purpose of 
the current article is to report the results of providing 
an interdisciplinary comprehensive support program 
to the families of patients with advanced cancer in the 
last phase of life.

Methods
Setting	and	Population

The parent study, testing the effect of an interdisci-
plinary CST, was conducted at two outpatient clinics of 
Seidman Cancer Center in Cleveland, OH from 2008–
2012. Consistent with Donabedian’s (1988) framework 
using structure, process, and outcome, the purpose of 
the project was to alter the structure of the care delivery 
system to modify care processes and achieve improved 
outcomes. The overall sample is described in another 
article (Daly, Douglas, Gunzler, & Lipson, 2013). In 
the parent study, 610 patients were enrolled, and 214 
(35%) died during the study period. A subsample (i.e., 
patients who died and their caregivers) of the parent 
study is included in the analyses described here. Of 
those who died, 106 had caregivers who participated 
in the parent study. 

Adult patients with newly diagnosed stage III or IV 
lung, GI, or GYN cancer were screened for eligibility 
(n = 9,362) during the study period. Of those, 1,233 
met eligibility criteria, which also included Eastern 
Cooperative Oncology Group (ECOG) scores of less 
than or equal to 3, capacity to provide informed con-
sent, and intention to receive treatment at the cancer 
center. Patients with stage IIB pancreatic cancer were 
also considered eligible because their prognoses were 
similar to stage III lung cancer. Eligible patients were 
approached at their first or second appointment by a 
research assistant (RA); the study was explained, and 
written informed consent was obtained. 

Design

The current study used a pre- and post-test design. 
The control period occurred prior to implementation 
of the CST, and the experimental period occurred after 
implementation of the CST. For the first nine months of 

the study, no intervention was provided, and all partici-
pants who were enrolled were in the control group. Data 
collection occurred at enrollment as well as at 3, 9, and 15 
months. When the last control participant was enrolled 
after 10 months of enrolling participants to the control 
group, the intervention was introduced at the study 
site. At that point, all participants subsequently enrolled 
were experimental participants. Data collection for those 
participants followed the same pattern as for the control 
participants; data were collected at enrollment as well as 
at 3, 9, and 15 months after study enrollment. The proto-
col, including the consent procedure, was approved by 
the study site’s institutional review board.

Control	Group

Patients and caregivers in the control group received 
support and care coordination from their usual oncol-
ogy team, including nurses, doctors, advanced practice 
nurses, and social workers, during active treatment 
and follow-up. Patients in the control group had access 
to support services depending on the assessment of 
need by the primary oncology team. Services were not  
protocol-driven and were provided independently 
by each person rather than as a team. No minimum 
amount of contact with any of the providers was pre-
scribed, no defined focus existed for care planning, 
discussion of advance directives, or support measures 
for patients and families.

Intervention	Group	 
With	Cancer	Support	Team

Patients and caregivers in the intervention group re-
ceived support and care coordination from the interdis-
ciplinary CST consistently, integrated in the routine care 
provided to patients with advanced lung, GI, and GYN 
cancers. Services were provided in conjunction with ac-
tive treatment, which included radiation, chemotherapy, 
and/or surgery. The support service consisted of eight 
components: (a) baseline assessment of symptoms, 
distress, and social and spiritual concerns of the patient 
and primary family caregiver; (b) summary of a plan 
for supportive services entered in the medical record; 
(c) ongoing provision of symptom management, educa-
tion, and psychosocial and spiritual support according to 
patient need; (d) introduction of advanced care planning 
discussions as early as possible; (e) a minimum of month-
ly contacts with the patient in the clinic during treatment 
or by phone if the patient had no clinic appointments; (f) 
daily availability to the patient and family caregiver by 
phone for questions or concerns; (g) regular (monthly or 
quarterly) meetings with each oncologist on the relevant 
disease teams to review and coordinate care plans for his 
or her patients; and (h) referral to and coordination with 
community providers (e.g., home care, palliative care, 
hospice) when appropriate. 
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A member of the CST met each patient and fam-
ily caregiver on the first or second clinic appoint-
ment, explained the purpose of the team (to provide 
supportive services as an adjunct to their cancer treat-
ment), obtained a detailed history, and performed the 
baseline assessment. Patients and family caregivers 
subsequently met and had access to all members of 
the CST, but the focus and amount of services pro-
vided over time (e.g., help with financial concerns, 
intensive symptom management, spiritual counseling) 
was determined by patient and caregiver need and 
varied among patients and over time for individual 
patients. At minimum, meetings with a member of 
the CST occurred monthly. Patients and caregivers 
were encouraged to contact team members at any time 
with questions. The team reviewed all new patients 
after admission and met weekly as a team to review 
active patients and coordinate care plans throughout 
the 15-month study period, or until the patient died 
or was transferred to hospice. 

Procedures	and	Measures

Following consent, the RA interviewed the patient 
and caregiver in the clinic to obtain demographic 
information and clinical information as well as health-
related quality of life (HRQOL), comorbidity, mood 
state, and social support. For patients, HRQOL was 
measured using the Functional Assessment of Can-

cer Therapy–General (FACT-G) tool. This tool has 
established reliability (a = 0.89) and validity (r = 
0.77), with higher scores reflecting better HRQOL 
(Cella et al., 1995; Schipper, Clinch, McMurray, & 
Levitt, 1984). Patient comorbidity was measured us-
ing the Charlson Comorbidity Index, a tool with 
established reliability (r = 0.8–0.84) and validity (r =  
0.71) (Chaudhry, Jin, & Meltzer; 2005; Mulrow, Gerety, 
Cornell, Lawrence, & Kanten, 1994). The measures were 
used for descriptive purposes. 

Outcome variables used in this study were the Profile 

of Mood States (POMS), Medical Outcomes Study 

Social Support Survey (MOS-SS), and Family Satis-

faction With End-of-Life Care (FAMCARE). Caregiver 
mood state was measured using POMS, where higher 
scores indicate a higher degree of mood disturbance. 
This tool has established reliability (a = 0.88–0.94) and 
moderate discriminant validity (McNair, Lorr, & Drop-
pleman, 1971). The total POMS score captures the mood 
states of anger, depression, fatigue, tension, and vigor. 

Caregiver social support was measured using MOS-SS,  
with higher scores reflecting more perceived social 
support. This tool has established reliability (a =  
0.93) and validity (factor loadings greater than 0.6) 
(Mahmud, Awang, & Mohamed, 2004). 

Satisfaction with care received at EOL was mea-
sured using FAMCARE, which measures the degree 

to which family members are satisfied with the health 
care received by the patient and family with respect to 
four components of care (i.e., information giving, avail-
ability of care, psychological care, and physical patient 
care), with higher scores reflecting more satisfaction 
with EOL care. The tool has established reliability (a = 
0.93) and criterion validity (McCusker Scale of 0.8 and 
0.77) (Aoun, Bird, Kristjanson, & Currow, 2010). 

Postenrollment data collection points were at 3, 9, and 
15 months. A monthly phone call was made by the RA 
to determine patient status (i.e., survival and location) 
and resource use (i.e., initiation of home care, placement 
in a nursing facility, or initiation of hospice services). If 
a patient died during the 15-month time period, which 
was the sample used for the current study, the RA sched-
uled a telephone interview eight weeks after the patient’s 
death for the purpose of administering FAMCARE (Daly, 
Douglas, O’Toole, et al., 2010).

Data	Analysis

All analyses were performed using SPSS®, version 
20.0. Univariate comparisons of demographic and clini-
cal characteristics of patients and caregivers were per-
formed using one-way analysis of variance (ANOVA) 
for continuous variables, and chi-square for categorical 
variables. Hospice length of stay was highly skewed 
and exhibited kurtosis, and the Mann-Whitney U test 
was employed and reported. Multiple linear regression 
analysis was used to examine the impact of group on 
key outcome variables after controlling for influential 
variables. Repeated measures ANOVA was conducted 
to examine changes in POMS and MOS-SS over time. 
Covariates included variables that were statistically 
significant in comparison with experimental and control 
groups (e.g., caregiver gender), as well as variables that 
were shown to influence burden associated with EOL 
decision making (e.g., caregiver race) (Braun, Beyth, 
Ford, & McCullough, 2008; Jenkins, Lapelle, Zapka, & 
Kurent, 2005; Waters, 2001).

The key outcome variables examined were caregiver 
mood (POMS), social support (MOS-SS), and the 13 
postdeath satisfaction items included in FAMCARE. 
FAMCARE has 20 items, 7 of which ask about EOL care 
for patients who died in the hospital. Only eight of the 
patients included in the analyses died in a hospital set-
ting. Therefore, the sum of the 13 items that applied to 
EOL care regardless of location of death was used. For 
all analyses, a two-sided p value of less than 0.05 was 
considered to be statistically significant. 

Results
Sample	Characteristics	

A convenience sample of 610 were enrolled and con-
sented to participate in the study (see Figure 1). The 
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control group included 332 patients, and 278 patients 
were placed into the experimental group. Of those 
who died, 106 (17%) had caregivers who participated 
in the parent study (49 control, 57 experimental). The 
106 patients who died and had caregivers comprised 
the study sample for the current study. 

The average age of caregivers was 57.1 years (SD = 
13.4), with the majority being female and Caucasian 
(see Table 1). A majority of caregivers were the spouses 
of patients, were employed, and provided more than 20 
hours per week of caregiving to the patient. No statisti-
cally significant differences existed between caregiver 
groups at baseline, with the exception of gender.

The average age of patients was 62.9 years (SD = 
10.6) with a slight majority being female and a larger 
majority being Caucasian. Almost three-quarters of 
the patients had stage IV cancer, including GI, lung, 
and GYN. At study enrollment, most had an ECOG 
status of 0 or 1 as well as a living will and durable 
power of attorney. A majority of patients died in hos-
pice service, and very few died in a hospital setting. 
Participants in the intervention group were more 
likely to have lung cancer (p = 0.02) and have a living 

will (p = 0.03) when compared to the control group 
(see Table 2). 

Mood	State	and	Social	Support

To evaluate the impact of the intervention on caregivers’  
mood state and sense of social support, the authors 
conducted multiple linear regression analyses. Con-
trolling for variables that differed between experimen-
tal and control groups (e.g., caregiver gender) and 
shown to relate to mood state and social support (e.g., 
caregiver race) (Braun et al., 2008; Jenkins et al., 2005; 
Waters, 2001), the authors then added the interven-
tion variable using coding for the analysis (control = 1,  
intervention = 2). The last POMS and MOS-SS interviews 
conducted prior to the patient’s death were used as the 
outcome variables for the analyses. The authors did not 
obtain POMS and MOS-SS data eight weeks after death 
because the focus was satisfaction with EOL care, and 
the authors did not want to add additional burden by 
lengthening the interview. The models with covariates 
explained only 2.3% (p = 0.36) of the variance in mood 
state (POMS) and 2.5% (p = 0.3) of the variance in social 
support (MOS-SS). The addition of the intervention vari-
able made nonsignificant contributions to social support 
and mood state. 

The authors were also interested in comparing the 
experience of social support (MOS-SS) and mood state 
(POMS) over time. Because the intervention had no 
significant impact on social support or mood state, the 
authors examined changes over time with the groups 
combined. Controlling for caregiver gender and race, 
the authors conducted repeated measures ANOVA 
using the following time points: enrollment into study 
(shortly after diagnosis), three months after enrollment, 
and the last interview time point prior to the patient’s 
death. Although a persistent negative trend was found 
over time, no significant changes existed in social sup-
port or mood state. 

Satisfaction	With	End-of-Life	Care

The authors also examined the impact of the in-
tervention on the caregiver’s satisfaction with EOL 
care. Multiple linear regression was used with the 
FAMCARE 13-item total score as well as the 13 indi-
vidual item scores considered to be outcome variables. 
Controlling for caregiver gender and race, the authors 
added the intervention variable. The addition of the 
intervention variable made a statistically significant dif-
ference for 6 of the 13 individual satisfaction item scores 
(i.e., pain relief, information about managing pain, 
speed in treating symptoms, information about side ef-
fects, coordination of care, and satisfaction with overall 
care the last week of life) (see Table 3). However, the 
overall model with gender, race, and group included 
was only statistically significant for four variables (i.e., 

Enrollment

Assessed for eligibility  
(n = 9,362)

Figure	1.	Participant	Flow	Diagram

Excluded (n = 8,752)
Did not meet inclusion 

criteria (n = 8,129)
Declined to participate  

(n = 272)
Other reasons (n = 351)

Allocation

Allocated to control group 
(n = 332) 
•	 First nine months of 

study

Allocated to intervention 
group (n = 278)
•	Month 10 through end 

of study

Follow-Up

No caregiver to participate 
in study (n = 173) 

Lost to follow-up (n = 9) 
Dropped out (n = 40) 
Survived study period  

(n = 61)

No caregiver to participate 
in study (n = 138) 

Lost to follow-up (n = 3) 
Dropped out (n = 31) 
Survived study period  

(n = 49)

Caregiver participants 
whose family member 
died (n = 49)

Analysis

Caregiver participants 
whose family member  
died (n = 57)
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pain relief, speed in treating symptoms, information 
regarding side effects, and overall satisfaction). In all 
analyses, higher satisfaction was associated with the 
intervention group. 

Discussion
The purpose of this study was to assess the impact of 

a CST on psychological, social support, and satisfaction 
outcomes for caregivers of patients with advanced cancer 
who died. Although a greater percentage of caregivers in 
the intervention group were women when compared to 
the control group, the authors found that when the effects 
of gender and race were controlled, no significant differ-
ences were found in any of the psychological or social 
support outcomes. However, when examining individual 
satisfaction FAMCARE items, six areas were identified 
where satisfaction was greater for those in the interven-
tion versus control group after controlling for gender and 
race. Four of those six areas (i.e., pain relief, information 
about pain relief, speed of treating symptoms, and infor-
mation related to side effects) fall into key areas identified 
as important to caregivers at EOL, particularly the need 
for pain and symptom management.

The focus of the intervention was to provide early 
and consistent involvement in symptom management, 

advanced care planning, 
and support from the 
first through the last visit. 
Given the unique needs 
of caregivers who are 
providing EOL care for a 
loved one, the interven-
tion had the greatest im-
pact on tangible aspects of 
EOL care (e.g., symptoms, 
pain relief) that seem to 
be most related to overall 
satisfaction. Those in the 
intervention group were 
more satisfied with EOL 
care, but a similar impact 
on mood state and per-
ceived sense of social sup-
port was not found. 

Although others have 
reported significant rela-
tionships between social 
support and depression 
and satisfaction among 
caregivers (Haley et al., 
2003; Steinhauser et al., 
2000; Teno et al., 2001), 
the authors of the cur-
rent article found no such 

relationships. However, caregivers in the intervention 
group reported higher overall satisfaction with EOL 
care than those in the control group. Intervention and 
control group patients and families were cared for by 
the same physicians, had similar rates of hospice referral, 
and had similar hospice stays. The finding that the in-
tervention did not significantly increase hospice referral 
rates is likely related to the very high use of hospice for 
all patients at EOL at the study site. As reported in the 
Dartmouth Atlas Report of EOL cancer care, this cancer 
center averaged an overall referral rate of 71% for all pa-
tients with cancer who died from 2003–2007, compared 
to 62% at comparable cancer centers in Ohio (Goodman 
et al., 2010). Hospice use at the study site has continued 
to increase in the intervening years, and the authors 
were not surprised that all patients in the study sample 
with known terminal prognoses were routinely referred 
to hospice without the intervention of the study team. 

Because almost all patients in both groups had access 
to the skilled care of hospice providers in the last two 
weeks of life, the authors hypothesized that the greater  
satisfaction with EOL care that was seen in the inter-
vention group was a function of the assessment of 
caregiver needs and provision of support early and 
systematically throughout the trajectory of care. As has 
been well documented, many healthcare providers wait 

Table	1.	Comparison	of	Caregiver	Demographic	Variables	Between	Experimental	
and	Control	Group	Caregivers	(N	=	106)

Control	(n	=	49) Experimental	(n	=	57)

Variable
—

X     SD 95%	CI
—

X     SD 95%	CI F p

Age (years) 58.6 14.5 [54.4, 62.8] 55.6 12.4 [57.5, 59.1] 1.1 0.29 
POMS 15.6 21.1 [8.9, 22.3] 14.9 19.9 [8.7, 21.1] 0.002 0.88
MOS-SS 62.9 23.9 [55.7, 70.2] 65.9 21.1 [58.8, 71.9] 0.4 0.53
FAMCARE 77.8 20.1 [71.1, 84.4] 81.4 12.5 [77.6, 85.2] 1 0.33

Variable n n c2 p

Gender  9.5 0.002
Female 28 48
Male 21 9

Ethnicity
Caucasian 44 48  0.7 0.39
Other 5 9

Relationship to patient  2.9 0.23
Spouse 37 36
Child  7 10
Other 3 9
Missing data 2 2

Married 42 45 0.8 0.37
Employed 20 35 2.5 0.11
Lived with patient 40 41 1.3 0.25
Greater than 20 

hours per week 
of caregiving

22 26 0.1 0.8

CI—confidence interval; FAMCARE—Family Satisfaction With End-of-Life Care; MOS-SS—Medical 
Outcomes Study–Social Support Survey; POMS—Profile of Mood States
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until later in the patient’s illness until any attention 
or support is given to the caregiver (Teno et al., 2001). 
However, early and consistent assessment and support, 
even before the caregiver identifies a need, can result in 
greater caregiver satisfaction with EOL care.

The authors were not able to demonstrate the sig-
nificant relationship between satisfaction with EOL 
care and mood state or social support that others have 
reported (Haley et al., 2003; Teno et al., 2001). A persis-
tent negative trend was found over time in perceived 
social support and poor mood state, both of which are 
evident as early as three months postdiagnosis. Because 
of the relatively short period of time from advanced 
cancer diagnosis to death, healthcare providers should 
tend to the support and mood state needs of caregivers 
in as timely a manner as possible. These caregivers are 
unique, and more work is needed to gain the neces-
sary insight into the mechanisms that lead to greater 
satisfaction, social support, and mood state. 

Limitations

Several limitations existed in this study. The sample 
of caregivers represented only half of all possible 
caregivers. Of the 214 patients who died, only 106 
(50%) had a caregiver who participated in the study. 

Of those, 79 caregivers 
completed the postdeath 
interviews. Although se-
lection bias must be taken 
into account, the impact 
of such bias on the rep-
resentative nature of the 
caregiver sample was 
not large. The authors 
compared characteristics 
of caregivers in the cur-
rent analysis to those not 
included in the analysis 
and found no significant 
differences in any vari-
ables. When comparing 
patient characteristics, 
the authors found sig-
nificant differences in 
variables that primar-
ily reflected the severity 
of illness (e.g., FACT-G, 
stage IV, social support), 
which were not unex-
pected because the par-
ticipants included in the 
analysis died. Of note, 
significant differences 
existed between patients, 
but not caregivers, based 

on gender and race, with a larger percentage of those 
in the analysis being Caucasian but not female, when 
compared to those who were not included in the analy-
sis. That may reflect the differences, which were not 
significant, in GYN cancer between the two groups. 
The study design also had an additional threat be-
cause of the potential for history to have an impact, 
particularly because the control and experimental par-
ticipants were not enrolled concurrently. To evaluate 
the potential impact of history, the authors conducted 
interviews with key personnel in the hospital (e.g.,  

Table	2.	Comparison	of	Patient	Demographic	Variables	Between	Experimental	
and	Control	Group	Patients	(N	=	106)

Control	(n	=	49) Experimental	(n	=	57)

Variable
—

X     SD 95%	CI
—

X     SD 95%	CI F p

Age (years) 63 9 [60.4, 65.6] 62.7 11.8 [59.7, 65.9] 0.1 0.91 
CCI 0.5 1 [0.2, 0.8]  0.8 1.2 [0.5, 1.1] 1.3 0.26
FACT-G 73.6 18.3 [68, 79.2] 74.6 14.7 [70.4, 78.8] 0.9 0.77
MOS-SS 75.6 12.8 [71.7, 79.5] 77.4 10.3 [74.4, 80.4] 0.6 0.46
Hospice stay (days) 28.9 26.7 [18.4, 39.5] 40.2 57.7 [22.8, 57.5] –0.4 0.69

Variable n n c2 p

Gender
Female 30 24  3.9 0.05
Male 19 33

Ethnicity
Caucasian 44 48  0.7 0.39
Other 5 9

Cancer type
GI 18 28
Lung 18 25
GYN 13 4 

Has stage IV cancer 32 45 1.6 0.21
Went to hospice 34 51 2.4 0.12
Received palliative 

care
8 15 0.8 0.37

Has living will 20 35 5 0.03
Has DPOA 21 34 3.4 0.07

CCI—Charlson Comorbidity Index; CI—confidence interval; DPOA—durable power of attorney; FACT-
G—Functional Assessment of Cancer Therapy–General; GI—gastrointestinal; GYN—gynecologic; MOS-
SS—Medical Outcomes Study–Social Support Survey

c

Table	3.	Statistically	Significant	Variables	From	
FAMCARE

Gender Race Group

FAMCARE	Variable p p p

Pain relief 0.01 0.43 0.01
Information on managing pain 0.09 0.21 0.02
Speed in treating symptoms 0.01 0.68 0.036
Information on side effects 0.002 0.08 0.003
Coordination of care 0.21 0.26 0.02
Overall care in last week of life 0.03 0.15 0.03

FAMCARE—Family Satisfaction With End-of-Life Care
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Knowledge	Translation 

The assessment of caregiver needs and the provision of care-
giver support early and throughout the trajectory of patient 
care contributed to increased caregiver satisfaction with end-
of-life (EOL) care.

Meeting with caregivers early in the provision of the care 
process and giving them information and support yielded 
significant and high caregiver satisfaction regarding EOL pain 
and symptom management. 

The intervention, which involved meetings with caregivers 
and patients, had its greatest impact on caregiver satisfaction 
with tangible aspects of EOL care.

American Cancer Society. (2014). What you need to know as a cancer 
caregiver. Atlanta, GA: Author.

Aoun, S., Bird, S., Kristjanson, L.J., & Currow, D. (2010). Reliabil-
ity testing of the FAMCARE-2 scale: Measuring family carer 
satisfaction with palliative care. Palliative Medicine, 24, 674–81. 
doi:10.1177/0269216310373166

Braun, U.K., Beyth, R.J., Ford, M.E., & McCullough, L.B. (2008). Voices 
of African American, Caucasian, and Hispanic surrogates on the 
burdens of end-of-life decision making. Journal of General Internal 
Medicine, 23, 267–74. doi:10.1007/s11606-007-0487-7

Cameron, J.I., Franche, R.L., Cheung, A.M., & Stewart, D.E. (2002). 
Lifestyle interference and emotional distress in family caregivers 
of advanced cancer patients. Cancer, 94, 521–527. doi:10.1002/
cncr.10212

Cella, D.F., Bonomi, A.E., Lloyd, S.R., Tulsky, D.S., Kaplan, E., & 
Bonomi, P. (1995). Reliability and validity of the Functional Assess-
ment of Cancer Therapy-Lung (FACT-L) quality of life instrument. 
Lung Cancer, 12, 199–220. doi:10.1016/0169-5002(95)00450-F

Chaudhry, S., Jin, L., & Meltzer, D. (2005). Use of a self-report-

administrators, clinicians) over the study period to 
track significant events or changes in practice or edu-
cation that may have affected study results. No issues 
were identified, but the authors recognize the possibil-
ity of history as a potential confounding factor. The 
power of the test statistics for significant models for 
FAMCARE items ranged from 0.14–0.72. The study is 
underpowered and, given the relatively small effect 
sizes associated with significant models, an estimated 
sample size of 100–150 would be needed to yield power 
estimates of at least 0.8 for the analyses with larger ef-
fect sizes (Faul, Erdfelder, Buchner, & Lang, 2009; Co-
hen, 1988). Because of the low power, the probability of 
not identifying statistically significant relationships is 
quite high. Therefore, replication with a larger sample 
size may yield additional significant relationships.

Despite those limitations, caregivers who received 
early and ongoing assessment of their needs for sup-
port reported higher satisfaction and social support 
scores than those who did not receive the intervention. 
Although effect sizes for significant results ranged from 
small to medium, the trend was consistent, indicating 
a positive impact of the intervention on caregiver sat-
isfaction with EOL care of their loved one and a sense 
of enhanced social support. 

Implications	for	Nursing
The focus of care in cancer centers should be on the 

patient, but caregivers also need attention. Unless as-
sessment and inclusion of family caregivers is system-
atized as part of care routines, as was done by the CST 
in the current study, opportunities to address caregiver 
needs will likely be missed. One of the most important 
practice implications stemming from this study is the 
value of performing brief but focused assessment of 
caregiver status early in the care-planning process and 

periodically throughout care. The pattern documented 
in the current article of increasing mood disturbance 
and decreasing social support identified an important 
target for nursing intervention.

Although the emotional impact of an impending loss 
of a family member may not change with the provision 
of social support, perception that one’s loved one was 
well cared for in the final stages of life may have long-
range benefits through the grieving process. Additional 
work must be conducted if healthcare providers are to 
continue to find effective ways to provide meaningful 
support for caregivers, support that is not only helpful 
through the final stages of their loved ones life but in 
the grief and recovery process, as well. 
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School of Nursing at Case Western Reserve University in Cleve-
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case.edu, with copy to editor at ONFEditor@ons.org. (Submit-
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