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Caring for dying patients outside special palliative care

settings: experiences from a nursing perspective

The aim of the study was to describe nurses’ experiences in

caring for gravely ill and dying patients outside special

palliative care settings. Tape-recorded qualitative inter-

views were conducted with a total of nine nurses in pri-

mary home care, community care and hospitals. The

interviews were analysed according to phenomenological

methodology, which resulted in the three common struc-

tures: ambition and dedication, everyday encounters, and

satisfaction/dissatisfaction. In the ‘everyday encounters’

structure, the following key constituents emerged:

responsibility, cooperation, experience and knowledge,

feelings, and time and resources. The results describe the

nurses’ high ambitions to give dying patients and their

relatives high-quality care. Despite this, they experienced

greater or lesser degrees of dissatisfaction because of

insufficient cooperation, support, time and resources. They

experienced satisfaction through contact with patients and

relatives, functioning collegial cooperation, and the

knowledge, experience and personal growth the care had

given them. The results indicate that nurses need the re-

sources such as time, improved methods of communica-

tion and cooperation as well as more support in order to

give quality palliative care and achieve satisfaction with

the outcome. The need for discussion about the conditions

for giving palliative care outside the hospices and other

special palliative care settings is also elucidated.
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district nurse, community nurse, experience, nursing.
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Introduction

Care at the end of life takes place, to a varying extent, in most

care forms. During recent years, it has also become

increasingly common to care for gravely ill patients both in

their own homes and in community care facilities. This

places great and partially new demands on organizations,

staff and relatives. The latest official government report in

Sweden (SOU 2001:6) proposes the implementation of good

end-of-life care on equal terms for all people by introducing

and developing palliative care throughout the country (1).

The concept of palliative end-of-life care can be defined

as active total care from a physical, mental, social and

existential perspective, when an illness can no longer be

cured. Through good symptom alleviation and optimized

quality of life for the patient, as well as support for relatives

during and after the time of illness (2), prerequisites for a

good death are created (3–5). However, in the literature

there is no consensus of what a good death connotes.

Several studies point out that it can be the possibility for

the patient to die in a way that is consistent with his/her

wishes (4, 6). Steinhauser et al. found six major compo-

nents of a good death: symptom management, clear

decision-making, preparation for death, completion, con-

tributing to others and affirmation of the whole person (7).

According to Rinell-Hermansson and Ternestedt, the 6 S,

that is symptom control, self-determination, social rela-

tions, self-image, synthesis and surrender, can be used as

key-words in nursing documentation as well as in follow-

up sessions after death with staff and relatives, creating

and evaluating the quality in the dying process. These

point out the importance of a great awareness of the

patient’s total situation in end-of-life (8).

For the nurse, the care of a gravely ill, dying patient

involves an encounter with a person with different phys-

ical symptoms such as pain, dyspnoea, oedema, fatigue,

constipation and nausea, among others. Anxiety, depres-

sion and confusion are examples of psychological symp-

toms (9–12). The experience of loss, crisis reactions and

death agony are often present with emotional swings as a
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result (13, 14). Nursing therefore also involves an

encounter with suffering that arouses feelings and the

sense of a common interface (15–18). Even relatives are

affected by the patient’s illness. Feelings of insufficiency

and uncertainty are described (19), the family balancing

not only between burden and capacity (20) but also feel-

ings of meaningfulness and hope (21, 22). Studies confirm

the importance of adopting a family perspective and of

relatives becoming involved in the care (15, 20, 22–24).

The complexity of the care of a gravely ill person is des-

cribed, as is the need for multifaceted theoretical know-

ledge, practical skill, emotional sensitivity and an ethical

approach (25–27). The nurse’s need for support, education

and preparation for the encounter with patients and

relatives is stressed, as well as the possibility for reflection

(28–31).

Structural changes, economic restraints in care as well as

organizational factors can influence staff members’ possi-

bilities of meeting the needs of patients and relatives and

the possibility for contributing to a good death (32–34).

Increased demands can involve doing more despite fewer

resources, such as carrying out more complex care than

before (32). This picture of demands can be considered in

relation to the nurse’s wish to give the dying patient

optimal care. Taylor et al. also point out tendencies

towards idealism in palliative care that can be reflected in

the nurse’s understanding of how care should be given.

Historically, the nurse usually recognizes the patient’s

needs before his or her own (35). Kristjanson et al. con-

tend that one’s own expectation, as well as those of others,

with respect to contributing to a good death can constitute

a stress factor (5). Different types of stress can be one of the

factors why nurses are quitting nursing (32, 33, 36). Set-

ting increasingly higher objectives can also result in neg-

ative perfectionism (35).

Rasmussen points out the importance of acceptance,

confidence and support in the staff group when encoun-

tering different courses of illness, as well as the possibility

for clinical supervision (37). Professional support can help

staff members process and integrate death experiences

(5, 38). The role of humour in alleviating tension and

uniting the team is also elucidated (39).

In Sweden, care at the end of life is a high-priority area

where the aim is for all patients to get palliative care of

equal quality in accordance with the WHO definition

(1, 2). However, studies show that the healthcare system,

the staff’s psychosocial condition and the quality of care

can be related to one another (40). The aim of the present

study was to describe nurses’ experiences in caring for

dying patients outside special palliative care settings.

Method

The phenomenological method was used in the study. The

idea of phenomenology is based on going back to things

themselves in order to do full justice to the daily experi-

ence, the lived experience (41). According to Kvale (42),

the focus of phenomenology is on clarifying both what

appears and the way in which it appears, to understand the

qualitative manifoldness in the experiences and make the

essential meaning obvious.

Participants

Nine nurses representing the following care forms: primary

home care (district care), community care (home care and

nursing home care), and hospital care (surgery, medicine

and gynaecology), were included in the study. The differ-

ent care forms comprise both primary care in rural areas

and care at smaller hospitals in different geographical areas

of Sweden. Care of patients in both curative and palliative

phases were characteristic of these care forms. Advanced

healthcare efforts were carried out, but no special palliative

care.

The selection criteria comprised at least 3 years of pro-

fessional experience (but not necessarily at the same

place), and experience of caring for at least five dying

patients. The managers of the respective areas of care, who

had received a letter with information about the study,

selected the nurses. The participants were aged 30–

65 years and comprised men and women with both full-

time and part-time positions. Professional experience var-

ied between 10 and 39 years.

Data collection

Data were collected by means of qualitative interviews.

The goal was not only to describe and understand the

meaning in the nurses’ life-worlds, but also to engender

reflection concerning experiences of caring for dying

patients (41). In the interviews, the nurses were encour-

aged to talk spontaneously and openly about their

experiences and about specific events in the care of dying

patients. The interviewer posed follow-up questions aimed

at attaining an in-depth understanding of the experiences.

These could include questions such as ‘Can you describe

that a little more?’ and ‘Can you describe what you felt

about that?’ The nine interviews were all carried out in a

secluded room at each nurse’s place of work. The inter-

views were tape-recorded with the permission of the

respondents, lasted 60–100 min, and were transcribed

word for word by the interviewer. The study was approved

by the Research Ethics Committee at the Faculty of Health

Sciences in Linköping.

Data analysis

The analytical procedure was inspired by Giorgi (43), who

describes four steps. The analysis was started by reading

through the text in order to get an overall impression of
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each interview. The next step involved reading through

each interview again in order to extract meaning units that

described the nurses’ experiences of care at the end of life.

These units were transcribed in a number of steps, which

involved concentrating the original text and revising the

language (Table 1). In the fourth step, the concentrated

text was formulated into a synthesis for each interview.

Finally, the contents of the nine interviews were related

to one another, which resulted in three common struc-

tures: ambition and dedication, everyday encounters, and

satisfaction/dissatisfaction (Fig. 1). In the ‘everyday

encounters’ structure, the following key constituents

appeared: responsibility, cooperation, experiences and

knowledge, feelings, and time and resources. The nurses

had many reflections concerning their experiences that

could mainly be analysed in relation to the ‘satisfaction/

dissatisfaction’ structure.

Results

The results are reported based on the three structures:

ambition and dedication, everyday encounters, and satis-

faction/dissatisfaction (Fig. 1). The nurses’ experiences are

reported by means of descriptions of syntheses for each

structure, which are then followed by examples of state-

ments from the interviews.

Ambition and dedication

The nurses had a positive attitude and were well

acquainted with care in the final stage of life. They

expressed high ambitions and special interest in this care

form. Their ambition was to fulfill the wishes of the patient

and relatives based on the needs that arose. The goal of the

care was for the patient to feel as good as possible and get

the best possible care. The way the patients and relatives

were treated was described as very important. The main

opinion of the nurses was that good knowledge was

required in order to fulfil their ambitions. Caring for dying

patients also demanded great dedication, which could

comprise both positive and negative elements. The nurses

mentioned how important it was for the final time to be

focused on the unique patient. They described how flexi-

bility and nontraditional work methods could sometimes

be used to engender life quality for the patient/relatives.

And we were busy here getting her to look nice (for

her wedding, despite the fact that she was dying). She

had some clothes with her that she was going to wear

and they were a little dirty. But we washed and

ironed. Everybody was involved! That was care at a

high level. And then they got married and she came

back the same evening and had trouble breathing.

And then she died during the night, that same day.

If you’re going to be in a care situation with dying

people you need knowledge, you have to have it. It’s

not the kind of care you do by ‘instinct’. That’s not the

case with any care, and definitely not with this.

Everyday encounters

The nurses described care in the final phase of life as

everyday encounters both with patients/relatives and with

staff. The key constituents that emerged in the everyday

encounters were responsibility, cooperation, experience

and knowledge, feelings, and time and resources.

Responsibility. The nurses mainly considered caring for

gravely ill and dying patients to be a great responsibility.

They described difficulties in caring for patients in a palli-

ative phase at the same time, as they were caring for other

patients in a curative phase. A clear area of responsibility

involved the way in which patients/relatives were treated,

as well as the creation of conditions that would allow the

patient to experience a good death. The nurses’ assess-

ments and reports often constituted the basis for the doc-

tors’ decisions and orders. They also described how they

had to assume the responsibility for the doctors becoming

involved in the care of the dying. It was assumed that the

nurses could act independently, but they said their

responsibility did not seem so overwhelming if they could

share it among themselves.

That the way we treat patients, the way I act toward

the patient is of such tremendous importance and can

have such lasting effects. That my actions, my words

can have such a lasting effect both on relatives and on

the patient. That’s quite a heavy responsibility.

What I’m responsible for is really the nursing care.

Then there’s the medical care and orders and that’s

the doctor’s responsibility. But in some way I have to

be responsible that the doctor does that.

Cooperation. The main opinion of the nurses is that

cooperation can be described as an important part of the

everyday encounters. The ability to work together with the

patient and relatives was considered a prerequisite for

being able to attain the goal of a good death. Collegial

cooperation usually worked well, with great acceptance

about helping one another in the care of the gravely ill

patient. On the other hand, doctors’ interest in palliative

care was said to vary. The nurses said that the doctors often

seemed insecure when close to the dying patient, and

sometimes even seemed afraid. They thought that the

doctors often did things instead of talking with the patient

and relatives. Fear was also experienced among home help

staff, and as a result they needed support and information.

Insufficient cooperation among different actors in the care

chain because of matters of prestige could constitute a

source of irritation.

Now and then it’s really hectic. We don’t have enough

staff here just like in other places. I still feel that we
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give each other… We help one another! She (the

nurse) has to stay in a little longer (with the patient),

so I do something for her during that time, or some-

thing like that. That’s how it is!

You have to keep on nagging the doctors that they

should talk with the patients and talk with the rela-

tives and maybe discontinue treatment. It’s also hard

to keep on, to keep on giving antibiotics right up until

the last breath. There’s a lot of that, treat, treat, treat.

Experience and knowledge. The nurses related that each

encounter with patients and relatives gave them invalu-

able experience and knowledge both for their own benefit

as well as for use in other patient situations. The everyday

encounters contributed to a continuous development of

their knowledge, which also increased their sense of pro-

fessional security and safety and gave them the strength to

accept challenges. They also described that the experiences

created greater insight and awareness about life. The fol-

lowing nurse described how a patient and relative helped

her understand how she should act towards them:

I didn’t really know how you should treat relatives. In

situations when the patient was dying – what lan-

guage should I use? Should I give them the facts?

Should I say what I know? It was a lot, you feel your

way along and they (patient and relatives) helped me.

It was so natural and we had such good contact with

one another. So I didn’t even think about how I

should act, and I was simply a nurse. In some way this

helped me over the threshold – it isn’t dangerous.

Feelings. The nurses said that everyday encounters at the

end of life were often moving and evoked feelings of dif-

ferent kinds. They described situations that aroused

ambivalent but also ‘forbidden’ feelings. Feelings of inad-

equacy and of frustration, sorrow and loss could arise

when a patient died, as well as the feeling of no longer

having the strength to cope. The unplanned end of a

relationship with a patient could be experienced as extra

burdensome. There seemed to be some risk in identifying

with the patient when they felt deeply moved. They said

that this special closeness and understanding could con-

tribute to difficulties in letting go of the patient afterwards.

In such situations, they were more likely to take their work

home with them.

You could get totally furious at her (the patient). She

could drive you completely nuts. Most of all I would

have liked to tell her she was acting horribly. You

can’t do that – you’re being destructive. I naturally

couldn’t do that. At the same time I thought she had

many really good, strong sides to her.

There was a woman with three children – small chil-

dren, and she wasn’t much older than me. And of

course that gets to you, naturally. You have trouble

letting go of patients like that. You feel so terribly close

to them. Their problems, everyday problems are

exactly like your own everyday problems.

You wake up at night and go over it and go through

everything…and start over again.

Time and resources. The nurses described how the care was

often demanding during limited periods of time. Some-

times care of the dying was experienced as work in which

there was only time to listen to minor problems. Greater

difficulties could arise when they were responsible for

many dying patients at the same time, which further

limited the time for each patient. Then ordinary routines

and tasks could be experienced as disruptive. Planning

their work was experienced as meaningless because the

plans usually could not be carried out. Working in the

evening/at night, with a smaller number of nurses on duty,

could involve additional stress. The nurses also experi-

enced difficulties combining care of the dying with care of

  Everyday encounters

 Responsibility     Cooperation

 Experiences and knowledge

 Feelings Time and resources 

    Reflection

Ambition
 Dedication

Satisfaction
 Dissatisfaction

Figure 1 The nurses experiences of caring for patients at the end of

life.
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patients receiving curative treatment in the same care unit.

However, they described how a change of priorities could

sometimes create more time. There could also be periods

when there was time but when it was not used adequately.

You go in to the patients and say hello and wonder if

there are any special problems. Then they take that

up, but they don’t mention anything else. They see

that you don’t have time… On a hectic day with a lot

of patients in and out, then it’s the cancer patients and

the palliative patients that have to give way. Unfor-

tunately, that’s how it is.

Sometimes there are periods when you have many

(dying patients). And you really don’t have to have

more than one (at a time), then you have your hands

full. Because when you’re in the middle of things with

a really sick patient – you really have a whole lot! And

you get involved with the family. It’s nice to have a

rest afterwards. And afterwards you wonder how

you’ve had the strength!

Satisfaction and dissatisfaction

The nurses’ stories also contained reflections concerning

what the experiences of caring for dying patients had given

them, and also thoughts about the future. Many reflec-

tions touched on possible explanations and reasons why,

as a nurse, they had acted in a certain way. The nurses also

reflected over how they had actually had the strength to do

their job. Feelings of inadequacy in caring for the dying

became particularly clear when their ambition was to help

but there was little possibility to carry out what they

wanted to do. The nurses driving power consisted mainly

in their attempt to satisfy the patient’s wishes. Care at the

end of life not only provided a good deal of confirmation

and stimulation but was also experienced as burdensome

and demanding.

Satisfaction. The nurses’ satisfaction consisted mainly in the

opportunity to give something to a gravely ill person, to

fulfil special wishes and be able to care for the whole

person. The fact that the care provided experience and

contributed to personal growth was also felt to be satisfy-

ing. The development of palliative care, which has been

underway in recent years, was also experienced as stimu-

lating, as was the mass medial and political focus on

palliative are. The nurses also described cooperation of

colleagues in very positive terms.

I don’t think I’ve ever enjoyed work as much as with

my (palliative) patients. The atmosphere that’s created

in this work is so generous. It allows for so much. It

allows such emotional swings and so… It’s great! And

it’s still great!

Dissatisfaction. The constant lack of time, with little room

for acute changes, was experienced as an obstacle to pro-

viding care of good quality. There was dissatisfaction

concerning the way certain patients and relatives were

treated and cared for. The absence of sufficient time often

became a stress factor that could constitute a risk both at

the organizational and the personal level. Much of the

nurses’ dissatisfaction originated from the organization in

which palliative care was practised. Intensive contact with

dying patients and relatives and many deaths one after the

other within a short period of time could be stressful and

result in fatigue. Despite the need, the nurses experienced

insufficient support from managers and little understand-

ing and little commitment regarding their physical and

mental health. This work environment could result in

gravely ill and dying patients being experienced as a bur-

den. Varying experiences of support and clinical supervi-

sion were described. Two of the nurses had regular clinical

supervision although one of them described how this was

not given priority. It was found that many of the nurses

were not accustomed to giving priority to their own needs.

It started right after vacations last year. How are we

going to manage next summer and what happens if

one of us gets sick? Sometime one of them (the

managers) could ask, ‘How are things? How are you

feeling? Can we help?’

We’ve always wanted to have this clinical supervision

and support. And now this past winter she (the clin-

ical supervisor) was supposed to come. But now it’s all

come to nothing. And here we’re also bad at giving

priority to things like that. They called her (the

supervisor) and cancelled it because they (the staff)

didn’t have time… they had something else to do. But

the problem is that we’re not used to making this a

priority.

Discussion

During the interviews and the analysis of the data, an

attempt was made to be as open as possible to how the

phenomenon emerged. Despite this, the pre-understand-

ing of the interviewer may have influenced the work and

thereby the results. According to the literature, the

everyday understanding and scientific knowledge of the

interviewer should be placed in parentheses so that

the ‘phenomenon’ can be described in as unbiased a way

as possible (41). According to Kvale, this does not mean a

total absence of preconceived ideas, but instead an

awareness of one’s preunderstanding and a critical, ana-

lytical approach to it (42). Dahlberg et al. do not consider it

possible to place all pre-understanding in parentheses, as

no researcher constitutes a blank page (41).

A weakness in the studies method and design could be

that the sample consisted of heterogenic levels of care.

Despite the fact that the informants have different experi-

ences of caring for dying patients requiring different levels

of care, they describe similar feelings of ambition and
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dedication and similar experiences in everyday encounters.

They also described similar reflections and feelings about

the outcome of the given care, which was a somewhat

surprising result. This design can probably give a broader

picture of giving palliative care than if the sample had only

consisted of a homogenous level of palliative care.

The scope of the study is small, but it nevertheless des-

cribes many actors in a care chain where care is given at

the end of life. Care chains constructed in a similar way –

hospitals, primary home care, and community care – are

found throughout Sweden and also in other countries. The

function of and communication in care chains are

important for the outcomes of given palliative care. There

is some reason to believe that care given in the end of life

would function in a similar manner in other parts of

Sweden or in other countries. Areas with well-established

hospice care constitute an exception. The stories of nurses

working in the different areas of care in the study were not

compared with one another, as that would have required a

different study design. The results constitute a picture of all

the nurses’ experiences, irrespective of the care form.

The results show that the role and function of the nurse

can be multifaceted and complex which confirms by other

studies (34, 44, 45). All nurses in the study pointed out

difficulties, when pressed for time, in combining care of

patients in a palliative phase and those in a curative phase.

On the other hand, care of healthier patients can probably

give nurses positive feelings, energy and hope in a mixed

work situation. A question that can be posed however is,

how nurses are affected by frequently having to switch

between dying patients and almost-cured patients. Studies

have pointed out difficulties in assuming a number of roles

at the same time. Taking part in frequent role changes can

result in stress, and role conflicts have a negative influence

on work satisfaction (45–47).The nurses described stress

factors in the care that sometimes caused feelings of

dissatisfaction, frustration and grief. Vachon report that

constant confrontation with dying can also constitute a

continual reminder of one’s own death. The nurses could

also experience grief if the patient did not have a good

death. The author points out that many deaths in close

succession could contribute to the nurse not having time to

grieve, which could result in a decreased ability to care for

gravely ill patients (46).

The results show inadequate support from managers.

Studies confirm that poor leadership and limited resources

can be sources of work-related stress (48, 49). It is also

noteworthy that only two participants received regular

clinical supervision, and that one of them sometimes had

to cancel because of a lack of time. According to Travelbee,

self-insight and the ability to interpret one’s own and

others’ actions are required in order to deal with surges of

emotions in patients, relatives or themselves as caregivers

(50). The Swedish Government Official Report (SOU

2001:6) proposes continuous education and clinical

supervision to all staff working in palliative care (1), and

this is also stressed by Jones (51). Questions of importance

concern whether nurses have time to reflect over their

own needs, or if those needs are not considered. What

knowledge and experience are available regarding the

effects of clinical supervision on nurses and their manag-

ers? By learning from experiences clinical supervision can

promote palliative nurses psychological health and well-

being (38). According to Jackson, ‘the process of nursing

practice is as important as the content of nursing practice’.

She also argued the importance that nurses understand

their own responses to suffering as a result of their work as

healers and that nurse leaders take responsibility to create

healing environments even for the staff (49).

In everyday encounters, insufficient time, resources and

cooperation were found to be the main reasons for different

degrees of dissatisfaction. Ramirez et al. state that care of

dying patients results in work satisfaction as long as the

nurse experiences that there is sufficient staffing, time and

knowledge in order to perform the care in a satisfactory way

(48). Cronqvist et al. point to stress factors in intensive care

that can include understaffing, a heavy workload and

problematic work relations. Work satisfaction is thus an

important factor with respect to how stress affects the nurse

(52). These descriptions could be applied to the conditions

found in the present study. If demands do not correspond to

the possibilities to give care of high quality, tension can be

created between reality and the ideal, which can be

experienced as moral stress (5, 33, 36, 45, 52).

Cooperation among colleagues was usually described as

good, but relations with doctors were experienced as more

demanding. In the interaction between different care

institutions, prestige and territorial thinking constitute an

obstacle. Studies confirm that organizational factors,

communication problems and difficulties in relations with

other caregivers, as well as insufficient cooperation and

discipline among different care systems, are significant

stress factors (34, 46). This result could also reflect a female

interpretation, as the majority of those studied were

women. Would the results have been different if most of

the nurses had been men? Would the relation between

doctors and male nurses have been different, and would

this have resulted in less need for obstinacy on the part of

the nurse?

Experiences of happiness and generosity in the rela-

tionship with the patient are also described. One of the

nurses said that she had not experienced such stimulation

and satisfaction in any previous work as she did with

gravely ill patients and their relatives. Experiences and

encounters in palliative care were also described as sources

of increased knowledge and personal growth, results that

are supported by other studies (53, 54). Maeve reported

similar reflections from other nurses caring for gravely ill

patients where it was important to do ‘the right things’ for

the dying patient (17).
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In the nurses’ thoughts concerning the future, it was

suggested that there is discord between their ambitions and

reality. Tishelman et al. also point out a gap between the

ideal and the reality in palliative care (34). It can also be

asked whether nurses are going to continue working in an

area where, despite good ambitions, intentions and inter-

est, feelings of dissatisfaction are often the result. Can

sufficient stimulation and confirmation minimize these

feelings? Other studies show that work under moral stress

even can result in health risks and contribute to flight from

the area of care (32, 36). According to Rasmussen,

meaningful care becomes good care when meaningfulness

gives the nurse the satisfaction and the strength to con-

tinue providing care (37). Even Gaydos stresses that the

meaning of nursing is a prominent factor whether nurses

stay or not in nursing (53).

Palliative care in Sweden can generally be considered to

be in a build-up phase. According to SOU 2001:6, the

proposal is that palliative care should be offered on equal

terms to all gravely ill/dying patients (1). This can be

considered in relationship to an ageing population, to the

scarcity of nurses and the large number of nurses who will

be retiring in the coming years. It is probable that more

and more gravely ill patients will be cared for in commu-

nity facilities, and especially in the home. Can this be done

in existing organizational forms for care at the end of life,

and what will be the quality of care? How much of the care

will fall on the family?

Research about nurses’ experiences in end of life care is

done earlier but mostly focused in special palliative care

settings. This paper adds to the knowledge about the pal-

liative care given in common care settings and the result

indicates that nurses need resources of time, communica-

tion, cooperation and support for giving palliative care

with quality and get satisfaction with the outcome. The

result also elucidates the gap between nurses’ ambitions

for the care given in the end of life and the reality as well

as the need for discussion about the conditions for giving

palliative care outside special palliative care settings.

Conclusion

In summary, the results describe the nurses’ strong ambi-

tion to give the dying patient and relatives care of high

quality both in hospitals, primary home care and com-

munity care. Despite this, the nurses experienced dissa-

tisfaction to a greater or lesser degree. A lack of good

cooperation, support, time and resources were reported to

be the primary sources of dissatisfaction. Satisfaction was

achieved through contacts with patients and relatives,

functioning collegial cooperation, and through the know-

ledge, experience and personal growth that care had given

them.

The present study shows the complexity of the nurse’s

function in palliative care. Further research is needed

regarding nurses’ experiences of the discrepancy between

their possibilities to give palliative care with quality and

what they really want to do for the dying patient.
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