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Abstract 

 

Introduction: Palliative care delivery has become integral to the role of healthcare staff in residential 

aged care (RAC) internationally. Challenges within this work environment (e.g. workload, staffing 

levels, resources) may impact on healthcare staffs’ willingness to undertake formal palliative care 

education.  The study described herein explored factors (socio-environmental and psychological) that 

influence staff willingness to engage in palliative care education.   

Methods:  The predictors of palliative care education uptake for healthcare staff [n=431] from 52 New 

Zealand RAC facilities in one large urban District Health Board were assessed. Logistic regression 

was used to explore willingness to engage in education. 

Results: Higher scores for burnout predicted a decreased likelihood of engaging in palliative care 

education [odds ratio (OR) .41, p = .01]. The identified predictor of willingness to engage in 

education was previous palliative care experience [OR 1.59, p = .027]  

Discussion: These results can inform the design and delivery of future palliative care education 

programmes within RAC.  
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INTRODUCTION 

In a context of ageing populations and a rise in chronic diseases, it is predicted that 

demand for palliative care will rise significantly over coming decades in most developed 

countries.1 International literature has demonstrated that residents of aged care facilities have 

high palliative care needs.2-4 However, staffing and funding limitations are a common 

problem in the sector, which may impact on the ability of staff to deliver the level and type of 

care required to meet the needs of residents.5  The increasing acuity of resident health status, 

as well as financial and organisational challenges translates into an aged care sector under 

strain.6 

New Zealand, like other high income countries, has an ageing population, estimated at 

28,000 people over the age of 65.7 According to a Grant Thornton report, by 2026, between 

12,000 and 20,000 additional residents will require aged residential care.8 New Zealand also 

has the highest rate of deaths in aged residential care internationally.9 In 2010 through the 

Ministry of Health a Hospice New Zealand Fundamentals of Palliative Care education 

resource was developed to assist member hospices to support and educate residential aged 

care staff.  However, there have been mixed reviews to the roll out including issues with 

variability in commitment to the project.11 Palliative care education, like any other 

educational intervention, is influenced by a number of factors present in the workplace, both 

socio-environmental and psychological. 12  

 

Socio-Environmental and Psychological Factors 

In New Zealand, the provision of residential aged care has shifted from not-for-profit, 

single-site, providers to large privately-owned facilities.9,13   In such a context, efforts to 

restrain rising staff costs have led to work conditions characterized by low wages, the 
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delegation of increasingly complex tasks to unqualified caregivers, increasing workload, and 

low staffing levels.14-17 

Heavy workloads, low staffing levels, conflicting expectations and too few resources 

have also been linked to the experience of 'burnout.'18-20 Maslach and Jackson 21 describe 

'burnout' as “a syndrome of emotional exhaustion, depersonalization and reduced personal 

accomplishment that can occur among individuals who do people work of some kind” (p. 1).  

Care providers who have insufficient education and experience in the delivery of end-of-life 

care feel less competent, and often become susceptible to feelings of 'burnout,' inadequacy, 

and discomfort. 14, 22, 23  

In contrast, indirect evidence suggests that 'resilience' may act as a protective factor, 

supporting the uptake of further palliative care education. 24,25 Resilient people tend to regain 

their stability more quickly in difficult situations and to stay physically and emotionally 

healthy during periods of stress.26 Health care professionals who lack high levels of resilience 

take more sick leave, display higher levels of conflict with their colleagues, have difficulty 

problem solving, are more reactive to issues, and are less likely to engage in education.24 

In summary, before an education programme can be implemented it is important to 

identify the factors that both enable and discourage its uptake.  Research both within New 

Zealand and internationally has identified challenges within the aged residential care work 

environment (e.g. workload, staffing levels, resources) as representing significant obstacles to 

high quality palliative care delivery.  Psychological factors may similarly impact on 

healthcare staffs’ ability and willingness to undertake education in palliative care.   
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Research Objective 

The objective of the study was to explore the socio-environmental characteristics and 

psychological factors predictive of RAC healthcare staff’s willingness to undertake formal 

palliative care education. 

 

METHODS 

This study utilized a cross-sectional non-experimental design and involved a survey 

of clinical staff members (n = 431) from 52 residential care facilities within one urban district 

health board serving 468,000 people overall, and 27 percent of that number live in residential 

aged care.9  The number of clinical staff across the 52 facilities as reported by the facility 

managers totalled 1280.  One thousand questionnaires were distributed resulting in a response 

rate of 43%. 

Staff Questionnaire 

The survey tool was  adapted from a questionnaire administered to medical and 

nursing staff in the UK;22 and in a recent study involving palliative care educational needs of 

clinical staff in an acute hospital in New Zealand.27 Topics included were drawn from the 

National Audit of End-of-Life Care in Hospitals in Ireland,23 the National Audit Office Value 

for Money study on End of Life care Nurses’ survey instrument28 as well as a staff survey of 

end of life care study in Manchester UK.29 Topics and measures included: 

Formal Palliative Care Training- Information concerning palliative care training 

(amount, type, duration and location) was requested from the participants in both yes/no and 

short answer response format.  Short answer responses were categorized based on common 

themes. 
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Experience in Palliative Care Delivery- The three item Experiences with End-of-Life 

Care scale30was included as a measure of staff palliative care experience.  Scores range from 

0 to 7 for the measure. Billings et al.30 reported a Cronbach’s alpha for the scale of .69, inter-

item correlations ranging from .26 to .63 and item-total correlations from .36 to .68.   

Palliative Care Communications Environment in this study is defined as the milieu 

in which communication with staff, family or residents related to palliative or end of life care 

takes place. Thirteen questions regarding the work social environment related to palliative 

care communication were included each rated 1 “strongly disagree” to 5 “strongly agree”. 

Individual items were combined to create a measure of perceived openness of the social 

environment to palliative care communication.  Higher scores represented a greater perceived 

openness of communication (range 13-65). 

Palliative Care Support Service Accessibility - Respondents rated their level of 

access to twelve palliative care support services on a scale from 1 “inadequate” to 10 

“adequate.”   Combining individual responses to items created a global measure of perceived 

accessibility (Service Accessibility scale). Higher scores reflected a perception of greater 

accessibility to palliative care services (range 12-120).   

The Brief Resilience Scale31 assesses the ability to bounce back or recover from stress. 

Smith et al.29 report Cronbach’s alphas ranging from .80-.91 and good convergent (positively 

correlated with the resilience measures, optimism, and purpose in life) and discriminant 

(negatively correlated with pessimism and alexithymia) validity. 

Burnout Measure-Short Version- The BM short version32 contains ten items that 

assess a person’s perceived level of physical exhaustion (e.g., feeling weak/sickly and having 

sleep problems), emotional exhaustion (e.g., feeling depressed and hopeless), and mental 

exhaustion (e.g., feeling worthless/like a failure and disappointed with people).  
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Social Desirability – The SDR-1633 is a 16 item measure answered in a true/false 

format.  Reliability for the RD-16 as estimated by Guttman’s method, split halves and Kuder–

Richardson methods was greater than 0.60.34   

Scale Reliability  

The scales included in the present study (BM short version, BRS, Experience with 

End-of-Life Scale, Accessibility, and Communications Environment) recorded reliability 

coefficients between .67 and .93 indicating adequate internal consistency.  Reliability 

information is provided in the Supplementary Material 1, Table S1. 

Data Analysis 

Quantitative data were coded into SPSS 20. Both descriptive (frequencies, mean, 

mode, standard deviation) and inferential statistics appropriate to the level of measurement 

(chi square, Spearman’s rho, binary logistic regression) were utilized in the analyses. The 

level of statistical significance was set at p <0.05.   

Ethical considerations 

Ethical approval was obtained from the University of Auckland Human Participants 

Ethics Committee.  Informed consent was obtained before completion of the anonymous 

paper-based questionnaire. Completed questionnaires were returned to sealed boxes within 

each RAC and collected by SF. 

RESULTS 

Participants 

Health care staff (n = 431) from 52 aged care facilities in one district health board 

completed anonymous paper questionnaires. A majority of the participants were female 
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(87.5%) worked as health care assistants1 (60.6%) and reported English as a second language 

72.6% (313/417).  Participants most frequently reported (29%) 4 to 10 years of experience in 

aged residential care (Table 1). 

 

[Table 1 here] 

 

Palliative Care Education  

Only 199 of 431 (47.2%) of participants reported palliative care education courses. 

However 399 (80.5%) reported that they would like palliative care education. The topics 

most often requested were general palliative/end-of-life courses (30.6%) (Table 2).   

 

[Insert Table 2 here] 

 

 

 

 

 

 

 

                                                           
1 In New Zealand health care assistants (HCA’s) are unregistered health care professionals who work under the 
supervision of qualified nurses.  The HCA role has no systematic requirements for education or training.35  
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Socio-environmental and Psychological Factors  

Four factors were predicted to potentially influence uptake of formal palliative care training 

based on the literature: 

Service Accessibility. Twelve support services assessed. Support from GPs (x̅ = 6.45, 

SD = 3.07) received the highest mean score while access to brochures in different languages 

received the lowest rating (x̅ = 4.77, SD = 3.15). A mean scale score of 68.38 (SD = 28.1) 

(range 12-120) was recorded. Item means can be found in the Supplementary Material 2 

Table S2. 

Palliative Care Communications Environment. On average staff agreed that their 

contributions to the palliative care needs of residents were valued (x̅ = 4.03, SD = .92).   

However, in general staff perceived they did not have enough time to spend with dying 

residents (x̅ = 3.11, SD = 1.18).  The mean score for the summative scale was 45.88 (SD = 

7.33) (range 21-62).  See Supplementary Material 3 Table S3 for mean item scores. 

Palliative Care Experience. The mean score recorded for the Experiences with End-

of-Life Care scale30 was 3.59 (SD = 1.91) (range 0-7) indicating that staff had an average 

level of experience in palliative care in providing palliative care.30   

Staff wellbeing. The average BMS burnout score was 2.8 (SD = .96). A score between 

2.5 and 3.4 indicates danger of burnout.32 A mean score of 3.35 (SD = .62) on the BRS 

measure of resilience suggested a below average result in terms of resilience.31 

To explore the strength of the association between independent variables on the 

dichotomous dependent variable ‘willingness to engage in education’ spearman’s rho 

correlation analyses were performed. As anticipated there was a significant inverse 

relationship between the BMS32 and the BRS.31 There was also a significant inverse 
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relationship between the BMS32 and the Responding Desirably 16.33 This may indicate that 

actual burnout levels were even greater than reported.36 Scores on the BRS measure were also 

significantly related to the SDR-16.  However this relationship may represent a tendency by 

high scorers for resilience to distort reality in an optimistic fashion rather than an intentional 

attempt to dissemble.37  

Persons with higher resilience scores also had significantly higher scores for the 

palliative care communications environment and more experience in palliative care delivery.  

Finally, the better the environment was perceived to be for facilitating palliative care  

communication, the higher the score for the accessibility of palliative care support services ( r 

= .36, p < .001). 

 

 

[Insert Table 3 here] 

 



RAC Staff Palliative Care Training Predictors 

Logistic Regression Model 

 Logistic regression was then undertaken to assess whether five predictor variables, 

burnout, resilience, communications environment, service accessibility and palliative care 

experience significantly predicted whether or not a staff member was willing to engage in 

formal palliative care education2. When all five predictor variables were considered together, 

they significantly predicted whether staff assented to formal palliative care education, (x2 

=31.35, df = 5, N = 431, p <.001. Nagelkerke’s R2 of .34) indicated a moderate relationship 

between prediction and grouping. Hosmer-Lemeshow 'goodness of fit' test produced a non-

significant result (x2(8) = 9.20, p = .32). Prediction success overall was 89.2% (98.6% for 

yes, 26.3% for no) (Table 4). 

 

 

[Insert Table 4 here] 

 

 

The results indicate that the greater the prior experience staff members had with palliative 

care the more likely they are to desire education.  Conversely, the higher the score for 

burnout, the less likely the staff are to desire more formal palliative care training.  Contrary to 

previous research the less accessible palliative care supports were perceived to be, the greater 

                                                           
2 As a first step, the impact of demographic variables was examined to determine if any these factors might 
systematically influence the relationship between the independent (burnout, resilience, experience, 
communications environment and accessibility) and dependent (willingness to undertake formal palliative care 
training) variables.  Exploratory regression analyses revealed that age  and education level  did not contribute 
significantly to the prediction of willingness to engage in palliative care training (x2(2) = 2.13, p = .343). A 
further model including gender (M/F), English as a second language (Yes/No), role (health care assistant, 
nursing staff, other) and ethnicity (European, Māori-Pacific, Other) also did not significantly predict willingness 
to engage in further training (x2(8) = 14.30, p = .073); therefore demographic variables were excluded from the 
final logistic regression model.    
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the likelihood of wanting palliative care education.  Resilience and the communications 

environment were not significant predictors of desire for palliative care education. 

DISCUSSION 

This study investigated whether work environment characteristics and psychological 

factors could help to predict willingness to engage in palliative care education. Much has 

been written concerning insufficiency of resources (both human and financial) on staff 

palliative care education.38-40 Psychological factors have also been examined to some 

extent.41 Lack of motivation including limited incentives for staff, has been explored.42 

Previous research has also examined self-confidence as both motivator and outcome of 

palliative care education. 43-45The current research goes further to explore the predictive value 

of both socio-environmental and psychological factors.  

The regression results indicate the need for a better understanding of burnout among 

RAC healthcare staff.  Work within the context of an aged care facility requires both frequent 

and emotionally intense interaction with colleagues, residents and families (both risk factors 

for burnout).46In the current study, an increase in burnout score significantly decreased the 

likelihood of engaging in palliative care education.  Complementary findings by Holland and 

Neimeyer41 found an inverse relationship between increased staff hours of palliative care 

education and decreased burnout overall. Drawing on research by Leiter47the authors 

proposed that education may impact on workplace burnout by enhancing an individual’s self-

efficacy.  Research by Yeatts et al.48 in Texas reported that CNA’s (health care assistants) 

who perceived education to be “always available” were more likely to have lower scores 

exhaustion (an aspect of burnout). 

Multiple factors have been linked to an increased likelihood of engaging in formal 

training including the desire of staff to enhance care delivery.49,50 However Yeatts et al.48 



RAC Staff Palliative Care Training Predictors 

failed to find a relationship between length of employment and perceptions of training 

availability. Study results indicate that single significant predictor of willingness to engage in 

palliative care education was the staff members’ previous experience in palliative care.  

Perhaps experience with palliative care highlighted for staff areas where both self-confidence 

and self-perceived care delivery skills were less than optimal. According to Mauer and 

Weiss51 experience may result in greater recognition of the need to acquire new knowledge 

and skills.   

Organisational environment has been identified as a factor influencing changes (both 

positive and negative) to care.38, 44, 52 Previous research has also highlighted the 

communication environment as a key component in providing effective palliative care.53, 54 

Drawing on complexity science3 Colon-Emeric et al.55 proposed that communication patterns 

in RAC facilities may influence the quality of care provided to residents.  A tolerant and open 

rather than ‘us and them’ management style is required to encourage staff uptake of 

educational programmes.56, 57 Although current study failed to establish a relationship, the 

interrelationship between management style, perceptions of the communications environment 

and palliative care education uptake should be further explored. 

Staff members were also less likely to seek additional education when support 

services were perceived to be easily accessible. In contrast Strumpf et al.58 indicated 

palliative care training success was assisted by hospice support service availability.  Perhaps 

staff concluded that seeking training was necessary in the absence of alternative sources of 

information. 

The establishment of long-term, meaningful relationships with residents fosters 

resilience.59 However, staff members reported an inability to spend enough time with 

                                                           
3  In complexity science health care organizations, including aged care facilities, are defined as complex 
adaptive systems (CAS). CASs are characterized by a number of agents (staff) interacting locally in a dynamic, 
nonlinear fashion. 
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residents and also recorded a below average mean resilience score. It is unsurprising then that 

resilience was not a significant predictor of willingness to engage in further education.  

Perhaps the theorized direction of causality is incorrect. Further education may instead be a 

predictor of higher levels of resilience. Hammond60 citing Howard et al.61 argued that 

“education develops psychosocial qualities that contribute to resilience (p. 72)”. 

A higher proportion of health care assistants compared to nurses participated in the 

study, potentially impacting on the representativeness of the findings. As an urban sample, 

the results may not be representative of the experiences and educational needs of RAC staff 

working in rural areas. Further studies should examine the applicability of the findings both 

nationally and internationally. Despite these limitations, it is likely that this study will be 

useful in informing clinical practice, research and education in residential aged care settings 

internationally.  

Increased availability of palliative care education is a necessary but not sufficient step 

to improve the quality of care delivery.  Our findings add to the accumulated evidence 

concerning both the socio-environmental and psychological factors that can either hinder, or 

enhance the uptake of educational initiatives.  The results of this study should be utilized to 

inform the design and delivery of future palliative care education programmes within RAC, 

to successfully meet the needs of residents and healthcare staff. 
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Table 1 

Demographic characteristics of participants 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  n (%)             
Gender                                       
Male 42 (9.7) 
Female  377      (87.5) 
Unspecified 12 (2.8) 
Age   
17-25 43 (10.0) 
26-35 119 (27.6) 
36-45   83   (19.3) 
46-55 102 (23.7) 
56-65 54 (12.5) 
65+ 9 (2.1) 
Unknown 21 (4.9) 
English                                       
Yes 104 (24.1) 
No 313 (72.6.) 
Unspecified 14 (3.2) 
Ethnicity                                   
New Zealand European 60 (13.9) 
Maori 9 (2.1) 
Pacific 158 (36.7) 
Other Pacific 34 (7.8) 
Samoan 34 (7.9) 
Fijian Indian 30 (7.0) 
Tongan 27 (6.3) 
Fijian 22 (5.1) 
Cook Islander 2 (0.5) 
Kirbati 1 (0.2) 
Other 189 (43.9) 
Filipino 55 (12.7) 
Asian 48 (11.1) 
Indian 42 (9.7) 
African 10 (2.3) 
European 7 (1.6) 
Malaysian 2 (0.4) 
Middle Eastern 2 (0.4) 
Sri Lankan 1 (0.2) 
Thai 1 (0.2) 
Role                                     
Health Care Assistant 262 (60.8) 
Registered Nurse 84 (19.5) 
Other (incl. diversional therapist, activities 
coordinator, physiotherapist etc.) 

22 (5.1) 

Enrolled Nurse 16 (3.7) 
Clinical Manager 13 (3.0) 
Charge Nurse/Senior Nurse 10 (2.3) 
Care Coordinator 10 (2.3) 
Care Manager 3 (0.6) 
Years of experience Aged Residential Care   
< 12 months 40 (9.3) 
1-3 years 111 (25.8) 
4-10 years 125 (29.0) 
10+ years 118 (27.4) 
Unknown 36 (8.4) 
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Table 2 

            Training in End of Life Care 

      Frequency        Percent 
    
Training 
Formal Palliative Care Training 

 
n = 422 

  

Yes              199  46.2 
No              223 51.7 
Liverpool Care Pathway  n = 414   
Yes              145 33.6 
No              269 62.4 
Hospice NZ  Fundamentals of Palliative Care courses n=413   
Yes  53 12.3 
No  360 83.5 
Advance Care Planning & Communication Skills n = 406   
Yes  111 27.3 
No  295 72.7 
Length of Course n = 218   
< 1 day  136 62.4 
1 day  22 10.1 
2 days -1 week  36 16.5 
9-11 days  1 0.5 
2 wks-1 month  5 2.3 
> 1 to 2 months  2 0.9 
2 – 6 months  7 3.2 
1 semester  4 1.8 
1 year  4 1.8 
> 1 year  1 0.5 
Location of Training n=124   
District Health Board Hospice  44 10.2 
In House  42 9.7 
District Health Board  15 3.5 
Other Overseas Institution  7 1.6 
Other NZ Hospice  4 0.9 
Charitable Organization  3 0.7 
Recruitment Agency  2 0.5 
Private Organization  2 0.5 
Other District Health Board  2 0.5 
Hospice NZ  2 0.5 
LCP4 NZ  1 0.2 
Topics Requested                                                                                   n = 237   
Palliative Care/End-of-Life Care (General) 132 (30.6) 
Dealing with Families 25 (5.8) 
Medications/Pain Management 21 (4.9) 
Cultural Training 17 (3.9) 
Psycho-Social Aspects of Patient Care 10 (2.3) 
Care Plan/Review 10 (2.3) 
Liverpool Care Pathway 7 (1.6) 
Physical Aspects of Care 7 (1.6) 
Religious/Spiritual 3 (0.7) 
Time Management 3 (0.7) 
Advance Care Plan/ Advanced Directives 2  (0.5) 
 

 

                                                           
4  Liverpool Care Pathway 
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Table 3 

Spearman’s rho rank correlations among study variables 

 
  

 Burnout 
Total 

Resilience 
Total 

Palliative Care 
Communications 

Environment 

Accessibility Experience 
Total 

SDR-
16 

Burnout Total 
Resilience Total 
Palliative Care Communications Environment 
Accessibility 
Experience Total 
SDR-16 

_____      
-.34** _____     
-.19** .23** _____    
-.12 .03 .38** _____   
.12* .12* .18** -.06 _____  
-.28** .25** .10 -.03 .05 _____ 

 *p < .05; **p < .001 
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Table 4 

Binary Logistic Regression Predicting Willingness to Engage in Formal Palliative Care Training 

Variable B SE  Odds ratio  p   95% C.I. Exp(B) 
     Lower  Upper 
Communications 
Environment 

.09 .05 1.10 .05 .99 1.22 

Burnout -1.16 .42 .31 .00* .13 .72 
Resilience -1.40 .60 .24 .05 .06 1.01 
Accessibility -.03 .01 0.96 .00* .94 .98 
Experience   .46 .21 1.59 .02* 1.05 2.42 
Constant 6.93 3.44 1024.98 .04   
*p < .05 
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Supplementary Material 1  

 

Table S1 

Scale Reliability Analyses 

Scale Cronbach’s alpha Number of items 
Communications Environment .77 13 
Support Service Accessibility .93 12 
Resilience .67 6 
Burnout .91 10 
Social Desirability  .72 16 
Experiences with End-of-Life .76 3 
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Supplementary Material 2 

Table S2 

Respondents’ mean ratings of 12 palliative care services addressing the level of accessibility 
 

Item Nb    Mean Standard 
Deviation 

Training on the care of patients at the end of life 244 6.09 2.70 

Training in communication skills about dying, 
      
 

239 5.91 2.72 

Training in what people from different cultures 
   

243 5.48 2.78 

Courses or advice on understanding the effects 
       

243 6.00 2.79 

Advice regarding legal and ethical issues around 
  

238 5.47 2.70 

Specialist knowledge and support through the 
    

235 6.06 2.84 

Support from GP’s 225 6.45 3.07 

Support from DHB Gerontology nurses 216 5.84 2.99 

Opportunities for debriefing, reflection and 
 

227 5.41 2.71 

Access to interpreter services/telephone 
  

332 5.53 3.06 

Brochures for patients in different languages 
    

220 4.77 3.15 

Access to cultural advisors 221 4.92 3.09 

 

 

a Respondents were asked to rate each item on a ten-point scale according to the extent of perceived accessibility 
of each palliative care service, from 1 “inadequate” to 10 “adequate” 

b Respondents were instructed to leave blank any item for which they considered themselves unable to 
comment. 
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Supplementary Material 3 

Table S3 

Respondents’ mean ratings of palliative care communications environment (from 1”strongly 
disagree” to 5 “strongly agree”) 

Item N    Mean SD 

Work is complicated by different opinions from supervisors/co-
workers on the care of the resident with palliative care needs
  

  

394 3.26 1.19 

It is possible to spend all the time needed for any task with the 
dying resident   

      

      

402 3.11 1.18 

Managers/senior staff are on hand to answer questions about the 
dying resident  

  

  

400 3.92 1.00 

I feel able to discuss death and dying with residents  

  

  

387 3.22 1.16 

I feel able to discuss death and dying with relatives/carers
  

  

  

383 3.43 1.15 

Questions which the residents ask about their disease, death or 
dying needs are always referred to the Dr or Manager in the first 
instance  

  

  

385 3.75 1.15 

I find it difficult to recognize and interpret symptoms in the 
resident with palliative care needs  

  

  

396 2.76 1.11 

I am confident that I am part of a care team that can care for the 
needs of a resident who is at the end of life without the need for 
hospitalisation  

  

  

400 3.98 0.99 

Staff members have access to training in recognising and 
managing end-of-life care needs in residents  

  

  

398 3.76 1.02 

Staff have access to training in the care 'after death' of the dying 
patient  

  

  

390 3.57 1.07 

Staff are provided with emotional support from managers and 
colleagues regarding working with dying residents  

  

  

398 3.62 1.08 

I feel that my contributions to the palliative care needs of 
residents are valued  

 

 

  

  

402 4.03 0.92 

 

 

I feel that I am able to utilize all my skills in palliative and end-
of-life care 
 
 

 
400 

 
3.98 

 
0.91 

 
 


