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Abstract

Objective—Little is known about positive emotion communication (PEC) in end-of-life care.
This study aims to identify types and patterns of PEC among hospice nurses, caregivers, and
patients.

Methods—A coding system based on positive psychology theory was applied as a secondary
analysis to audio recordings of hospice nurse home visits with cancer patients and family
caregivers, collected as part of a prospective longitudinal study. Eighty recordings (4 visits from
20 triads) were coded for humor, connection, praise, positive focus, gratitude, taking joy/savoring,
and perfunctory statements.

Results—Descriptive statistics revealed the greatest proportion of PEC was made by nurses.
Humor was most frequently used across all speakers. Cluster analysis revealed four PEC visit
types: Savor/Take Joy; Humor; Perfunctory; and Other-focused Expressions of Positive Emotions.
Linear mixed effect regression was used to estimate the trajectory of PEC over time, but no
significant change was found.

Conclusion—We found that positive emotions are common in nurse, caregiver and patient
communication at end-of-life and do not decline closer to death.

Practice Implication—This study is among the first to explore PEC at end-of-life, and offers a
way to bring strengths-based approaches into end of life communication research.
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1. Introduction

As the proportion of the aging population grows so does the need for end-of-life care [1].
Hospice services provide holistic care to patients with life-limiting illness and their family
members. In the U.S., about 1.7 million patients receive hospice services, the majority
within their home or place of residence [2]. Hospice is made available to patients of any age
with a life-limiting diagnosis and a life expectancy of less than 6 months. Care, in the U.S.,
is made available through Medicare or other health insurance providers. Typically, a family
member serves as the primary caregiver with members of the hospice team (e.g., social
worker, chaplain, nurse) making regular visits to provide care and other services. The unit of
care is considered to be patient and family. Over a third of U.S. hospice patients have
advanced cancer which is associated with a rapid, yet highly variable, decline [3]. This
places unique stress on the hospice care team and indicates a need for attention to home
hospice communication. Family caregivers are a vital member of the hospice care team, and
as the patients’ health declines the caregiver role expands, often placing them at significant
negative psychological, physical, social, and financial risk [4-8]. The increased engagement
by caregivers in hospice care is in contrast to earlier in the cancer care trajectory where the
caregiver’s voice is largely absent and much of the communication is between the patient
and clinician [9-11]. It is important for hospice care team members to use communication
strategies that strengthen relationships and positively engage all family members.

Little is known about positive emotions at end-of-life care. Positive and negative emotions
are independent constructs (e.g., [12]) and can be experienced at the same time. Because
positive and negative emotions have different implications for health and well-being, it is
important to learn about risks associated with negative emotion as well as potential benefits
of positive emotion for patients and caregivers. Cancer patient positive emotion has been
associated with lower symptom reports, less functional impairment, and fewer cancer-related
medical appointments [13-15]. Research available on caregiver positive emotion suggests
that caregiving “uplifts” are associated with well-being [16], and experiencing positive
emotion is associated with greater post-traumatic growth [17, 18].

Positive emotions are associated with better health and longevity, thus serving a protective
function [19, 20]. Similarly, positive emotions are associated with enhanced coping,
meaning-making, and building resilience to stressful events [21-23]. Meaning-making or
benefit-finding might be particularly relevant to cancer patients and caregivers, as it is
associated with more positive emotion, less distress, and better mental health [24]. The
Broaden-and-Build Theory [25] may explain some of these associations as it posits that
positive emotions broaden an individual’s thought-action repertoire and build physical,
intellectual, and social resources, thereby promoting resilience. In contrast to negative
emotions, which carry direct and immediate adaptive benefits by prompting a specific threat
response (e.g., fear prompts fleeing), positive emotions carry more indirect and long-term
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adaptive benefits because broadening builds enduring resources to manage future threats. In
the short term, positive emotions counteract negative emotion and enhance stress recovery
[26]. When shared, positive emotions create mutual enjoyment and social bonds.

1.1 Positive Emotion Communication

Effective communication is a key component of healthcare interactions and serves many
functions, including information exchange and relationship-building [27]. Beyond the
required information exchange in nurse-patient-caregiver interactions, high quality
relationships that encompass trust and support are important and contribute to better care
and improved health and well-being [28]. One way to build high quality relationships is
through positive emotion. Due to the intimate and intensive nature of home hospice care,
nurses, patients, and families can quickly develop relationships built on trust and support
that assist caregivers and patients to navigate end-of-life care.

Positive emotion can be a shared experience, and is frequently communicated verbally. This
is also the case in nurse-patient-caregiver communication. Alpert and Womble [29]
examined how caregivers used communication as a coping strategy when caring for a family
member in an analysis of over 150 caregiver stories, and found that stories using emotion-
based techniques—such as humor and positive framing—fostered meaningful bonds
between caregivers and family members, and may help with coping. Humor, in particular,
has received the most attention as a coping strategy, as it represents a safe way to share
challenging, frustrating, and/or upsetting experiences [30]. Using positive emotion words
has been associated with better overall health [31]. These effects have been replicated in
written and verbal expressive disclosure paradigms in chronically stressed caregivers of
older adults [32]. There is relatively little research on positive emotion expression in patients
at end-of-life; however, a study comparing blog posts of terminally ill cancer patients to
posts from healthy participants who imagined they were terminally ill found that the patients
used similar amounts of positive words and far more positive than negative emotion words
overall than those who imagined being terminally ill [33].

There is limited research on positive emotion communication (PEC) between patients,
nurses, and caregivers at end-of-life. The nature of the emotional experience in hospice care
is tremendously complex, and includes positive and negative emotions across the continuum
from admission, to caregiving, and bereavement. Hospice nurses have been shown to use
PEC to elicit caregiver and patient concerns [34]. Patients have been shown to use humor
and positive emotion when discussing sensitive topics such as end-of-life discussions or
embarrassing moments to lighten the mood [18]. Generally speaking, PEC is also associated
with less caregiver distress during palliative home care and greater resilience during
bereavement (e.g., [35-38]). For example, recently bereaved caregivers who were genuinely
smiling and laughing while discussing their recent loss adjusted better over time compared
with other bereaved individuals [39, 40].

1.2 Objective

In a large study of palliative nurse-caregiver-patient communication [41], we were surprised
to find a significant proportion of PEC at end-of-life [42]. More surprising, during nurse
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visits, positive emotion occurred more frequently than distress for caregivers, and in equal
amounts for patients. In other research, hospice nurses were found to use PEC as a strategy
to elicit caregiver and patient concerns that they may otherwise have been reluctant to
express [34]. These findings prompted a closer look at the occurrence of PEC during in-
home palliative care. The purpose of this study was to conduct a secondary analysis of
nurse-caregiver-patient communication to explore PEC in hospice, and to identify types and
patterns of PEC at end-of-life.

2. Methods

2.1 Study Design, Participants and Setting

The data for this study were derived from a large prospective observational project described
in detail elsewhere [41, 42]. The study was approved by the University’s Institutional
Review Board and participating hospice agencies. Study participants included hospice
nurses and family caregivers of hospice cancer patients at seven home hospice agencies
located in two different geographic locations in the U.S. (intermountain West, urban East
coast). All caregiver and hospice nurse participants completed demographic surveys at
baseline. Hospice nurses who agreed to participate recorded their home visits with
consenting family caregivers of cancer hospice patients. Visits from the larger study were
coded using the Roter Interactional Analysis System (RIAS) [43], followed by secondary
coding for PEC. Because we wanted to examine communication over the course of home
hospice visits, we chose cases with at least four recorded home visits. Sampling four time
points allowed us to assess for patterns of change and variability in positive emotion across a
patient’s end-of-life trajectory by capturing both “good and bad days” as the patient
declined. Choosing more time points would have limited our sample size as many patients
had limited number of home visits. Twenty cases were randomly selected from a larger
group of cases that had one visit recording in each of the four quartiles of time from study
consent to death, resulting in a total of 80 recorded home visits. A home visit was randomly
selected if there was more than one recorded visit in that quartile.

2.2 Data Collection

Nurses were invited to participate at a staff meeting. Those who agreed completed informed
consent and questionnaires. Research staff assessed for eligibility at each hospice to identify
family caregivers of cancer patients 45 years or older, were English-speaking, and
cognitively able to participate. Family caregivers were contacted by phone and, if interested,
a home meeting was scheduled to obtain consent from caregivers and to complete
questionnaires. Patients were invited to consent when able, and if not, caregivers served as
proxy. Nurses wore digital recorders around their neck during home visits. This allowed
nurses to capture the entire visit as they moved throughout the home. Upon entering the
home, nurses reminded those present they were recording that day. Finally, research staff
abstracted patient data from hospice records.

2.3 Measures

2.3.1 Baseline measures: Nurses—~Participating hospice nurses completed
demographics and questions on professional characteristics; e.g., years in practice as a
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hospice nurse and nursing degree. Caregivers.: Consenting family caregivers completed
demographic questionnaires including nature and length of relationship with patient.

2.3.2 Case characteristics—From hospice records, research staff extracted patient age,
gender, and cancer type. They also documented the number of nurse home visits and length
of home hospice care (enrollment to patient death) for each case.

2.3.3 Coding PEC—As part of the larger study, digitally recorded home hospice visits
were analyzed using RIAS (Kappa >.0.65), which has demonstrated applicability in the
home hospice setting [44, 45]. Details on RIAS coding of the parent study are provided
elsewhere [42]. Codes were applied using direct-entry data software (Noldus Observer XT
Version 11.5). An advantage of using a coding system like RIAS is marking communication
that can be revisited for second level coding to derive a more focused, conceptually driven
examination.

The focus of our secondary data analyses was on PEC. First, we combined the following
RIAS codes to create a general positive emation category: laughs/tells jokes, reassurance/
optimism, shows approval and compliments. Next, we used concepts associated with
Seligman’s positive psychology pillars to conduct a directed content analysis of the RIAS
positive affect codes [46]. Through an iterative process of weekly meetings with coders, two
investigators (A.T., L.E.) identified seven categories and created theoretically-based
operational definitions for PEC within interpersonal exchanges. Six categories were used to
further code the combined RIAS codes (see Table 1). The seventh code category was added
for communication that was determined to be perfunctory through interpretation of content
and tone (e.g., “good,” “nice,” “thanks”). These PEC categories were used to capture content
and emotional intensity. The connection code trumped all other codes because it reflected a
deep expression of feeling towards the other person. For example, a caregiver might say to
the nurse “I’m glad you’re here today” to greet the nurse entering the home to reflect
gratitude and appreciation. However, if the family is gathered around the patient who is near
death and the caregiver says to the nurse in a heartfelt manner “I’m glad you’re here today”
it would be interpreted as connection.

Using Observer software, research assistants trained in coding listened to the interactions
surrounding each previously-identified RIAS positive emotion code within a visit to
accurately interpret communication within the interpersonal context. Trained coders and
investigators (A. T., L. E.) met weekly. Eight randomly selected visits (10%) were used to
establish and refine the codebook and were consensus coded by the group. The remaining
visits were randomly assigned to coders with eight visits serving as reliability checks (kappa
=0.75).

2.4 Analysis

This is an exploratory prospective longitudinal observational study using various analytic
approaches to better understand how and when positive emotion is expressed at end-of-life
among patients, caregivers, and hospice nurses. We used descriptive statistics to describe
sample characteristics, visit length, and PEC categories. To provide the broader context of
home visits for the 20 cases, we examined the PEC code in relation to the other RIAS codes
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from the parent study by examining mean and median frequency and ratios. We also
compared the seven PEC codes to each other using descriptive statistics. Next we conducted
cluster analysis using Gaussian finite mixture modeling to assign visits to clusters by
common patterns of utterance types. Model based clustering allows for selecting number of
clusters and covariance parameterization based on likelihood ratio statistic, Bayesian
information criterion (BIC) or ad hoc decision [47]. We used linear mixed effect regression
to estimate the trajectory of utterance proportions over time for each PEC category, adjusting
for random intercepts at the dyad level.

3.1 Participant and Visit Characteristics

There were a total of 20 patients, 20 partner caregivers, and 20 nurses in this sample with
recordings of 80 hospice visits (4 visits per case). The average visit was 44.7 minutes in
length. Nurses were employed at seven different hospices, and had been working in hospice
on average for 5.3 years. See Table 2 for participant characteristics.

3.2 PEC Descriptives

Across all visit utterances, PEC represents a median of 5.87% of the total visit utterances (M
=12.30, SD = 23.16). Table 3 provides mean, standard deviation, median, range of
responses, and proportion (%) of statements for each category and speaker. Nurses made the
most PEC statements. For nurses, praise (23%), humor (22%) and perfunctory statements
(22%) are equally represented and make up the majority of nurse PEC. In contrast, humor
represents by far the most predominant type of PEC for caregivers (31%) and patients (34%)
relative to each of their total PEC.

3.3 Cluster Analysis

To determine whether there was a pattern to PEC types occurring together during visits,
cluster analysis was conducted using Gaussian finite mixture modeling to assign visits into
clusters that share a common utterance type pattern. We selected a four cluster solution
based on conceptual and statistical fit. We then chose the covariance parameterization based
on optimal BIC subject to the four cluster constraint. The optimal between-cluster
covariance structure was spherical variances with varying volume. This corresponds to a
diagonal covariance matrix. Three types of visits can be characterized by a larger number of
utterances from a single category: Savoring/Taking Joy, Humor, and Perfunctory statements.
The fourth visit type can be characterized by a larger number of PEC codes, which tend to
be more other- or relationship-oriented: Connection, Gratitude, Positive Focus, and Praise
(see Figure 1).

3.4 Trajectory Analysis

We used linear mixed effect regression to estimate the utterance proportion trajectory over
time for each PEC category, adjusting for random intercepts at the case level. We did not
detect a time effect on the amount of connection, gratitude, positive focus, praise, or
perfunctory categories (#< 0.95). We found humor declines at a rate of —0.242 (s¢=0.08, ¢=
—2.984) per visit and Savoring declines at a rate of —0.112 (se= 0.037, t=—-2.994) per visit.
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Because of the small increment in decline, these changes are unlikely to be clinically
relevant.

4. Discussion

This secondary analysis of nurse-caregiver-patient communication explored PEC
prospectively in home hospice. We developed a coding approach based on positive
psychology theory in order to identify types and patterns of PEC at end-of-life. Although
this is not the first study to capture positive psychology-related constructs at end-of-life,
other commonly used approaches rely primarily on self-report measures to capture
constructs such as positive emotion (e.g., [48, 49]).

Altogether, our findings suggest that PEC occurs in various forms and frequencies in
patients, caregivers, and nurses at end-of-life, up to day of death. Importantly, PEC does not
decline closer to day of death. Because positive emotions are thought to be a mechanism to
enhance resilience and foster connections with other people [25], they could help promote
well-being during palliative care and end-of-life. Prospective studies that systematically
investigate the potential benefit of PEC at end-of-life represent an important area of future
research.

4.1 PEC Across Nurses, Patients, and Caregivers

Our findings provide evidence of all types of PEC by all stakeholders (nurses, caregivers,
and patients). The greatest proportion of PEC was initiated by nurses, who had twice as
many expressions per visit as caregivers and four times as many as patients. Although humor
was the most frequent PEC overall (e.g., “You’re tougher than an old rattle snake”), nurses
most frequently used praise and support during each visit. Typically, this was an expression
of encouragement (“you’re doing a great job”) or compliment (e.g., telling the caregiver that
her dress looks beautiful on her). This is consistent with previous findings that PEC is a way
nurses develop rapport with families [34]; humor, praise and support can all be effectively
used to build and maintain relationships in healthcare settings.

Patients had the fewest overall PEC, frequently having no PEC during a visit which was
expected given their physical decline. Humor was the most common PEC, and often
appeared to function as a means for patients to mitigate others” discomfort and maintain
personal dignity. For example, a patient asked her husband to the leave the room while the
nurse did bandaging, and she jokes to the nurse “He just wants to see this incredible
operation here.” Savoring or taking joy was the second most frequent patient-initiated PEC.
Often this would occur in the form of a memory about food they enjoyed, which is
remarkable given that for many people at end-of-life, food is not always enjoyable. Other
examples included savoring the warmth of a pair of socks and sharing a description of the
sunshine outside. These experiences are made more meaningful given the context of a
person who has limited number of days left to take pleasure in the simple things. Joining a
patient in reflecting on and savoring an enjoyable moment could be a way to facilitate and
strengthen the experience of positive emation in this setting.

Patient Educ Couns. Author manuscript; available in PMC 2019 April 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Terrill et al.

Page 8

Caregivers initiated twice as much PEC as patients; their most common PEC types per visit
were humor followed by savoring. Humor may have been used as a coping strategy to keep
caregivers’ feelings of frustration, fear, and uncertainty at bay. It was common for families to
joke about the patient living longer than expected (e.g., “He is stubborn”). Caregivers were
also most likely to express gratitude and connection relative to their overall PEC. This
typically occurred in caregiver-nurse exchanges, where the caregiver expressed gratitude
toward the nurse’s support. A central function of gratitude in a social exchange is thought to
assist individuals with bonding and maintaining relationships [50, 51]. In the context of end-
of-life, expressing gratitude to the nurse may facilitate the therapeutic alliance. Research
suggests that those who express gratitude to another person are happier and less depressed
[52], and have less caregiver burden [53]. Although the predictive role of PEC on caregiver
adjustment is beyond the scope of this manuscript, future research should explore the
relationship of PEC such as gratitude with outcomes such as caregiver depression and strain.
Our findings about caregiver gratitude expression are similar to findings of a qualitative
analysis of family caregivers expressing gratitude for the humane attitude, professional
treatment, and emotional support that loved ones received from the palliative care team [54].

4.2 PEC Across Visits

We did not find a systematic variation of proportion or types of PEC across visits. There is a
common belief that as death approaches, PEC from families, providers, and patients in
hospice decreases and is replaced by grief and distress. However, our data indicate that the
relationship between PEC and proximity to patient death is more complicated. It is likely
that variation in hospice emotion expression is context- or situation-based. For example,
PEC might change as patient symptoms worsen or improve at any point in time, or the
quality may shift, e.g. from humor to gratitude. Other influencing factors could include
different beliefs about death, changing family situations, or presence of different people
(family, friends, other caregivers or healthcare providers) at a visit. Altogether, the lack of
systematic variation reflects the variability of the dying process in home hospice.

We identified four visit clusters: other-oriented visits, which included connection, gratitude,
praise, and focusing on the positive; humor; savoring; and perfunctory. This latter cluster
reflects visits that were largely lacking deep positive emotion, with exchanges being
consistent with social etiquette (e.g., “good,” “thanks”). Humor, which was the most
common PEC type, has received some attention in healthcare, cancer, and palliative care
literature as a means to remedy, cope with, and buffer a wide range of sensitive,
embarrassing, fearful, anxious, or abnormal situations (e.g., [55-59]). Studies have shown
that humor is valued by patients in hospice (e.g., [59]). It can also facilitate caregiver
adjustment during bereavement, and can be a powerful therapeutic asset when used by
healthcare providers in a caring, sensitive way [59, 60]. Finally, humor may be the shared
language used by patients and their families to regain autonomy and agency amid serious
illness [61]. Savoring involves reflecting on an enjoyable moment or special memory, and
has received far less attention in the caregiving and palliative care and communication
literature. However, some research has shown that savoring positive moments could have a
role in ameliorating anxiety and depression in cancer caregivers [62]. More generally,
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savoring has been associated with greater well-being and could promote resilience in older
adults [63].

4.3 Limitations and Future Directions

4.3 Practice

By basing this project on audio recordings coded with RIAS to capture PEC, we may have
missed some positive emotion expressions (e.g., non-verbal expressions, such as facial
expressions or touch could convey humor or connection). In addition, using RIAS codes to
identify positive emotion could miss more holistic expressions of emotion that may have
been better identified through a broader qualitative analysis. In other work [64], we
identified an example of a caregiver developing strength and pride in her ability to provide
care for her husband. RIAS coding captured statements of positive affect but missed the
process of moving from feelings of loss and abandonment to a position of resilience.
Furthermore, this study does not address whether PEC by one speaker prompted the
experience of positive emotion in another.

Although our sample characteristics for patients and caregivers (e.g. sex, income, and
education) are similar to US national statistics available for informal caregivers [65] and
hospice [66], there are some differences that should be considered when generalizing our
findings to the target population. Caregivers tended to be a bit older (63 years compared to
49) and patients a bit younger than national averages, which likely reflects that our sample
consisted of cancer patients married to their caregivers. The majority of primary family
caregivers are either spouse/partners or adult children and the relationship dynamic is likely
to be different between partners as compared to parent-child, which may influence PEC.
Length of hospice stay was twice as long in our sample as the national average for
individuals with cancer [66]. Finally, Latter-day Saints were overrepresented in our sample
due to the location of one of our data collection sites.

Because this study was exploratory and descriptive, findings should be interpreted with
caution; generalizability is limited, and considerations of cultural interpretations of positive
emotions should be taken into account. Future prospective studies need to be conducted to
better understand potential benefits of positive emotion, particularly in the face of patient
variable symptoms at end-of-life, and how PEC could be utilized in nurse-caregiver-patient
exchanges to facilitate coping and promote resilience for both patients and caregivers.

Implications

Focusing on PEC offers a way to bring strengths-based approaches into end-of-life
communication research. Previous research has mainly focused on how to identify and
reduce caregiver and patient distress. Specifically, health communication research has
focused on improving provider communication skills to address and alleviate caregiver and
patient negative emotion expression [34, 67]. Equally important is building communication
skills to scaffold and build a sense of strength, connection, and joy despite facing loss and
life-limiting illness. This may be especially important for caregivers whose difficult task is
often not acknowledged by providers [68, 69]. Clearly the expression of both positive and
negative emotions is important, particularly at end-of-life when time is limited. Due to the
exploratory and novel nature of this study, implications for practice are preliminary.
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Highlights

. Developed a coding system for positive emotion communication research

. Nurses initiated the most positive emotion communication

. End-of-life positive emotion communication occurs in various forms and
frequencies

. The most frequently used positive emotion code across all speakers was
humor

. Focusing on positive emotion brings strengths-based approaches into end-of-
life care
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Standardized Cluster Centers

Figure 1.
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Table 1

Positive emotion communication category codes

Positive Emotion Codes

Examples

Humor: intension to be amusing or comical; making a joke. This can
include: nervous humor (i.e., break tension about behavior);
conversation filler; sharing a funny story to fill the void; supportive
humor; dark humor (e.g., jokes about dying); using humor to ease
tension/emotion in the room; using humor to normalize.

Praise or support: complimenting, providing support for, or affirming
another person; positive reinforcement; validation

Positive focus: focusing on the positive, being optimistic or having a
positive outlook; encouraging others to be positive or be hopeful

Appreciation or gratitude: counting blessings; appreciation of life
circumstances; gratitude towards others; thanking someone

Savoring or experiencing joy: taking delight or joy in a moment;
replaying life’s pleasures and wonders; open expression of finding
beauty; relishing in ordinary experiences, and savoring those
experiences with others. Many of these expressions need to be
interpreted within the context of a very limited lifespan.

Connection: fostering relationships and connecting with another
person; endearment, affection; emotional greetings and goodbyes can
fall under this code provided there is a clearly expressed strong
emotional connection (intensity); often reciprocated.

Perfunctory: social etiquette; perfunctory, automatic or statements
reflecting habitual responses.

Nurse to caregiver: When I was on the phone it sounded like a goose
honk.

Caregiver to nurse: Thought | would give it to him (pill) while you
are here so if he chokes you will be here. (Said jokingly)

Nurse to caregiver: You are doing a 300% fantastic job!
Nurse to patient: You look beautiful always, wearing nice clothes and
Yyour family keeps you looking so well all the time.

Caregiver to nurse: We can be miserable or we can make the best of
it, get back on our feet and make the best we can with whatever the
aay is.

Caregiver to nurse: /°’m hopeful he (patient) feel better tomorrow.

Caregiver to nurse.” You are wonderful. Patient to nurse: We
appreciate all that you do to help us.

Caregiver to nurse: We (she and her husband (patient)) would drink a
coffee every afternoon out on our deck.

Patient to nurse: Aren’t these socks awesome?

Nurse to patient: 7hey (socks) are like little blankets.

Patient to nurse: They keep my feet so warm and cozy.

Nurse to caregiver: /t takes a special person to do what you do.
Patient to nurse: Come over here so | can give you a hug.
Nurse to patient: You know I love you.

Nurse to caregiver: 7hanks. (in response to caregiver opening the
door and allowing the nurse to walk into the room first)
Caregiver: Good. (in response to nurse bringing more pads for the
patient’s bed)
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Table 2
Participant Characteristics

Patient Caregiver Nurse

N=20 N=20 N=20
Age, mean (SD) 64.95 (9.8) 63.05(11.3) 45.15(10.1)
Sex, % (n) 70 (14) 30 (6) 0(0)
Male
Marital Status, % (n) 85 (17) 85 (17) --
Married
Length of hospice stay in days, mean (SD)  104.45 (71.9) -- --
Type of cancer, % (n)
brain 5(1) - --
breast 10 (2) - --
lung 10 (2) - --
lymphoma/leukemia 10 (2) - --
melanoma 15 (3) - --
other GI/GU 25 (5) - --
reproductive 25 (5) - --
Race, % (n)
White 90 (18) 100 (20) 95 (19)
Education, % (n)
High school 15 (3) 15 (3)
Some college 45 (9) 45 (9)
4 year college 20 (4) 20 (4)
Graduate school 20 (4) 20 (4)
Nursing diploma - - 5(1)
Nursing associate -- - 70 (14)
Nursing bachelors - - 25 (5)
Religion, % (n)
Catholic 5(1) 15 (3) 15.8 (3)
Jewish 5(1) 0(0) 0(0)
Latter-day Saints 50 (10) 50 (10) 36.8 (7)
Protestant 10 (2) 5(1) 5.3 (1)
Other 20 (4) 15 (3) 5.3(1)
No religious affiliation 10 (2) 10 (2) 36.8 (7)
Income, % (n)
< 10,000 5(1) 5(1)
10,000 24,999 15 (3) 15 (3)
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Patient Caregiver Nurse
N=20 N=20 N=20

25,000 39,999 5(1) 5(1)

40,000 49,999 10 (2) 10 (2)

50,000 74,999 15 (3) 15 (3)

75,000 or more 45 (9) 45 (9)

Nursing certificate, % (n) - -

CHPN 29.4 (5)
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